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Executive Summary

This is the research report of the study of partnership and complexity in
continuity of care. It is a detailed report of continuity of care in two
conditions, namely older people who have had a stroke (55 years of age and
over) and young people with a learning disability. The study was conducted in
three localities, selected to represent a spectrum of inter-organisational
complexity and histories of joint working. The three localities were Darlington,
South Tyneside and Lancashire.

We focused mainly but not exclusively on two ‘*hinge points’ where, in each
condition, we would be able to test for discontinuities at significant inter-
organisational and inter-professional boundaries. In the case of stroke this
hinge point was the transition from hospital to home at the point of discharge.
In the case of learning disability it was the transition for young people leaving
school and entering adulthood. We employed a range of qualitative methods,
including documentary analysis, non-participant observation and a substantial
number of in-depth and face-to-face interviews with service professionals and
managers and with patients/users and their carers.

The severe organisational turbulence during the study, particularly in the
NHS, when combined with a multiplicity of overlapping organisational
boundaries, impedes rather than promotes continuity of care. On the other
hand, conterminosity and relative environmental stability are solid
foundations for, but not guarantees of, joined-up service delivery. The South
Tyneside stroke service prospered in this respect.

Many of the contextual factors that hinder continuity of care are structural in
nature. Key clinical roles such as clinical psychology in stroke services, which
official guidance makes clear are important, were simply not present (with the
exception of South Tyneside). In both conditions there were problems
associated with shortages of allied health professionals. These are particular
illustrations of long-standing problems associated with investments in service
development in these two conditions. It was also suggested that this historic
under-funding reflects national priorities.

We found evidence that long-standing issues, such as the divide between
health and social care, continue to hamper continuity of service delivery on
the ground. In the case of learning disability the most pronounced
discontinuity was evident at the boundary between social care and education
services.

Continuity of care, together with its synonyms seamless care and integrated
care, is part of the current lexicon of joined-up government and whole-system
working. As experienced by patients and service users, continuity of care
should be the operational expression of joined-up government, as
experienced by service users. If it reflects the rhetoric of whole-system
working and patient-centred care, then it should span all of an individual’s
experiences of care and support in all settings.
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In stroke services we did find examples of continuity of care which reflected
organisations and service professionals working across boundaries. In the
case of learning disability services we found much of the machinery and tools
of partnership working but little evidence of this producing continuity of care
for individual service users. Our overall conclusion was that the transition
from school for young people with a learning disability was characterised by
discontinuity rather than continuity of care. This was evident in two respects.
First, it was evident in the abrupt shift from children’s services to adult social
care. Second, and just as marked, it was found in the transition from
paediatric to adult health services. Services that had formerly been readily
available and free were now charged for and often unavailable. We found that
abrupt service deficits arising from chronologically based eligibility criteria
were a constant source of distress. Strikingly, even though the transition from
school was predictable, it appeared to users and their carers to be poorly
planned and poorly co-ordinated.

In the case of stroke services, we found evidence of perceived discontinuities
of care in, for example, transfers between wards and between hospitals.
However, several of the recruited patients reported experiences of treatment,
rehabilitation and care which to them and their carers appeared both well
planned and well co-ordinated.

In both conditions, however, the limited duration of any such joined-up
working was an issue. Viewed from the perspective of the service user,
continuity of care should be just that — continuous - and should extend
beyond and outside any one formally approved care pathway. Continuity is
about the organisation of care in general, and not about continuity within any
one episode. In the case of learning disability services, one of the main
concerns of carers was not with the transition from school to college, but the
subsequent transition from college to employment and independent living. In
the case of stroke services, patients and their carers were keen to be
reassured that care and support would not be ‘turned off’, even at the point
where formal care and support had ceased.

Indeed, the study’s main conceptual insight is that the term continuity of care
is most meaningful when viewed from the perspective of the service user. It is
the service user who has the continuous - or discontinuous - experience.
There is no other group of people or sequence of events whose actions or
experiences are in any sense continuous. Service providers come and go, and
there is no consistent pattern of communication and feedback between any of
the other parties involved in treatment and care.

Care pathways are a convenient fiction. They are often characterised in
National Service Frameworks and other documents as linear sequences of
events. The experiences of service users reported in this study suggest that
there are indeed fairly predictable sequences of events, which are common
across most of the people we worked with.

Equally, though, there was strong evidence demonstrating the diversity of
people’s experiences in both services, and also evidence, particularly in stroke
care, of the numbers of decisions that are made about treatment and care.
This diversity is not simply unwanted variation — although it is partly that -
but evidence of service-delivery systems that are, however imperfectly at
times, responding to service users as individuals.
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The Report

Section 1 Introduction

The National Co-ordinating Centre for NHS Service Delivery and Organisation
R&D (SDO Programme) commissioned a number of research projects on the
general theme of continuity of care. This study, which started in January 2002
and finished in April 2005, was designed to explore the ways in which new
Government policies on partnership working were affecting the continuity of
care delivered on the ground. In particular, the study aimed to understand the
ways in which continuity of care was affected by the complexity of inter-
organisational arrangements and the complexity of inter-professional working
arrangements. It also aimed to explore the relationship between inter-
organisational and inter-professional complexity.

The research was undertaken in three sites, namely Darlington, Lancashire
and South Tyneside, in respect of two ‘tracer’ conditions: stroke care and the
care of younger people with learning disabilities who are making the transition
to adulthood.

The report has five main sections. Section 2 sets out the research design and
methods that were used in this study. Fundamentally, this was a study of the
perceptions and experiences of care as viewed by service users and their
families and carers, and as viewed by service providers and local managers.
Section 3 sets out the general policy context within which continuity of care
has been promoted over the last few years. Sections 4 and 5 contain the main
empirical results of the study. Section 4 sets out the policy context for stroke,
and reports on the experiences and views of all of the parties involved in the
delivery of services to people who have had strokes. Section 5, similarly,
presents the policy context within which services for people with learning
disabilities have developed, and our evidence about the experiences of the
parties involved in services. Section 6 summarises our results, identifying the
factors that promote and inhibit continuity of care, and sets the results in a
wider organisational and policy context.
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Section 2 Research design and methodology

2.1 Introduction

This study involves a detailed examination of continuity of care, as
experienced by patients/users and their families and carers, and as perceived
by relevant care professionals and managers and the wider clinical and
managerial communities. This section outlines the research design and
methodological approaches used to explore such service outcomes and
processes, and to capture the range of factors impacting upon them.

Our research was initially designed as a study of the role of inter-professional
and inter-organisational co-ordination in continuity of care. From the outset
the issues seemed inherently complex in two senses, namely that they
involved dealing with uncertainty, and that they had many interacting
elements. Diagnosis, treatment and care involve many people co-ordinating
their work at any one point in time, and through time. Here, we were
interested in what happens at inter-professional boundaries, and our initial
hypothesis was that continuity of care would be more likely in a predictable
condition in which there are relatively few professions involved, and where
there is consensus between professionals about the best treatment and care.
We were also interested in inter-organisational issues. We were anticipating
that, ceteris paribus, continuity of care would be more likely in local health
and social care systems where there are fewer organisational boundaries to
be traversed, and a history of joint working at strategic and operational
levels. Here, we were contending, the conditions for delivering continuity of
care would be inherently more favourable.

This focus gave us the main theoretical context for the study, which by its
nature would be a study of partnership arrangements of various kinds, and
hence more generally of the co-ordination of services (Hood, 1998, 2005).
There is a substantial literature on partnerships, including partnerships in
health and social care, that we draw upon in this report. Equally, recent
trends in Government policies have placed considerable emphasis on ‘joined-
up’ and ‘whole systems’ working, and it was not clear at the start of the study
how far these were essentially a re-working of older policies or had some
genuinely novel features. Therefore, to some extent the study was an
investigation of co-ordination of care in the new policy environment. The
policy context is discussed in Section 3.

2.2 The selection of stroke and learning disability
as tracer conditions for the case study

The two tracer conditions were as follows.

1 People who have had a severe stroke. We initially intended to focus on
people aged 65 and over but following advice from fieldwork sites
subsequently included patients aged 55 years and over.
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2 Young people with a learning disability making the transition from
childhood to young adulthood.

There were a number of reasons why learning disability and stroke were
selected. In the case of learning disability we were selecting a condition which
we (initially) thought would be relatively straightforward in terms of the range
of organisations and professions — and hence boundary disputes and
discontinuities - potentially involved. This was not a service involving “simple
partnerships’, but learning disability was felt to be a condition with some
degree of predictability and consensus regarding diagnosis, treatment and
prognosis. Young people will also have been in the system for several years
prior to transition and this too reduces uncertainty. Finally, the dominant
paradigm in learning disability is the so-called social model, and it is common
practice for local councils to assume leadership on Learning Disability
Partnership Boards. Conversely, the range of partners involved in transition is
substantial, including health, social care, local education authorities, children’s
services, Connexions, Learning and Skills Councils (LSCs), the Workstep
Programme, Job Brokers in the New Deal for Disabled People and the Benefits
Agency, among many others. Councils have had to engage new organisational
partners in service planning and development. The Department of Health
(2001a, para 9) recognised that the early innovative record on partnership
working in this field was neither widespread nor had it been sustained. This
complexity within the learning disability case study was confirmed during
subsequent fieldwork, as detailed in Section 5.

Stroke was selected because it is complex in both senses, namely that it
involves uncertainty and services with many elements that need to be
co-ordinated. The organisational and partnership arrangements have fewer
historical roots than in learning disability services. Standard Five of the
National Service Framework (NSF) for Older People (Department of Health,
2001b), which covers stroke, for example, emphasises the need for the NHS
to work in partnership much more effectively with other agencies. As the NSF
noted: ‘care provided on the basis of assessment may well not be
co-ordinated or follow the complex care pathway an older person might follow’
(para 2.3). In addition, we were aware that there is scant published material
relevant to continuity of care in stroke, a fact confirmed by the literature
review undertaken as part of our study (see Appendix 1). By focusing upon
the relationship between specialist stroke services providing acute care and
rehabilitation, and long-term support for stroke patients and their carers, we
would therefore encompass inter-organisational and inter-professional
complexities in continuity of care.

2.3 The selection of sites for exploring the
case-study conditions

Three sites were selected for our studies of stroke and learning disability care
pathways, to reflect a range in the number of statutory authorities responsible
for health and social care. The three sites chosen were Darlington, South
Tyneside and Lancashire.

In the most simple - South Tyneside - the single unitary authority
(responsible among other things, for both social services and housing) was
conterminous with a single primary care trust (PCT; after April 2002). In
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Darlington there was a single, unitary authority conterminous with a single
PCT but relating - as one of six PCTs - to the new county-wide NHS Trust,
created in October 2002. The third site selected for case studies, Lancashire,
was selected precisely because of its complexity in these dimensions.
Lancashire County Council covers a total of 11 districts (and Preston City
Council) that each have responsibility, among other things, for the provision
of housing and home adaptations in their areas. The county council (as social
service authority) also provides a Welfare Rights Service from a total of six
bases serving between one and three districts. In the NHS, there are four
Acute Trusts based in Preston, Clitheroe, Burnley and Morecambe Bay and a
total of eight PCTs that work either completely or partly within the area
covered by Lancashire County Council. The PCT boundaries (after the April
2002 re-organisation of county council services that coincided with the
transition of Primary Care Group to PCT status) mainly correspond to local-
authority districts (ranging from a single district to a combination of three) in
terms of their geographical coverage. However, one, Morecambe Bay PCT,
straddles the boundary of Lancashire and Cumbria counties. Similarly,
Morecambe Bay Hospitals Trust covers sites in Cumbria in addition to its
Lancaster hospital site within Lancashire. Lancashire County also relates (in
relation to the planning and provision of services at its borders) to two unitary
authorities in Blackpool, and Blackburn with Darwin - both of which have
additional, conterminous PCTs, and an NHS Acute Trust either based within
the unitary authority (in the case of Blackpool) or crossing the border with a
Lancashire district (in the case of East Lancashire Hospitals Trust which has
sites in both Burnley and Blackburn). The single Lancashire-wide Ambulance
Trust is responsible for services provided from local bases across Lancashire
County and the two unitary authorities. There is also a single mental health
trust, Lancashire Care Trust (with its headquarters in Preston) that has
responsibility across the entire area of Lancashire, Blackpool and Blackburn
with Darwin.

It was agreed at the outset that we would, in Lancashire, focus on particular
localities for both tracer conditions. On the basis of discussions with local
service managers and service professionals, these localities were selected to
capture the complexity of service planning and delivery across Lancashire.
The specific area chosen for the learning disability element of the study was
Chorley and South Ribble. This was the area where the Transitions
Coordinator for learning disability had been in post the longest and
partnership mechanisms (Partnership Board, integrated commissioning
arrangements including a pooled budget for adult services) were most fully
established. Service managers felt, therefore, that Chorley and South Ribble
provided the best environment within the county both for our research and,
as a corollary, for their own organisational learning in relation to transition.
The areas chosen for the stroke service element of the project were the Fylde
and Wyre Districts. They provided the added complexity that the main NHS
Acute Trust provider operates across the county border within the unitary
authority of Blackpool. In addition, Fylde and Wyre local-authority services
relate to a further two Acute hospitals in Lancaster and Preston. In other
words — of our three sites used for the case studies of stroke and learning
disability as tracer conditions - Lancashire (and Fylde and Wyre in particular)
provided the context in which there were most opportunities for discontinuity
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because of the huge range of overlapping professional and organisational
boundaries present.

In the context of site selection for the case studies, it is important to note that
our original intention was to select four sites covering more and less
institutionally complex local areas - i.e. conterminous PCT and single-purpose
local-authority versus non-conterminous PCT and many-purpose local
authority - with examples of good and poor histories and culture of joint
working represented across both types. Due to delays associated with
obtaining ethics and local Research Governance approval (despite submission
of relevant applications at the earliest possible stage of the research process),
however, it proved necessary to focus our efforts on the three localities
described above. In the event, we do not feel that this detracted from our
ability explore continuity of care in an appropriate range of contexts.

2.4 Outline of research methods

We used the case-study method (Ragin, 2000), and a form of critical case
sampling to select our patient/user cases (Patton, 1997), to identify and
understand continuities and discontinuities of care. This approach permits
logical generalisation and maximum application of findings to other cases. We
also used triangulation of data and methods within our case studies to
generate the "thickest’ possible descriptions (Geertz, 1973) of processes over
time from the perspectives of those principally involved.

The study was undertaken over a 3-year period between 2002 and 2005, and
had three discrete elements:

1 initial literature reviews relating to continuity in both stroke and learning
disability services;

2 the use of consensus-development techniques to confirm and, if
necessary, modify the literature review findings;

3 field research at three sites; the principal methods used were interviews
with service providers, longitudinal tracking of service users and their
carers, and non-participant observation of meetings concerning care
processes.

2.4.1 Literature reviews

The first element of the research involved the production of two literature
reviews focusing on our selected services (stroke and learning disability) and
the organisational factors that influence continuity of care in relation to them.
The reviews focused primarily on UK literature (including clinical guidelines),
but incorporated international evidence where it was judged relevant to UK
practice. The reviews began the process of (a) identifying judgement criteria
for continuity and discontinuity of care, (b) distinguishing between what might
be seen as appropriate and inappropriate continuities and discontinuities and
(c) establishing the location of key "hinge points’ in services, and hence key
inter-professional and inter-organisational boundaries. The methods used in
the reviews are set out in detail in Appendix 1. The findings of the literature
reviews are incorporated in Sections 4 and 5 of the report, which also present
our main fieldwork findings in relation to each service. In the case of learning
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disability the revised literature review has also been used as the basis for
publications (Hudson, 2003a, 2003b).

2.4.2 Consensus-development groups

The initial literature review findings were discussed at meetings of our stroke
and learning disability consensus-development groups, which consisted of
representatives of service users and carers, and service providers, identified
via relevant bodies such as Royal Colleges, Association of Directors of Social
Services, NHS Confederation, Stroke Association and Value Into Action. The
reviews were amended in the light of comments made at the meetings. The
groups were also asked for their opinions on site selection, thereby
supplementing our consultations with other bodies on that subject.

The main purpose of convening the consensus-development groups, though,
was to help us to create initial, normative descriptions of the hinge processes
in each pathway that could subsequently be investigated in the fieldwork. We
suspected, and the literature reviews confirmed, that there was limited
evidence about the care processes at any potential hinge points, even obvious
ones such as leaving hospital following a stroke. We followed the general
precepts of consensus-development methods (Jones and Hunter, 2000),
although it would be more accurate to describe the events as valuable
meetings with groups of experts - using the term expert broadly - than as
the use of a structured method with a defined analytical strategy associated
with it. One group was convened for each of the two conditions, and in the
course of the meetings members were asked to identify hinge points, the key
points in the journeys of service users and carers through services. They were
asked for their perceptions of the organisation of services at these points, how
well they worked in practice and the origins of any problems that they
identified, such as poor communications between professionals.

2.4.3 Fieldwork

The main part of the study involved 2 years of fieldwork in which, for each
tracer condition, the normative descriptions of appropriate continuity of care
established in stages 1 and 2 were tested out in our case-study sites using a
range of qualitative data-collection techniques. The interviews throughout the
study were in-depth and semi-structured (Pawson and Tilley, 1997, Chapter
6; Ragin, 2000; Silverman, 2004). The policy context, which informed the
approach to the interviews, is set out in Section 3. The schedules used for all
interviews are in Appendix 2. All of the interviews were tape-recorded with
participants’ permission. They were subsequently transcribed in full and
analysed, together with qualitative data from field notes of meeting
observations and case-note and document analysis, using rigorous thematic
coding techniques (see Dey, 1993).

In relation to learning disability services, a first round of about 50 interviews
was undertaken across our three case-study sites during the first half of 2003.
The interviews covered a cross section of managers and professionals dealing
with both children’s and adult services (i.e. Transition Co-ordinator, social
services managers and front-line social workers, PCT and community health
managers and front-line workers, Connexions, the Local Education Authority
(LEA) and special schools, Employment and Day Services), and a total of 14
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young people (identified and contacted first by social services staff in order to
gain permission for researchers to contact them). In the latter case, the
interviews were conducted with service users themselves and parents or other
carers as appropriate. In addition, social services staff provided the names of
four other young people. We were unable to make contact with them,
following several attempts to do so.

A second complete round of interviews took place in late 2004 (covering 18 of
the most key managers and professionals and the parents across our three
sites. These second round interviews, in addition to capturing relevant
perceptions of services, reflected the changing nature of organisational
structures in our sites, for example, covering managers employed by newly
established Children’s Trusts as well as repeating interviews with staff
interviewed in round one.

The purpose of the interviews with young people and their carers, in addition
to beginning the evidence-gathering process, was to explain our study to
them, and to obtain their formal, written consent to participate in the study.
This allowed us to undertake a key part of the study, namely the tracking of
these people over time, in order that we could establish in detail what
happened to them at the hinge points we had identified as (likely to be)
important, and to capture their perceptions of the quality of care at those
points.

Younger people were selected for inclusion in the study on the basis of the
criteria summarised in Box 1. The intention was to cover and track young
people (and their families) who had reached a range of different points in the
transition process. It proved not to be appropriate, as had been the original
intention, to track a single age cohort of users over a 12-month period before
and after the school-leaving element of transition that takes place at ages 18-
19. We found that the entire process of transition takes many years, and can
continue until young people are well into their 20s and are leaving college. We
therefore chose to track a group of young people spanning a wider age range
(from 16 to early 20s), thereby gaining a broader insight into experiences at
different stages of the transition.

Box 1 Inclusion criteria for learning disability service users

In each of the three sites, the aim (though it did not subsequently prove possible for
social work care managers to identify this number of young people) was to undertake
interviews/gain access to case notes in relation to:

a three young people coming up to school-leaving age at 16, 17 or 18/19 - i.e.
currently going through transition;

b three young people who have gone through transition - for example, they were at
college or were in employment etc.

c three young people who have, for example, been to college and come out of the
transition process altogether.

In addition, the intention was, insofar as it was possible for social workers to identify
young people fitting the criteria, within (a), (b) and (c) above, to cover approximately
three complex cases, three cases of young people who were statemented, and three
cases of young people with less complex needs who have no statement.
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In relation to stroke, a total of 52 managers (in the Acute and community
hospitals, PCT and social services) and professional staff (doctors, the stroke
specialist nurse/stroke co-ordinator and other nurses, physiotherapists,
occupational therapists, speech and language therapists, dieticians and clinical
psychologists) were interviewed in the first round of the study. Six of these
were also followed-up for a second interview, but due to the delays in access
described above repeat interviews were not appropriate in our third site.

A total of 18 patients and family members were recruited to the study from
the stroke specialist wards across our three sites and tracked through the
local health and social care system for up to 9 months. That is, they were
tracked until approximately 2-3 months after their move to either their own
home or residential or nursing care. (See Appendix 2 for relevant interview
schedules for managers/professionals and patients/carers.) There were five
cases in one site, six in another and seven in the third, with five ‘active’ cases
across the three sites at any one time. During the fieldwork there was a need
to replace one patient who died and one who withdrew from the study, and
they were not included in the analysis.

Box 2 Inclusion criteria for stroke patients

Number: five active cases in each locality over the duration of the fieldwork
Age: 55+

Gender: three female:two male

Start: 7 days after admission to acute care

End: indeterminate; when there is consensus, between patient, carer, care
professionals and researchers about stability in terms of condition and care.

Condition: two-dimensional. One of each of the possible combinations between
co-morbidity (none or significant) and severity of stroke (low and high). The fifth case
depending on local circumstances.

Measure of severity:

Low — person who, at 7 days, is expected to return home without need for long-term
residential (or nursing care) or domiciliary care.

High - person who, at 7 days, is expected to need help upon discharge with transfer
and walking.

Significant co-morbidity: severe enough to require input from another specialty within
secondary care, i.e. not simply with support from general practitioner or other
primary-care professionals, for example with control of diabetes.

Exclusion criteria: where neither patient nor carer is fluent in English; although people
with communication difficulties per se were not excluded.

Patients were initially identified and asked if they were willing to take part in
the study by the relevant stroke specialist nurse and other members of the
clinical team (see Box 2 for patient-inclusion criteria). In cases where, in the
judgement of the consultant and/or clinical team, potential research subjects
could not be approached by the researchers, they were asked to seek carers’
approval for us to discuss the study with the carer, until such time as patients
were able to indicate willingness to take part themselves. It was neither
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possible nor desirable to approach people who had had a stroke until several
days - at least 7 days and sometimes more - afterwards. Patients and/or
relatives were interviewed between two and eight (an average of five) times
over the period of their journey from inpatient care, through rehabilitation to
discharge into the community. This tracking of the care process for a period
after return home (or entry into nursing or residential care) enabled us to
assess process outcomes in terms of follow-up monitoring and review
arrangements, in addition to the active care that we were able to study while
patients were in hospital and/or rehabilitation.

In addition to undertaking in-depth interviews, members of the research team
attended and observed strategic planning and operational-level service
meetings in relation to both stroke and learning disability throughout the
whole period of fieldwork. These included, for example, transitions
co-ordinator network and Partnership Board sub-group meetings for learning
disability. In the case of stroke, the researchers attended weekly
multi-disciplinary team (MDT) meetings (where they took place) on the stroke
wards (acute and rehabilitation) for a period of several months as the
recruited patients progressed along the patient journey. They also attended
relevant service planning groups such as the Standard Five/stroke sub-group
of the NSF for Older People Local Implementation Team (LIT). Finally, the
researchers examined patient/users case notes (where appropriate) in order
to add detail to interview discussions (this was particularly important in the
initial stages of tracking stroke patients when they were often too tired or
unwell to talk in detail), and obtained local management reports and other
documentation for subsequent analysis.

2.5 The importance of in-depth interviews

One of the main benefits of in-depth, face-to-face interviews as the main
research method is that participants can give a detailed account of their
experiences. Methods such as questionnaires are, by comparison, course-
grained and two-dimensional. As well as their inherent richness, interviews
take place at a particular time and are inevitably coloured by proximate
experiences - however apparently mundane or even trivial in the context of
overall care. This is one reason why we believed that it was important to
interview patients/users and carers over a long period, covering time in
hospital and following discharge with stroke patients, and with learning
disabled young people as long a time as possible prior to and after leaving
school. The longitudinal aspect of the study also allowed interviewees
cumulatively to reflect on, and put into perspective, their whole experience.

It quickly became apparent, for example, when interviewing patients about
those aspects of their treatment, rehabilitation and care that promote or
impede continuity or seamlessness, that the apparently incidental can seem
extremely important, at least in the period soon after it happened. As we shall
see in Section 4, the allaying of concerns about relatives or small irritations
about some ward routines can be seen as significant at the time. The same
need for minimisation of worries and uncertainty was also true for service
users and families interviewed in the context of learning disability transition
(see Section 5). For both of our tracer conditions, our interviews were based
on a topic guide (see Appendix 2) designhed to reflect the major factors -
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structural and procedural, organisational and professional — which might
influence continuity of care. This included a series of questions, with suitable
prompts, not just about what the care or services received comprised but
about how treatment, rehabilitation and care (for stroke patients) is given,
and how the planning process is handled in terms of personal relationships
between users/families and professionals (for learning disability).

We know from previous research (and indeed common sense) that how
services are provided and care is given can be as important as what is given.
Thus, for instance, it is little good stroke patients being given intensive
therapy, or being given large volumes of information, or being closely
involved in discharge planning, if it is done in a way that they think brusque,
impersonal, thoughtless or hurried. Neither is it helpful if it is done in a
environment perceived to be too noisy, or where the staff are too busy and
pressurised to be as attentive to patients as they and families would ideally
like. This is simply to make the point that environment, atmosphere and the
personal approach of staff can be aspects of perceived continuity as important
as how well co-ordinated is an agreed programme of treatment and care.
Thus, in the language of the NHS Plan, the NSF for Older People and much
other national guidance, continuity of care will be a product as much of a
patient-centred approach and the general hospital environment as of
adherence to any care pathway or model of care whether emanating from the
Royal College’s guidelines, the NSF or elsewhere (although clearly that is still
needed). Similarly, for young people with a learning disability and their
families it is as much about the way in which they are included in the
transition planning process (i.e. as full partners, or simply on the receiving
end of decisions that feel like they have already been made) as the types of
services they eventually receive.

2.6 Remainder of the report

Section 3 contains a detailed account of the policy context in which the two
services are provided. Sections 4 and 5 are the heart of the report and set out
to do two things. First, they outline in detail the geographical location, and
organisational and professional boundary arrangements in our case-study
localities. Second, they describe continuity (and discontinuity) as experienced
across the stroke patient journey from inpatient care, through rehabilitation,
to discharge into the community; and the transition from childhood to
adulthood for young people with a learning disability. In doing so, Sections 4
and 5 highlight, both from NHS and social services manager and staff
viewpoints, and from the perspective of patients/users and carers, the
features that promote or impede continuity for those receiving learning
disability and stroke services.

It is important to emphasise that, for each tracer condition, the remainder of
the report explicitly looks at issues of a general nature across the sites. It is
not intended to be a detailed description of activity in any one locality.
Instead, the aim is to identify recurring features that constitute continuity of
care. In this way we hope to locate our own fieldwork within a wider context
that will allow lessons of a more general nature to be drawn. Our general
observations are pulled together in the final section of the report (Section 6).
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Section 3 National policy context

3.1 Joined-up government, policy-making and
service delivery: general

One of the hallmarks of the Labour Government, since first elected in 1997,
has been the drive to ensure joined-up service planning and delivery. The
phrase joined-up government itself represents an acknowledgement that,
hitherto, public service provision has all too often lacked co-ordination and
integration. It also reflects a growing realisation that the most complex social
problems cannot be tackled by the traditional ‘silo’ mentality associated with
separate Whitehall departments working with equally separate policy
communities. Indeed, it is a recognition that by perpetuating fragmented
policy-making and implementation such separatism - at both national and
local levels — merely compounds the so-called cross-cutting problems.

What is striking about the commitment to joined-up government is not its
novelty - it has a long and largely melancholy history (see Challis et al.,
1988) - but its endurance and the extent to which it has penetrated policy-
making and implementation across the public services. In different guises the
drive for co-ordination has also spanned every level of policy-making from the
commitment to joined-up government across Whitehall by the Prime Minister,
Cabinet Office and Treasury, to the statutory duty of partnership (upon health
and local authorities) introduced by the Department of Health, to the call for
whole-system working in pursuit of seamless services for individual service
users.

This emphasis on co-ordination and joint working — not fragmentation and
organisational/professional separatism — has outlived the modernisation
banner under which it was first launched. Expressed in terms of the need for
an alternative (network) mode of governance, joined-up government is also
an important manifestation of the Third Way heralded by the newly elected
Government in 1997.

The Government, in its second term especially, has underlined the importance
of final service delivery - the public services as experienced by their
recipients. This study has provided an opportunity to test the extent to which
the rhetoric of joined-up government, whole-system working and service
integration has been given operational expression in services which are
perceived as joined-up/seamless/continuous by their recipients.

At the forefront of the modernisation programme was the White Paper on the
modernisation of government itself, published in March 1999. In his
introduction to the White Paper the then Cabinet Office Minister Jack
Cunningham spelt out clearly the need for better co-ordination:

...we need all parts of government to work together better. We need joined-up
government. We need integrated government.

(Cabinet Office, 1999)
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Describing modernisation as central to the government’s purpose, the White
Paper referred to the keystones of its strategy as inclusiveness and
integration. Integrated policies and programmes, it was argued, ‘tackle the
issues facing society...in a joined-up way, regardless of the organisational
structure of government’ (ibid, para 1.7). This requires ‘working across
institutional boundaries’ (ibid, para 1.12). Arguing that there had been some
areas where effective co-ordination and collaboration are the norm (such as
foreign and security policy) it was accepted that in general there was too little
joined-up working, either horizontally across government departments or
vertically between the centre and the periphery. If the general history, and
problem, is of fragmentation across institutional boundaries, the challenge ‘is
to get different parts of government to work together’ (ibid, para 2.6) by,
among other things, ‘designing policy around shared goals and carefully
designed results not around organisational structures or existing functions’
(ibid).

The White Paper made repeated references to cross-cutting issues and cross-
cutting policies. Cross-cutting issues — among the most obvious being
poverty, crime and social exclusion — are those not amenable to being dealt
with by any single minister or department but only collectively. The White
Paper listed a series of organisational and policy initiatives to foster joined-up
working. Among the most important was the strengthening of co-ordination at
the heart of government via the creation, within an expanded Cabinet Office,
of the Performance and Innovation Unit (see below). Other initiatives cited
were management of the criminal justice system as a whole (by the Home
Office, Lord Chancellor’s Department and Crown Prosecution Service), and a
wide range of citizen-focused, group-focused and area-based programmes:
for example, NHS Direct, Better Government for Older People and Health
Action Zones, respectively.

There was frank acknowledgement of the problems for front-line agencies
caused by different audit, inspection and performance-management
arrangements - a good example being the separate mechanisms for health
care and for social care. There was an equally frank acknowledgement of the
problems caused by a multiplicity of administrative boundaries. These, it was
said, ‘can lead to inefficiency, complication and confusion’ (ibid, para 2.3).
The intention to address these problems was made clear. In the case of
separate performance management and inspection the Government proposed
to

...encourage a whole systems approach. We will put the focus on assessing
improvements in the effectiveness and value for money of a whole system...not
just in its constituent parts.

(ibid, para 4.6)

In future, it was stressed, audit would no longer be an excuse for failing to
deliver more co-ordinated services. As regards non-conterminosity the
Government was clear in its stated intention to align organisational
boundaries:

More than 100 different sets of regional boundaries are used in England alone.
This complicates administration, reduces efficiency and frustrates joined-up
government. It also confuses the public. Wherever possible boundaries should
coincide with local authority boundaries at local level.
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(ibid, para 3.23)

In order to identify and highlight some of the confusion and practical
problems facing people using public services, several Integrated Service
Teams were set up in 1999. They looked at seven of the most common ‘life
episodes’, one of which was the need for long-term care at home. Illustrating
the difficulty for people negotiating their way through a plethora of
organisations, the White Paper effectively demonstrated the potential
discontinuities within and across bewilderingly complex systems.

It was in this same context that the creation of the Performance and
Innovation Unit (PIU) was announced in July 1998, following a review of the
effectiveness of the centre of government by the Cabinet Secretary, Sir
Richard Wilson. The unit’s aim was ‘to improve the capacity of government to
address strategic, cross-cutting issues [and be] part of the drive for better,
more joined-up government’ (Cabinet Office, 2000a, Annex Al). The PIU
produced the following three reports, addressing the theme of joined-up
government, which, in their examination of partnership, complexity and
integration, provide part of the broad policy context for this study.

e  Wiring it Up: Whitehall’s Management of Cross-cutting Policies and
Services (January 2000; Cabinet Office, 2000a)

e Reaching Out: the Role of Central Government at Local Level (February
2000; Cabinet Office, 2000b)

e Strengthening Leadership in the Public Sector (March 2001; Cabinet
Office, 2001).

3.1.1 Wiring it Up

Commissioned in 1998, the PIU’s brief from the Prime Minister for Wiring it Up
was simple: ‘to remove some of the barriers that sometimes stand in the way
of “joining-up™ (Cabinet Office, 2000a). Although the specific focus of the
unit’s study was central government the analysis is of wider relevance. The
unit’'s report was straightforward in its description of longstanding problems.
Whitehall structures:

can inhibit the tackling of problems and issues which cross departmental
boundaries (so-called ‘cross-cutting issues)’ because, amongst other things
‘budgets and organisational structures are arranged around functional lines
[e.g. health] rather than horizontal, cross-cutting problems’ [e.g. social
exclusion].

(ibid, p.6)

The report echoes our own findings on the principal barriers to joint working
(Hardy et al., 1989, 1992, 2003; Hudson et al., 1999). Such barriers are not
only, or mainly, structural - of the sort referred to in the above quote - but
also professional, attitudinal and cultural. The report’s authors thus refer to
‘the signals which Ministers give civil servants about the priority they wish to
be given to cross-cutting approaches [being] key to it all’ (Cabinet Office,
2000a, p.5). They refer also to the need for ‘a fundamental change of mind-
set...switching from a culture of tribal competitiveness to one of partnership’
(ibid, para 8.9).

The report stressed repeatedly the complexity of cross-cutting working and
recommended that civil servants be given practical experience of *handling
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the conflicts of interest and complex reporting lines of genuine partnership
working’ (ibid, p.7). Cross-cutting working is described as ‘difficult to manage’
and ‘inherently more risky because it involves complex relationships and lines
of accountability’ (ibid, p.8). Moreover, if the ways in which work is appraised
and rewarded - the incentive structures - ‘are incapable of identifying and
rewarding a contribution to a successful cross-cutting project, the risks are
one-way’ (ibid, para 3.2). In other words, vertical lines of management within
Whitehall departments foster a narrow departmental view, which leads not
just to a narrow, constricted view of issues and problems but a failure to
identify — or propensity to distort — problems that span departmental
boundaries. Such departmental separatism is then made worse by weak or
even perverse incentives for cross-cutting working, a perversity reinforced by
separate performance-assessment mechanisms (audit, inspection and
review).

The report cites social exclusion as an example of ‘a joined-up problem [that]
has never been addressed in a joined-up way’: one which ‘for many years was
tackled less effectively as a series of isolated departmental issues’ (ibid, para
7.1). Such problems, it is candidly recognised, have ‘fallen through the cracks
between Whitehall departments or between central and local government’
(ibid, p.8). There is an equally candid recognition of the effects of
fragmentation; effects graphically illustrated by the example of housing and
community care:

Those on the receiving end of centrally-made policy — whether deliverers or
services recipients — are often left to try to make sense of the unco-ordinated
messages, policies and funding streams passed down by Whitehall
departments.

(ibid, para 7.1)

And although action was said to be in hand ‘to rationalise some of these lines’
it was accepted that ‘they will inevitably remain complex and the health and
well-being of some very vulnerable people will continue to depend upon
effective inter-departmental and inter-agency co-ordination’ (ibid, para 7.2).

3.1.2 Reaching Out: the Role of Central Government at
Local Level

Published in February 2000, the PIU’s report Reaching Out (Cabinet Office,
2000b) dealt with some of the problems of ‘vertical’ fragmentation — or
insufficient co-ordination between centre and periphery. In his foreword to the
report, the Prime Minister accepts bluntly that

In the past government structures have too often been over-centralised [and]
insufficiently joined-up... Improving the co-ordination of services is a top
priority.

(Cabinet Office, 2000Db)

The report speaks of problems ‘becoming more acute, and greater importance
is attached to integrated solutions to local problems’. Such problems, it was
argued, were made worse in part by the Government’s establishment of a
large number of separate area-based initiatives or zones targeting particular
local areas. What was apparent was ‘the need for central government to
relate to local government in a holistic way’ (ibid, Executive Summary, para
7). There was a strikingly blunt recognition of a criticism frequently voiced at
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local level - that of ‘initiativitis’. There was said to be ‘clear evidence...that
there are too many government initiatives causing confusion; not enough
co-ordination and too much time spent on negotiating the system rather than
delivery’.

3.1.3 Strengthening Leadership in the Public Sector

In its 2001 report on public-sector leadership (Cabinet Office, 2001) the PIU
explored the nature and degree of complexity in public-sector service
delivery. ‘Organisational life’, was described as ‘systemic without being
systematic’: and ‘joined-upness is not merely a political goal; it is an
inescapable element of organisational life’ (ibid, Annex D, paras 16 and 17).

The report notes ‘an increased pressure for seamless, personalised services,
so that even where many agencies are involved, services meet the needs of
the user, rather than the organisational convenience of the producers’ (ibid,
2.9). The report also refers to ‘the challenge of a more complex political and
institutional architecture’ (ibid). Describing the nature of the challenge facing
the public sector as that of delivering ‘joined-up services through networks
and loose coalitions’ (ibid, para 3.7), collaboration is said to be ‘a critical
dimension...because the final objective is not the interest of the individual
organisation but...overall outcomes’ (ibid, para 3.6). And although there was
acknowledged pressure to deliver ‘vertical’ services more effectively there
was, it was argued, ‘a greater demand for ‘horizontal leadership within and
across sectors’. Leaders in the public sector, where — notwithstanding the
imperatives associated with internal markets and mixed economies of care -
the prevailing ethos was still of collaboration not competition, ‘need to
collaborate more, manage change through others and focus on customers
whose problems may not be susceptible to solution by a single agency’ (ibid,
para 2.10). The report describes good leaders as those who *find effective
ways of participating in partnerships and build coalitions, joint ventures and
inter-organisational networks’ (ibid, para 3.9).

3.1.4 Commitment, changing cultures and changing
modes of governance

There are several points to make about this succession of publications seeking
more joined-up government in pursuit of better co-ordination of service
policy-making and delivery. First, that they emanate from the centre of
government and have the Prime Minister’s personal stamp of authority.
Second, that there is a clear recognition that working across organisational
and professional boundaries is complex as well as difficult - and much more
complex than working within traditional organisational hierarchies. Third, that
there needs to be a fundamental shift away from working purely within these
‘command and control’ structures to working ‘in complex cross-cutting teams’
(ibid, para 8.10): that is, a shift from hierarchy to network forms of working.
Fourth, that the barriers to joined-up working are not simply structural but
attitudinal and cultural. The reports themselves are one important means of
changing organisational and professional cultures. Coming as they do from
the Cabinet Office the reports were also intended to give the message that
joined-up working was neither optional nor peripheral.
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Interestingly, there were joint lead ministers responsible for the
implementation of Wiring it Up: the Minister of State in the Cabinet Office and
the Chief Secretary to the Treasury. There was also no doubt that the view
from ‘the centre’ which these PIU reports expressed comprised the triumvirate
of 10 Downing Street, the Cabinet Office and the Treasury (Cabinet Office,
2000a, p.15). The Treasury’s role was crucial not just symbolically but in
leading a series of cross-cutting reviews as part of the Spending Review in
2000 (and, thereafter, in 2002 and 2004). Moreover, of 160 Public Service
Agreement targets set in the 2000 Spending Review, responsibility for 30 was
shared by more than one Whitehall department.

What is also interesting is that the Joined-up Public Services website operated
by the Cabinet Office in 2001 is now retained purely for archive purposes; the
archive noting that the modernising government programme has been
completed. The PIU was absorbed within a newly formed strategy unit (within
the Cabinet Office) in June 2002. But a year before, in June 2001, the
establishment of the Prime Minister’s Delivery Unit marked the shift in focus
from identifying problems and designing solutions to securing tangible
changes in front-line service delivery. As the Cabinet Office website made
clear, joined-up working was not an end in itself, but for a purpose: ‘high
quality, modern and responsive services'.

The Government commitment was to secure such services, in pursuit of which
its twin purpose was to set out the need for joined-up working and then to
encourage and facilitate it. The need itself was summarised on the Cabinet
Office website.

Joining-up means making sure that citizens and businesses come first. It
means a genuine partnership between those providing services and those using
them. We know from our research that people have grown impatient of barriers
to effective and convenient services that stem simply from the way government
is organised. People should not have to worry about what part of government
they are dealing with. The public sector must deliver services and programmes
that are not only efficient and effective but also joined up and responsive.

(Cabinet Office, 2001)

The importance of this message coming from the centre of government has
been in setting not just the tone but the broad accountability framework
within which joined-up working in all its guises — partnership working, whole-
system working — has been pursued in and across a range of policy areas.
This then was the broad policy context within which the sites in this study
were operating at the beginning of the study: although, as discussed below,
health and social care is a policy area in which the combination of political
sensitivity and a disappointing history has led to more than mere
acknowledgement or exhortation from the centre. Here joined-up working was
made a requirement - a statutory duty. Joint planning in the field of health
and social care has in fact been a formal requirement for 30 years but this has
not only generally been against the grain of practice in the public sector but
across a series of deep fault lines. In this specific context the strengthened
imperative to joined-up working in health and social care since 1997 -
expressed as a specific statutory duty - has been made even stronger in this
wider context of joined-up government being a consistent prime ministerial
priority for the public sector.
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3.2 Joined-up government policy-making and
service delivery: health and social care

One of the Labour Government’s first applications of Third-Way principles to
its modernisation agenda was in the proposed reform of the health service.
Thus, in the 1997 White Paper The New NHS: Modern, Dependable
(Department of Health, 1997) ‘partnership’ was advanced as an explicit
rejection of prior modes of governance - the ‘old centralised command and
control systems of the 1970’s and the “divisive internal market system of the
1990s™ (ibid, para 2.1). In his foreword to the White Paper the Prime Minister
described it as ‘a turning point for the NHS. It replaces the internal market
with integrated care’ (ibid). Although it has been a pervasive feature of the
two Labour Governments since 1997, partnership has been accorded
particular prominence in the field of health and social care (Clarke and
Glendinning, 2002). This, as indicated above, is partly because it represents a
third way between these two ‘failed’ forms of governance and partly because
it is an attempt to bridge or overcome deep fault lines which have existed
since the establishment of the NHS in 1948.

The Government’s NHS Plan (Department of Health, 2000) sought to rectify
these longstanding fault lines - not only the so-called Berlin Wall between
health and social care but the divide between public-sector (NHS) and non-
public-sector (voluntary- and, especially, private-sector) healthcare. We have
written at length about this history of problematic joint working, particularly
in respect of the first of these two fault-lines (see, for example, Hardy et al.,
1989, 1992; Hudson et al., 1999, 2002; Glendinning et al., 2002; Hudson and
Henwood, 2002). The 1997 White Paper was followed a year later by
publication of a discussion document, Partnership in Action (Department of
Health, 1998), which rehearsed the longstanding barriers to joint working
between health and social services. This led in turn to the 1999 Health Act,
Section 31 of which introduced new ‘partnership flexibilities” designed to
overcome the principal barriers to joined-up working. Use of these flexibilities
- pooled budgets, lead commissioning and integrated service provision — was
optional. The Department clearly expected extensive early use of the
flexibilities. In practice their initial use, from April 2000, was extremely limited
(see Glendinning et al., 2002). It was in part this disappointing take-up that
prompted the Government in The NHS Plan to announce proposals for
structural change. This would take the form of new integrated health and
social care commissioning organisations — Care Trusts.

In April 2002 the Department of Health published Delivering the NHS Plan
which referred to the ‘new national architecture’ put in place in the
government’s first term in office being ‘right’ (Department of Health, 20023,
Executive Summary, para 8). There was a blunt assertion that ‘the NHS Plan
is working’ and a restatement of the Government’s commitment to its
implementation ‘as the cornerstone of our NHS reforms’ (ibid, para 1.5).
There was a confident assertion that the ‘reforms are beginning to bite’ in
particular with services ‘being redesigned as barriers between health and
social care start to be broken down’ (ibid, para 1.4). However - as continuing
limited use of the Section 31 flexibilities showed - there were still some
‘outdated organisational and professional barriers’ (ibid, para 1.3). As in the
1997 White Paper and the 2000 NHS Plan there was a frank acknowledgement
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of ‘some profound and historic weaknesses in the NHS’, - including ‘*health
and social care systems that work against each other when older people
particularly need them to work together’ (ibid, para 1.8). There was said to be
an understanding of the structural weaknesses and a recognition that more
needed doing to help the caring professions in ‘breaking down the barriers
between health and social care’ (ibid, para 1.10).

Thus, 5 years after the NHS White Paper in 1997 there was yet further
explication of ‘the case for a radically different relationship between health
and social services, particularly to improve care for older people’ (ibid,
Executive Summary, para 14). The document speaks of moving towards ‘one
care system’. It is worth quoting at length the relevant passages in this April
2002 document because, in a context in which the broad architectural
changes were judged appropriate, they clearly distil the Government'’s
concern (at the start of our study) with continued service fragmentation -
especially between health and social care — and its expectation (and
requirement) that care be designed and delivered around the needs of
individual patients and service users.

Patients, particularly older people, need health and social services to work
together. They rely on good integration between the two to deliver the care they
need when they need it.

(ibid, para 8)

The extra resources which the Government had committed to the NHS
provided, among other things:

The opportunity for further steps on reform towards the NHS Plan vision of a
single care system which is organised in the interests of its users not providers.
Although progress has been made towards breaching the ‘Berlin Wall’ between
health and social care there are still too many parts of the country where a
failure to co-operate means that older people fail to get the holistic services they
need.

(ibid, para 8.4)
The document makes special reference to older people:

The commitment to deliver patient-centred care — the right care in the right place
at the right time — must above all, be honoured in the delivery of care for older
people. And older people above all others have a right to expect that their care
is delivered seamlessly through a range of services that are convenient and as
close to home as possible.

(ibid, para 8.5)

This document, in line with other such documents, makes no explicit
reference to ‘continuity of care’. But here — once again as elsewhere - we can
take references to the Government’s commitment to seamless care and to
patient-centred care as being synonymous with a commitment to ‘continuity
of care’.

As indicated above, part of the context within which Delivering the NHS Plan
was written was some frustration at the slow pace and limited use of the
Section 31 flexibilities. Against the background of further consideration being
given to structural reform - in particular the creation of Care Trusts capable of
designing unified health and social care - the document referred to the
Government’s intention ‘to introduce new arrangements to ensure a more
seamless services [sic] for patients’ (ibid, para 8.9). Although PCTs were
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helping bridge the gap between hospital and community services ‘more needs
to be done to bridge the even wider gap between health and social care
provision’ (ibid, para 8.8).

There was an acknowledgement that not all of the problems lay at local level.
There was, it was accepted, ‘fragmentation in the structure of NHS inspection’
(ibid, para 10.6) and ‘fragmentation and confusion’ (ibid, para 10.10) in the
inspection of social services. However, the proposed changes - for a new
Commission for Health Audit and Inspection and a hew Commission for Social
Care standards - perpetuated the operation of two separate inspection
systems. Even in their new guises - as the Healthcare Commission and
Commission for Social Care Inspection — this remains a source of
fragmentation, irrespective of any requirement upon the inspection agencies
to co-operate. This seems at odds with two concluding statements in the
document. First, that ‘older people and other service users have the right to
expect that local services are working as one care system not two’ (ibid, para
8.12). Second, that the reforms being introduced ‘will bring health and social
care closer together than at any time since the birth of the NHS’ (ibid, para
11.8).

It is clear that these reforms need to encompass a wide range of elements:
the duty of partnership, the creation of Care Trusts and the further
development of a range of standards and targets - albeit the latter being far
fewer in number. It seems equally clear that inter-organisational complexity
will remain a barrier to joined-up working so long as service integration is
required across a large number of non-conterminous organisational
boundaries.

This latter point was made strongly in an influential report by Derek Wanless
in February 2004. In 2002 he had produced his first report, Securing our
Future Health (Wanless, 2002), setting out the long-term investment required
to sustain and build the NHS. Commissioned again by the Prime Minister,
Secretary of State for Health and Chancellor of the Exchequer, the second
Wanless report, Securing Good Health for the Whole Population (Wanless,
2004) focused on public health. It cast a critical eye over historical
developments and the succession of previous official reports which appeared
to have had little impact upon service delivery. The report spelt out clearly
some of the problems associated with inter-organisational complexity and the
organisational turbulence surrounding major service re-organisation.
Difficulties in delivery were due partly to ‘the complexities of the delivery
chain, the gaps in and duplication of functions’ (ibid, p.39) partly to capacity
problems, but also to ‘the impact of recent organisational changes and the
lack of alignment of performance management mechanisms between partners’
(ibid, p.8). Indeed, this, it was argued, was not just a recent problem:
‘repeated restructuring has tended to weaken the NHS over decades’ (ibid).
Noting that ‘shifting the balance of power’ represented a major structural
change to the NHS, Wanless argued that ‘'in some areas the disruptive impact
of re-organisation is still being felt’ (ibid, para 3.20). ‘Particular problems’, he
argued, ‘relate to the size of PCTs and capacity and the dispersal of the
workforce’ (ibid, para 3.21).

Wanless was correspondingly clear about the benefits of reduced complexity -
via conterminosity — and of increased integration of health and social care.
‘There is’, he says, ‘an important role for social care in minimising demand for
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health care’ (ibid, p.10). And increasingly productivity in healthcare is ‘likely
to involve integration of thinking about health and social care’ (ibid, para
1.24). Such integration will in large part depend upon well-developed
partnerships between health and social care commissioners and providers.
Noting the plethora of partnerships that have developed at a local level in
recent years (ibid, para 3.79), Wanless argues that ‘Partnership working
seems essential to improve the health of the population’ (ibid, para 3.87).

‘And whilst in some areas there are signs of strong partnership working
between PCTs and local government’ (ibid) there was in many areas ‘a
particular problem [of] lack of conterminosity between local authority and PCT
boundaries and the relationships between PCTs and two-tier authorities. When
the geographical boundaries (and hence population saved) are not aligned, it is
more difficult to co-ordinate activity and increases the number of partnerships
with which PCTs and local authorities must engage’.

(ibid, para 3.85)

And ‘amen to that’ would be the response from service managers and
professionals alike across the case-study localities in this study. They also
strongly argued the converse: that the relative inter-organisational simplicity
of conterminous PCT and local-authority boundaries — and, just as
importantly, NHS Acute Trust boundaries - is an immeasurable aid to
partnership working and to the planning and delivery of integrated local
services. There would also be broad agreement that conterminosity does not
guarantee good partnership working and effective integration but it provides a
solid foundation. By contrast non-conterminosity is an inherently weak
foundation: not one that it is impossible to build upon, but one that invariably
is much more difficult. The 2004 Wanless report underlined not just the
difficulties but the complexity involved in planning and delivering services
across a range of organisations. ‘The important issue’, he said, ‘is the
recognition that ‘developing partnerships and joint planning or service
delivery with a range of organisations can be complex and requires sufficient
expertise and capacity’ (ibid, para 3.89). He also called for a recognition - in
terms of external performance management and inspection - of ‘the
complexity of partnership working in areas where the number of partner
organisations is large due to the lack of conterminosity’. (ibid, 3.88). As we
shall see, such difficulties and complexities were widely thought to be
significantly increased by the organisational turbulence (and associated
discontinuities of staffing and placing) surrounding the re-organisation of
primary care in 2002.

Shortly after publication of the second Wanless report the Government
published The NHS Improvement Plan (Department of Health, 2004a) and the
second joint health and social care planning framework (Department of
Health, 2004b; for the years 2005/2006-2007/2008). In The NHS
Improvement Plan the Government set out what it described as the next 4-
year stage in the NHS’s journey. This is intended to build upon the previous 4
years’ ‘track record of success’, established by the investment and reform
initiated by the NHS Plan in 2000 (and by the first Wanless report in 2002).
The next stage ‘is to ensure that a drive for responsive, convenient and
personalised services takes root across the whole of the NHS’ (Department of
Health, 2004a, para 4). The claim is that already ‘a new spirit of innovation
has emerged, centred on improving the personal experience of patients as
individuals’ (ibid, para 24). In the planning framework document (Department
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of Health, 2004b) the NHS Chief Executive lists five points which, he says,
underpin this next phase of reform. The first point is ‘a focus on health and
wellbeing across the whole system’ which ‘requires health organisations and
Local Authorities to work even more closely together to pay attention to the
whole range of health and social care services’ (ibid, p.5). The Department
says it looks to PCTs and local authorities to build on Local Strategic
Partnerships (LSPs) and ‘lead community partnership by even closer joint
working’ (ibid, p.7). The framework sets out six principles for local target
setting, one of which is that they ‘are developed [by PCTs] in local partnership
with other NHS bodies and local authorities’ (ibid, para 15 p.11). Indeed PCTs
are also expected to work in partnership with ‘service providers, patients and
service users’ to ensure that their plans ‘are based around the whole care
pathway and not limited by individual organisational boundaries’ (ibid, para
16, p.12). The planning framework document also speaks of ‘the local health
and social care economy’ (ibid) and ‘the new NHS and social care system’
(ibid, para 19, p.14). Notwithstanding this reference to a single system the
new standards set out in the planning framework document ‘are confined to
the provision of NHS health care’ (ibid, Annex A, para 31); although
authorities are reminded of the statutory duty of partnership established
under the 1999 Health Act and the 2003 Health and Social Care (Community
Health and Standards) Act. And, once again, in spite of this apparently limited
focus, ‘there is’, it is said, ‘a considerable emphasis within the development
standards to adopting a whole system approach to health service provision’
(ibid, para 32).

The planning framework document makes it clear that the ‘core’ standards
which it sets out ‘are not optional’; and, indeed, these should be met from
July 2004, the date of their publication. The ‘development’ standards are
intended to be ‘a dynamic force for continuous improvement’ (ibid, para 19)
and are something ‘against which health organisations will be judged in
annual reviews by the Healthcare Commission’ (ibid). The phrase continuity of
care is not used in the standards. There are, however, several references to
its most common synonym, seamless care.

Of the seven domains, five are in some way germane to this study. The
second domain - Clinical and Cost Effectiveness — has as a core standard the
need for healthcare organisations to ‘co-operate with each other and social
care organisations to ensure the patients individual needs are properly
managed and met’ (core standard C6). This is closely echoed by one of the
core standards (C22) in the seventh domain - Public Health — which requires
healthcare organisations to promote and improve community health by,
among other things, ‘co-operating with each other and with Local Authorities
and other organisations’ and by ‘making an appropriate and effective
contribution to local partnership arrangements, including Local Strategic
Partnerships’ (ibid, p.34). What is interesting from the perspective of this
study is that the related developmental standard (D2) refers to patients
receiving effective treatment and care that, among other things, ‘are well co-
ordinated to provide a seamless service across all organisations that need to
be involved, especially social care organisations’ (ibid, p.29)

There are close links here to the fifth domain - Accessible and Responsive
Care - the intended outcome of which is that ‘patients receive services as
promptly as possible...and do not experience any unnecessary delay at any
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stage of service delivery or of the care pathway’ (ibid, p.33). The fourth
domain - Patient Focus - has an intended outcome specifying ‘partnership
with patients, their carers and relatives...and other organisations (especially
social care organisations) whose services impact on patient well-being’ (ibid,
p.31). Core Standard C16 under this domain refers to healthcare
organisations providing patients with suitable information on care, treatment
and after care. A related development standard (D9) refers similarly to
patients, service users and, where appropriate, carers receiving timely and
suitable information (ibid, p.32).

These latest national standards post-date the fieldwork for this study, but
they echo many of the existing standards in Scotland and reflect many of the
standards laid down in NSFs in England - and other exhortations to joined-up
working - intended to guide local service delivery at the point where, as the
Government has repeatedly stressed, it matters most: that is, the individual
service recipient. The question for this study is to assess the extent to which
within this broad context of general (pan-Government, pan-public-sector)
exhortations, specific legal requirements and detailed guidance to work in
partnership, the experience of service recipients is of integrated services that
are joined-up not only over time - sequential continuity — but at any one
point in time - simultaneous continuity.

In terms of what was wanted (and expected and required) by way of joined-
up/whole-system working, the policy context could hardly have been more
forcibly expressed. The questions to local service commissioners and
providers and to service managers and service professionals which we were
addressing were: (a) whether the apparent structures and policy instruments
were in place; (b) whether enough of the institutional complexity - in terms of
non-conterminous boundaries, different funding streams and different
performance management frameworks — had been lessened if not removed
and (c) whether there was the right culture and sufficient commitment to
overcome the longstanding tendencies to organisational and professional
separatism.
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Section 4 Stroke case study

4.1 The policy context

The main policy document for stroke services in England is the NSF for Older
People, published in 2001 (Department of Health, 2001b). The NSF is
presented in eight discrete Standards, with Standard Five covering stroke
services. In common with other NSFs, Standard Five focuses principally on the
available experimental evidence about stroke services, including evidence
about the circumstances when computed tomography (CT) scans are justified
and when therapeutic inputs are likely to be cost-effective.

Standard Five also presents three types of evidence about the organisation of
services. The first is evidence that there should be, ‘specialist stroke teams
led by a clinician with expertise in stroke’ (ibid, para 5.31) where, ‘stroke
teams will be involved in all aspects of stroke services’ (ibid, para 5.32). Thus
there is a clear expectation that hospitals should have dedicated stroke
teams. The second type of evidence - although the standard indicates that
the experimental evidence base is weak here - is that a range of clinicians
and other service providers, such as social services staff, should be part of the
wider stroke care team. The third type of evidence is that stroke services
should have stroke co-ordinators. The nature of the stroke co-ordinator role is
not defined in any detail, but it is made clear that the role could be
undertaken by doctor, nurse or other clinician. The NSF states that the
co-ordinator will be responsible for (ibid, para 5.25):

e co-ordinating assessment and individual care plans and ensuring
arrangements for support and secondary prevention measures are in
place prior to discharge;

e ensuring an efficient flow of relevant information to community-based
professionals;

e ensuring a smooth transfer between care settings;

e ensuring that the need for home adaptations, repairs and improvements
are identified, and work completed pre-discharge.

In similar vein the NSF goes on to say that:

Treatment should be initiated in hospital, with arrangements made with the
primary care team for it to be continued after discharge. Patients and their
families should be provided with information, advice and support to prevent
further strokes, and GPs notified of the risk factors and steps that have been,
or will be taken, to reduce risk.

(ibid, para 5.26)

The NSF makes further detailed comments, including that stroke teams
should meet at least weekly to discuss patients’ progress and that appropriate
links should be made with other public-sector bodies (e.g. housing
departments) and voluntary organisations (e.g the Stroke Association,
Different Strokes or minority ethnic community organisations).
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The NSF also contained milestone targets for the implementation of improved
stroke services across England. The main milestone concerned the creation of
specialised services. This was reiterated in the subsequent Priorities and
Planning Framework for 2003-2006 (Department of Health, 2002b):

By April 2004 all general hospitals caring for people with stroke to have a
specialised stroke service, and all health and social care systems to have
established an integrated falls service by 2005.

Standard Five focuses mainly on clinical services, but two other standards -
Two and Three — emphasise the importance of developing person-centred
services for older people. Standard Two covers person-centred care, and
contains guidance on assessment of individuals’ needs, set mainly in the
context of the implementation of the Single Assessment Process (SAP).
Standard Two is:

NHS and social care services treat older people as individuals and enable them
to make choices about their own care. This is achieved through the single
assessment process, integrated commissioning arrangements and integrated
prouvision of services, including community equipment and continence services.

The standard goes on to state that:

Staff working in services for older people and their carers will be supported in
their aim to deliver person-centred care across organisational boundaries by
joined-up processes for commissioning and delivering older people’s services.

(Department of Health, 2001b, paragraph 2.18)

Standard Three sets out plans to implement intermediate-care services. While
intermediate care overlaps only partially with stroke care in practice, this
standard contains further statements about the importance of continuity of
care, and it seems reasonable to assume that the same principles apply to
both types of service. Thus, for example, Standard Three states that:

An essential component of intermediate care services is that they should be
integrated within a whole system of care including primary and secondary
health care, health and social care, the statutory and independent sectors. This
creates challenges for the commissioning, management and provision of care
entailing complex multi-sectoral work. Intermediate care cannot be the
responsibility of only one professional group or agency.

(ibid, paragraph 3.11)

Standard Four of the NSF sets out evidence about the quality of general
hospital care that older people should receive. It makes similar points to Two
and Three:

Better care should be provided throughout the older person’s stay in hospital,
from early emergency care, and including very specialist care through to
discharge. The challenge is to ensure that hospitals are organised so that
specialist care is readily accessible, and that all staff have the support they
need to care for older people.

(ibid, paragraph 4.3)

In all four standards, then, there is a clear implication that there should be
appropriate and timely care, provided on the basis of the assessed needs and
thus tailored to the needs of individuals. It is difficult to find explicit
statements about continuity of care, but equally difficult to come away from
the NSF without appreciating that it is a central concern of policy-makers.
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4.1.1 Scottish Intercollegiate Guidelines Network

The Scottish Intercollegiate Guidelines Network (SIGN) has published
guidance on the diagnosis and treatment of a wide range of clinical conditions.
There have been four separate publications on stroke care. The most relevant
report for this study was originally published in 2002 (Scottish Intercollegiate
Guidelines Network, 2002), and updated in January 2005, and covers
rehabilitation, discharge planning and the management of complications. In
many respects the SIGN guidelines are similar to NSFs in England. They seek
to present the best available evidence about the clinical aspects of stroke care
in an easily accessible way. In important ways, however, the thinking behind
the SIGN guidelines differs fundamentally from the thinking behind NSFs.

Two aspects of the SIGN stroke guidance concern us here. First, the guidance
is organised around the main steps in the care pathways taken by most
people who have strokes. As a result, the guidance contains more information
than the English NSF on the decision-making, assessment and routing of
people with strokes. The process of care is more prominent than in the
English guidance. Second, the SIGN guidance is more explicit about the roles
of clinical staff needed in a stroke team, notably the therapists who each have
a section describing their roles. This said, the SIGN guidance takes the view
that continuous care is desirable, but does not present any stronger evidence
than that found in the NSF for Older People: if anything, the Scottish guidance
lacks the patient and carer perspective provided by Standards Two and Eight
in the English NSF.

4.1.2 The role of guidance — and of this report

NSF- and SIGN-style guidance, by its nature, contains limited evidence of the
kind that is presented in this research report. The main purpose of official
guidance is to present the best available experimental evidence, and is part of
a general international trend towards quality improvement, as evidenced by
the European Stroke Initiative (see
www.eusi-stroke.org/I3_pdf/EUSI2003_Cerebrovasc_Dis.pdf). This type of
guidance does not seek to guide NHS staff on issues of service delivery and
organisation. This section can, therefore, be viewed as providing
complementary evidence that service providers and managers need to
organise and deliver services. They need guidance on both the organisation of
services and best practices in treatment, diagnosis and care.

The need for this type of research is highlighted by the difficulty of pinning
down the meaning of key terms. The main milestone in NSF Standard Five,
updated in the Priorities and Planning Framework (Department of Health,
2001b, 2002b), uses the term ‘specialized stroke service’. But what is a
specialised stroke service? We were not able to find a concise definition of the
term in policy guidance, or a clear account of the relationship between the
terms ‘specialised stroke service’ and ‘stroke unit’.

However, there is a carefully worded definition of a stroke unit in the Royal
College of Physicians’ (2004) Sentinel Audit.

Stroke unit — a multidisciplinary team including specialist nursing staff based
in a discrete ward which has been designated for stroke patients. This category
includes the following subdivisions:

©NCCSDO 2006 33



Partnership and Complexity in Continuity of Care

(a) Acute stroke units which accept patients acutely but discharge early
(usually within 7 days). This could include an ‘intensive’ model of care with
continuous monitoring and high nurse staffing levels.

(b) Rehabilitation stroke units which accept patients after a delay of
usually 7 days or more and focus on rehabilitation.

(c) Combined (i.e. no separation between acute and rehabilitation beds) stroke
units that accept patients acutely but also provide rehabilitation for at least
several weeks if necessary.

Implicitly, a specialised stroke service is a stroke service provided by a
multi-disciplinary team - but membership of the specialised service, the
location of the boundaries between specialised and mainstream health
services (e.g. general practice) and whether it covers only hospital care or
extends into primary and community care, are not clear. In short, the nature
and purpose of specialised stroke services is not defined in policy documents.
This should not be taken as a direct criticism of current policies: it does,
though, help to make the point that the NSF and other high-level documents
do not focus on this sort of issue.

Another important role for this sort of guidance is to signal that a service
should have priority status within public service organisations. Standard Five
of the English NSF contains important statements about the quality of care
that should be provided to anyone who has a stroke in England. It is also
striking, though, that stroke care is not given the same status as other
conditions. Cancer and coronary heart disease, for example, had their own
NSF or equivalent (the Calman-Hine report in the case of cancer). In both
cases the publication of evidence-based guidance was accompanied by
announcements of substantial increases in funding for those services. Stroke,
in contrast, did not receive any additional monies after 2001. The apparently
anomalous position of stroke in England is heightened by comparison with the
situation in Scotland, where stroke has been identified as a priority for service
development and thus has broad parity with coronary heart disease and other
major services. As this section shows, additional funding and its associated
raised profile would make a positive difference to peoples’ experiences of
stroke care in England.

4.1.3 Other guidance

Standard Five of the NSF for Older People does not exist in isolation, and here
we note three reports that contain evidence and guidance that is relevant to
the material that we present later in this section, before moving on to the
results of the National Sentinel Audit for Stroke, which contains the most
reliable national-level information about progress with improvement in the
quality of stroke services. All three reports contain evidence that policy-
makers - both inside and outside the Department of Health — are aware of the
importance of continuity of care, and hence of the importance of appropriately
co-ordinated services.

Intercollegiate Working Party

An Intercollegiate Working Party was formed by the Royal College of
Physicians. Stroke care guidelines were first produced in 1999 were updated
in 2002 and 2004. The Working Party includes representatives from all

©NCCSDO 2006 34



Partnership and Complexity in Continuity of Care

relevant healthcare professions, social services, patients and their families.
Chapter 5 of the guidelines discusses transfer to the community and discharge
planning. It states that:

The process of transferring responsibility for management from a specialised
inpatient service, where co-ordination is relatively easy, to an outpatient or
domiciliary service or to nursing homes and residential care homes requires
considerable planning. Although this is recognised in several Department of
Health circulars, insufficient attention and resources are given to the process.
Discharge planning refers to any process that formally involves the team or
service in transferring responsibility from one group of people or team to
another.

(Royal College of Physicians, 2004)

The guidelines contain a number of recommendations about facilitating the
transition to long-term care or recovery at home, including the following.

Hospital services should have a protocol and local guidelines to ensure
that before discharge occurs:

° patients and families are prepared and fully involved in plans for
transfer,

° general practitioners (GPs), primary healthcare teams and
community social services departments are all informed,

° all necessary equipment and support services are in place.

° any continuing treatment required should be provided without delay

by a specialist service in the community, a day hospital or outpatients’
department,

° patients are given information about and offered contact with
appropriate local statutory and voluntary agencies.

Early hospital discharge (before the end of acute rehabilitation) should
only be undertaken if there is a specialist stroke rehabilitation team in the
community and if the patient is able to transfer safely from bed to chair.

Early hospital discharge to generic (non-specialist) community services
should not be undertaken.

Carers should receive all necessary equipment and training in moving and
handling, in order to position and transfer the patient safely in the home
environment.

Patients should continue to have access to specialist stroke care and
rehabilitation after leaving hospital.

With reference to discharge planning, the Working Party recommends that
local guidelines should be developed, and that they should be designed to
ensure that a smooth transfer of responsibility for each and every aspect of
management occurs. This will need to cover:

discharge protocols and documentation,

contacting all necessary statutory organisations,

action to take if delays occur in the setting up of community services,
mechanisms to monitor process of handover,

names of, and methods for contacting, all relevant local voluntary
agencies.
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There is further guidance relevant to continuity of care, notably that which
considers the needs of carers and families and the psychological needs of
people who have had a stroke. For example, the Working Party argues that
stroke services must be alert to the likely stresses on carers, and in particular
recognise the stress associated with hidden impairments such as cognitive
loss, urinary incontinence and irritability.

What makes a good stroke service and how do we get there?

This Department of Health report, published in late 2002 (Department of
Health, 2002e), originated in a workshop which designed to identify some of
the key success factors in developing a high-quality stroke service. The report
aimed to provide general advice and guidance to stroke-service-
implementation teams. It noted, for example, that there was a need for more
training in stroke care for all clinical staff. In particular, many hospital staff
did not have experience or awareness of the long-term issues that people who
have had strokes have to deal with. The report observed that the clinical
workforce is, as a result, geared mainly towards dealing with short-term
issues.

The report supported the arguments of the NSF and the Intercollegiate
Working Party that there was a need for a jointly agreed stroke care pathway
defining the connections between stroke service components. It stated that
these needed to be created for the long-term care of stroke patients and their
carers, and not just finish at hospital discharge. The report also recognised
that while many stroke services provided excellent acute and immediate
rehabilitation services, it was a challenge for NHS and social care staff to
address the complex and long-term problems associated with stroke. The
report went on to describe how people living with stroke have highlighted the
need for community services to be developed in parallel with specialist acute
services and the development of outreach teams.

The Stroke Association: good practice in social care

The Stroke Association published a resource pack in 2002 for people who are
responsible for the planning and commissioning of social care services for
people affected by stroke. It provides guidelines for the development of long-
term support, and includes a number of observations which touch on issues of
continuity of care:

e Inter-agency working between health and social care organisations is
essential in delivering joined-up planning and provision of services. The
development of care pathways, multi-disciplinary assessment systems
and single assessment processes underpin this.

e People affected by strokes and their carers require support from both
health and social services. They are both entitled to have a
comprehensive assessment of their psycho-social and support needs
carried out by health and/or social services to provide the kind of care
they want or need. Such needs should be under constant review and
supported within a care management system.

e People affected by stroke and their carers should have the name of a
stroke care co-ordinator they can contact for advice or to discuss
changing needs, or to facilitate access to rehabilitation.
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e Social and emotional support should be provided by health and social
services, including GPs, to maintain people in their own homes.

e The timely provision of aids, equipment, adaptations and personal care
services, often provided on a joint basis between health and social
services, helps people to stay independent.

Taking the three reports together, we can say that there is a clear concern at
a national level with the co-ordination of services and a recognition of the
importance of providing timely and seamless care. We can also observe that
evidence about how to achieve better services is lacking, and as a result the
reports tend towards general rather than specific guidance. The need for good
evidence about strategies for achieving continuity of care, and the existence
of a receptive policy audience, is clear.

The National Sentinel Audit

One of the positive national developments occurring in parallel with the NSF
for Older People was the creation of the National Sentinel Audit by the Royal
College of Physicians. The fourth round of the National Sentinel Audit of
Stroke on the organisation of care was conducted in April 2004 to coincide
with stroke service implementation milestones set out in the NSF for Older
People. The data were collected from 256 hospitals across England, Wales,
Northern Ireland and the Channel Islands between 31 March and 7 May 2004.
The report concluded that, overall, there had been solid progress in the
development of stroke services in England. More hospitals were offering care
in stroke units and the quality of the care within the units appeared to be
improving. The report expressed concern, though, that care might be
deteriorating for patients managed in generic rehabilitation units. It was also
noted that whereas stroke care was improving in hospitals, development of
services in the community was less advanced. Some of the key findings from
this round of the audit are listed here.

e Despite the 2002 Audit report stating that stroke units were of insufficient
size, the median and inter-quartile range of the number of stroke unit
beds was unchanged in 2004.

e Eighty-five per cent of hospitals in Northern Ireland, 82% in England and
45% in Wales reported having a stroke unit.

e A lot of work remained to improve working across the interface between
primary and secondary care. Only half of the hospitals in England had
established protocols for joint working.

e Two-thirds of hospitals were using selection criteria for their stroke units,
apparently because they were having to ration access to them.

e There were wide variations in staffing levels between units.
e Clinical psychology services for stroke patients were still rarely available.

e Named social workers were only attached to the multi-disciplinary stroke
team in two-thirds of hospitals surveyed.
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4.2 Inter-organisational complexity and
continuity of care

4.2.1 Introduction

As was made clear in the preceding discussion of the general policy context
for this study certain aspects of the inter-organisational environment
significantly affect the complexity of partnership working and associated
design and delivery of integrated services — whether for people with strokes
or people with a learning disability. The two most important to be considered
here are organisational turbulence and inter-organisational
simplicity/difficulty. The former occurs at times of major organisational
change — most notably in this case the restructuring surrounding health-
service re-organisation in 2002. Inter-organisational simplicity/difficulty refers
not just to the number of organisations responsible in any one locality for the
commissioning and provision of services but to similarities or differences in
their size, remit (often overlapping), resource base, history and culture.
Taken together the levels of turbulence and simplicity or difficulty comprise
the essence of organisational complexity as the context for delivering joined-
up services. Thus, to simplify what we have said previously - and to
paraphrase our original thesis - prima facie the likelihood of well-developed
partnership working and effective service integration is greater where there is
less major disruption and fewer overlapping organisational responsibilities and
boundaries. Conversely, problematic partnership working and fragmented
service delivery are more likely to be associated with significant organisational
turbulence and a multiplicity of overlapping organisational boundaries and
responsibilities between organisations differing in size, resource base and
culture.

We consider these two issues across each of the three study localities. Before
doing so it is worth, in parenthesis, noting one aspect of the language of
partnership and joined-up working. It was apparent in interviews, as in
published documents, that the phrase whole-system working is used almost
entirely in a non-technical sense as a synonym for joined-up working. It is,
however, not to disparage it’s use to describe it as largely rhetorical. In
practice whole-system working comprises several elements. First, it means
taking a view of service priorities and problems based on what we have
previously referred to as organisational and professional altruism (Hardy et
al., 1992) rather than organisational and professional self-interest. In other
words, a culture in which as a general rule ‘your’ problem in terms of service
planning and provision is also ‘my’ problem: or, more strongly still, there are
no ‘my problems’ and ‘your problems’ only ‘our problems’. In this sense
whole-system working represents a move towards a shared vision, shared
aims and objectives and collective problems. Asked whether this was the case
in South Tyneside, one senior manager said: ‘yes, there is a very high belief
that your problems are my problems and if you don’t solve your problem it
will become my problem in the end’. There is, it was said, ‘a strong belief that
we are all in this together no matter what our backgrounds or organisations’.
According to one interviewee in South Tyneside a ‘concrete example of how
it’s joined up’ was the locality authority’s decision in 2004 to use £1.2 million
of the Neighbourhood Renewal fund for the PCT to employ practitioners with a
special interest. This was part of the broad joint strategy for addressing the
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poor record of public health in the locality, with levels of chronic illness and
early death significantly above the national average. Asked whether there was
a similar sense of shared problems, partnership working and a whole-system
approach in Darlington one senior service manager said: ‘yes, I think so’: but,
he said, ‘because of the sheer number of competing priorities and the
turbulence within the system’ there was still the need for a clearer ‘shared
vision about the shape of public-sector services in Darlington in 10 years’ time
instead of “right, you can have this and I'll have that™.

From the perspective of this study it is important to note here that the huge
organisational turbulence surrounding re-organisation in April 2002 coincided
with the initial phase of the study. It is, of course, testimony to the openness
and the forbearance of those in the study localities that they agreed the study
could be conducted at a time of such upheaval. As several interviewees
remarked at the time that we were negotiating access to study sites in 2002,
undertaking any evaluation at such a time on the one hand risks magnifying
the problems of partnership and integration - and continuity of care -
precisely because it is a time of marked inter-organisational discontinuity,
and, therefore, greater complexity of organisational and professional
relationships. On the other hand, it was argued, a study at this time of
considerable change merely exposes and throws into stark relief the problems
that occur at and across organisational and professional boundaries in a field
in which, after all, major re-organisation and structural change has been a
fact of organisational and professional life for the past 25 years. The three
case-study sites — Darlington, South Tyneside and Lancashire — were selected
to reflect differing degrees of inter-organisational complexity in terms of the
number (and range) of statutory authorities responsible within the localities
for health and social care (see Section 2).

In view of its size and complexity it was agreed at the outset that for both
tracer conditions - stroke and learning disability — we would, in Lancashire,
focus upon particular localities. On the basis of discussions with local services
managers and service professionals, these localities were selected to capture
the complexity of service planning and delivery across Lancashire — and, it
was intended, other areas of equivalent inter-organisational complexity. The
specific areas chosen for the stroke service element of the project were the
Fylde and Wyre Districts. They provided the added complexity that the main
NHS Acute Trust provider is across the county border within the unitary local
authority of Blackpool. In addition, Fylde and Wyre local-authority services
relate to a further two Acute Hospitals in Lancaster and Preston. In other
words — of our three case-study sites — Lancashire (and Fylde and Wyre in
particular) provided the context in which there were most opportunities for
discontinuity because of the huge range of overlapping professional and
organisational boundaries present.

4.2.2 South Tyneside

Several interviewees in South Tyneside remarked upon the extent of
turbulence and organisational upheaval surrounding health-service
reconfiguration in 2002. It was described graphically by one senior NHS
manager as follows:

The community services left the Acute Trust and joined the PCT. The PCG was
abolished and it’s work was taken on by the PCT. The health authority, which
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was a joint health authority, was again abolished and the South Tyneside
element was taken on by South Tyneside PCT. The acute and community
mental health services that were also run by the local Acute Trust were
divorced from the local Acute Trust and split between the PCT and South of
Tyne and Wear Mental Health Trust, who cover acute ward-based mental
health across Sunderland, Gateshead and South Tyneside. And all that
happened on April 1st 2002; and of course inevitably it all happened between
April 1st 2002 and about April 1st 2003 before we all worked out which way
was up. And it was an extraordinary year because I think every service in
South Tyneside and Wear was either split or taken over or to all intents and
purposes was taken over by a new organisation. The amazing thing in 2003
was that we did anything constructive while we were coping with that
mayhem.

Associated with and exacerbating this enormous organisational change was a
large staff turnover. In the case of South Tyneside ‘every executive officer of
the PCG left in the run up to the formation of the PCT...it was picked clean of
its senior PCG staff, which left a huge hole. We lost five key players in

3 months’. It is important to record the perceived effects of such
organisational turbulence. More than 2 years after re-organisation in April
2002 it was said that ‘even now we are uncovering things: someone will pull
out a paper and say "do you know we were half way through this in 2002 and
I've just realised it's got lost™. This same interviewee continued:

Now the crushingly urgent ones we just picked up and ran with, but there was
a lot of good working across a range of issues which risked disappearing, being
in limbo because of new organisations. And some things have no doubt been
lost, maybe lost and gone forever; that were important in March 2002, but they
just got lost.

Even if schemes were not lost in the process of re-organisation many were
significantly delayed. It was a common view across the fieldwork sites that
whatever the degree of organisational change (and associated staff turnover),
there was, for many service developments, effectively an 18-month period of
planning/implementation blight surrounding 1 April 2002: that is, both before
and after that date.

Notwithstanding the problems encountered, and apparently paradoxically,
extensive organisational turbulence was said in South Tyneside to have had
the beneficial effect of bringing in new staff, at senior levels and in key
positions, especially across the PCT and local-authority Social Care and Health
Directorate. This provided the opportunity to appoint people with a
commitment to partnership working. As one PCT interviewee remarked:

It’s not only PCTs just coming into being early last year, there has also been a
huge change in the council. So it’s all new staff...the strength is the commitment
from the new people in a partnership; so we have started together and worked
together and developed together.

A colleague in the Acute Trust echoed these views, speaking of appointing
individuals with a genuine commitment to work together across organisational
and professional boundaries:

It was a case of, let’s have a look at why things didn’t work in the past and
let’s not perpetuate this system of well that’s your problem not ours, let’s
understand each other’s cultures. So it was understanding the culture from a
primary-care perspective, from a social care perspective and certainly from an
acute perspective: and let’s see how working together we can make a
difference.
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While accepting that all this ‘sounds very much like grandmother and apple
pie’, this interviewee’s view was that the growing partnership culture at all
levels across organisations in South Tyneside was of shared problems
requiring shared solutions. And this, he said, has ‘actually made a difference
to the staff who are trying to deliver the services and, more importantly, the
patients that receive them at the end of the day’. But, as this interviewee
(among many others) was quick to concede, such a culture of shared
problems and shared aims is inherently easier to foster where there the sort
of relative organisational simplicity that exists in South Tyneside, but not in
the other two study localities — and especially not in Fylde and Wyre.

As one senior health-service manager in South Tyneside put it: ‘we are clear
about which group of patients we’re talking about when we talk to
organisational partners’. He contrasted this with localities (such as
Lancashire) where there are multiple PCTs and Acute Trusts in which ‘the
usual stumbling block is under what ratio will this be paid for...it's almost a
recipe for bad feeling and it needs amazing micro-management sometimes’.
So at one level it is straightforward ‘clarity over who we're talking about and
clarity over payment’. More generally, however, as this same manager
observed ‘people don’t like change, so if you're dealing with a multiplicity of
partners you just get an exponential growth in the potential blockages’.
Similarly, the micro-management required for ‘clever cultural problem-solving
across many organisations again becomes exponentially complex’. Thus, he
argued ‘single systems, single inputs, single outputs, single pathways of care
are just to be recommended every time if you can manage it'.

It was widely conceded that conterminosity - like co-location — does not
guarantee good joint working and successful service integration. As one
senior manager remarked: ‘it’'s not a magic solution to be conterminous, but it
certainly reduces people’s elbow room to block’. So although conterminosity is
not a guarantee of success ‘it's certainly a building block in a system that
works smoothly and well: if people are of a mind to solve a problem it's a
brilliant building block’.

In its Annual Report 2003/2004 the PCT Chairman refers to the trust as ‘a
young and developing organisation’ (South Tyneside Primary Care Trust,
2004, p.4), with a vision of improving healthcare ‘by developing integrated
teams of health and social care professionals’ (ibid, p.2). He also describes
the ‘very positive relationships’ with partner organisations which ‘we are
dedicated to continuing’ (ibid, p.5). The PCT Chief Executive similarly refers to
‘a strong partnership ethos here in South Tyneside’ (ibid, p.8). Elsewhere, the
plan refers to ‘a philosophy of working together across organisational
boundaries on a regular basis’ (ibid, p.18). Tangible examples of this
partnership working are cited. Among them are the joint appointment of a
Director of Public Health and the planned pooled budget - using the Health
Act 1999 Section 31 partnership flexibility — for intermediate care. The latter,
it is said ‘aims to improve seamless working between all three organisations’
(ibid, p.25, emphasis added). This serves to underline the relative simplicity
of inter-organisational relationships in South Tyneside as compared with areas
of much greater complexity such as Lancashire.

It is important, however, to reiterate the point that conterminosity is no
guarantee of good partnership working. There has to be a collective will and
commitment to take advantage of such relative inter-organisational simplicity.
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An important part of the organisational context in South Tyneside has been
the development of the LSP and the concurrent major re-organisation of the
Borough Council. The council’s own Best Value Performance Plan in 2003
acknowledged that in 2000 ‘we were a traditional council [which] sorely
lacked direction and a mechanism for tackling our priorities’ (South Tyneside
Council, 2003, p.3). Following a succession of disappointing Best Value
inspections the council ‘decided to fully embrace the government’s
Modernisation Agenda’, part of which included ‘closer working with our partner
organisations working in South Tyneside’ (ibid). An 18-month period of
dramatic change between 2000 and 2002 involved reshaping the organisation
and management of the council itself (including the creation of a new Social
Care and Health Directorate), overhauling its political structure (with the
establishment of a Cabinet and Scrutiny Committee) and taking the lead in
establishing the LSP in 2002.

In the space of 2 years the LSP produced a succession of documents setting
out a strategic vision for the local area, with identified service priorities and
targets. The most recent document, the second community strategy (A Spirit
of Change) consolidated the previous documents into a new policy framework
which sets a 10-year strategic context for the regeneration of South Tyneside.
The community strategy was said by several interviewees to provide the
overarching planning framework under which individual agency plans sit and
within which they increasingly cohere. The council’'s most recent 3-year
master service plan, Performing Together (published in March 2004), is, it is
said, ‘firmly grounded in the new Community Strategy developed with our
partners’ (South Tyneside Council, 2004, foreword). This sets out the same
key objectives referred to in the community strategy under the broad area of
healthy living and care, one of which is to reduce cancer, heart disease,
strokes, diabetes and mental illness.

One of the most obvious advantages of conterminosity, according to many
interviewees, was the straightforward logistical one of being able to meet
regularly, both formally and informally, at all levels of organisations. It simply
makes service planning easier. In South Tyneside, for example, there is a
single set of joint planning forums. There may still be different agency
planning requirements but there is not a need for duplication or triplication (or
worse) of joint structures as there is in a local authority such as Lancashire,
with eight PCTs and four Acute Trusts. Communication was the most
frequently cited advantage of conterminosity: being able to discuss proposals
or problems with a small number of people — and with the same group of
people. In South Tyneside, for example, there were regular meetings at chief
executive and director level between the Acute Trust, PCT and the local-
authority social care and health directorate. They were said to ‘work very
closely together in a very integrated way: it's a very integrated structure’.

One important practical advantage of conterminosity cited was a lessening of
the problem of differences in service according to ‘those invisible boundaries
that often run down streets’. And in these cases the recipients of patient
complaints are, it was said, ‘the staff at the sharp end’ with ‘more and more
complex delivery modes’; for example, taking equipment to one patient but
not the near neighbour on the other side of the street and ‘trying to explain
what to most people is just NHS mumbo-jumbo’.
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Another simple practical advantage of organisational conterminosity was that
co-locating staff is easier. In South Tyneside there is extensive and increasing
co-location of senior local authority (social care and health) and PCT staff.
Although ‘they already meet regularly together, it'll be taking it one step
further in ensuring that they have got that ongoing working relationship’.
Thus, in respect of communication, ‘with the best will in the world if you're in
different buildings it’s hard to have that ongoing communication - just
bumping into people in the corridor in the same room. It's making sure that
communication is linked up, even at the smallest levels rather than having
everything formal meetings’.

4.2.3 Darlington

In the case of Darlington the organisational turbulence surrounding the
creation of PCTs and Special Health Authorities in April 2002 was magnified by
several other related factors associated with the acute services review
undertaken by Professor Ara Darzi. Professor Darzi (Professor of Surgery at
Imperial College London) was commissioned in December 2001 by County
Durham and Darlington Health Authority to review services at the four acute
hospitals within the area; Darlington Memorial Hospital, Bishop Auckland
General Hospital, the University Hospital of North Durham and Shotley Bridge
Hospital. The review was extremely rapid, with the report produced in
February 2002.

Professor Darzi referred to a context of historic under-investment in local
health services, health status poorer than the national average and acute
hospitals each serving small catchment areas. His view was that the hospitals
would struggle to meet increasing demands and provide better-quality care
unless they worked closely together. Only the latter would ensure the
hospitals a ‘robust and vibrant future’ (Darzi, 2002, p.3); it is, he argued, ‘the
interdependence between all the hospitals that is the basis of the way
forward’ (ibid). Given their size (557 beds at the University Hospital of North
Durham, 423 beds at Darlington Memorial Hospital and 347 beds at Bishop
Auckland General Hospital) Darzi’s strictures about joint working were aimed
especially at these three main acute hospitals. The ‘key to any way forward’,
he said:

...1s for the staff in all three hospitals to develop an understanding of the
interdependence of the work between all three sites...it will take some time
before all the staff move away from thinking dominated by the interests of their
own unit. But it is clear that none of the sites will thrive unless they are all
linked and staff are working together to serve the needs of the people of the
whole area.

(ibid, p.10)

He concluded by underlining the importance of this collective recognition of
independence and the need to develop the arrangements which would ‘enable
all sites to work more collaboratively’ in providing county-wide services (ibid,
p.18). Darzi's emphasis upon the need to recognise interdependency and
partnership was due not solely to the hospitals’ small catchment populations
but also to important national changes in clinical practise: increasing
specialisation of services, reduced hours for hospital doctors and the need for
a critical mass to sustain clinical training. A central element in his
recommended new way of working was the development of clinical networks.
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Such networks, he said, were ‘not well developed across the county’ and were
even patchy within the same trust (ibid, p.6). Although some support services
were already working across the county to some extent - pathology, imaging,
and ambulance and patient transport - there was, Darzi argued, the need ‘to
develop more explicit whole county solutions’ (ibid, para 73, p.16). It should
be said that several interviewees in this study argued that there was an
inherent problem, if not contradiction, with Darzi’s recommendations for the
development of managed clinical networks and for a pan-Durham Acute Trust.
As one remarked: ‘the problem with Darzi is that the clinical networks that
exist outside of this organisation are split [north and south]; and one of the
lessons from any merger is don't disrupt your clinical networks...it's complex,
you can’t disrupt clinical networks outside your organisation’.

Given the timescale Professor Darzi’s report and recommendations were of a
necessarily high level. The subsequent detail, fleshing out his
recommendations, was laid out in the report Access, Choice and
Sustainability, produced in April 2002 (County Durham and Tees Valley Health
Authority, 2002). This report not only endorsed the strategic vision for acute
services outlined by Professor Darzi but provided the basis for statutory
consultation (a) on the detailed service changes involved and (b) on the
principal organisational change Darzi proposed: the merger of North Durham
and South Durham and Darlington Trust into a single county-wide Acute Trust
‘as quickly as possible’ (ibid, p.3). The report referred to the overall aim of
providing greater choice to patients and increasing hospitals’ capacity. The
proposed changes placed ‘a strong emphasis on new ways of working with
improved collaboration and co-operation, a development of networks and
greater specialisation’ (ibid, p.5). The document also noted that
notwithstanding its focus on acute hospital services ‘there is full recognition
of...the necessity for whole systems working in order to ensure the effective
delivery of acute services’ (ibid, p.6); ‘the greater role of partner agencies in
the provision of health care’ (ibid, para 1.5.6) and ‘the need to make best use
of the limited availability of key medical, nursing and therapy staff’ (ibid, para
1.2.7). The report refers to the national trend towards centralisation of
services, with ‘concentration of scarce skills in teams dealing with specific
conditions, e.g. stroke, diabetes, cancers’ (ibid, para 1.2.4). The report’s
proposals made it clear that the top priorities were not stroke services but the
reconfiguration of obstetrics and gynaecology, child health and general
surgery. The proposals for stroke services are set out in the following five
paragraphs (ibid, paras 2.4.7.1-2.7.5).

* It is proposed that a specialised inpatient service is the way forward and to
improve stroke patients experience. Currently, patients at Bishop Auckland
General Hospital are managed by a specialist team in a dedicated area, which
improves their rehabilitation outcomes. At Darlington Memorial Hospital, the
inpatient stroke service is part of an acute medical ward. It is proposed that all
acute stroke admissions in South Durham and Darlington would be directed to
Bishop Auckland General Hospital and be managed as a single service by
dedicated physicians with a specialist interest in stroke management.

* The transfer of staff from Darlington memorial Hospital would support the
single inpatient acute unit.

* Outpatient services would still be provided at each site.

* There is a commitment to the local development of a stroke unit for the
population of North Durham.
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* A strategic review of stroke services is currently underway across County
Durham and Darlington and will be completed by the summer. To deliver the
NHS Plan targets will require an increased amount of a number of beds or a
significant investment in intermediate care to support the rehabilitation of those
who have had a stroke in community or domiciliary setting.

It is worth noting that in the subsequent consultation period the proposal to
centralise acute stroke services at Bishop Auckland was not challenged.
Although, as one senior service manager remarked, it was ‘a bit numbing’ for
staff in Darlington; and, she said, ‘left our stroke planning in a limbo’. Finally,
in relation to all services the consultation document sets out a list of 11 aims
and goals in relation to quality care, including (ibid, para 3.8.1):

* to help a move from hospital to primary care/community care/ social care;

* to ensure that patients experience seamless care from all agencies would
provide different aspects of care and support services e.g. primary care, acute
care and social services.

The new single Acute Trust would, it is said, continue to seek to achieve this
by, inter alia, ‘working in partnership with other agencies to ensure continuity
of care’ (ibid, para 3.38.2).

Throughout the document there are references to the importance of
interdependence, partnership and service integration: the need for ‘strong
whole systems working across primary and community care together with
partner agencies to deliver the vision’. This is said while noting the
simultaneous re-organisation of primary care - with six PCTs (three in South
Durham and three in North Durham) - established on 1 April 2002, just prior
to the document’s publication. This is noted, however, without explicitly
acknowledging the extent of the challenges involved in such a major
re-organisation of acute care (in late 2002) on the heels of major
re-organisation of primary care only 6 months earlier. This series of significant
organisational discontinuities was, however, part of the complex context
within which service managers and professionals in Darlington were working
throughout our fieldwork period. It should be said that notwithstanding the
complexity of the context — and the difficulties outlined here - there was
evidence of growing partnership working locally. Thus, in a Joint Review of
Darlington Social Services by the Audit Commission and Social Services
Inspectorate in July 2002 the Council was ‘commended on its determination to
work in partnership with other organisations’ (Joint Review Team, 2002).
According to the Joint Review Team partnership working was one of social
services’ ‘key strengths’ (ibid, p.73). The team noted Darlington’s small size
(the fifth smallest social services authority in England) but said that one of
the advantages of small size was ‘that informal as well as more formal
partnership working can be established. Darlington has capitalised on this and
has established cordial and effective working relationships with Health
partners’ (ibid, p.23)

However good these relationships, as the Darzi report made clear - and,
indeed, as had been acknowledged before Darzi — stroke services within
Darlington could not effectively be jointly planned, commissioned and
provided from within Darlington - they had to be planned on a South Durham
and Darlington or on a county-wide basis: that is, not simply via Darlington
PCT, Darlington Borough Council and Darlington Memorial Hospital working
together (as is the case in another of the localities in this study, such as
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South Tyneside). In commissioning and providing services Darlington PCT
must work as one of three South Durham PCTs and one of six county-wide
PCTs: and the Memorial Hospital must work as one part of a county-wide
Acute Trust and, over time, of a county-wide set of services, stroke included.

Whereas the need for partnership working based on close interdependence
was clear and widely accepted, the complex organisational context — as was
frequently underlined by interviewees - made strategic and operational
planning for stroke services extremely difficult. In the case of stroke services
the ‘whole system’ extended beyond the boundaries of the Darlington
authorities: therefore, unlike South Tyneside, any joint commissioning and
integrated provision require partnership working across neighbouring agency
boundaries, not simply within Darlington itself. Although there was what was
described by one interviewee as ‘a well-functioning Local Strategic
Partnership’ - launched by the Prime Minister in 1997 - a Partnership Board
for Older People was still being developed at the conclusion of our fieldwork in
2004. In April 2003 Darlington Partnership published a community strategy
(Darlington Partnership, 2003). Describing the strategy as ‘an opportunity to
truly join together to achieve our shared vision for the borough [providing] an
overarching framework for all plans and strategies of partner organisations...it
should ensure we are pulling in the same direction, collectively working
towards our shared goals’ (ibid, p.4). While noting that ‘local NHS services
have been undergoing major reform in recent times’ (ibid, p.38) the strategy
speaks optimistically about many of the area’s services being conterminous
with the unitary Borough Council, ‘which makes for effective joint planning
and delivery of high quality services’ (ibid, p.10). Many other services,
however, including a wide range of health services, are not conterminous.
One notable example is stroke services, the joint planning for which over
several years been done on a sub-regional basis - across South Durham and
Darlington. The Darlington Community Strategy says bluntly that ‘partnership
working is at [its] core’ (ibid, p.4); however, in the case of stroke services, as
indicated above, partnership working and planning was, and is, required
across a much wider network of organisations outside the boundaries of the
borough. Unsurprisingly, given the degree of inter-organisational complexity,
turbulence and change, stroke services during our study - from late 2002 to
late 2004 - were variously described by several interviewees as appearing in
many respects ‘unplanned’ and ‘unco-ordinated’. There were, however,
concerted attempts to plan those services across this rapidly changing and
uncertain environment.

The production of a draft stroke strategy was begun in October 2001 but ‘got
subsumed’ by the Darzi Acute Services Review. The South Durham plan for
specialist stroke services was eventually published in August 2003. It was
written on the basis, post-Darzi, of the development of Bishop Auckland
Hospital as the centre for stroke services in South Durham. The plan set out
proposals for a specialist service ‘which the NSF requires to be implemented
by April 2004’ (South Durham Health Care NHS Trust, 2003, p.3): that is, to
be implemented only 7 months after the plan’s publication. The Darzi
proposals — endorsed in the subsequent report Access, Choice and
Sustainability - and the NSF for Older People (Standard Five) together
comprised the strategic context within which the plan was written. It spelt out
not only the need for the investment required to develop a specialist stroke
service but the components of such a service. In line with the NSF the plan
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refers to the need for a specialist stroke team, led by a clinician with expertise
in stroke, and lists the professions which comprise such a team: medical,
nursing and therapy (physiotherapy, occupational therapy, and speech and
language therapy) input together with dietician, clinical psychologist,
pharmacist, social worker/family support and stroke care co-ordinator.
Indeed, the latter, it is implied, is additional to a clinical specialist nurse. Such
a team would represent a significant addition to existing resources. As the
plan makes clear, the only specialist resource at Darlington was a
0.7-whole-time equivalent (wte) F-grade stroke specialist nurse. The
therapists (occupational therapy and physiotherapy) working on the six stroke
beds ‘are part of general department staffing and are not resourced
specifically for stroke services’ (ibid, p.8). Similarly, there was no specialist
speech and language therapy service for stroke; instead patients — at both
Darlington and Bishop Auckland - had access to a speech and language
therapist (SALT) with specialist knowledge of acquired neurological disorders
(of which stroke is one). But a speech and language therapist did regularly
attend MDTs of the stroke programme at Darlington Memorial Hospital. This
was not the case for clinical psychology - the service described as being for
all practical purposes non-existent: that is, there was a clinical psychologist
working one afternoon per month for the whole of medicine. Staff had long
since ceased to even make referrals to this service. This is a direct echo of the
position in Lancashire - although here referrals continue to be made, not least
to underline the effective absence of a service. It is also a marked contrast
with the position in South Tyneside where a clinical psychologist worked half-
time on the Stroke Rehabilitation Unit and regularly attended the stroke-unit
MDTs.

In line with the proposals set out in Access, Choice and Sustainability the plan
is built around the proposal that all acute admissions be to Bishop Auckland
General Hospital; to be treated, as a single service, by staff with a specialist
interest and expertise in stroke management. The plan also cites the Darzi
strategy’s recognition ‘that to deliver the NHS Plan targets will require an
increase in either the number of beds or a significant investment in care to
support rehabilitation...in community or domiciliary settings’ (ibid, p.5). The
Plan notes simply that ‘there are currently no stroke dedicated rehabilitation
teams or facilities in South Durham and this is seen as a major area requiring
development’ (ibid, p.7). The plan described the existing hospital-based
provision as comprising ‘specialist stroke teams and beds on each hospital
site’ with 17 ‘dedicated stroke beds’ at Bishop Auckland Hospital and six such
beds at Darlington Memorial Hospital. Whereas the beds at Bishop Auckland
Hospital are within a single ward providing *‘mixed acute care and early
rehabilitation’, the six beds at Darlington Hospital are within a general medical
ward and the stroke team ‘provides rehabilitation based care’.

The plan’s proposed service model is couched in terms of a vision ‘to provide
a patient-centred stroke service which is integrated between all care provider
organisations’ ensuing the delivery, inter alia, ‘of seamless and integrated
care between secondary, primary and community care settings and NHS
providers’ (ibid, p.10). The single-site acute stroke unit at Bishop Auckland
Hospital would provide care during the acute phase and early rehabilitation.
Ongoing rehabilitation (after 2-3 weeks) would be provided ‘by locality based
community stroke rehabilitation teams who would provide domiciliary
rehabilitation for all patients assessed able to benefit from this’. Such teams
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would be integrated with both the acute stroke unit and the emerging
intermediate-care services within each locality; they would, among other
things, ‘ensure continuity of care’ (ibid, p.11). Those requiring longer-term
bed-based rehabilitation would receive this in a range of community hospitals,
intermediate-care beds and private-sector (care-home) beds.

It was suggested that this specialist stroke service be phased in over 3 years;
this in a context in which, it was said, the whole of the Darzi timescales had
quickly slipped because of the scale of the investment involved across acute
services as a whole. Year one (2004/2005) would see the development of the
community-based specialist stroke rehabilitation services. This would require
three senior 1 physiotherapists, three senior 1 occupational therapists, 10 wte
therapy assistants, one full-time senior dietician, a 0.5-wte dietetic assistant,
one full-time SALT and one full-time secretary. The total outline revenue costs
(excluding travel costs) for this staffing were £413 600. No estimate was
given for associated capital/equipment costs. In year two (2005/2006) the
proposed developments included a rapid-response assessment and
information service for patients presenting with minor strokes and transient
ischaemic attacks (TIAs; at both Darlington and Bishop Auckland) and the
provision of a stroke clinical information system. Associated costs covered
further staffing: a consultant physician based at Bishop Auckland, a full-time
secretary to the consultant and a full-time stroke co-ordinator. Total outline
revenue costs here were £137 400. In addition there were small costs
associated with clinical infrastructure (£6000) and accessment and imaging
equipment - for duplex and CT scanning (£12 000). In year three
(2006/2007) the plan was to transfer acute stroke beds to the single site at
Bishop Auckland General Hospital — with an estimated 30 beds required;
although it was anticipated that this figure would be lower due to the year one
and year two service developments. Here the outlined staff costs were again
considerable. Proposed additional staffing comprised: 12.15 wte nurses
(seven A grade, three D grade and 2.15 E grade) at £242 000, one full-time
SALT, one full-time consultant psychologist, a 0.5-wte senior 1 dietician, one
full-time dietetic assistant, two full-time basic-grade psychotherapists, two
full-time senior 2 physiotherapists, two full-time basic-grade occupational
therapists, two full-time senior 2 occupational therapists, eight wte therapy
assistants and one full-time secretary. Total revenue costs were £692 445.
The total outline investment over 3 years was thus £1.26 million. The plan’s
conclusion refers to the need for this ‘significant investment over a sustained
period’ in order ‘to develop a specialist stroke service which meets the needs
of patients during both the acute and rehabilitation phases of their care’ (ibid,
p.17). This was recognised by one of the principal architects of the plan as ‘a
very expensive proposal’. But it was expensive, it was widely agreed, because
the plan’s authors were ‘trying to rectify historic under-investment in stroke
services’.

After what was described by one interviewee as ‘a lengthy gestation period’
the draft plan was ‘signed up to by all the parties’. Although, as other
interviewees argued, this was not a formal signing up: according to one, in
mid-2004 the plan had ‘been discussed in a lot of forums, but not formally
adopted by anyone’. Nevertheless it was in various ways endorsed.

In its first Local Delivery Plan (LDP; for 2003/2006) Darlington PCT spelt out
its three main priorities as: access, meeting NSF/NHS plan targets, and
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financial balance. The LDP refers to ‘significant financial implications in
delivering the older person’s agenda’ but sets out a number of ‘key
deliverables’. These include ‘reducing emergency admissions; single
assessment; and implementing both the diabetes NSF and the local stroke
services plan’ (Darlington Primary Care Trust, 2003, para 9). The LDP
concludes, however, by referring to ‘the enormous tensions between available
resources and stated aspirations’ (ibid, para 10).

These tensions became evident throughout the fieldwork for this study as
local service managers and service professionals sought to implement the
planned changes in this context of enormous organisational complexity and
what was described by one senior manager as ‘a limited amount of resource’.
Thus, while readily acknowledging ‘the unprecedented inward investment over
the last 3 to 4 years...the expectation of so many central plans is that you
have got to do everything about implementing everything’. As indicated
above, this complexity is, in essence, dual-faceted: it is a product of severe
organisational turbulence - principally around PCT and Acute Trust
reconfiguration — and of the multiplicity of stakeholders, each with differing
pressures and service priorities. ‘This is’, as one senior manager simply
remarked, ‘a turbulent time...the environment isn't as conducive to longer-
term strategic planning that it might otherwise be when it's a bit more stable’.
This, it was stressed, had a significant impact at the operational level of
service delivery: among other things ‘you can easily get people retrenching
because of the uncertainty and that’s a natural reaction’. More, importantly, in
the view of one senior clinician (among others) the Darzi report (Darzi, 2002)
- or rather the period of consultation and uncertainty associated with the
Darzi report - in conjunction with the significant upheaval associated with
other major structural changes, caused a degree of planning blight upon local
service development: ‘it undoubtedly did because the inpatient stroke
specialist beds would be located at Bishop Auckland, therefore it wasn't going
to be appropriate to develop a parallel service down here [in Darlington];
development of the service is on hold here effectively’. There had, it was said,
been a ‘burst of enthusiasm’ and plans to develop stroke services in
Darlington in the late 1990s, but that development and investment wasn't
going to be made until the Darzi proposals were implemented - and even
then this would be investment outside Darlington itself. In the meantime -
while the plan was to move specialist services to Bishop Auckland - there was
no chance of increased investment in, for example, therapy staff for the
stroke rehabilitation programme.

All we have been able to set up is the TIA clinics and a sort of stroke
rehabilitation service. So what we are missing is the stroke unit and the
appointed entry into the stroke service because that is still part of the general
medical activity... So until the patients are stable enough to be seen they don’t
receive any specialised stroke services, they receive normal physiotherapy and
occupational therapy. And there is no doubt whatsoever that is a defect in the
service.

This planning blight had an effect in many ways at the operational level. One
example given was the development at Darlington of a single patient record.
This was something which was not done, or was not done as quickly because
of uncertainty about the future: ‘you think if you put a lot of work into it the
time comes when they say "this is all going to go over to Bishop Auckland”;
then a different one would be devised’.
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As elsewhere in this study, interviewees underlined the significant extent and
effects of such organisational upheaval upon service development and
delivery; many in PCTs arguing that 15 months after their establishment,
trusts were still to finalise their re-organisation - and even, in some cases,
still to finalise senior appointments. Even then they remained young
organisations finding their feet. As one senior manager remarked in April
2004: ‘the changes across the last 2 years — County Durham mergers,
consultation reports, PCT establishment, we are still in our infancy - just
trying to put structure in place. Its bedding down now’. The reconfiguration of
the Acute Trust added yet another layer of complexity; with, for example,
newly appointed planning staff trying to knit together what previously were
separate parts of the county and separate stroke services. As one senior
service manager remarked: ‘such organisational change slows you down [not
least] because inevitably a lot of management staff left the organisation’. In
particular with ‘changes in senior planning personnel’, stroke services
planning for a period around re-organisation in 2002 ‘dropped into a bit of a
black hole’. And overlaying this complexity was the Darzi proposal to
reconfigure stroke services by centralisation at Bishop Auckland.

Speaking towards the end of our fieldwork in May 2004 one senior Acute Trust
manager said:

...everything you read about mergers, integration, re-organisation [is that] they
put organisations back. That’s what has happened here...we lost the executive
team...everybody has got to start and work together: that takes months, years
even.

In her view the merger of the two Acute Trusts ‘has made it more complex for
stroke altogether...it was much easier north and south, it has made it much
more complex’. She could, she said, ‘see a better service for patients, but I
can't see it for some time yet’. And one reason, she said, why the stroke
service plan had still not been implemented in late 2004 was ‘because it is
extremely expensive’. Another reason, she said, was that newly constituted
PCTs faced with a range of competing priorities for investment and faced with
such a large investment in stroke services took the view ‘that we can’t afford
this’: they would agree to invest in community services but could not afford to
develop the hospital services. In fact within Darlington PCT there was a clear
acceptance of the need for investment in specialist stroke services, both acute
and community. As in initial investment, £75 000 was made available in
2003/2004 for increased therapy staff — occupational therapy and
physiotherapy - ‘and to start developing our community rehabilitation service
around stroke’. But the full scale of the requisite investment would become
clear, it was emphasised, only upon conclusion of a set of strategic
discussions (between the PCTs and Acute Trust) about the number, location
and size of acute units and the appropriate model of community services. It
was also clear that one of the principal issues for Darlington PCT was the
concern that if it was going to be a county-wide resource, investment in acute
stroke services at Bishop Auckland Hospital should be not just by the three
South Durham PCTs - as envisaged in the plan - but by all six County
Durham and Darlington PCTs.

Acknowledging that it was a bit pessimistic, the same manager said that with
three relatively small district general hospitals there was a need for service
managers and service professionals to acknowledge that it isn’t possible to
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have three separate acute stroke services but to see it as one total stock and
one service: ‘that’s where we have got to get to...but not everybody is
thinking like that’. The other pressing need, she said, was for all those
concerned to accord stroke services a much higher priority (see below).

Towards the end of our fieldwork period in 2004 discussions were taking place
about broad strategic options: whether to have one stroke unit for the whole
of Durham and Darlington (at Bishop Auckland), or to have two units - in
North Durham and South Durham (the southern unit, again, being in Bishop
Auckland), or — a less likely option — to have three units (in North Durham, at
Bishop Auckland and at Darlington). The emerging consensus at that time was
that there should be two stroke units: in Bishop Auckland for South Durham
and Darlington and in Durham City for the north of the county. This, however,
was a strategy that had to be fully developed and costed.

Irrespective of which of these strategic options was adopted, the near-
certainty will be that in future Darlington residents who have a severe stroke
will go to Bishop Auckland for the acute phase of their treatment and initial
rehabilitation: that is, roughly the first 2-3 weeks after hospital admission.
Thereafter, however, as the stroke service plan made clear, there would be a
need for provision of more localised, long-term intensive rehabilitation for an
average of 3-4 months. It was generally thought that Darlington residents
would willingly - even if not with universal approval - travel the 12 miles to
Bishop Auckland for specialist acute hospital treatment. What was less likely
to be acceptable was the prospect of families and carers travelling that
distance for a lengthy period of rehabilitation: and, as one interviewee
remarked, ‘I don’t think the patients will be too keen about that’. Without any
community hospital beds in Darlington there was therefore another set of
strategic decisions to be taken about where to locate intensive, post-acute
rehabilitation. This could, it was said, be to Darlington Memorial Hospital with,
effectively, an extension of the current stroke rehabilitation programme beds,
or to the new intermediate-care beds at Hundons Lane, or to independent-
sector care-home beds. Whichever option was chosen - anticipated to be
some combination of the above - there were acknowledged to be ‘important
issues about moving people who have had a stroke [because of] their
confusion’. It was, therefore, important for patients to be as near to home as
possible for social support and ‘not moved around in lots of different
establishments’. According to the same service manager:

They need to come back somewhere they know, and carers and families know,
that this is the place where they are going to be until they are able to either go
home or make some longer-term plans.

Another part of this set of strategic discussions in 2004 between the PCTs,
Acute Trust and local authorities (in and around Darlington) focused on the
nature and level of investment required to staff the community stroke service.
The issue of whether there should be a specialist stroke service or whether
this should be provided from within a general community rehabilitation service
was yet to be agreed; although there were said to be a recognition among
many managers and service professionals that stroke ‘is a slightly different
area because of its complexity’.
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4.2.4 Lancashire: Fylde and Wyre

As indicated above, the case-study areas of Fylde and Wyre are two of the 12
Local Authority Districts (including the City of Preston) covered by Lancashire
County Council. They have populations of around 74 000 and 106 000
respectively out of the 322 778 living in Blackpool, Fylde and Wyre as a whole
and the approximately 1.4 million living in the entire Lancashire LSP area
(Office for National Statistics Population Estimates 2002;
www.statistics.gov.uk/census/default.asp). At approximately 6%, the ethnic
minority population of Blackpool, Fylde and Wyre is relatively small compared
with other areas in Lancashire such as Blackburn with Darwin or Burnley
(Office for National Statistics Census 2001). In terms the older population,
Fylde and Wyre PCTs commission and provide health services for 40 125 older
people (among a total patient population of 199 371), with 16 720 in Fylde
and 23 405 in Wyre. In addition, Lancashire Social Services supports over
1800 older people in Fylde and Wyre through a variety of services. Figures
specifically for stroke were not readily available at the time of our fieldwork.

The Fylde and Wyre areas comprise numerous inland towns and villages, from
Kirkham and Wesham in the south east nearer Preston, to Garstang in the
north east nearer Lancaster and Poulton-le-Fylde near Blackpool itself. There
are also seaside resorts, from Fleetwood, Thornton and Cleveleys on the coast
north of Blackpool (Wyre District) to Lytham and St Anne’s to the south (Fylde
District). All of these areas are seen as very different from each other in
terms of character and economic affluence, and the fact that they are
geographically dispersed with relatively inconvenient public transport links is
an issue for patients travelling between the many different hospital locations
across the area. Blackpool is a separate unitary local authority, which is not
part of the case-study area for this research. However, as will become clear
the service commissioning and provision arrangements relevant to continuity
of care for stroke patients are inextricably linked across the Blackpool, Fylde
and Wyre area as a whole.

Blackpool, Fylde and Wyre Hospitals NHS Trust, which was formed in 2002
from a merger of separate acute and community NHS Trusts, serves a local
population of approximately 330 000 Blackpool, and Fylde and Wyre residents
plus the area’s 16 million annual visitors. It has a total budget of around
£165 million per year, and manages:

e Blackpool Victoria Hospital, a large acute hospital;

e five smaller community inpatient/day hospitals at Clifton, Lytham, South
Shore, Devonshire Road and Fleetwood; and

e three elderly rehabilitation units operated as private finance initiative
(PFI) sites at Wesham, Rossall and Bispham.

The trust also manages the National Artificial Eye Service, and Blenheim
House Child Development Centre, and is one of four tertiary cardiac centres in
the north west, providing specialist cardiac services to heart patients from
Lancashire and South Cumbria. Across its multiple sites, the trust employs
4400 staff, has approximately 1195 beds and sees more than 85 000
day-case and inpatients, 300 000 outpatients and 85 000 accident and
emergency (A&E) patients every year. Table 1 summarises the Trust’s sites
relevant to stroke patients at the time of fieldwork in 2004. As the table
shows, the strategy is to handle patients in the acute phase of stroke at
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Blackpool Victoria Hospital. Patients are then transferred to the specialist
rehabilitation facility at Clifton Community Hospital if they are considered
suitable (i.e. likely/motivated to benefit from intensive support), to the other
general rehabilitation wards at Clifton or the remaining community units.

Table 1 Location of stroke care across Blackpool, Fylde and Wyre Hospitals NHS

Trust

Acute care

Community hospital rehabilitation
(inpatient peripheral beds)

Day services and
outpatients’

Blackpool Victoria

Ward 20 (Acute
Stroke Unit) has
total 18 beds. The
preferred route onto
ward 20 is straight
from A&E and/or
medical assessment
unit. However,
patients still go onto
other medical wards
(e.g. gynaecology,
diabetics, etc.) due
to lack of beds on
ward 20 (i.e. not
covered by stroke
consultant) and may
or may not be
transferred. In
addition, non-stroke
patients come onto
ward 20 if they need
barrier nursing
because it has side
wards.

Clifton Hospital, at
Lytham St Anne’s

Directly managed by
trust: total 92
rehabilitation beds,
20 of which are on
ward 2/Gloucester
Unit, which is the
stroke/neuro
rehabilitation unit
(i.e. currently has
non-stroke patients).
Stroke patients also
go onto other elderly
rehabilitation wards
(i.e. not necessarily
designated for
stroke consultant).

Wesham (40
beds)

Bispham (40
beds)

Rossall (40 beds)

Patients are
transferred from
Blackpool Victoria
to any of the PFI
elderly
rehabilitation units
depending on bed
availability and
patient
preference. Sites
tend to have
consultants
dealing with
general older
people’s care.

Clifton has a day
hospital, with
referral straight
from Blackpool
Victoria (if patients
are going home
without community
hospital inpatient
care) or after
discharge from
Clifton.

Among the PFI sites,
Rossall and Wesham
have day hospitals,
but Bispham does
not.

Southshore Hospital
has a SALT half day
club that runs
weekly from
September to July
specifically for
stroke patients.
There are 20 places
and patients come
via several routes:
GP, self-referral, or
referral on discharge
by any therapist in
the Blackpool, Fylde
and Wyre area.

Patients may also
return to Blackpool
Victoria for
outpatients’ follow-
up with medical
consultants and/or
stroke specialist
nurse, etc.

Interestingly, ex-stroke patients from Blackpool and Fylde and Wyre may also
request a referral to Kirkham Prison for gym coaching/additional
physiotherapy after they have been discharged by the NHS. The route is via
GP referral, but not all GPs are willing to send patients to the prison for this
service - although the service has a strong reputation with patients and was
even highlighted in a local newspaper article in early 2004.
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As already noted, the particular geography of the area (i.e. varied hospital
locations and distances between them) is a major issue not only for the local
health system but for patients and families in Blackpool, Fylde and Wyre.
Patients are sent from Blackpool Victoria to any of the PFI sites depending on
bed availability. The other factor is home address for ease of family visiting
(e.g. Rossall is in Fleetwood in the north of the area, at the opposite end to
Clifton in the south; and Wesham is on the M55 towards Preston). Also, if not
discharging to Clifton, ward 20 at Blackpool Victoria usually tries to refer to
Rossall because it has a day hospital for subsequent outpatients. Bispham
tends to get sub-acute patients and rarely gets strokes because it is always
full and has no day hospital. One of our staff interviewees from Rossall
Hospital summed up the situation as follows.

We do get some stroke patients, but with Clifton being the stroke rehabilitation,
if they haven’t got beds then we do tend to get the ones that there isn’t beds
for. Or geographically, because of the distance between Rossall and Clifton, if
you live in Fleetwood, if you have not got your own transport it is horrendous
trying to get to Clifton Hospital, so sometimes they will suggest that we take
somebody because of visiting facilities if nothing else.

The complexity of the stroke service system is this part of Lancashire is
illustrated in Figure 1 (overleaf).

In terms of the complexity of the health and social care system locally it is
also relevant that, as part of Lancashire County, our case-study area of Fylde
and Wyre receives patients discharged from acute hospitals in Preston and
Lancaster in addition to patients from Blackpool. Both of those areas are less
well served in terms of the availability of rehabilitation beds than the
Blackpool area (due to the different legacies of trust mergers, etc.), which
according to social service interviewees impacts on their likely care pathway
because: ‘it may be there would be a request sooner from the acute setting
for a placement in residential care or nursing care from either Lancaster or
Preston’. As the interviewee asked, ‘Does that make sense?’.

In addition, Blackpool, Fylde and Wyre Hospitals NHS Trust discharges
patients to the unitary local authority of Blackpool itself. An interviewee at
Blackpool Victoria Hospital described the complex partnership arrangements
that this requires in the context, for example, of hospital discharge.

The packages that we [Integrated Hospital Discharge Team, which works
across Blackpool, Fylde and Wyre] put in come under intermediate care and
they are actually free of charge to the patient for the first 10 days. That was
agreed between Blackpool and Lancashire because what we cannot have is,
whereas a Blackpool resident has five days a Lancashire resident has 10
days. Before the end of that 10-day period they would be reassessed by the
community social worker... [But] you can’t actually go by postcodes [for social
work referral]. Because you can have an FY5 postcode, which is technically
Wyre, but when you get going out of Blackpool and you sort of go from
Ancahome through to Thornton Cleveleys [north of Blackpool], there is a lot of
people in that area, even half the street could be Blackpool and half could be
Lancashire. So we always make sure if they live in that kind of area or
anywhere very south of Blackpool edging on towards Lytham, we always ask
‘Where do you pay your council tax?’. Because once you have made that
mistake it’s so difficult then because you get involved with accountants, and
what you have is, because you put this social care package in is, "No, it’s not
that one it’s Lancashire, Lancashire should be paying for it.” So it’s important
we get the correct area.
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Figure 1 Potential routes through the health and social care system in the Fylde
and Wyre case-study area

Arrows indicate possible referral/discharge routes. SALT, speech and language therapy.

Blackpool, Fylde and Wyre Hospitals Trust relates to two separate PCTs -
Fylde PCT and Wyre PCT - providing primary-care services in the case-study
areas. These PCTs are conterminous with their equivalent local-authority
districts delivering housing services. There is also a third PCT in Blackpool that
is conterminous with Blackpool unitary authority. Despite being entirely
separate, the three PCTs have attempted to commission many of their
services (e.g. equipment) on the basis of joint arrangements across all three
organisations. At the time of the fieldwork (early 2004), however, these
arrangements that had been led by Blackpool PCT were being restructured. In
addition, the three PCTs retain separate local commissioning structures for
other services (e.g. allied healthcare provision), with commissioning decisions
and priorities being made on the basis of organisation-specific assessments of
their population needs. As will become clear later in the report, this only
serves to add to the complexity in terms of designing and delivering services
locally.
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In terms of service provision relevant to stroke, Wyre PCT takes the lead as
host organisation for (a) the Joint Equipment Store the operates across all
three PCTs, Blackpool Social Services and Fylde and Wyre Social Services, (b)
the employment of most of the allied health professionals (physiotherapists,
occupational therapists, SALTs and dieticians) based in the various Blackpool,
Fylde and Wyre Hospitals Trust sites (Blackpool, Fylde and Wyre Hospitals
Trust itself employs only the physiotherapists based at Blackpool Victoria
Acute Hospital) and (c) the employment of the community physiotherapists,
SALTs and occupational therapists who provide NHS care once patients leave
hospital (i.e. for patients in nursing homes or their own homes). Wyre PCT
also hosts the occupational therapy service for Lancashire County Council
locally. Adding even further organisational complexity, the dieticians that
provide the core dietetics service to people living in the community are hosted
by Chorley and South Ribble PCT near Preston. Finally, clinical psychologists
are separately employed by another organisation altogether, Lancashire Care
Trust, which is again based near Preston (note: at the time of our fieldwork,
however, there were no clinical psychologists working in the Blackpool, Fylde
and Wyre areas).

Lancashire County Council provides social services from separate district team
bases in the Fylde and Wyre areas. Social workers commission the range of
home care, meals-on-wheels, rehabilitation services and residential and day
care with the aim of enabling people to retain their independence. At the start
of the fieldwork, the situation was that all adult services (age 18-death) were
commissioned and provided on an individual district basis. Following the April
2004 restructuring older people’s services have been separated out from
services for younger adults with physical disabilities, etc., and each of those is
now managed for Fylde and Wyre as a whole. What this means for stroke is
that depending on the service user’s age they will either be dealt with as part
of the older people’s services or as part of the adult services.

At Blackpool Victoria Hospital, for example, social workers from Fylde and
Wyre are part of an Integrated Hospital Discharge Team (co-located with
health staff and social workers from Blackpool Social Services) that was
established in 2002. They deal with the relatively limited number of stroke
patients going straight from acute hospital care into nursing or residential
care or back home with support (handing cases onto a community-based
social worker, or back to the service user’s existing social worker if they are
already known to social services, and if longer-term input is necessary).
Members of the team (whether nurses or social workers, whether employed
by Blackpool, or Lancashire) commission all aspects of health and social care
services across the entire Blackpool, Fylde and Wyre area in the context of
intermediate and continuing care arrangements - that is, they work across
professions and employer organisations to access services within the system
as a whole depending on where the patient lives and their needs. In doing
this, the team has access to the IT systems (containing patient and service
user information) of all three partner organisations: Blackpool, Fylde and
Wyre Hospitals NHS Trust, Blackpool Social Services and Lancashire Social
Services (Fylde and Wyre Districts).

By contrast, there are no social workers attached to Blackpool, Fylde and
Wyre NHS Trust’'s community rehabilitation hospitals (Clifton, Rossall,
Wesham and Bispham, etc.). Here, nursing staff refer patients ready for
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discharge directly to the relevant community social work team in either
Blackpool, Fylde or Wyre (for commissioning of individual packages of care
and subsequent care management). It was an issue of concern raised by all
health staff interviewees (managers and professionals) that, since attached
social workers were removed from the community hospitals in 2002, they now
have to deal with 30-40 different social workers for patients on their ward.
From the social services perspective, however, this approach is better
because it prevents the hospital social workers being ‘isolated’. In also means
that, rather than dealing with patients by type of client group (i.e. hospital
patients), social workers are concentrating more on what one interviewee
referred to as the ‘service user as an individual “whole person™ if they follow
them through their whole care pathway from community to hospital and back
again.

In addition to general social services provision, intermediate care (consisting
of social work, occupational therapy, physiotherapy and district nurse input;
domiciliary services provided by Leonard Cheshire; and residential beds, six
for Fylde at the Millbank home and seven for Wyre at the ex-local-authority
home Thornton House) is available to help older people (including stroke
patients) bridge the gap between leaving hospital and returning home. At the
start of the fieldwork intermediate care was commissioned and provided by
separate teams for each district, but in September 2004, following a review
prompted by the fact that initial Performance Fund monies used by social
services to fund the service were coming to an end, Lancashire Social
Services and Fylde and Wyre PCTs established an integrated intermediate-
care service across the whole area. Blackpool unitary authority has its own
arrangements for intermediate care including, for example, the facility known
as the ARC (which provides both care-home and domiciliary support).
Lancashire County Council also provides a Welfare Rights Service from bases
in Preston (for Fylde) and Lancaster (for Wyre). Service users are referred
there by the Fylde and Wyre social workers as appropriate. Service users
taking on Direct Payments are also referred to independent user-advocacy
organisations, such as the Rowan Organisation, for advice regarding
advertising for, interviewing and employing carers, setting up a bank account
and so on.

In partnership with the district council housing authorities in Fylde and Wyre
and private- and voluntary-sector organisations, social services also provide
care and support to older people living in sheltered housing accommodation
who are not able to live at home but who do not need high levels of 24-hour
care provided by residential or nursing homes. Extra care sheltered housing is
also provided to offer people who might otherwise consider residential care
the chance to stay independent but with greater levels of support and
rehabilitation and domiciliary-care packages tailored to suit their individual
needs. In relation to supported housing, there is acknowledgement of a
general lack of provision in the Blackpool, Fylde and Wyre area. However,
social services in Fylde and Wyre have a humber of ‘extra care housing
schemes now that are coming on line’ specifically in the context of
intermediate care. Lastly, home adaptations are also carried out for patients
who return to their own homes following discharge by various different private
firms and voluntary organisations under contract to social services.
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By comparison with South Tyneside in particular there are within this part of
Lancashire a large number of partnerships that operate at different levels
relevant to the stroke agenda. These groups serve to add to organisational
complexity around stroke locally because they do not all clearly relate to each
other, but have different constituencies, and operate to different agendas.
Such partnerships include, at the highest level, the NSF for Older People LIT,
which is chaired by the Chief Executive of one of the local PCTs and attended
by LIT sub-group chairs (there are sub-groups for stroke, intermediate-care
and other service areas), acute and community hospital managers, mental
health, the Ambulance Service, social services and the Stroke Association.
The LIT also has a stroke sub-group known as the Standard 5 Local
Implementation Group (LIG), which is chaired by the stroke consultant and
attended by acute and community hospital managers, the stroke specialist
nurse, nurse managers and allied health professionals, representatives from
the acute hospital, a GP who is also a local PCT Professional Executive
Committee Chair, PCT commissioning managers, etc. It is the responsibility of
the Standard 5 LIG to co-ordinate development of the local Stroke Plan.

Other organisational partnerships include, at the level of commissioning, the
joint commissioning arrangements between Blackpool, Fylde and Wyre PCTs
(social services has a seat on the Joint Commissioning Board); and, at the
operational level, Integrated Teams for Discharge from Blackpool Victoria and
intermediate care. Among the different professional groups there are
partnership mechanisms including a Clinical Leaders Forum, which aims to
foster joint working across primary and secondary care and includes Clinical
Directors from Blackpool Victoria Hospital, Professional Executive Committee
chairs from the three local PCTs and other senior GPs (one of the issues this
group was planning to look at is TIA and stroke management); and a forum
organised by Wyre PCT, where all allied health professionals can meet
irrespective of which organisation employs them (the group had met twice by
the time of fieldwork in early 2004). Finally, from a social service perspective
there were plans in 2004 to appoint a health co-ordinator, part of whose job
would be to liaise with NHS organisations and attend meetings such at the
Standard 5 LIG.

Such mechanisms, although they had been relatively slow to get off the
ground in terms of inclusive membership across the health system (e.qg.
primary care as well as acute) were felt to be leading to greater
understanding and potential joint developments to improve services in future:

I think that’s [Standard 5 LIG] been very useful. Because I think [acute hospital]
had got to the point where it knew what was happening or not happening in
our services — knew what was blocked in terms of what we wanted to develop
at the community hospital — but didn’t know the primary-care picture. So it’s
been quite useful to use those meetings [which include a GP representative] to
catch up and develop things.

From a social services perspective, however:

We [specifically the intermediate-care co-ordinator] did attend ... a couple of the
stroke [Standard 5 LIG] meetings originally because I think she was asked to
contribute to a care pathway that was drawn up. It was drawn up by health
and then sent to us for comment. It was quite interesting their perception of
where they thought we should be involved — at the end to deal with benefits.
Well we haven’t done benefits for years...somebody else does that, it’s their
role not social services’. So it was quite interesting to see how we were viewed
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[i.e. very much as the ‘add-on’ at the end of NHS provision, not as a full partner
in the process of developing the overall stroke pathway]... But again, that’s
communication isn’t it?

Once again, one of the main factors affecting speed of progress in terms of
service developments locally - either within Blackpool, Fylde and Wyre
Hospitals Trust or through partnerships with the PCTs and social services -
was the level of organisational turbulence in the local health and social care
system in recent years. This meant, for example, that the relevant
organisations were again questioning whether they had the right membership
of the NSF for Older People LIT at the time of fieldwork in early 2004. At the
same time Lancashire Social Services were also restructuring their older
people’s and adult physical disabilities services (as described above) to
coincide with PCT arrangements. Despite the potential improvement that this
should bring in future it meant that ‘the PCTs have all new senior staff to
liaise with’. In addition, Blackpool, Fylde and Wyre Hospitals Trust is itself a
recent merger of the Acute and Community Trusts (which had involved a
change of employer to Wyre PCT for the majority of therapists and dieticians
working locally); and there were, it was said, very different professional and
organisational cultures that now needed addressing. As interviewees argued,
from the different perspectives of, respectively, the acute and community
hospitals:

We hadn’t previously had very motivated managers in the community
hospitals...it’s always been difficult to drive anything out there [but] we have
got the wherewithal now [that the acute and community hospitals are under
one Directorate and new managerial resources have been appointed] between
us to do things.

We complain about Victoria Hospital [e.g. over bed management]... I can see the
problems they have to some degree, but I don’t think there is always an
understanding. They say the same about us I'm sure. There is a lack of
communication, it is more fractured than it ought to be... But the power base is
now there and not here so we are the losers as far as I’'m concerned.

The merger of Acute and Community Trusts also meant the ‘the stroke group
[Standard 5 LIG] fell apart’ and had to be reconstituted and re-energised with
considerable effort.

Another cited example of the effects of organisational turbulence and
complexity on the effectiveness of partnerships related to commissioning by
PCTs:

Although there are three PCTs, they have one, Blackpool PCT have a
commissioning team that represents Blackpool, Wyre and Fylde. So in terms of
our discussion or negotiation it should really be through that one PCT for the
development of services. Having said that I understand that they might be
about to change that...which will make it very difficult because it will mean that
we have to negotiate with all three... It makes things harder.

A specific illustration of such difficulties in relation to stroke services was
around commissioning priorities for speech and language therapy services. As
the host organisation employing allied health professionals locally, Wyre PCT
had agreed to fund it’s third of an additional SALT (supported by Blackpool,
Fylde and Wyre Hospitals Trust) from 2004. However, Blackpool and Fylde
PCTs did not regard this post as a commissioning priority. As it was not viable
to have a post just for the Wyre PCT area it did not proceed, and there
remains a shortage of speech and language therapy services, as described
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elsewhere in this report. Part of the explanation is that joint commissioning
arrangements do not cover all aspects of services. For example, the joint
commissioning forum that existed until early 2004 did cover equipment, but
therapy provision was a local commissioning issue (i.e. dealt with by the three
PCTs separately on the basis of their individual population needs). Another
illustration of developments being slowed by having separate PCT priorities is
that of intermediate care. Here, one NHS interviewee explained that the
strategy was formulated within the relevant LIT sub-group and ‘had gone to
the LIT and had been approved, but we were told that the three PCTs each
wanted to do different things’. Similarly, in relation to continuing care,
according to one interviewee:

they all seem to work independently...they all work differently... With Fylde
while the continuing care [panel] process is going on, you cannot move
somebody out of a hospital bed. It’s not the same for Blackpool, we could
actually move somebody into say a private nursing home and the continuing-
care process would carry on while they were in that private nursing home. So
that makes a few difficulties.

Finally, it is important to note, once again, the effects of the particular
geography of the acute health system across Lancashire as a region, which
some local interviewees thought impacted on resources for developing stroke
services (e.g. provision of allied health professionals):

The emphasis in this area, and I don’t have a worry with this, is not neuro. The
emphasis is cardiovascular. So you know the priority [for funding] tends to go
there... Our neuro really is Preston... So that might be where some of the
problems come from, ...the prioritisation higher up.

There was also a view that funding for stroke generally tends to emphasise
the acute sector, and that this misses the opportunities that PCTs could
develop around prevention (e.g. diet, exercise advice, etc). As another
interviewee summed up: ‘The point I'm making is that it's hard to sort of
standardise...it’s such a big area. So everything is sort of fighting against each
other at the moment really’.

4.2.5 Central—local relationships: stroke as a priority

We have in this section referred to the widespread view across the study sites
that historically there has been some under-funding of stroke services. This is
important in terms of continuity of care because of the direct effect of any
limited funding upon levels of staffing at an operational level. In this respect
in Darlington the Darzi report in general and the subsequent Stroke Services
Plan in particular highlight the scale of investment required to develop a well-
staffed specialist stroke service. Part of the problem, it was widely suggested,
is the setting of national priorities, and, thereafter, of local priorities.

The NSF for Older People was said by one interviewee in South Tyneside to
‘give us focus: it's given us structure and it’s given us targets to work to’. The
same interviewee also remarked, however, that ‘we haven't been as lucky as
some of the other NSFs that have come with funding’. Other NSFs also, in her
view, had clearer targets than the NSF for Older People; although within the
latter ‘what works very well is stroke because it has got hard targets’.
According to another interviewee in South Tyneside ‘what we do around
stroke is by and large driven by the NSF for Older People’. Work was, of
course, going on before the NSF was written but it has given it ‘a bit more
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focus, a bit more structure’. This same interviewee also underlined the nature
of the focus the NSFs gave to health and social care managers and
professionals alike: ‘it's not something that’s nice to have and if you have a
spare five minutes you might like to have a look at that. It is a case of this is
the gospel according to and this is what you will adhere to’. Interestingly, of
all the reservations or criticisms of NSFs voiced across the fieldwork sites
none were to do with the firmness with which milestones and targets were set
and monitored. More common in the case of the NSF for Older People was the
view that the guidance in relation to some standards - though not stroke -
was ‘too woolly’ or imprecise: ‘it doesn't clearly state that you need to have
acute beds, it says you have to have a specialist service...we have got a
specialist rehabilitation service [but] not a total service’.

What was clearly agreed across the three sites was that, as the above
interviewee remarked, an NSF milestone is not mere aspiration. Whatever the
traffic-light system in place a red light showing slow progress towards
meeting a milestone was universally regarded as a prompt for urgent
collective action. Both the NSF milestones and to a lesser extent the Sentinel
Audit findings provide powerful ammunition for local service development:
those working in the stroke services can hold them up to managers ‘and say
that's where we need the investment’.

Across the three study localities one of the most striking features of our
interviews with service professionals — and indeed with some patients and
their carers - in the stroke field was the near unanimity that stroke is
accorded too little priority nationally. There were several strands to this
argument. First, and especially striking, was the rhetorical question posed by
one stroke consultant: ‘in terms of priorities based on severity of illness what
is the difference between a heart attack and a head attack?’ This question was
memorably answered by another stroke consultant who said that he would
prefer two severe heart attacks to one severe head attack (i.e. stroke). In
other words, in an argument voiced and expanded by many other specialists -
clinicians, nurses and therapists - and service managers: why is coronary
heart disease the subject of a separate NSF and the recipient of substantial
ring-fenced monies from central government, while stroke is not? This is a
question not about national prevalence or mortality rates - or about coronary
heart disease (CHD) rightly being a national priority. It is a question about
relative prevalence and mortality rates allied in the case of stroke to long-
term effects (and associated financial costs to the NHS and local authorities)
upon physical and psychological well-being; not only upon patients but upon
their families and carers.

As one senior PCT manager in South Tyneside remarked:

The difficulty with stroke is we have really been carving that money out of fresh
air, whereas coronary heart disease has millions, multi-millions across the
country; millions [here] invested in CHD, very worthy. So that NSF came with
all the money attached and totally ring-fenced.

A similar view was expressed by an acute trust colleague in this locality. The
CHD NSF was the first; and the need to mark not just the priority accorded to
CHD nationally but the importance attached to NSFs themselves meant that
‘we had money pelted at us left, right and centre’. Succeeding NSFs, however,
it was ruefully noted, have come with no similar monies attached. In the case
of CHD, in South Tyneside the funding had allowed two full-time and two part-
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time community-based specialist nurses to be appointed. Moreover, this is
recurrent money - ‘on the back of the CHD NSF’ - therefore each of the
nursing posts have substantive contacts.

Q: And what is the comparable resource for stroke?

A: There isn’t one...from the specialist knowledge point of view, specialist
knowledge out there is around management of patients with cardiology
problems, but not stroke.

In fact there is some clear preventive crossover with registers of people with a
family history of premature vascular disease operating to the benefit of those
at risk of either CHD or stroke.

Irrespective of the relative national priority attached to stroke and CHD, it
was argued in South Tyneside that locally the NSF for older people, together
with the Sentinel Audit, had highlighted the need to invest in a stroke service
development — especially but not exclusively in providing acute beds. The
PCT's LDP 2003-2006 spelt out (with an implicit rank order) the broad
national priorities, with access, cancer, CHD, mental health and older people
being the first five. Among the stated priorities for older people was the
development, by April 2004 (1 year after the LDP’s publication), of a specialist
stroke service, specifically (Darlington Primary Care Trust, 2003):

* To develop a stroke ward at South Tyneside General Hospital with input from
a medical specialist in stroke, speech and language therapy, specialist nursing
and clinical psychology.

* To provide rapid access to diagnostic tests.

* To develop joint protocols/templates for the management of stroke patients in
partnership with GPs... This will include setting up systems to identify ‘at risk’
patients.

The accompanying risk assessment candidly warned that ‘if rapid access to
specialist advice, support and investigations is not available, there is the
potential that older people will face unnecessary disability or death. Medical
admissions will increase and more complex packages of care will be required
upon discharge’. In South Tyneside the case for investment was undoubtedly
enhanced by the subsequent appointment of a specialist stroke consultant. In
part this was simply a case of having a clinician who was not only willing to
manage dedicated acute stroke beds but saw them as essential to the
development of a coherent specialist stroke service.

Across all three sites in the study there was a widespread view among stroke
professionals — acknowledged to be understandable given their interests -
that all the money, all the interest and all the priority nationally had gone
towards CHD. A declared national priority — and one not disputed as such -
for which ‘real money followed the stated policy’. Stroke service development,
it was argued, has suffered by comparison with that for CHD. One senior
clinician was clear about the discrepancy: ‘It’s disappointing. The NSF for
elderly came with no money.’ Stroke, he said, ‘is the fourth most important
cause of death, but it is the first cause of disability. I think they have got the
priority wrong. I think stroke is the same as CHD. It shouldn’t have been
dumped in the elderly NSF. It should have been seen as a vascular
problem...it has got no resources and no recognition. It wasn’t a good
decision. I am afraid they want the NSF on the cheap. It isn’t going to be
delivered.’ According to another senior clinician: ‘obviously there should have
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been money following the stroke service, stroke is lost in the services for
older people. It is and continues to be a relatively Cinderella specialty.’

This was a view shared by a senior acute trust manager who referred to
stroke as having suffered ‘a little by comparison to cancer and CHD and
access’. He also spelt out what several other interviewees made clear were
the main priorities: ‘The top priority is access, your next priorities are NSF’s
and your third priority is financial balance’. Thus, he said, whereas the NSF
targets were important they ‘are not actively performance managed’ in the
way access and waiting lists have been.

This view from clinicians and service managers was one strongly shared.
Asked about the relative priority accorded to CHD and stroke (and associated
funding) another senior manager replied:

Yes, I don’t know why. It is true that heart attacks kill more people than stroke,
but the debilitating effects of stroke in general are much more pronounced.

Q: And costly to the service overall?

A: Absolutely; and that is something we need to push at central level. The
reality is that CHD has an NSF all of its own. Stroke was buried within older
people and its not just an old person’s problem.

Q: With real consequences for service development at local level?

A: Yes.

The main consequence, it was argued, was continued under-investment in
stroke services. Evident in different ways across the three sites, this under-
investment was most apparent in the lack of specialist services across the
whole patient journey and the shortage of key staff. In the case of Darlington,
for example, a succession of reports and plans — Darzi, Access, Choice and
Sustainability and the South Durham Stroke Services Plan - had spelt out this
relative under-investment and, in the case of the Stroke Services Plan, the
staffing (and associated funding) required to develop well-established
specialist stroke services in both hospital and community.

Several interviewees across the statutory sector in Darlington - senior service
managers and service professionals alike — acknowledged such under-
investment in stroke services: and also that it was not one of the top priorities
within the first year of the LDP process. This was partly a function of new
organisations with new staff learning how to operate within a new planning
and priorities framework. It was principally a function, however, of two other
things. First, what was seen as the more pressing priorities — and nationally
determined priorities — of access and waiting times. As one senior health-
service manager bluntly remarked in Autumn 2004 ‘we are still driven by
access and waiting times’. No matter what the LDP might say about
implementation of the local stroke service plan as a ‘key deliverable’, there
were many other, and many other even more pressing, ‘key deliverables’. And
second, it was a function of the context of significant organisational
turbulence and complexity discussed above.

As 1 April 2004 approached, managers candidly accepted that they were
going to miss the NSF for Older People milestone stating that ‘a 100% of
general hospitals which care for people with a stroke to have a specialised
stroke service as described in the stroke service model’. The problem for local
service managers was that the milestone refers to general hospitals and not
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to acute trusts; therefore, it was readily conceded, Darlington (Memorial
Hospital) should have such a properly constituted stroke service, but - it was
equally readily agreed - it didn’t have one and wouldn’t have by 1 April 2004.
Here, however, the authorities locally were constrained by the wider planning
and organisational context. The Darzi review was clear in its recommendation
that the specialist acute stroke service for South Durham be provided at
Bishop Auckland and that Darlington be run down as a consequence. There
would inevitably be a transitional period during which Darlington Memorial
Hospital continued to provide acute stroke care — that is, prior to the
development of a centralised service in Bishop Auckland. In this transitional
period Darlington would be effectively running down its acute service -
emphatically not in the sense of providing a lower-quality service but in terms
of not investing in the development of a specialist service.

So, yes, it was said, it is entirely plausible and reasonable when asked -
whether by the Strategic Health Authority, Department of Health or others -
to explain that the milestone was not met because it is a marker now, in
effect, on the wrong road. But it was simultaneously accepted that having
thus triggered a red light — by missing an important NSF target — there was a
need collectively for the PCTs and others to, as one manager put it in August
2004, ‘recognise that stroke needs to be a priority for this year’s [LDP]
process and the subsequent 3-year planning cycle. So we have all committed
to the fact that once the business case comes out it will receive some level of
investment.’ The same interviewee said that ‘everybody has a clear
understanding about how much we are at risk around this particular area...it
will gain this year as a result’. It should be said that this was recognition of a
dual-faceted risk: the risk associated with not reaching an NSF milestone, but
more importantly the risk associated with any continued under-investment in
stroke services.

4.2.6 Summary

There are two facets to inter-organisational complexity relevant to the
delivery of continuity of care for patients and service users (and for their
families and carers). First is the degree of inter-organisational
simplicity/difficulty in terms of not only the number of organisations
responsible in any one locality for service commissioning and provision, but
also the similarities or differences in their size, remit and responsibilities,
resource base, history and culture. Second is the level of organisational
turbulence associated with major restructuring — notably, in the case of this
study, the re-organisation of health services in 2002. All the evidence
suggests that successful partnership working and effective service integration
are more likely when the context is one of least turbulence and most inter-
organisational simplicity (i.e. conterminosity).

The most recent Wanless report noted ‘the complexity of partnership working
in areas where the number of partner organisations is large due to the lack of
coterminosity’ (Wanless, 2004). He did not state the converse, but part of our
rationale for selecting localities in this study was that they reflect a spectrum
of complexity. Thus, whereas South Tyneside has a conterminous PCT, NHS
Acute Trust and unitary local authority (i.e. responsible, inter alia, for social
services and housing), in Darlington the unitary local authority is
conterminous with the PCT but relates to an acute trust covering the whole of
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Darlington and County Durham - with Darlington PCT one of six within its
boundaries. In Lancashire, because of the complexity of its relationships with
health partners (eight PCTs and four acute trusts) and housing partners (11
district councils and Preston City Council) we focused on one locality. Fylde
and Wyre Districts in north-west Lancashire were selected to reflect the added
complexity that acute stroke services are provided out of county in
neighbouring Blackpool.

It is important to stress that conterminosity is no guarantee of successful
joined-up working across organisational and professional boundaries — nor
does an absence of conterminosity precludes it — but it is, as one interviewee
put it, ‘a brilliant building block’. It does, however, need to be built upon - to
be taken advantage of. This in turn requires a commitment to work in
partnership: to avoid organisational self-interest and behave in such a way
that locally there are not ‘your problems’ and ‘my problems’ but only ‘our
problems’. This sort of collective commitment to shared aims and objectives,
joined-up/partnership working and service integration is inherently easier to
generate and develop where there is the simplicity associated with
conterminosity rather than the duplication or triplication of partnership
arrangements. The latter all too easily mean that the potential discontinuities
which exist at any organisational boundary are made worse by different
service objectives and different funding priorities. Thus, for example, whereas
in South Tyneside joint working around stroke services development is three-
way (between local authority, PCT and acute trust) in Darlington it is between
the local authority, three South Durham PCTs and an acute trust — newly
created in late 2002 - covering six PCTs, two social services authorities and
four other district council housing authorities. In Lancashire (Fylde and Wyre)
the arrangements are even more complex.

Compounding this inter-organisational complexity there was widespread
agreement across the three authorities about the severity of the
organisational turbulence surrounding health-service re-organisation in 2002
- which coincided with parallel internal restructuring within local authorities -
and the deleterious effects upon partnership working, and the delivery of
integration service and continuity of care to individual service recipients.
Problems cited included the fragmentation of organisational and professional
networks, the loss of senior staff (and with it of ‘organisational memory’), and
planning blight. The latter was said to have lasted, either side of
re-organisation on 1 April 2002, for between 15 and 18 months. In the case
of Darlington there was an even longer period of turbulence as stroke service
developments were caught up in the wider review of acute services by
Professor Darzi and the subsequent adoption of his recommendation to merge
existing trusts to create a single, county-wide acute trust.

At the operational level the effects of such inter-organisational complexity are
often evident in service developments - for example, increases in staffing -
being delayed or dropped as staff cope with uncertainty, with new
organisational structures and with building, or re-building, partnership
arrangements with new partners. Hence the quotes from interviewees about
‘mayhem’; about stroke service planning which ‘dropped into a bit of a black
hole’; about how such major change ‘slows you down’; and that, as one
senior NHS Acute Trust manager said:
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everything you read about mergers, integration, re-organisation [is that] they
put organisations back. That’s what happened here...everybody has got to
start and work together: that takes months, years even.

There was a general consensus about the importance of one other important
aspect of the context within which joined-up, integrated stroke service
planning and delivery is expected at local level. This is the priority accorded to
stroke services nationally. A priority, it was argued, that - when compared
with CHD - fails to acknowledge its prevalence, its profound long-term
disabling effects for many people and the scale of associated long-term costs
to both health and social services. The comparison with CHD was cited partly
to underline the difference between CHD being the subject of a single NSF and
stroke being ‘buried’ within an NSF for Older People. (The latter being all the
odder, it was frequently said, given the prevalence of strokes among young
people.) In highlighting this difference interviewees were also emphasising
the considerable differences in national funding for CHD and stroke. One
important result of the considerable investment in CHD services was
significant increases in staffing locally. One important effect of an equivalent
investment in stroke services, it was argued, would be to improve continuity
of care for patients who currently, for example, have virtually no access to
clinical psychologists and extremely limited access (especially in the
community) to the range of allied health professionals.

Notwithstanding this seriously questioned national ordering of priorities and
funding, it was widely conceded that locally stroke services had for too long
been too low a priority — with consequent under-funding. Here, too, it has to
be said, many interviewees across the study localities emphasised the
increasing extent to which they regard local service developments as being
determined by the main national priorities (notably access and waiting times)
and by the attendant performance management of these priorities.

4.3 Professional complexity and continuity of
care

4.3.1 Introduction

As all the guidance makes clear and as the following sections of this report
underline - from the perspectives of patients (and their carers) as well as of
service professionals and managers - there are two vital components of a
well-developed stroke service. First, that it is an integrated and specialist
service across the whole patient journey; that is, primary, secondary (acute),
community and domiciliary settings. Second, that the service comprise
specialist teams properly constituted in terms not just of the range of
professionals involved but their number relative to local rates of incidence.
This is a question of sufficient capacity in terms of both numbers of staff
involved and the extent to which they are a full-time and a dedicated resource
working solely on stroke services. The other vital aspect of such a service,
especially when operating at and across organisational and professional
boundaries - notably, in the case of this study, around hospital discharge - is
team ethos (or culture) and working arrangements. The question here is
whether at a minimum the team operates as a multi-disciplinary unit and,
ideally, as an inter-disciplinary unit. In other words, in the language of this
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study, whether joined-up working consists of professional groups working
together not as separate professionals but as a unified whole. Two tangible
markers of how teams work are formal meetings (weekly MDTs and others)
and record keeping and sharing. The intangible expressions of team working
which we have sought to identify in this study are captured in two ways: first,
by observation of team working (in MDTs and other formal meetings) and
informally on the ward; and second, by interviews with staff and with patients
and carers.

4.3.2 Stroke teams: composition and scope

The guidelines on the most appropriate composition of a specialist stroke
team are clear not just in England but elsewhere. For example, the European
Stroke Initiative (see
www.eusi-stroke.org/I3_pdf/EUSI2003_Cerebrovasc_Dis.pdf)
recommendations refer to the core disciplines of a specialist stroke team,
including medical, nursing, physiotherapy, occupational therapy, speech and
language therapy and social work; interestingly, therefore, not including
clinical psychology or dietetics. This directly echoes the SIGN
recommendations that ‘the core MDT should consist of appropriate levels of
nursing, medical, physiotherapy, occupational therapy, speech and language
therapy and social work staff’ (Scottish Intercollegiate Guidelines Network,
2002). The SIGN guidelines spell out that ‘the social worker is a member of
the multi-disciplinary team delivering care to stroke patients [and] should
have a key role in the discharge planning process’ (ibid, p.28). By contrast,
other disciplines regularly involved in the management of stroke patients -
including clinical psychologists and dieticians - should be accessible to the
stroke team but not be core members of it (ibid, pp.7, 29). This in turn
echoes the Scottish Royal College of Physicians consensus conference on
stroke treatment and service delivery (in 2000) that ‘good discharge planning
will involve full cooperation of primary health care and local social services.
Uncoordinated discharge is unacceptable’ (Royal College of Physicians of
Edinburgh, 2000, p.2). Interestingly, the draft clinical standards for stroke
services produced by NHS Quality Improvement Scotland (in March 2003)
refers to stroke units including a multi-disciplinary team ‘consisting of health
care staff’ with the ‘core membership’ comprising *‘medical, nursing,
occupational therapy, physiotherapy and speech and language therapy’, but
not social work; although it is essential that there is ‘an agreed protocol in
place for accessing social work services’.

In England the Royal College’s guidelines are in accord with their European
and SIGN colleagues: that specialist stroke units are at the core of specialist
stroke services and that these units should be staffed by multi-disciplinary
teams comprising a core set of disciplines: medical, nursing, therapy
(occupational therapy, physiotherapy, speech and language therapy) and
social work. However, several interviewees across the three study localities
referred to the vagueness of official guidance - the NSF for Older People
included - about what in total constitutes a ‘specialist stroke service’. There
were two alleged areas of imprecision: first, does the specialist hospital stroke
unit comprise a single unit combining acute and rehabilitation beds or can it
comprise one or the other type of bed, or both types of bed but in physically
distinct units? Second, does the specialist service extend either side of
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hospital-based treatment and therapy to include (a) beforehand, primary-
care-based preventive services and TIA clinics on the boundary of primary
and secondary care and (b) post-hospital-community-based teams providing
continuing therapy and secondary prevention - the latter in conjunction with
primary-care- and hospital-based review clinics. Certainly the Sentinel Audits
asked the question about whether localities have specialist Community Stroke
Teams. Successive audits have shown that such teams exist only in a minority
of localities. In this study there was a Community Stroke Team in only one of
the three localities — South Tyneside. Unlike hospital-based stroke units -
comprising acute or rehabilitation beds or both - the Sentinel Audit does not
query the composition of such teams.

In October 2003 the Scottish Executive published a CHD and Stroke Strategy
which built on the previous Acute Services Review (published in 1998). At the
heart of the strategy — and the prior review - is the proposal to establish
managed clinical networks which are described in NHS-specific terms: that is,
comprising ‘clinicians from all backgrounds and sectors in the NHS in a given
clinical area, working across the boundaries between the professions and
between primary and secondary care’ (Scottish Executive, 2003, para 25). In
relation to stroke the strategy document makes clear the importance not only
of ensuring immediate stroke unit care in all hospitals — comprising acute care
and rehabilitation — but of providing ‘organised and specialised multi-
disciplinary stroke rehabilitation in the community’. The latter ‘can
significantly reduce patient’s length of hospital stay and offers more choice to
patients and their families’ (ibid, para 107). The strategy speaks of it being
very important for people who have had a stroke to be monitored ‘for the
remainder of their lives’. To this end ‘hospitals, primary care and social
services need to jointly develop a strategy to provide the follow-up, support
and treatments that are required to maximise the patient’s and family’s
quality of life’ (ibid, para 114).

The issue for this study was what constitutes a specialist service in terms of
the professional groups (and, therefore, expertise) expected to be part of
specialist stroke teams - both hospital-based and community-based. This, of
course, is to imply that an integrated specialist stroke service is one which
spans hospital and community services even if it is formally comprised of two
teams: the inpatient service (whether separate acute and rehabilitation or
combined) and the Community Stroke Team.

Throughout the period of this study, none of the three selected localities had
such an integrated specialist service spanning hospital-based and community-
based services. In South Tyneside there was a hospital-based (16-bed) Stroke
Rehabilitation Unit (with a well-resourced team) and a small Community
Stroke Team, but no acute beds - although funding for four such beds, as
indicated above, was agreed towards the end of our fieldwork. In Darlington
there were six Stroke Rehabilitation Beds on a hospital medical ward (with a
relatively thinly resourced, and non-specialist, team) but no acute beds and
no Community Stroke Team. In Lancashire (Fylde and Wyre) there were 20
acute stroke beds (at Blackpool Victoria Infirmary) and several stroke
rehabilitation beds in surrounding community hospitals, but no Community
Stroke Team.

In all three localities there were some important common concerns about
stroke team composition: first, among general staff shortages, a lack of
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clinical psychology input — although this latter was a concern much less
marked in South Tyneside (where there was a significant, 0.5 wte, specialist
hospital-based service) than in Darlington and Fylde and Wyre where there
was virtually none, in either the hospitals or the community; and second,
social work input to the specialist stroke service and wider relationships
between health and social care professionals. The latter is of particular
interest here in view of our focus upon the hinge point of hospital discharge -
precisely the point at and around which these professional groups need to
work in partnership to ensure continuity of care across this important point of
transfer and transition. We deal with this issue first before looking at the lack
of clinical psychology input within the broader context of under-staffing across
services as a whole.

4.3.3 Social work involvement and health and social care
relationships

In one of the study localities we observed and were told of a disagreement
between hospital staff and social services staff about appropriate care and
support for people after their stay in hospital. This was an observation made
during attendance at MDTs and did not relate to one of the patients recruited
to this study. At the heart of the disagreement was a dispute about whether a
particular patient should go directly from hospital into long-term care. It was
the consensus of the stroke team in the hospital - indeed, unanimously the
view of medical, nursing and therapy staff — that although this particular
patient had made a significant recovery after a dense stroke it was insufficient
to be able to look after herself safely at home: ‘she wouldn't’, it was said,
‘even be safe in sheltered accommodation’. Although her physical functioning
had improved she was unable to wash and dress unaided and was also
cognitively impaired to the extent that she was unaware on a kitchen
assessment in the unit that she had put the electric kettle on the gas hob. All
staff on the stroke unit agreed that even a home visit wasn’t appropriate
because the patient was ‘never going to be fit and well enough to go home.
We didn't feel this lady was safe to take out on a home visit, and nor would
she be in the future’. After 13 weeks on the Stroke Rehabilitation Unit the
unanimous view of staff on the unit — a view shared by the patient’s family -
was that for her own safety the patient should go into residential care. This
was something discussed at length at MDTs over several weeks — at none of
which, however, there was a social worker present. When appraised of this
recommendation social service staff insisted that the patient should be
assessed on a home visit by a social services occupational therapist with a
view to either providing intensive, short-term social services support in her
own home or spending a period in intermediate care. The latter was the
suggested option; one that was opposed by hospital staff and family alike.
Their shared view was that although mobile the patient *had no concept of
what was going on around her’.

The concern expressed by hospital staff was five-fold. First, that their whole
ethos was to do everything possible to enable people to return to their own
homes with as much independence as possible. This, it was repeatedly made
clear, is the collective aim: we want them to go home if that is their wish and
if we've done an environmental visit and home visit to ensure that they are
able to look after themselves safely — with appropriate support. But if it turns
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out, for whatever reason, that they are not going to be able to go home
safely, then we want them to go to the next best and safest place for them:
that is, in some cases, into long-term residential care. It is, it was strongly
argued, emphatically not the first choice, but it may in the end be the best
choice. The second concern was that despite this general approach the team’s
collective professional opinion about the patient’s level of attainment, risk and
potential were being questioned; and this after 13 weeks’ intensive treatment,
therapy and care. Third, this judgement was being questioned by staff who
had not been present at any MDT meetings - or other meetings — over that
13-week period. Fourth, putting a patient through another assessment of their
ability was an unwarranted imposition on the patient with an attendant delay
in transfer. Finally that such a delay in turn entailed a prolonged stay,
uncertainty for the patient and family and potential discontinuity of two
moves - from hospital to long-term care via intermediate care - rather than
the one move.

From the perspective of social services staff this case illustrated two important
points of principle, as well as one persistent practical problem. The points of
principle were first, that no-one should move directly from hospital to long-
term residential care, and second, that social services’ assessments of risk
should be given at least as much weight as those of health colleagues - the
latter, it was argued, typically being more risk-averse. There were, it was
argued, ‘very different perceptions of risk in the community and the social
model of disability’. In addition, it was said, there was insufficient
understanding of the range of social services support available - including, in
this particular case, 24-hour support for short periods to carry out an
extended risk assessment; that is, a much fuller assessment than possible on
the typical 1-hour home visit from hospital. The persistent practical problem
raised was that of resource scarcity and staff capacity, in the light of which -
as discussed previously - it wasn’t possible to have a dedicated social worker
presence on the stroke team. This, it was argued, would be something sought
equally by other specialist teams working with other long-term conditions.

In fact the issue of resource pressures upon social services was conceded by
hospital staff; although there was some concern expressed about how this
was being manifested in almost all decisions about long-term placements.
There was a view that in late 2003 - when this issue came to a head - social
services were under particular pressure because of the imminent introduction
of reimbursement charging. One interviewee remarked: ‘whoever is sitting on
the panel for residential and nursing care are now wanting the social workers
to have a full occupational therapy assessment, including a home visit,
whether it's appropriate or not...[possibly] a stay in intermediate care even if
it isn't appropriate, to say but at least we have tried. That gives them a better
case for a placement with funding for residential care, which will delay the
process. It isn’t patient-centred and it's purely down to funding’.

In the context of this study, specifying the importance of health and social
care relationships and of social workers being core members of stroke teams
in particular implicitly recognises several things. First, the importance of
someone’s home circumstances to their long-term recovery. Second, that for
many people once they leave hospital, recovery will be at home over the long-
term and will be accompanied by long-term social services support (among a
range of other health and social care support). It is also, however, recognising
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that strokes can have a profound effect upon the family and that they too
often need social support. Finally, and central to this study, it recognises that
hospital discharge is a crucial stage along someone’s pathway of care; it
marks the transition from hospital to home or to some other non-hospital
based accommodation. It is precisely because of the significance of this
handover at the point of discharge that social work membership of stroke
teams - or, rather, non-membership - was an issue in all three of the study
localities.

In South Tyneside it was described as ‘the glitch in the chain. We don't have
one social worker. We have numerous social workers now so they never come
to the meeting’. Asked what difference it made not having a social worker as
part of the stroke team one team member said ‘it makes it harder’. Previously
there had been a social worker who also covered two medical wards, but she
always attended the Stroke Rehabilitation Unit MDT meetings and any case
conferences. The consensus among Stroke Rehabilitation Unit staff was that,
as one said, it ‘worked extremely well’. As others said, ‘they knew more about
the patient because they sat in on the team meetings’; ‘it would be lovely to
have a social worker here because they are part of that team then...it's
something that’s missed as part of the team’. Another member of the stroke
MDT referred to the logistics of ‘dealing with lots of different people; rather
than having one key person you're chasing them all’. She echoed the views of
other team members that it would be ‘a huge benefit to have a named social
worker’ not only to come to MDT meetings but ‘to know the patient. Because
they don’t know a lot of the background, so we miss out a bit there and it
would be nice to have that definitely’. In practice, as the 2004 Sentinel Audit
shows, named social workers were attached to MDTs in only two-thirds of
hospitals nationally. In South Tyneside there was said to be

...a lack of continuity because social services are getting involved far too late in
the patient’s pathway in hospital. The majority of people who come through this
unit will have some sort of social care needs after they leave hospital. And they
need to know about these people early on so that they can plan ahead, both in
terms of their budgets and in terms of what they can offer these people in

6-8 weeks’ time when we are anticipating them being discharged. It’s not that
social services aren’t there, its just that they appear on the scene rather too
late; essentially at the time of a home visit or just before when we’ve identified
what we think they need and then we are saying ‘can you take this on?’ and
maybe they can or maybe they can’t. So that’s a major issue...I would like
them to be involved much earlier to provide a continuous service.

According to a fellow team member, there were times when social workers
were unable to attend case conferences because of time constraints. Here
patients and their families were *missing out a bit’: such occasions, on which
families want to be clear about future social support options, are ‘better with
the presence of a social worker’. Finally, according to one other team member
‘I find that you think why aren’t they here? You need the continuity of
someone who has sat through, learnt how they have done each week and
what we have said; and what was said about home and what the home visit
was like and everything’. There was, it was argued, a much truer sense of
handover (and attendant continuity) when someone had seen over a period of
weeks how a patient had developed, what their goals were and how far they
had been met.
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South Tyneside Social Care and Health Directorate had decided in principle to
withdraw all hospital-based social work and to work instead on an in-reach
model. The intention was to concentrate the resources (the six social workers
involved) in two general teams, one focusing on intermediate-care and short-
term interventions in the community, the other dealing with hospital
discharge. It was accepted, however, that in some cases - stroke among
them - there was an argument for having a linked social worker (see below):
this would be ‘linked’ or ‘lead’ rather than ‘dedicated’ partly because there
was such a limited resource — a limit, it should be stressed, readily
acknowledged by NHS colleagues -and partly to avoid the perceived former
inflexibility of individual social workers being a dedicated resource (whether
attached specifically to the stroke service or some other service).

In the case of Lancashire one of the key issues in terms of social services
staffing highlighted by health-service staff was the lack of social work
co-ordination at the community hospitals. The plan at the time of fieldwork
was that

The Discharge Team [at Blackpool Victoria] is going to look at a link person at
that meeting [i.e. attending ward MDT meetings] and then they will then
feedback to the social worker, or feedback from the social worker. So we have
recognised that there is a problem in not attending, but equally it is not an
effective use of social work time at the moment to be going to various hospitals.

In addition, Lancashire Social Services was planning to put additional,
non-qualified staff into the Integrated Hospital Discharge Team during 2004,
with the proviso that they would then be better resourced to support the
community-based social services team. From a social services perspective,
the hope was that the discharge team, which was set up when Blackpool
Victoria was a single Acute Trust, would begin to move out into the
community hospitals as the merger between the acute and community
hospitals into a single trust bedded down.

For the small minority of patients for whom it would be appropriate to
discharge straight home from the acute ward at Blackpool Victoria, planning is
done at weekly MDT meetings (involving consultants and senior house
officers, stroke specialist nurse, ward 20 nursing staff and therapists). Stroke
patients on other Blackpool Victoria wards reportedly did not get this level of
MDT planning specific to their needs. Discharge is then handled by the
discharge team, which liaises closely with district nurses and arranges
packages of care under intermediate care, continuing care or social services’
domiciliary-care arrangements. However, this team does not have a major
role in relation to stroke patients because the majority are transferred to the
community hospitals for rehabilitation. For patients discharged from Blackpool
Victoria there were at times delays associated with the lack of occupational
therapists available to carry out home assessments for patients well enough
to go home with domiciliary intermediate-care and/or general social services
support.

The Integrated Hospital Discharge Team does not have a role in relation to
discharge from the community hospitals. In the latter, nursing staff contact
the relevant area team for social services (Fylde or Wyre for Lancashire
residents, or Blackpool itself) and patients are then assigned a named social
worker on an individual basis. The social worker then contacts the patient and
visits them on the ward in order to carry out home-support assessments and
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arrange for their discharge either home (e.g. with a home-care package,
home adaptations and equipment provided) or to intermediate care. Unlike
previous arrangements in which the community hospitals had their own
attached social workers, NHS staff said that having to contact numerous
different social workers regarding patients on a single ward was inefficient
and made co-ordination of care difficult. Social services took the view that it
allows social workers to concentrate on patients’ individual needs. They also
commented that social workers often ‘ring and ring and ring [the community
hospitals] and you don’t seem to speak to the same nurse twice, and when
you do speak to somebody they don’t know what’s happening’.

Social workers do attend MDT meetings at the various community hospitals
but only where it is considered appropriate and necessary - it depends on the
patient (such as where care arrangements are highly complex, or where there
are disagreements about proposed care) and the ward. This, it was said, is to
avoid attending meetings where (now that social workers are not attached to
the community hospitals but have a much wider caseload) their attendance is
relevant to only one or two patients. In the main, from an NHS viewpoint,
discharge arrangements work as follows.

Depending on what equipment they need, the [occupational therapist] will
recommend what services they feel they need and the social worker will then
set them up a care package. So that’s when your delays start arising because
that can take some time. I think social workers work at a different rate to
everybody else to be quite honest. What we see as working quickly to get
somebody out while they are at their optimum and everything is ok, it doesn’t
always happen and you get relapses with patients they end up being in for
weeks and weeks longer waiting for care packages to be put together.
Hopefully that will stop now they [social services] are going to be charged for
that.

Significantly, however, one NHS interviewee did admit:

I guess again, if the team was actually adequately staffed you probably would
do more discharge planning meetings than we do. Pressure on time, we make a
judgement on who you really need to do that for...we don’t always get the
decision right. I mean there is a gap, we don’t get this right very often I have to
say, that move between rehabilitation and active discharge planning. Although
you try and avoid dropping it on the patient and the relative, it doesn’t work as
well as it should.

One of the issues to emerge in the context of discharge from the NHS is
whether or not patients should go to intermediate care before going home.
NHS staff interviewees tended to think that this was, in fact, an unnecessary
duplication of services and not necessarily positive from the patient viewpoint.

We have a little bit of hiccups...because we might agree as a team without
social services, with the patient even, on what we think is the most suitable for
them, and then they [social services] come and say "No, I think you should go to
intermediate care’. And regardless of the reports that we have written, that’s
the decision... We have had an example recently of somebody who wanted just
to go home... In the end they were sent through intermediate care and at the
end of the day in our minds that’s going to be two moves rather than just one
because the end result is going to be the same...he is not going to progress any
further and I think he actually realises that.

Just occasionally when we have got somebody ready, close for discharge,
rather than take them straight home, they [social services] will say take them to
one of the [intermediate care] units. But you see that doesn’t seem to make a lot
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of sense, because I think in the few cases where they have taken someone for
further rehab, the reality is they have done all the rehab they were going to,
what’s the point of putting them in another rehab... It seems like a waste of
money. You know you are asking one lot of people to do one thing and you are
asking another lot to do exactly the same thing, what’s the point?

From a social services perspective many of these problems are down to
communication and the ‘cultural’ differences between the two sectors in terms
of what it is they are trying to achieve with patients/service users. As one
interviewee put it: ‘We don’t talk the same language and I think we have to
remember that sometimes’. More specifically, social services interviewees felt
that intermediate care was a potentially important resource — particularly
given the relatively long lengths of NHS stays locally - because:

I firmly believe that hospitals disable people, make people dependent. You are
lucky if you get dressed, you don’t do your own medication, and if you want a
cup of tea you have got to wait until the nurse brings the drink round... You go
into a residential rehab unit that’s a social care model and you do manage your
own medication, you do make your own cup of tea if you are able to, and if you
are not able to then we look for ways around that... I accept there is a place for
both. I do think that people, particularly with strokes, you initially need the
hospital rehabilitation models. But I am not always sure that when the [NHS]
team has decided they are fit for discharge and that discharge has to be to a
nursing or residential home; I sometimes think they are worth another look.

4.3.4 Community services

As indicated above, there are no clear guidelines on the composition of
Community Stroke Teams although there is clear guidance from the Stroke
Association about the need for a specialist community service. As the most
recent Sentinel Audit in 2004 found, only a quarter of hospitals in England
have any form of specialist community stroke service and only 14% have
Early Supported Discharge Teams. These low percentages were reflected in
this study, where, as indicated above, there were Early Supported Discharge
Teams in none and a specialist Community Stroke Team in only one of the
three localities — South Tyneside. Here, two features of the team were said to
have important effects upon continuity of care for patients - its size and its
location. The issue of size was straightforwardly an issue of the small number
of staff in the team - one physiotherapist and a 0.6-wte occupational
therapist (less than 1.0 wte due to the inability to recruit a full-time
occupational therapist) plus one full-time technical instructor: that is, no
nursing, speech and language therapy, clinical psychology or social work
input. The team takes most of its referrals (approximately 60%) from the
Stroke Rehabilitation Unit, with the remainder from GPs, other medical wards
and clinics. Being ‘pretty thinly spread’, members of the team see ex-patients
typically for only 6 weeks after discharge. This can, however, be extended if
the person is still making improvements towards functional goals — and if the
team is otherwise relatively quiet. Visits usually are made - whether by the
occupational therapist or physiotherapist — three or four times a week
(typically for 40-45 min), but this can be five times a week. Over the period
of this study the small size of the team was acknowledged as problematic and
repeated bids were made to secure funding for additional posts.

Interestingly, one interviewee remarked that despite its limited capacity
(associated with its small size) the Community Stroke Team had had the
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effect of increasing the workload on the Stroke Rehabilitation Unit. Thus,
precisely because the Community Stroke Team successfully enabled patients
to leave the unit quicker — because they could have follow-up therapy at
home - the unit was receiving patients earlier in their treatment, ‘so the
workload has become heavier for the nurses’. As another interviewee similarly
remarked ‘what’s happened is the caseload has changed. With the Community
Stroke Team in post the “walking wounded” are going home sooner. So we
seem to be getting heavier patients, which obviously will impact on our
lengths of stay’.

After lengthy discussion, South Tyneside Council agreed in 2004 (as indicated
above) to fund social work posts to work with community teams: not just for
stroke but other long-term conditions (and for palliative care). The old system
(pre-2002) had comprised ward-based social workers (see above). This was
regarded as unduly inflexible — for example, when staff were sick or on leave
- and was therefore changed to create a central resource and point of
referral. This latter system in its turn, however, was acknowledged to have
been at some cost to links with the wards. A further review in 2004 led to the
decision to re-establish a relationship with some wards by appointing linked
social workers. The intention was that referrals would still be made to a
central point, but that a designated social worker, as ward link, could pick up
some of the those referrals immediately. At the end of our fieldwork in
autumn 2004 no final decision had been made about whether in the case of
the Community Stroke Team this linked social worker would be a full-time or
half-time post, although money had been earmarked for a half-time post. The
expectation, however, was that given the number of similar claims upon a
limited and severely stretched resource the post would be generic, not
dedicated specifically to the Community Stroke Team. In the view of one
Acute Trust senior manager ‘if we have got that named social worker contact
it’s quicker, it's speedier access and that person becomes part of the team’.
So even if, as conceded, they become involved in other areas of work they
are the named social worker for the Stroke Rehabilitation Unit and Community
Stroke Team. A slightly different view, voiced by one service professional, was
that the social worker would only see the patients as inpatients, after which
they would go out to area social work teams if they have long-term needs:
‘so, there’ll be a handover again and I just think that’s not what we’re looking
for...they’ll pick them up on the unit but if they're complex cases they’ll still go
out to the area teams. This social worker won’t be able to stay with them and
follow them through for however long they need monitoring’.

It was universally agreed that, as one interviewee remarked, ‘we definitely
need a bigger Community Stroke Team’, to include not just social work input
but nursing, speech and language therapy and also clinical psychology. The
latter was said to be particularly important because, as one interviewee said,
‘one thing we know is that many patients put on an awful lot of weight and
start smoking again. They get very depressed, very down and very lonely’.
One of the main reasons why they put on weight is ‘because they’re bored,
they're not exercising’. Part of the problem is that ‘when they go home it's
much harder to cope on their own and they suddenly realise what they can
and can’t do’. In the view of a senior member of the stroke unit team ‘the
patient’s journey in terms of adapting to a disability often just really starts
when the patient goes home’. Purely in terms of priorities being formalised as
a written bid for funding, at the end of our fieldwork the business case had
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been made for additional speech and language therapy but not for clinical
psychology. Long-term augmentation of the Community Stroke Team to
include such specialist professional support would, it was argued, enable the
development of an Early Supported Discharge service (see below).

As regards location, the issue in South Tyneside was one of co-locating the
Community Stroke Team within the Stroke Rehabilitation Ward at South
Tyneside hospital (as it is currently) or of locating it within the community.
The firm view of those working in the Stroke Rehabilitation Unit — medical,
nursing and therapy staff — was that there were significant advantages in
having the Community Stroke Team co-located on the ward. The general view
of social services staff was that whereas there were advantages in the team
being on the ward, ‘for the continuity and the patient such a location was not
ideal’. The argument was that ‘because it’s not within a community resource
or a home setting it’s very clinical and institutionalised; even though they do
everything they can to minimise that it’s still a hospital ward. And people
[patients] behave very differently on a hospital ward, and staff do as well’.
The contrasting view, expressed by ward staff, was that:

We felt really strongly that we wanted them here [on the Stroke Rehabilitation
Unit] because they can see patients before they go home. We can go and
discuss things and say ‘we’ve got this patient going home’ and if it’s an
overnight stay say ‘could you go in at 11 pm’... I think we would lose that if
they weren’t here.

Moreover, according to the same interviewee:

We’ve got strong connections with them because they’re members of the team:
because they’re here you have lunch together, you have coffee together, you
chat...we’ve got the service agreements that we all do, business meetings that
we all do so I think it’s really important they’re here.

According to another interviewee it was the Community Stroke Team’s
physical proximity which meant that they gelled with the stroke unit staff;
because they were, in effect, an extended team - the stroke unit’s extended
arm out into the community.

One interviewee expressed the view that the stroke care pathway was ‘a very
strong clinical pathway’ which reflected ‘good integrated working, very high
standards’: but, she said, ‘there is a feeling that it doesn’t reach out into the
community’. Moreover, the Community Stroke Team ‘which is very small, has
never actually been based in the community — even though they go out in to
the community and deal with people in the community’. It is important to
stress that such a description of a perceived clinical bias was not meant
pejoratively. The same interviewee remarked that:

The perception is that they want to maximise somebody’s potential. It does feel
a very caring system. It feels very person-centred, and you can actually
imagine them saying ‘oh we’ll just hang on until we’ve got them to do this and
do that’. I think it’s a really good strong pathway. The atmosphere and the way
people are treated really feel nice.

The same interviewee argued that the Stroke Rehabilitation Unit’s philosophy
was based on intensive rehabilitation in hospital: ‘there isn't a model of
continuing therapy in the community’. There was also thought to be initial
reservations or caution about intermediate care ‘because in their heads it's
hospital and home...that’s the message they keep reinforcing’.
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The Stroke Services Plan for South Durham and Darlington was clear in its
proposal for investment in specialist stroke services across the patient
journey: both in a well resourced acute unit at Bishop Auckland and, crucially,
in community services. Whereas the plan recognised the part that the
embryonic intermediate-care services across South Durham could play, the
clear expectation was for the development of community services with a
specialist stroke expertise. This was the source of considerable debate in
Darlington especially — but not exclusively — where the new PCT and local
authority have jointly agreed to invest heavily in the development of
intermediate care. Thus although the PCT agreed in principle with the
proposal to develop community services — an agreement expressed in its LDP
- the expectation was that this would be done by strengthening and
developing existing intermediate-care and other community services ‘rather
than spending a lot of money on establishing a new community stroke
rehabilitation team’. This was in the context of 72 community auxiliary staff
already being employed by the PCT, as a central component of this
intermediate-care investment. The intention was to develop an integrated
therapeutic community rehabilitation service, ‘one strand of which would be
people who have had a stroke [but] it wouldn’t be a service specifically for
stroke people’.

The view of some interviewees was that it was inappropriate to see stroke as
amenable to generic rehabilitation; that those who have had a severe stroke
in particular require specialist rehabilitation with a neurological focus. But as
one service manager remarked: ‘we get the PCTs (all of them) saying “well fit
this is in with our intermediate-care model”...my feeling is that they don't
understand the needs of stroke patients. They understand the needs of people
who need generic rehabilitation [but] they don’t have their own specialist
expertise’. One health-service professional remarked that: ‘intermediate-care
is not the specialist service the [stroke] plan is written for: the therapy in
intermediate care is very different to the therapy of a stroke patient; the
specialist skills that you need are very different. So intermediate care can’t
just absorb this caseload to provide a specialist service unless the staff has
got the skills’. She also voiced the other commonly expressed reservation
about extant intermediate-care services being used to provide stroke
rehabilitation: this was its age limit. Whether 65 or 55, it was argued, many
people who have had a stroke are under 55 - indeed many under 45.

A community rehabilitation service - Disability Options — has existed in
Darlington since 1998. The team’s composition was a team co-ordinator (0.5
wte as occupational therapist and 0.5 wte as co-ordinator), another 0.5-wte
occupational therapist, a full-time senior 1 physiotherapist, a social services
care manager (on secondment, full-time), an information officer from the
voluntary sector, a part-time support worker and a part-time administrator.
Even at full establishment this was a small resource, but due to a series of
staffing problems the team has rarely been at its full complement. Operating
an open referral system (including self-referral) the team’s remit
encompassed any resident in Darlington with a neurological problem (such as
multiple sclerosis or stroke) who is 16 or over. In other words, this was not a
specialist stroke service, and in practise the team sees few people with
strokes. Nevertheless the team’s physiotherapist regularly attended the stroke
programme’s MDT on ward 41 and has done so for several years. In addition
she saw people on the wards - whether ward 41 or other medical wards - if
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they were worried about who was going to see them in the community.
Patients, it was said, ‘put an awful lot of trust’ in the people they see and
often ‘are worried about when they are going to leave’. By seeing people on
the wards, being aware of their condition and progress throughout their
inpatient stay, Disability Options was thus able to provide exactly the sort of
‘handover’ from hospital to community which patients and carers regularly
spoke of as being a vital part of the discharge process (see Section 4.4). She
would be able to discuss patients problems with other MDT members and
would receive copies of discharge notes. This handover from hospital to
community-based colleagues - both occupational therapist and
physiotherapist — was described as ‘pretty smooth’. It was a smoothness born
not just of mutual professional respect but the sort of trust and understanding
which regular contact (at weekly MDTs and elsewhere) helps foster. However,
one of the difficulties for the stroke rehabilitation programme staff was that
this contact was with one small part of the community services in Darlington -
and, as indicated above, a service, like intermediate care, with a general
focus (albeit, in this case, general neurological focus) not a specialist stroke
focus. The other difficulty was that many discharges were to neighbouring
authorities and there was no comparable contacts - certainly in terms of
attendance at MDTs - with community-based colleagues in Durham or North
Yorkshire.

Part of the problem in developing a localised specialist community stroke
service, however, is the relatively small number of people in any one locality
who have had a stroke severe enough to require intensive specialist
rehabilitation after their acute-phase treatment and initial inpatient therapy -
the latter stages together comprising approximately 2-3 weeks. Most
localities in South Durham have community hospitals and the expectation was
that these would be used as the base for intensive rehabilitation. Without a
community hospital Darlington, it was anticipated, would provide such
intensive, bed-based, rehabilitation either in the newly developed 15-bed
intermediate-care facility at Hundons Lane or in independent-sector nursing
homes. It was conceded by some service managers that a more realistic
option — given the numbers of those concerned, their geographical dispersal
across a number of localities and the cost — might be, as one said, ‘to have a
specialist team of dedicated health workers who go out’. Even though this
would increase travel costs ‘the quality is there, the effectiveness is there’.

4.3.5 Shortages in stroke services staffing

It is important to note that in their interviews for this study, as indicated
above, any caution or reservations expressed by members of the South
Tyneside Stroke Rehabilitation Unit about discharging patients from the unit
was associated with perceived short-comings - in terms of under-resourcing -
in post-discharge services; in an under-developed and severely stretched
Community Stroke Team, in embryonic intermediate-care services which
themselves had limited specialist expertise in stroke or, likewise, in generic
community rehabilitation services - themselves under-staffed and stretched.
The preferred ideal (but yet to be developed) model of those working on the
unit was indeed ‘*hospital to home’, but with a difference: that is, hospital to
home where the latter is via a properly resourced and staffed specialist Early
Supported Discharge Team. In other words, not arguing for lengthy intensive
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rehabilitation within the hospital; but, on the contrary, shortening such
rehabilitation subject to further intensive rehabilitation being provided at
home. And there was a straightforward dual rationale for this preferred
model: first, that rehabilitation is best done (and most successful) precisely in
the environment in which, over the long term, people are going to be
continuing their recovery and return to optimal independence, and second
that the single transfer is in principle preferable to multiple transfers on the
grounds of continuity of care. Thus reservations about interim/intermediate
stages of transfer were related to absence or under-resourcing and under-
development of alternative services (e.g. speech and language therapy,
clinical psychology and occupational therapy), not to a fixed preference for
hospital rehabilitation for as long as possible. Whereas there is a shortage of
such services, there will be times, it was argued, when it is right to keep
people in hospital to provide the necessary intensive therapy, of whichever
kind.

Several interviewees referred to the effect that the currently under-resourced
Community Stroke Team had on the overall services. It was precisely because
staff on the stroke unit knew the extent of under-resourcing that they kept
people on the unit to help achieve the maximum level of independence. And
one member of staff said, being able to transfer patients to an Early
Supported Discharge Team would ‘be absolutely brilliant’: it would ‘be much
safer for the patients, [with] a lot of continuity’. It was would also be much
better for staff: 'if you knew there was an Early Supported Discharge Team
and a fully working Community Stroke Team you could just roll them out and
know they’re going to be okay’. Without such support there was a reluctance
to discharge patients too soon. One thing that the Community Stroke Team
clearly is not is an Early Supported Discharge service. It was readily
acknowledged in South Tyneside - where there is a close example in
neighbouring North Tyneside - that this would be a desirable service
development, though not a currently planned one. But the resource
implications in terms of increased staffing (in particular, nursing, occupational
therpay, speech and language therapy and clinical psychology) are
considerable. With the existing Community Stroke Team, even at it's reduced
level of staff: ‘we have sent people out very early and the Community Stroke
Team have been in every day; so we have been able to offer that service, but
obviously not as much if we had an early discharge service’. And in the
absence of properly supported discharge - for example because of sickness
and pressure on the Community Stroke Team - the Stroke Rehabilitation Unit
‘sometimes will be wanting to hang on to somebody: we do see that in the
team; we tend to dig our heals in a bit and say look this is not going to be
safe’.

In the case of speech and language therapy, for example, there is no input to
the Community Stroke Team. As a result patients requiring further therapy
receive this at Moorlands Day Hospital. But the limited capacity there means
that from being seen four times a week on the Stroke Rehabilitation Unit,
patients will be seen once a week (or, unusually, twice), typically for

8-10 weeks. Moreover there is usually a 2-week wait after discharge until
patients have their first outpatient appointment at the day hospital. This, it
was said, ‘is quite a big gap in terms of the continuation of service’. It also
means that where patients are thought to be at risk (e.g. with swallowing
problems) they will be kept in hospital for longer. If there was a speech and
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language therapy input to the Community Stroke Team it would be possible to
discharge patients sooner because they could be closely monitored at home.
At the time of our fieldwork the community speech and language therapy
provision was a 0.3-wte post, but this covered all conditions, not just stroke.
The problem has been recognised for some years - as the 2003/2006 LDP
notes — but, as one service professional remarked, ‘unfortunately the funding
is just not there’.

We have outlined in the preceding sections the limited specialist resources
available in Darlington, in the context of wider planned service redesign. In
Darlington Memorial Hospital, at the time of our fieldwork, patients admitted
with an acute stroke were referred to the lead consultant physician (the
consultant with an interest in stroke running the stroke rehabilitation
programme on ward 41), but only if he was on call. If he was not on call they
would become the patients of other consultant physicians and be passed on
only if they were accepted on to the stroke programme. Thus in the acute
phase stroke patients were admitted to any of the medical wards according to
whichever consultant physician was on call. In the sense that the stroke
rehabilitation programme occupied six beds on one of these wards — ward 41
- it was (and is) what was described as a semi-dedicated unit. This was
certainly the case within the definition set out in the NSP for Older People
(and used in the Sentinel Audits) that a stroke unit comprise, inter alia, ‘staff
working in a discrete ward which has been designated for stroke patients’. It
is very important to stress, however, that semi-dedicated does not mean that
people admitted to the programme received no specialist or dedicated
treatment, rehabilitation and care, because they did. But they received it from
staff only part of whose remit is to work on the stroke programme. The only
specialist stroke resource was the stroke specialist nurse, but she was
appointed as a 0.5-wte stroke nurse and as a 0.5-wte junior sister on ward
41. In her role as stroke specialist nurse she did see people with strokes on
the other medical wards (and in other rehabilitation beds), giving advice to
staff and advice and information to patients and relatives. She also regularly
visited the medical assessment unit or saw anyone with a suspected stroke or
T.I.A.

Inevitably, with space on the stroke rehabilitation programme limited (with
only six beds) some candidates for the programme had to remain on other
medical wards. When this happened the stroke specialist nurse would see the
patient as much as possible; but any physiotherapy or occupational therapy
would be provided by the therapists working on the general wards: the
physiotherapist and occupational therapist on ward 41 could not act as a
peripatetic resource. Each of these therapists worked on a half-time basis,
therefore providing therapy to patients on ward 41 only on weekday
mornings. In practise, stroke patients on ward 41 received therapy as
intensive as those on the more fully staffed (and, of course, bigger) Stroke
Rehabilitation Unit at South Tyneside. There was also the same clear
expectation that exercises would be continued by patients themselves, and by
nursing staff, at other times. But unlike South Tyneside, the nursing staff on
ward 41 were nursing other patients on this medical ward.

One of the main themes to emerge in relation to stroke services across the
Blackpool, Fylde and Wyre areas was under-resourcing, particularly around
staffing. As several interviewees argued, such problems serve to exacerbate
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(and are exacerbated by) the difficulties associated with inter-organisational
complexity and geography described above.

The team for care of acute stroke patients on ward 20 at Blackpool Victoria
Hospital comprises two consultant physicians (during the fieldwork period
there was a change of specialist stroke consultant at the Hospitals Trust: the
new appointment is now formally the stroke lead with the former lead
consultant now having a special interest in stroke), other clinicians under their
supervision, nurses, a stroke specialist nurse (who is additional to the general
ward nursing establishment), physiotherapists, a dietician and a speech and
language therapist. Patients admitted to medical wards other than ward 20
are also ideally seen by the stroke specialist nurse (but some may not be if
wards don’t inform her that a stroke patient has been admitted), but typically
receive specialist care from one of the stroke consultants only if subsequently
transferred to ward 20. Although there is formally no social work member of
the stroke team, social work input is available via the Integrated Hospital
Discharge Team if required.

Although they were regarded as providing a good service to ward 20, and
were regular attendees at MDT meetings, speech and language therapy,
occupational therapy and dietetic services at Blackpool Victoria were all
considered to be short-staffed at the time of our fieldwork. The
physiotherapists, dietician and SALTs also work across Blackpool Victoria
Hospital as a whole as well as ward 20 (that is, seeing non-stroke patients on
other medical wards in the hospital), although some physiotherapists do
specialise in stroke. Notably, there was no designated occupational therapy
input (again due to the pressures of providing a service under circumstances
of general perceived under-staffing) and no clinical psychologist attached to
the acute stroke team. In relation to the latter service it is important to note
that the lack of provision for stroke services is the same for other patient
groups. At the time of the fieldwork, Lancashire Care Trust — which is
responsible for mental health services across the county — was providing no
clinical psychology service (to patients generally), either at Blackpool Victoria
of any of the community hospitals managed by Blackpool, Fylde and Wyre
NHS Trust (see below).

The situation in terms of medical and nursing staff was different at each of the
community hospitals. In addition to the acute ward at Blackpool Victoria, the
main stroke consultant provides medical cover (supported by a second
consultant physician with an interest in stroke) for the specialist stroke/neuro
rehabilitation Gloucester Unit at Clifton Hospital. However, stroke patients
also go on to other elderly rehabilitation wards (not necessarily designated for
a stroke consultant). The main stroke consultant does not cover any of the
PFI Hospitals (Rossall, Wesham and Bispham), which have consultants dealing
with general elderly care. In terms of nursing staff, all of the community
hospital sites and individual wards have their own establishments. The
general view, particularly regarding the specialist rehabilitation Gloucester
Unit at Clifton, was that the nursing team was under-staffed.

In terms of rehabilitative therapy provision, physiotherapists and occupational
therapists operate within separate, profession-specific teams located at the
community hospitals. Physiotherapists are divided into three teams covering
Blackpool (Bispham Community Hospital), Fylde (Wesham Rehabilitation Unit,
Lytham Hospital and Clifton Hospital) and Wyre (Rossall Rehabilitation Unit).
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Occupational therapists are similarly divided across the various community
hospitals with an additional team at Blackpool Victoria. The SALTs, on the
other hand, work geographically across the Blackpool, Fylde and Wyre area as
a whole, thus covering Victoria Hospital or particular community hospitals on
different days of the week. Rossall Hospital, for instance, has speech and
language therapy cover 3 days per week. Different allied health professionals
from the various teams work with either hospital inpatients or patients living
in the community. All of the dieticians are based at Blackpool Victoria but go
out to the community hospitals (such as Clifton) if requested to see particular
patients. At Rossall Hospital, for example, the dietician attends once a week.

Physiotherapy, speech and language therapy, occupational therapy and
dietetics were all considered short-staffed at the community hospitals. This
was particularly the case at Clifton Hospital, where the better coverage was
said to be on the specialist neuro/stroke rehabilitation Gloucester Unit rather
than the general elderly rehabilitation wards. Even on the Gloucester Unit,
however, physiotherapy and occupational therapy coverage was considered to
be in short supply and one manager described ‘a specific paucity of therapy
staff who are skilled in neuro rehabilitation’. In relation to speech and
language therapy, the view was that in the hospitals ‘they are up to
establishment, but I think the establishment is probably inadequate [although
they do provide] a good service for our stroke patients in terms of swallowing
assessments and also communication problems’. Similarly,
‘dietetics...historically just has not developed as other services have
developed. So again, I think it’s up to establishment but that is grossly under-
established for our clinical needs’. Finally, in relation to clinical psychology
there was some frustration about the absence of provision locally (the legacy
of mental health services moving to a separate organisation when the
Community Trust that formerly employed them merged with the Acute Trust
to form the current Blackpool, Fylde and Wyre Hospitals Trust). Hence:

there is not an establishment for those therapists. And it’s not just clinical
psychologists, it’s neuropsychologists who are in short supply anyway, but we
have got no establishment locally... I habitually send off a referral to the clinical
psychology service and periodically the head of service writes back and says, I
cannot process these, please stop sending them’ and I continue to send them.
And my attitude is, well if I am continually asking you to do something, you
should be saying to your powers that be, "Look there is a need here, can I have
some funding and can I establish a service?’

Thus in relation to clinical psychology the general consensus among nhs
managers and professional staff interviewed was: ‘If you are over 65 you can
just about get one, if you are under 65 you cannot. It's a real problem for the
whole region really’. Indeed, as the 2004 Sentinel Audit confirms, it is a
problem nationally: ‘Clinical psychology services for stroke patients remain
rare’ (Royal College of Physicians, 2004, p.xi). Certainly there was similar
widespread agreement across the three study localities that the paucity of
clinical psychology input to stroke services was a significant deficit. Here,
again, the Stroke Rehabilitation Unit provision at South Tyneside was the
exception. In Darlington there was, it was said, ‘no doubt that having clinical
psychology would be very useful [but] the investment in clinical psychology
here is zero and always has been’. This was only a slight exaggeration: there
was a limited resource: one clinical psychologist for one afternoon per week
for the whole of the hospital’s Department of Medicine. In other words, ‘to
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cover asthma, heart disease, diabetes, stroke, everything’. As a consequence,
patients with low mood or low motivation who would otherwise be referred to
clinical psychology were not referred ‘because it's a waste of time’. The
effects, both in hospital and at home in the community, were acknowledged
to be serious for many patients, with depression commonly leading to
impaired rehabilitation - both physical and psychological.

Such under-staffing was partly explained by overall levels of funding, but -
importantly for this study — was said to be related to the complex
organisational arrangements for the provision of therapy services in
Blackpool, Fylde and Wyre. Despite the joint PCT arrangements for
physiotherapy, occupational therapy and speech and language therapy
provision (with Wyre PCT acting as host on behalf also of Fylde and Blackpool
PCTs), commissioning decisions about allied health professional staffing are
made on the basis of the three PCTs’ separate assessments of their population
needs. This can mean (as was the case in relation to additional speech and
language therapy services referred to above) that additional staffing approved
by one PCT is blocked by the others. Moreover, the fact that certain groups of
professionals — such as dieticians and clinical psychologists — are hosted by
organisations outside the Blackpool, Fylde and Wyre areas altogether
(respectively Chorley and South Ribble PCT and Lancashire Care Trust, both
based near Preston) was said to add to the difficulties local organisations had
in making the case for additional staff. The fact that the ‘outside’
organisations had other funding priorities meant, for example, that dieticians
are currently less available in the Blackpool, Fylde and Wyre areas (hence
Wyre PCT was looking to ‘bring them back’); and, as already noted, clinical
psychologists were unavailable altogether.

It is important to stress that this issue of under-staffing was thought by
managers and staff interviewed to be the main underlying source of
difficulties with continuity of care in stroke services. It impacts along the
patient journey - in hospital and at the point of hospital discharge. It was
frequently raised as an issue by patients and families and has implications for
the whole service, for example in terms of goal setting and progress towards
meeting those goals. As one occupational-therapy interviewee put it:

... if you haven’t got the staff to do the treatment plan there is no point having
the goals [because it raises patient expectations]. So it’s alright to say, ‘Oh yes,
we do this’. You have got to be able to say “You have made it’. How are we
going to achieve it and carry it out?

It also means that the hospital has:

... patients who are waiting 2 weeks for a home visit with an [occupational
therapist]. So we have had great difficulty moving people through the system.
So there are people who other things being equal we could arrange their
discharge and send them home, but inevitably, there is a 2-week delay built
into their discharge.

In relation to physiotherapy,

We try and keep continuity, but you know it’s basically one physio [per ward
within Clifton]...and the locum... But normally we try and keep continuity as far
as we can. Sometimes that’s only available by the assistant support staff. But
it really depends on week to week and resources...if somebody is on holiday
then...

Another interviewee summed up the situation post-discharge as follows:
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Again, I don’t think I've ever known anybody get a community physio...
Certainly if it was in the Wyre PCT area they wouldn’t get a physio from here
[Clifton] to go out to see them. It’s only from here, plus an [occupational
therapist] would go out and so a home visit, but they wouldn’t follow up.
Because I know the [occupational therapists], for example, were saying that if
they had a patient who had been discharged and the stairlift hadn’t arrived or
something like that, then the patient still stays on their books until that stairlift
arrived. And then once everything that they have recommended was done they
just walk away from them and didn’t do anything for them again then. And I'm
sure that’s what the physios would say as well.

In addition to the difficulties created by under-staffing generally, the
geography of Blackpool, Fylde and Wyre makes co-ordination of allied health
professional services across the various hospital sites even more difficult. As a
physiotherapist put it:

Basically in this area we are not enough of any one discipline. You could do it
(co-ordinate effectively and provide a more intensive service) if you were on one
site I think more. But you are looking at travelling up to 15 miles to get from one
end of the patch to the other end of the patch — 18 miles I think it is.

4.3.6 Culture and working arrangements within stroke
teams

MDTs and other meetings

Among team members in South Tyneside the general view was that the team
on the Stroke Rehabilitation Unit worked in a genuinely inter-disciplinary and
not merely a multi-disciplinary way. This was agreed to be due partly to
particular current members and partly to the team’s culture and ways of
working having been institutionalised sufficiently well to survive the loss of
members: ‘we have been able to have different people with different
characteristics into the team as other people have moved on and the team
has remained strong’. Two other factors said to be instrumental in team
building were: first, being collectively involved not just with individual patients
but in business planning, in NSF monitoring and in service development
(including, especially, development of the care pathway); second, that the
team had no specialist stroke consultant for 5 years. As one team member
remarked: ‘we have driven the service forward, I think that makes you
stronger as well’. The MDT meetings were widely seen as reflecting the team’s
inter-disciplinary working: ‘a lot of communication is passed within disciplines.
It is important because you get an update of where everyone is and any
problems and there is a chance to discuss that in a multi-disciplinary way -
which you wouldnt get without these meetings’. The MDT, according to
another member ‘is very strong, it works very well’. This was explained
mainly by an absence of preciousness about organisational or professional
boundaries, but also by certain members who have been in the unit since it
opened and have developed ‘a good culture’. This culture is bred by a mixture
of stability (continuity) among senior staff and particular individuals instilling
an understanding of the need for integration - for all the team members to
‘link closely with each other’. In a view of another member of the team:

I think we do work well as a team. I think we all communicate the same things.
We are very close. We don’t always agree with things but we also say what we
feel and we always discuss things. I think that is one of our strengths. We all

©NCCSDO 2006 84



Partnership and Complexity in Continuity of Care

know our own area, but we all appreciate each other’s roles and each other’s
expertise.

There is little doubt about the benefits to patients and carers. Observation of
team members working together both in and outside the MDT showed the
continuity of care that comes from close team working. There was never a
sense of any member of staff saying to patients (or implying) that ‘I'm the
physio [or occupational therapist or nurse] and I've done my work with you
today and now you’ve got to go and see the occupational therapist [or speech
and language therapist] and she works down there but don’t ask me what
she’ll be doing’. This clear impression was borne out by the patients recruited
to this study. Each of them spoke of the way in which staff worked together.

Continuity of care at this level of day-to-day practice is often more obvious by
its absence than by its presence. It is also reflected in apparently mundane
and taken for granted ways of working. For individual patients its absence will
exist - even if often they're barely aware of it - in, for example, having to tell
one professional what another has said to them or done with them: and to do
so not as a mere reminder or clarification but as if the professionals
concerned haven't spoken to each other. One therapist on the Stroke
Rehabilitation Unit summarised joint working between professionals as
follows:

I know sometimes you get quite a lot of occupational therapist/physiotherapist
friction and ‘this is my bit and you do that bit and why are you working with
an upper limb that’s my bit’. I think we are bigger than that...we can see the
benefits of, well if we do overlap we do, but we’re happy with that. It’s not a
threatening thing. We all think if it’s for the benefit of the patient then we can
go with it. I don’t think any of us have issues about or preciousness about
being responsible for certain tasks.

Among patients and carers in South Tyneside it was commonly the view that
handover and continuity of care within the Stroke Rehabilitation Unit was
good. There was no sense of one professional group working in isolation from
another. With rare exceptions there was no impression of, for example,
nurses being unaware of the recommendations of the speech and language
therapist, dietician, occupational therapist or physiotherapist - or indeed
being unaware of the reason for the recommendations. There was no sense
either of these therapists (or doctors) ignoring the views of nurses. The
consensus among patients and carers was that those working on the unit
worked well as a team. This was certainly borne out by repeated observation
of the weekly unit MDT meetings. The clear impression from such
non-participant observation - fortnightly over a period of 30 weeks — was that
the meetings reflected exemplary team working: not least in the way that the
continuity of individuals’ care was discussed as a shared responsibility
between the invariably large number and range of professionals present. The
meetings were invariably well attended by the full range of medical, nursing
and therapy staff. Discussions at these meetings were characterised by four
things. First, the absence of any impression of differential status. Thus
although senior medical staff were almost always present (including, following
his appointment, the stroke consultant) they did not chair, lead or dominate
discussions. (Typically meetings were chaired by the stroke specialist nurse or
a ward sister.) Similarly, when - as was frequently the case - trainee staff
(whether nurses or therapists) were present, their views on individual
patients’ progress would be sought and taken account of, the same as for
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other team members. The second principal characteristic was the openness of
discussions: a genuine airing and sharing of professional opinions. The third
characteristic was the complete absence of rancour. The final characteristic
was the thoroughness and holistic nature of discussions and the follow-up
from week to week of progress with agreed plans, care programmes and
tasks. This sort of ‘professional continuity’ is undoubtedly aided by the
physical proximity possible on a single site: and it is one of the clear benefits
of a specialist unit occupying dedicated space and having dedicated specialist
staff. In South Tyneside’s case this benefit extended to the Community Stroke
Team being co-located on the unit.

In Darlington the weekly MDTs were regularly attended by the smaller group
of professionals staffing the stroke rehabilitation programme. Usually chaired
by the consultant, others regularly attending were the ward nursing staff
(including the stroke specialist nurse), the occupational therapist, the
physiotherapist, the community physiotherapist (from Disability Options) and,
as and when available, the SALT. On no occasion over the period of our
observation of MDTs (fortnightly for 7 months) was there attendance by a
clinical psychologist. The evidence from observation of these meetings was of
genuine inter-disciplinary teamwork with careful, holistic consideration of
individual patient’s progress. There were often frustrations expressed about
the lack of a specialist community stroke resource — notwithstanding the good
relationship with Disability Options (which was not a specialist stroke service).
There were similar frustrations with the need to liaise with so many social
services staff across neighbouring authorities as well as Darlington. Here,
however, it should be said that the discharge process was eased in this
respect by the highly regarded Hospital Discharge Team, based on the floor
above ward 41 at Darlington Memorial Hospital. This is a team jointly staffed
by a nurse and a social worker. It was cited as an example of good practice
by the Joint Reviews Team in 2002.

In Lancashire practice in terms of MDT meetings is highly variable. All
therapists except occupational therapists are involved in weekly MDT
meetings to discuss individual patients’ prognoses, treatment progress and
planned transfers to the community hospitals for rehabilitation (or discharge
for the small minority where that is appropriate) on ward 20 at Blackpool
Victoria (physiotherapist, SALT and dietician are regular attendees) together
with the stroke consultants, stroke specialist nurse and other nursing staff. At
Clifton Hospital, therapists are involved in weekly MDT meetings to discuss
patients’ progress and discharge home on the specialist stroke/neuro
rehabilitation Gloucester Unit but not all of the other general rehabilitation
wards at Clifton Hospital have formal MDT meetings (and these may or may
not coincide with the day when the stroke or other medical consultant is also
at the community hospital rather than at Blackpool Victoria). The PFI sites
(Rossall, Wesham and Bispham Rehabilitation Units), although managed
overall by the same manager as Clifton, each operate their own systems
regarding ward meetings and meetings with their consultant.

In terms of review meetings with patients and families, these are held at all of
the community hospitals, but again it depends on the individual patients and
once again there are different practices depending on the professional group
concerned, particular hospital, ward and so on. For example, there may be
differences between the Gloucester Unit (which is set up as the more
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intensive rehabilitation facility) and the general older-people’s wards at Clifton
Hospital. A key way, therefore, in which Clifton patients get updated on their
progress is through the medical ward round. There are also differences
between the PFI sites in terms of the extent to which patients and families are
involved in review meetings or consultant rounds. Specifically in relation to
goal planning, one manager’s overview was that:

When they go to Clifton they have got goal-planning meetings with them
[patients], so then it’s the team that discusses what their goals are. If they go to
Rossall, Bispham and Wesham there is no goal planning with the patient. We
have got goal planning at the multi-disciplinary team meetings but not with the
patient...which is problematic.

In the absence of consistency in terms of patient and family involvement in
reviews, one of the main ways in which continuity can be maintained is
through the same consultant seeing a patient through their entire inpatient
hospital stay. Again, however, because of the particular organisational and
geographical service set-up this does not always happen in Blackpool, Fylde
and Wyre. As already noted, if stroke patients are admitted to general
medical wards at Blackpool Victoria they may not see a stroke consultant until
they are transferred by the stroke specialist nurse to the specialist ward 20.
At Clifton Hospital, one of the issues raised by staff interviewees was the fact
‘the consultants, we still have named beds’. This means that the stroke
consultants do not subsequently see stroke patients at Clifton unless they are
placed on the Gloucester Unit, or one of the other named wards, by the
Blackpool Victoria bed managers who transfer them. At the PFI sites too,
stroke patients are not always seen by a stroke consultant throughout their
period of inpatient rehabilitation.

Attendance at meetings and reviews concerning stroke patients is a key
mechanism for ensuring continuity and co-ordination of care. It is, therefore,
one of the main areas where the impact of under-staffing and capacity issues
across a geographically dispersed hospital system becomes clear. It was, for
example, simply not possible for the stroke specialist nurse to attend all
relevant MDT meetings, a fact that effectively limits her co-ordination role to
the acute sector. The capacity argument was equally relevant for other health
and social services colleagues - consistently staffing such meetings was
considered virtually impossible.

Records and information exchange

It is important to note that in one respect the picture of close
inter-disciplinary working in South Tyneside was slightly blurred: this was in
the writing, compilation and sharing of records. Despite the fact that the
stroke pathway - developed by the range of professionals involved - is based
on a single set of notes (multi-disciplinary notes) in South Tyneside separate
notes are still kept by individual professional groups. Within individual
professional groups, for example physiotherapists, notes will follow patients
through the whole process: from general medical wards to Stroke
Rehabilitation Units to Community Stroke Team to day hospital. It is thus a
continuous physiotherapy record, just as there is similarly a continuous
occupational therapy record. There was, it was argued, pros but also real
(even if apparently mundane) cons about multi-disciplinary records, with
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significant disadvantages for staff so long as these records remain paper
records.

‘Because,’ as one senior therapist remarked, ‘what we tend to do at the end of
the day - talking about paper notes here - you can’t always access them if
somebody else is doing it; and that’s your 10-minute slot to write your notes.
It can be problematic. But eventually — in however many years’ time — when
we have electronic records that will be the most sensible approach and then
you’ve got pure multi-disciplinary notes...but we are a long way from that’.

In the meantime, it was emphasised, there was ready access to each other’s
notes. Nevertheless, trying to get a single, shared multi-disciplinary record
was, according to one interviewee, ‘a nightmare. When you're trying to see
what happened to the patient you can’t make sense of it...you’ve got different
disciplines that we write in the medical notes and when you try to find the
therapy notes they’re hidden away in a cardboard box somewhere’.

A nightmare, maybe, but one of a different order to that experienced among
the inter-organisational complexity of Lancashire. As just noted in relation to
nursing, there is little face-to-face contact between staff working with stroke
patients at the acute and community hospitals (i.e. regarding the transfer of
individual stroke patients). As one staff interviewee put it: ‘In essence you
have two teams, an acute team and a rehabilitation team and no wider
community team’. This means that most communication across the health
system is via written notes. Each allied health professional group and the
nurses on ward 20 at Blackpool Victoria write in the main medical notes,
which then travel with the patient to the community hospitals. A key issue
here is that ‘the nursing staff, medical staff and everybody writes in the case
notes here, [which means that] you scan it for relevant information and what
you get is things like “slept well”...”died peacefully”. It's not robust enough’.
In addition, the different professional groups keep their own records, and the
arrangements for communication between teams and hospital sites are
different for each. Because the physiotherapists operate as separately
employed teams at Blackpool Victoria and the community hospitals, they
appear to keep separate records in each location (i.e. the notes do not travel
with the patient). Nursing notes are also ‘restarted’ from scratch at the
community hospitals (a legacy of the merger between the Acute and
Community Trusts). SALT notes, on the other hand, are transferred from
Blackpool Victoria to relevant colleagues at the community hospitals.
Dieticians are based only at Blackpool Victoria and keep their own case care
notes at that location. For all groups there may also be telephone discussions
regarding individual patients where necessary.

In this context of communication across a complex local NHS organisational
system, it is important to note that moves to develop a single assessment
protocol had failed in the past. Similarly, in relation to the development of
documentation around a coherent stroke care pathway: ‘the problem is that
the staff are that sick of trying the care pathway, because they have been
doing it for 6 years, that they don't complete the documentation at all. They
just put the name on the front and put a signature on, but it’s not a
continuing document’. Despite these problems, managers and staff
interviewees across the board still thought that having tools such as single
assessment would make a big difference in terms of continuity (not having to
reassess patients a number of times, etc.). It would also generally *‘make life
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easier and free up a lot of nursing time’. However, it was also stressed that
with so many different hospital sites across Blackpool, Fylde and Wyre, there
would need to be significant investment in appropriate information technology
to back this up. In addition, it will be important to overcome what one
interviewee described as a situation where:

Unfortunately we have got too much ownership of our own professions. We are
still very, we don’t like people looking at what we are doing and comparing. I
think really that would be my one big criticism that we are still not co-operating
enough as the whole picture.

This is part of the legacy of human-resources difficulties associated with the
trust merger noted earlier in the context of organisational turbulence and the
coming together of different cultures. It is also worth noting that in another
context, that of intermediate care and the Integrated Hospital Discharge
Team, there were at the time of fieldwork ongoing 6-month pilots of a single
assessment protocol between the NHS and Blackpool and Fylde and Wyre
Social Services, from which it may be possible to draw wider lessons for other
parts of the NHS system. As one of our social service interviewees said:

I don’t think it will make all the difference no, there is still work to be done. But
I think it will start to help. You have got to build up the trust element haven’t
you...knocking down walls and building bridges and all of that?

As in the other two localities in this study, in Darlington there was no single,
full multi-disciplinary patient record: separate disciplines keep their own full
notes with summary versions being entered on a single set of notes. A
composite note - nursing, physiotherapy, occupational therapy and speech
and language therapy - is compiled at the time of a patient’s discharge.
Progress towards the creation of a single set of notes was cited as one of the
tangible, operational examples of the effects of the planning blight referred to
above, associated with a context of considerable organisational turbulence
and complexity. In such a context, it was also argued, the chances of
agreeing and implementing a common electronic record system were slim.
Yet, as suggested elsewhere, it will only be such a system which makes single
patient records a practicality for busy staff working across organisational
boundaries and geographically separate sites.

We examine the issue of continuity in terms of the patient record separately.
It is important here, however, to note one other aspect of continuity of
records which was mentioned by several interviewees: this is the issue of
discharge letters to GPs.

In the case of Lancashire some service managers and professional staff made
two specific points about information in relation to contact following
discharge. First, a general point that: ‘It is hit and miss. We have to develop
systems to bring them back in. I mean at least if we knew where they had
gone after they were discharged we could bring them back in. At the moment
we don't’. Second, as regards information from the hospital to GPs:

The quality of the discharge letters to GPs, not just in this area but across the
board, it’s poor in the extreme. It’s a printed proforma with a tick box. What
might come in 2 or 3 weeks’ time in terms of a typed discharge letter that the
consultant would do is something else again. But it’s two weeks down the line.
It’s the discharge information that goes out the door with the patient that we
are falling down on.
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In the most extreme case, of one of the 18 patients recruited to this study,
the letter was sent 6 months after the patient had been discharged. In other
cases in the same locality letters were sent several weeks after discharge. In
these circumstances it is unsurprising that some patients, when interviewed
at home after discharge, said they were disappointed to have received no visit
(or contact) from their GP. Many simply assumed that this would happen
shortly after they got home; and would, in effect, represent another facet of
continuity - of being handed over from one professional to another. The
simplest way to avoid any disappointment may be for ward staff to tell
patients and relatives prior to discharge that although a letter is being sent to
their GP they should not expect the GP, as a matter of routine, to contact
them. Although, of course, they should contact their GP if they are unwell, or
the ward staff if they have any queries or concerns. The latter information
was, in fact, invariably given to patients.

The role of the stroke specialist nurse: promoting co-ordination and
continuity of care

The NSF for Older People (Standard 5) refers to the need for a designated
co-ordinator within the stroke team, though without explicitly recommending
the appointment of a stroke co-ordinator. In each of the three study localities
an important part in stroke service provision was played by a stroke specialist
nurse, although in each of the sites the role played was different; and
undoubtedly part of this difference was associated with the relative
organisational complexity of the locality.

In Darlington the post was held on a half-time basis, with the remainder of
the post-holder’s time being as a junior sister on ward 41 - the medical ward
on which the six stroke rehabilitation beds were located. As indicated above,
given the constraints upon her time the stroke specialist nurse necessarily
played a more limited role than would be possible with a full-time post. She
did, however, fulfil the important role of being the stroke specialist resource
available to advise stroke patients and staff on the other medical wards. She
also played an important co-ordinating role in terms of liaison with the
Hospital Discharge Team and, where appropriate, with district nursing
services. Essentially, however, given the time constraints, her co-ordinating
role was one limited to the acute (inpatient) phase of patients’ journeys.

The latter was also the case for the stroke specialist nurse in post in
Lancashire - in fact at Blackpool Victoria Hospital — since mid-2003. The role
is a potentially vital one for securing continuity of care for stroke patients in
Blackpool, Fylde and Wyre. Here too, however, there are real issues of
capacity, once again made worse by the size of the service system and by
geographical dispersal. This means that in so far as the stroke specialist nurse
is de facto the stroke co-ordinator, that role is only carried out for a very
limited part of the patient journey within the acute hospital. Specifically, the
stroke specialist nurse is based on the stroke specialist ward at Blackpool
Victoria Hospital. The role is additional to the nursing establishment on ward
20 and is currently focused on tasks such as the following.

e Co-ordination of care for stroke patients, specifically in terms of locating
those who have been admitted to wards other than ward 20 and ensuring
that, where beds are available, they are subsequently moved.
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e Checking patients’ medical case notes to see whether appropriate tests
(e.g. bloods) have been done.

e Information provision (verbal and leaflets) to patients and families
regarding: what is a stroke; what to expect in terms of prognosis and
speed of rehabilitation; CT scans and other care that will be provided in
the acute hospital and on transfer to one of the community hospitals; if
appropriate, risk factors and lifestyle changes to avoid a further stroke.
This ideally involves an initial visit and a review visit nearer
discharge/transfer from Blackpool Victoria to the community hospitals or
elsewhere.

e Development of a discharge booklet for patients giving information on
risk factors, useful contacts such as social services and the Stroke
Association (this was being developed in early 2004).

e Attending weekly MDT meetings with professional colleagues (consultants
and other doctors, nurses, physiotherapists, SALT and dietician) on ward
20.

e Acting as a member of relevant planning groups such as the Standard 5
LIG and provision of information (e.g. on service provision) to those
groups for planning purposes.

e Generally acting as stroke ‘champion’ - the stroke specialist nurse was
‘appointed specifically to raise the profile of stroke and get stroke on the
map as it were’.

e Undertaking a nurse practitioner degree so that in future she will be able
to take additional outpatients and clinics for TIA, etc., at Blackpool
Victoria and/or Clifton Hospital.

As one staff interviewee observed: ‘I have been here a long time now and for
the last 2 years I have noticed some improvement. And the stroke specialist
nurse, tremendous - a huge improvement’. Importantly, however, the role is
not as effective as it has the potential to be. This is because the stroke
specialist nurse ‘is a one woman band. She breaks a leg tomorrow...there is
nobody to step into her shoes. The service will be provided but to a lesser
standard.’ This was a view that was shared by patients’ and families’
experiences regarding information provision (described below). In addition,
due to limited resources not all stroke patients are immediately admitted to
ward 20; some must wait on the medical assessment unit and other medical
wards until a bed becomes available. Importantly, patients tend to receive
less specialist stroke care outside of ward 20 whether from the stroke
specialist nurse or other colleagues, and as the stroke specialist nurse
explained:

The problem is that because I am chasing around trying to find the strokes [on
the other wards] in effect, I can’t get back to review the ones I have seen. When
you are outside, say on a surgical ward, you need to go back and make sure
everything I said needs doing has been done, but I can’t always do that... Now
that worries me. Because I have patients who sometimes will come back into
clinic and they will say, "Oh well I've stopped taking my aspirin’... Now if I had
seen them before they’d gone home, they know exactly why they are on statin
and why they are on aspirin so they don’t discontinue... So it’s things like that
that worry me.

Another related concern around stroke patients being admitted to non-stroke
wards was that although:
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...we do have a stroke proforma and say This is what you need to do from a
medical point of view for a stroke patient’ and ‘this is what you should be
looking at in the first 24 or 48 hours’, the staff in other areas aren’t necessarily
knowledgeable enough about stroke to do it. So I will go and see a stroke and
they will say have random blood sugar done on admission at A&E...and even
though it’s high I've gone to see them on the surgical ward 2 days after stroke,
it won’t have been checked again until I've said: "Well will you check this
patient’s blood sugar?’ And it’s "Well why?’. And you have to go through all the
rhyme and reason why you do certain things for strokes.

In addition:

If I don’t get to see them or they are on a different ward, they don’t get the
[therapy] goals discussed really. They will get seen by a physio, but not the
neurophysio... And they can have very unrealistic expectations, whereas I will
try and break it down.

At the beginning of our fieldwork it was intended to have a ‘D Day’ where all
stroke patients from other wards would be transferred on to ward 20.
However, this was later thought not to be viable. A subsequent plan, under
discussion with bed managers later in our fieldwork period, was to make sure
that all patients in the acute phase are admitted to ward 20 and others who
are a few days or weeks into their treatment would be transferred out to
make room. The point of this was that the stroke team would then know
where all their patients were - ‘we have then got control of the beds’. Until
that happens, the co-ordination role between wards within the acute hospital
remains a key part of the stroke specialist nurse’s role; although it was
argued, this prevents her focusing on other important aspects of her role and
potential improvements to the service. It was for these reasons that the
stroke specialist nurse was hoping to train ward 20 nursing staff ‘so that they
can assess patients and bring them in’. Similarly, a rolling training programme
on stroke was planned to ‘cascade the knowledge base behind stroke care’ for
nurses on the other wards to which patients might be admitted in the absence
of an available ward 20 bed. At the time of fieldwork it was planned that this
would allow for continued provision of the current service and co-ordination
function within the acute hospital in the absence of the stroke specialist nurse
(on holiday, sickness, etc.), and free up her time to extend the service into
additional, more appropriate - that is, clinical — activities (e.g. TIA clinics).

Another, related problem in terms of securing continuity of care is that the
role of the stroke specialist nurse effectively stops at the acute hospital
boundary and - as is clear from the amounts of patient and family
experiences - this is an important issue. It means that once patients are
transferred to the community hospitals and elsewhere they lose that focused
level of co-ordination and championing of the interests of stroke patients.
Managers and staff also pointed to this lack of a stroke specialist nurse in the
community setting, but argued - understandably - that covering such a
complex and geographically dispersed local health and social care system as a
whole is beyond the capacity of one individual in the stroke co-ordinator role:

That’s [already] a full-time job [co-ordinating patients coming from the other
Blackpool Victoria wards to ward 20]. And it is how many sites, rehabilitation,
Bispham, Rossall, Wesham, here [Clifton], you know it is not possible... I
haven’t thought about it much but perhaps what you need is someone based in
the community hospitals, the sort of flipside of the coin for [the stroke specialist
nurse] up there [at Victoria Hospital]... Their role would be making sure the
right patients are in the community hospital bed and liaising with [the stroke
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nurse at Victoria], the consultant and all the rest of it. So yes it’s impossible for
one person. Like I say, in an ideal world what we would like to do is to have
members of the [community hospital] team go up there to assess people. The
next best thing...we could have another [stroke nurse] and have better
communication and let that person up there make the judgement in the absence
of us being able to go up.

Another interviewee also argued that greater autonomy for the stroke
specialist nurse would bring about improvements in continuity as follows:

I genuinely, passionately believe that once we get a ward [for rehabilitation]
that is purely stroke here, we will be able to end up with this constant play
through... [Then] what we ideally would like is for [the stroke specialist nurse]
to be able to walk around the hospital [Victoria] and say “Well yes that patient
will do well in the Gloucester Unit so send them’. But no it has to be a doctor
say so. So if he is on holiday or away for a couple of days then the patient
stays where they are. In the meantime, they will probably end up being moved
to save this more lost soul or wherever there is an empty bed... I think if we
could address that then literally the continuity of care for a stroke patient I
think would be vastly improved.

As already noted, from the community hospital point of view, the main
criterion for transferring patients from Blackpool Victoria appeared to be the
‘weekly bed crisis’, which meant that at the Gloucester Unit in particular there
was a perception that ‘We get a significant number of inappropriate patients’.
Here, moving all stroke patients on to a single ward and giving an extended
and more significant role for a stroke specialist nurse in terms of co-ordinating
transfers from Blackpool Victoria were seen as potential improvements.

In South Tyneside, once again, it can be argued that relative organisational
simplicity alone creates the conditions for a different role to be played by the
stroke specialist nurse. It is unquestionably the case that in South Tyneside
she did play a different, more extended role. Here the genesis of the role was
significant. Created before the appointment in 2003 of a specialist stroke
consultant, the stroke specialist nurse played an important role not just on
the specialist Stroke Rehabilitation Unit but — as in the other two localities - in
co-ordinating advice to staff and patients outside the unit. It was evident from
planning documents, from observation of MDTs and other planning meetings
and from interviews with staff, patients and carers that the stroke specialist
nurse plays a pivotal and notable role not just in horizontal co-ordination and
integration across the patient journey but in the vertical integration of
strategic planning and operational service delivery. According to one colleague
(in 2003):

The huge difference came when [she] got her post a couple of years ago,
because there wasn’t really anybody to pull things together... The advice, there
was none of that; and the information, I think that has improved massively
since she had her role [as stroke specialist nurse]... The difference that made
over on Medicine was massive in terms of the patients getting good information
and good management. Because as a specialist nurse she was going in and
advising the nursing staff that they need this and this. And the medical team
quite often weren’t following the protocol for stroke; and she was that link.

Clearly operating, de facto, as stroke co-ordinator the vertical integration
included, for example, chairing the LIT Standard 5 (Stroke) sub-group,
making successive business cases for service development and investment,
co-ordinating production of the stroke care pathway and leading successive
(successful) applications for Charter Mark status - the latest in 2004. The
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horizontal co-ordination extended either side of patients’ hospital stay: from
TIA clinics to undertaking home visits post-discharge to check patients’
medication, progress with therapy, mood and general social support. The
stroke specialist nurse also conducts, together with medical colleagues,
review clinics approximately 6 months post-discharge. Whereas it was
generally acknowledged that some of this role — including unofficial stroke
service champion - would be shared with the newly appointed stroke
consultant it was also a widely held view that the current post-holder
personified the commitment of the whole team to continuity of care. Patients
and carers - understandably, given their perspective — seemed to take for
granted the continuity provided by a single specialist acting in this capacity;
but they were invariably extremely complimentary about the way the stroke
specialist nurse embodied such continuity of care.

4.3.7 Summary

In all the published guidance there is clarity about the need for people who
have had a stroke to be admitted as soon as possible to a specialist stroke
unit. Although it is less clear precisely what such a unit should comprise, it is
defined in the most recent (2004) Royal College of Physicians’ Sentinel Audit
as ‘a multi-disciplinary team including specialist nursing staff based in a
discrete ward which has been designated for stroke patients’ (Royal College of
Physicians, 2004, Concise Report, p. ix). Such a unit, by this same definition,
might comprise an acute unit, rehabilitation unit or a combined acute and
rehabilitation unit. Among five criteria used as markers of stroke unit
organisation by the Sentinel Audit were the existence of a consultant
physician with responsibility for stroke and the existence of multi-disciplinary
meetings at least weekly to plan patient care.

The NSF for Older People (Standard 5) states the Government’s aim as being
‘to reduce the incidence of stroke in the population and ensure that those who
have had a stroke have prompt access to integrated stroke care services’
(Department of Health, 2001b, p.61). Interestingly, whereas the Sentinel
Audit is focused primarily on the hospital-based unit, the NSF spells out four
main components for the development of integrated stroke services, one of
which is ‘long-term support’. The Sentinel Audit, too - in each of the biennial
audits since 1998 - has asked about the existence of Community Stroke
Teams; but only in the 2004 audit were sites asked whether they have Early
Supported Discharge Teams (Royal College of Physicians, 2004). There is,
according to the report, ‘as yet no definitions as to the constitution of an ideal
early supported discharge team’. But the report notes the regular membership
of such teams; in the 16% of sites with such a team, social workers were
regular members on only 38% of them; a figure considerably higher than
clinical psychologists, however, who were regular members of only 8% of the
teams. Interestingly the report continues by saying that ‘the research
evidence suggests that medical, nursing and therapy input are all desirable’
(ibid, p.21). The latter is unsurprising, but what is interesting in the context of
this study is that there is no mention of social worker or clinical psychology
input. This despite the audit report’s clear message that ‘effective longer term
management of patients after discharge from hospital is critical as patients
can continue to benefit from rehabilitation and to help with reintegration for a
prolonged period after stroke’ (ibid, p.20). The report also refers to the need
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‘to transfer the care of stroke patients from hospital to community and not to
“discharge™ (ibid), thus implicitly underlining the importance of transfer to
both local-authority social care and community/primary healthcare.

As we have indicated in this section there is a lack of clear guidance about
what constitutes an integrated and specialist stroke service across the whole
patient journey; that is, primary, secondary (acute) community and
domiciliary settings. The specialist provision across the three study localities
was limited: a 20-bed acute unit at Blackpool Victoria Hospital, with a 20-
bedded stroke and neurological rehabilitation unit on ward 2 (the Gloucester
Unit) at Clifton Hospital, Lytham; and a 16-bedded Stroke Rehabilitation Unit
(with specialist clinical, nursing and therapy staff) at South Tyneside General
Hospital, together with a small Community Stroke Team and - as agreed
towards the end of our fieldwork — the imminent creation of four acute stroke
monitoring beds. In Darlington the stroke rehabilitation programme was run
on six beds in a general medical ward. Partly because of the wider stroke
service redesign consequent upon the Darzi review there was no specialist
stroke acute or community service. Moreover, within the stroke rehabilitation
programme, apart from the stroke specialist nurse (this itself a half-time
post), there was no dedicated stroke staffing resource.

In addition to the question of whether they are a full-time dedicated stroke
resource, the other important aspect of specialist stroke teams is their
composition in terms of range of disciplines and interests. Two of the teams
(South Tyneside and Lancashire) had a specialist stroke consultant, one
(South Tyneside) had a clinical psychologist (0.5 wte on the stroke
rehabilitation team) and none had attached social workers or social workers
who regularly attended MDTs. Given the focus of this study on the hinge point
of hospital discharge, social work input to specialist stroke services and the
relationship between health and social care professionals in general were of
particular interest in terms of their ability to work in partnership to ensure
continuity of care across this crucial point of transfer. We found several areas
of concern. First, social workers not being able to attend MDTs was said by
health-service colleagues to be unfortunate in terms of continuity of care (a)
because they had no first-hand knowledge of patient progress and needs over
several months, (b) because their planning for discharge and post-discharge
support was later and less well informed and (c) because as a result they
often therefore sought further assessments of patients progress and potential
at the time of discharge. The latter was thought by health-service staff to
impose an unnecessary discontinuity: why should a patient who, for example,
had been on a stroke rehabilitation programme for 2 or 3 months have to be
assessed again by another professional — the members of the stroke team
had by this stage made a full assessment based on their full knowledge of the
patient’s accomplishments, potential and needs. The second, related area of
concern was differences in view about post-discharge destinations for
patients. Health staff often thought that the wish of social services to consider
intermediate care was at times an unnecessary two-stage transition for
patients they judged to require a care-home placement. Social services,
however, took the view that health colleagues often were too risk-averse and
should encourage some intermediate point of rehabilitation if (a) it enabled
patients to leave hospital earlier and (b) gave them the chance to go home
with domiciliary support rather than into long-term care.
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We looked into inter-professional working within the stroke service teams and
found evidence of some excellent inter-disciplinary working — a product of
which was a real sense of continuity for patients as they were cared for by
different team members as members of a single team not as members of
separate professions. Such collectivity extended in spirit but not in practice to
patient record keeping, where a combination of the practicalities of keeping
single paper records and, in Lancashire, the complexities of a multiplicity of
geographically dispersed agencies, impeded the development of a single,
complete patient record which travels with the patient across the various
component parts of their journey.

One important way in which such continuity was sought in each of the three
case-study localities was through the stroke specialist nurse. In each case the
post-holder significantly affected the co-ordination of treatment, rehabilitation
and care for patients. In Lancashire, due to the complexity, geographical
dispersal and size of the service this co-ordinating function was largely
confined to the acute hospital. In Darlington the half-time post led to a
similarly restricted remit within the hospital. In South Tyneside, by contrast,
the stroke specialist nurse acted as stroke co-ordinator across the whole
patient journey and in all settings - in TIA clinics, on the acute medical ward,
on the Stroke Rehabilitation Unit and in their own homes post-discharge.
Partly a function of inter-organisational simplicity, this was also partly a
function of history and personality: someone who had been a stable staff
presence (and point of continuity) for several years before the appointment of
a specialist stroke consultant; someone, too, who played a pivotal role not
only in horizontal co-ordination and integration but in the vertical integration
of strategic planning and operational service delivery. Someone, also, who
was widely said to embody the Specialist Stroke Team’s commitment to
continuity of care across a well-developed, integrated set of services.

4.4 Experienced continuity of care across the
patient journey

4.4.1 Introduction

It is important to stress that in those parts of this section which comprise a
description and analysis of patients’ (and carers’) accounts of patient journeys
there is often an apparent imbalance such that adversely critical comments
and accounts — merely by virtue of their length — appear to outweigh
approbation and praise. This is in many ways neither surprising nor unusual.
When asked for their views, patients - in this study no less than many others
- typically are generous in their praise of the treatment and care they
receive; but they rarely say so at length. On the contrary, as we shall see,
they often say something like: ‘they [doctor/nurses/therapists] were
wonderful, what more can I say’. Of course, when gently pressed they can say
in greater detail what was wonderful and why. But it is a simple observation
that such statements are usually much briefer than recollections of perceived
difficulties and problems. This is not, of course, invariably the case: the rare
very bad experience is often just too difficult to talk about. It is, however, a
general rule that people laud in brief but criticise at length. In so far as this
report reflects this imbalance in the accounts given by the patients and carers
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recruited for the study it does so in order to highlight problems - whether
individually or generally perceived - from which lessons can be drawn for
future service development. Although equally important for service design and
development, it may be sufficient to record praise in brief, whereas perceived
problems need to be spelt out at some length. But to repeat the point about
imbalance, it is important that the critical comments and accounts, however
lengthy, are seen in the context of general and genuine admiration, praise
and gratitude for the treatment, rehabilitation and care received throughout
patients’ care pathways. It is worth adding that there is no reason to think
that the people who agreed to take part in this study were predisposed to be
generous in either their praise or blame.

One of the principal benefits of in-depth, face-to-face interviews as a research
method is not only that service recipients have an obviously unique
perspective on service delivery but that they can give a detailed, fine-grained
and layered account of their experiences. Other methods, such as
questionnaires, are by contrast course-grained and two-dimensional. As well
as their inherent richness, however, interviews take place at a particular time
and are inevitably coloured by proximate experiences — however apparently
mundane or even trivial in the context of their overall care. This, in part, is
why it is important to interview patients - as in this study - over a long
period, covering their time in hospital and post-discharge. Apart from
anything else this allows interviewees cumulatively to reflect upon and put in
perspective their whole experience.

It quickly becomes apparent when interviewing patients about those aspects
of their treatment, rehabilitation and care which promote or impede continuity
or seamlessness that the apparently incidental can sometimes seem
extremely important. As we shall see, continuity in terms of the removal of
worries about family or small irritations about some ward routine can at times
be seen as significant. Our interviews were based on a topic guide (see
Appendix 2) designed to reflect the major factors - structural and procedural,
organisational and professional — which affect continuity of care. This included
a series of questions, with suitable prompts, not just about what the care
comprised but about how treatment, rehabilitation and care is given. We know
from previous research (and, indeed, common sense) that how care is given
is as important as what is given. Thus it is little good patients — as questioned
in this case - being given intensive therapy or copious amounts of information
or being closely involved in discharge planning if this is done in a way they
think is brusque, or impersonal, or thoughtless or hurried; or if it is done in a
physical environment perceived to be too dirty, too noisy, too hot or too cold.
This is simply to make the point that environment, atmosphere and the
personal approach of staff can be as important aspects of perceived continuity
as how well co-ordinated is an agreed programme of treatment and care.
Thus, in the language of the NHS Plan, the NSF for Older People and much
other national guidance, continuity of care will be the product as much of a
patient-centred approach and the general hospital environment as of
adherence to any care pathway or model of care whether emanating from
Royal College guidelines, the NSF or elsewhere.
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4.4.2 Information and involvement

The Royal College of Physicians’ Sentinel Audit asks about various aspects of
‘communications with patients and carers’, including patients’ access to their
management plans, patient information literature displayed on the ward, the
existence of formal links to patients’ and carers’ organisations and the
existence of a community user group for stroke. South Tyneside’s Stroke
Rehabilitation Unit scored well in 2004 on almost all these service
characteristics — and, in line with an overall improvement nationally, scored
better in most than at the time of the last Sentinel Audit (in 2002).

In our study in South Tyneside patients and carers, without exception, praised
the amount, range and timeliness of the information they were given. It is, of
course, important to note that the information available on the Stroke
Rehabilitation Unit itself is not so readily available on the general medical and
assessment wards. It would be impossible, or at least impractical, for such
wards to have available specialist literature on all conditions — CHD, diabetes,
stroke, etc. What matters is that someone on a general ward has such
information as and when they require it. One of the recruited patients in this
study, when asked on a general medical ward whether there was any
information he would have liked but hadn’t had, or anything he felt he hadn’t
been told, replied: ‘no, at present I think I understand what’s happening to
me. And I understand what they are trying to do. I think they do a damned
good job’. He said that he had had a visit from the stroke specialist nurse and
been told, among other things, that he was a good candidate for the Stroke
Rehabilitation Unit and would be moved there as soon as there was a bed. He
also said that his wife had watched the stroke video produced by the Stroke
Rehabilitation Unit and ‘found it very useful’. This, indeed, was a view echoed
by all the patients and carers. Each had at sometime watched the stroke
video and each found it extremely useful. The same patient also referred
enthusiastically to the Monday afternoon Adjustment Group for patients and
carers. ‘There is’, he said, ‘quite a lot of information’ from voluntary agencies
attending the group, and in general ‘loads of information’. Other patients, too,
spoke of having ‘all the information I need’; and having been told ‘everything
they wanted to know’. In speaking highly of such information the patients and
carers were talking, apart from the stroke video, about the range of
pamphlets dealing with all aspects of stroke as a condition, relevant local
organisations and associated available help (e.g. with welfare benefits). One
set of information included in the Sentinel Audit which was not available in
any of the three localities was that relating to patient versions of national and
local standards. It has to be said that as well as being fairly easy to rectify
this was not a gap commented upon by any patient or their carer.

What was commented upon, as we discuss below, were details of some of the
information and how this was communicated; particularly about what would
take place before, at the time of, and after hospital discharge. Clearly any
audit (such as the Royal College of Physicians’ Sentinel Audit) can more
readily ask about, record and quantify whether or not, for example, patient
information literature is displayed about ‘social Services local community care
arrangements’. The answer is a straightforward ‘yes’ or ‘no’. This, however,
obviously records nothing about either the quality of the information (its
comprehensiveness, clarity, currency, reliability, etc.) or the quality of any
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discussion about that information - for example, under what circumstances
services are available or not and to whom.

We asked both patients and carers about the extent to which they were
involved by staff in discussions about their goals (long and short-term), their
treatment and rehabilitation programmes and plans for discharge and
subsequent service provision. Patients invariably were positive about their
involvement in discussions about treatment and rehabilitation goals. This was
often a painful process because for some such discussion involves a growing
realisation that ‘getting back to the way I was before I had my stroke’ is an
unrealistic goal. The general impression was of staff urging both realism and
ambition; and of them urging patients to achieve their optimal potential -
often more than patients themselves initially thought possible — without being
harried or hurried. And, moreover, of doing all this in genuine consultation
with the patients.

One other important question we asked was about carers’ perceived
involvement in what was happening to their family member. This was possible
for four of the seven recruited patients in South Tyneside. These carers
included two wives, one son and one daughter-in-law. Neither of the last two
lived with their family members and only one lived nearby. According to one
of these four carers she was certainly involved in discussions prior to
discharge with nursing staff and the social worker ‘who rang me up and spoke
to me on several occasions about what were the best options. So I didn't feel
as though there was a problem there at all’. Asked if there would be any
changes she would recommend, she gave the following succinct blueprint for
ensuring continuity of care at the point of hospital discharge.

Obviously it’s important for patients’ carers and immediate family to be au fait
with everything that’s happening and to be part of this decision as to what’s
happening. And also, to ensure that social services or whoever is taking over
have contact with the family immediately so there is not a gap. I think it’s
important there is no gap between the end of the care in the hospital and
what’s happening there. Having said that, I am not criticising and saying this
didn’t happen because I felt as though it did; but to ensure that that is always
there. And also the follow-up from the carers or whoever it was in hospital.

Another of the carers spoke warmly of time spent in the Stroke Rehabilitation
Unit gym with the physiotherapists learning how to help with standing,
transfers and walking. According to the patient his wife had been worried ‘in
case she was struggling a bit’. But she was shown how to provide assistance
and as a result ‘was really pleased last night when she went home’ because of
her new-found confidence. Another carer praised simultaneously the carers’
group run on the unit and the information given to carers. ‘They are very
good. I came to this carers’ meeting the other day at which they explained all
about aids for the house and they had all these pamphlets. Which were great,
they are all there’.

In the other two localities there were no comparable carers or patients
groups. When asked, this was said by only one of the five recruited patients in
Darlington to be something she missed. It would, she said, be nice to share
with other patients their experiences of stroke and associated hopes and
apprehensions. All five patients spoke of being well informed and, in so far as
they wanted to be, of being closely involved in their care planning. According
to one: ‘Everything was explained to me. I knew what was happening...people
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do talk to you and tell you what’s going on and discuss goals with you.’ For all
patients on the stroke rehabilitation programme on ward 41 a lot of
information was available and staff held regular meetings with patients and
their carers to discuss care planning (including goal setting), progress made,
potential discharge dates and, when discharge was imminent, detailed
planning and after-care arrangements. A lot of relatives came into the ward to
participate in care. Where patients who were being discharged were going to
be heavily dependent initially upon care support staff ‘ask the carers to come
in and participate so many mornings a week so that they know what to do
and to keep it going’. But this was only for patients on the stroke
rehabilitation programme, not for patients being discharged from other wards.
Similarly, for patients on other medical wards, the stroke specialist nurse
would talk to patients and leave information (including the Stroke Association
video) for carers about, among other things, local voluntary-sector services
and advice and support groups.

In Lancashire (Fylde and Wyre) also, the stroke specialist nurse (based at
Blackpool Victoria) was vital. A typical carer comment was: ‘She went through
everything with us, she was very thorough in her explanation of what to
expect, what not to expect’. However, three of the patients in the study were
on ward 20 when the stroke specialist nurse was on leave, and there was a
noticeable contrast in how much they felt they knew or had understood about
what was happening to them. According to one: ‘No. I don't know if they have
spoken to my daughters, but I don’t think anybody has spoken to me. What
are they going to do? What am I going to do myself? Am I stopping here or
are we going to Fleetwood or what?’. Although leaflets were available on the
ward for relatives to pick up, without the stroke specialist nurse pointing them
out not everybody noticed them (and other nursing staff had, it was said, not
provided leaflets or detailed verbal information when the stroke specialist
nurse was away). As one family member commented: ‘At the Vic to be honest
I didn’t even look for leaflets because I personally was traumatised. I'd had
enough’. By contrast, the stroke specialist nurse ‘gave us lots of leaflets’.

Patients and families in general also felt there was a lack of ongoing
information on their progress and treatment at the community hospitals. This
was particularly the case on wards caring for older people in general and not
specialising in stroke rehabilitation. This compounded their lack of information
if they had not seen the stroke specialist nurse at Blackpool Victoria. The
following comment was typical.

They haven’t said anything really [in terms of information about stroke]. They
don’t give you any information about what caused a stroke or anything like
that. They don’t talk to you; the staff don’t talk to you about the effects of a
stroke on the body... Nobody gave me a leaflet. Nobody gave me anything, it
was all given by outside help.

The lack of access to a staff member (stroke specialist nurse or similar) with a
remit and, perhaps more importantly, time to focus and not be ‘pulled away’
for more pressing ‘nursing’ tasks is important because some families were
clear that they needed a ‘second chance’ to get the information they wanted.
This was mainly because in the patient’s acute phase at Blackpool Victoria
they were still 'in shock’ and not ready to ‘take in” what they were being told.
As one said: ‘She [the stroke specialist nurse] explained it [but] I think it was
just because I didn't want to know I didn't ask any questions’. By the time
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patients had been transferred to the community hospitals, however, they and
their families were beginning to understand their situation and felt better
placed to ask questions.

This underlines the importance, in the absence of the stroke specialist nurse
at Blackpool Victoria (and the general lack of such focused support at the
community hospitals), of the role of the medical staff at ward rounds, and the
involvement of patients and families in regular progress meetings. All of the
patients and families included in the study commented on how informative
and generally supportive the consultants had been when they had requested
an individual meeting (not all patients felt able to ask questions in front of
other patients on the ward during routine ward rounds). But the stroke
consultants were not available at all of the community hospitals; nor were
they equally available on different wards within the same hospital (e.g.
Blackpool Victoria and Clifton). In addition, few of the hospitals and wards
hold regular review meetings involving patients and families. As one patient
commented: ‘I suppose I must be progressing. They must be talking about
you somewhere, without me knowing’.

In an interesting echo of a problem mentioned by other patients across the
study localities (see below) it was said in Lancashire that although the charge
nurse and other nurses on ward 20 at Blackpool Victoria and at Clifton were
‘very nice’ and had been helpful and informative when approached ‘they don't
have much time, they are very busy’ and ‘They are very short of staff as well’.
In other words patients had not wanted to ‘waste the time’ of the nurses to
ask everything they wanted. Interestingly, the expectation of one patient
before being moved to the community hospital (subsequently not met) had
been that:

...[at the Gloucester Unit] there is more time, as I say the staff will have more
time to talk to us because they are not running off to and emergency and
buzzers aren’t going every five minutes. It should be a lot easier to cope with
that.

By contrast, the experience of the one patient who was transferred to
intermediate care was of regular diaried progress meetings involving himself,
his two key workers, the home manager, social worker, occupational
therapist, physiotherapist and nurses. He said:

...[Jat Clifton I felt] isolated, yes. You at least get answers here... So there are
lots of people there [at the meetings in intermediate care] and they are all giving
inputs about how I am doing... [And] you get the chance to come in if you want.
You are there when they are doing it, you come in, if they are discussing and
you want to say something you come in.

There is here a question about patients’ and families’ expectations.
Commonly, across the three localities, they said that they had wanted firm
time frames in terms of prognosis and likely progress of rehabilitation, but
that they had been told this was difficult ‘because all strokes are different’.
The advantage that patients have on a larger specialist stroke unit -
especially a rehabilitation (or combined) unit - is the opportunity to take part
in the sort of patients and carers groups that are inherently more difficult to
organise and run in a smaller, non-specialist, less well-resourced or
geographically dispersed service. In South Tyneside, for example, we have
noted the enthusiasm of patients for such groups, including the Adjustment
Group organised and run by the clinical psychologist. The importance of these
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groups - to patients and carers alike — was precisely that they could share
information with individuals and their families. As one patient remarked, ‘we
are the real experts’. Here there was said to be honest and frank discussion of
a sort that was rarely possible with staff, however honest and frank and
informative they were. We were told of one memorably galvanising
contribution by an ex-patient of the Stroke Rehabilitation Unit at South
Tyneside. This was a young man who, having had a dense stroke, had
improved dramatically over the course of months of inpatient and outpatient
treatment and rehabilitation. He was able to talk to patients in the group with,
at times, startling frankness: ‘why were they sitting around moaning and
being so pessimistic?’; ‘why weren't they trying harder with the therapy
exercises?’. As both staff and patients commented, only he could talk to
patients in this way. This was information (and encouragement) of a different
order to that contained in leaflets, or even in an excellent video.

4.4.3 Transfers within hospital

The consensus in all the available guidelines - in Europe and Scotland as well
as England - is that someone who has had a stroke should have immediate
access to a specialist stroke service. And whereas the widely acknowledged
gold-standard specialist service would extend into primary care and
encompass the ambulance service, the prime concern for most localities (in
line with the NSF) is in having a specialist unit within hospital. As discussed
above, there is scope for debate about whether such a unit should comprise
both acute and rehabilitation beds and whether they should be combined.
What is not disputed is that certain clinical procedures, clearly laid down in
Royal College of Physicians’ guidelines, are crucial to the successful early
diagnosis and initial treatment of stroke and that these will best be provided
by staff with specialist stroke knowledge and training — especially clinical and
nursing staff but also speech and language therapists — working together in a
dedicated acute stroke unit. In neither Darlington nor South Tyneside was
such a specialist acute stroke unit available during this study; although,
importantly, in South Tyneside four dedicated acute stroke beds on a general
medical ward had been agreed and funded towards the end of our fieldwork.
In both localities the stroke patient’s typical initial pathway - dependent, of
course, on the severity of their stroke — was from A&E to medical assessment
unit to general medical ward. After the initial- non-specialist — acute phase in
each hospital some would then transfer to the stroke rehabilitation
programme beds in Darlington (six dedicated stroke beds on a general
medical ward) or the 16-bedded specialist Stroke Rehabilitation Unit in South
Tyneside. In either case, since places available in these specialist beds were
limited, people would inevitably have to wait on the general medical wards
during part of their acute phase. In terms of continuity of care there are two
significant features of this aspect of the patient journey. First, and most
obviously, the series of transfers between wards represents a transition from
one location to another. Each represents not just a physical relocation but a
change in staff, in the ward environment (and, possibly, ward procedures and
protocols) and, possibly, in care regimes and expectations. In other words,
transfers between wards (and even more so between hospitals) constitute
potentially significant discontinuities — with changes simultaneously in the
environment, staff and the content and processes of care. The second aspect
is the nature of the rehabilitation received on general wards and the effect

©NCCSDO 2006 102



Partnership and Complexity in Continuity of Care

upon patients of having to wait for an unpredictable length of the time for
specialist stroke rehabilitation.

One patient in South Tyneside recalled spending 6 hours in A&E (because the
hospital was very busy), within which time, he said, ‘The nurses and doctors
had done everything that had to be done as regards tests...so eventually I got
up to ward 7 [at approximately 9.00 pm on a Tuesday evening] which is an
assessment ward. I was a day in there and they found out what things were
like. I was taken down on the Thursday to get a brain scan and the doctors
came round and told us that I was lucky in one respect because the brain
showed no damage whatsoever...and until a bed was available I stopped on
ward 7. Until about 5.30 on a Friday afternoon when I was transferred to this
ward [the Stroke Rehabilitation Unit]’. He said he had been told that staff
would try to get him across to the unit sooner but there were no vacancies at
the time. He then echoed what others often said (see below), that ‘with it
being a Friday naturally the physios and that finished. And I saw a young lady
who introduced herself to me and said “we will get the ball rolling on the
Monday™. Had he been able to get to the unit sooner, he said, he ‘could have
possibly had therapy Thursday and Friday’. ‘But’, he added, ‘I could never say
I wasn't attended to. I was given full attention and full treatment as much as
they could’. He was also full of praise for the way in which he was moved from
the assessment ward to the Stroke Rehabilitation Unit. Having been told on
the Friday morning that there was a vacancy on the unit and that he would
probably be moved sometime over the weekend, the charge nurse came at
5.00 pm on the Friday and said ‘we are moving you now, get your things
together...and I was wheeled over straightaway. All done and dusted in 20
minutes...so I have been here and I have found it very very good’. This he
thought represented a smooth handover and seamless transfer from ward to
ward:

Q: So the transfer itself couldn’t have been smoother?.
A: It couldn’t, no. Nothing traumatic about it at all, no.

Q: And what was the introduction when you got on the unit in terms of ‘this is
who we are, this is what we do’?.

A: Oh very good. Of course it was a Friday night so there was no therapists
here; it was just the nurses and the sister. Somebody in the team introduced
themselves and the team leader and a nurse.

A similar key issue at Blackpool Victoria Hospital highlighted by NHS
managers and staff was the fact that not all stroke patients were admitted
directly to the stroke specialist ward 20. The view was that such patients
receive a different level of support and care as a result. This was confirmed by
patients and families interviewed. The three patients admitted via A&E and
the medical assessment unit straight to ward 20 said ‘The transition was
brilliant. No complaints whatever’. By contrast, the experience of being
admitted to a non-stroke ward (which had locked doors and so felt much less
accessible than ward 20) after A&E was less satisfactory. As one carer
remarked, her husband ‘didn‘t stay there long and the staff were not very
communicative and they seemed very busy all the time and then they moved
him to ward 20’. Furthermore:

One of the worst things, on the Sunday morning after they had admitted him on
the Saturday and said they couldn’t find anything wrong, I rang Victoria
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Hospital about 7.30 in the morning and I said “Can you tell me how he is?’, ‘Oh
he’s fine’. So we went up at 12.00 thinking, well things were the same, to be
greeted by him all being pulled down the one side. Now that was an awful
shock... [Then] of course he was worrying himself sick when he’d realised he’d
had a stroke. He got himself into a real state about the fact that...they hadn’t
got round to putting any stockings [to stop blood clots] on him and he was
convinced he was going to have another stroke... It was really quite upsetting
to see how frightened he really was. But once he moved down to the stroke
ward and his stockings were put on and he was in a proper stroke bed he was
fine — a lot more comfortable knowing that they were doing as much as they
could for him... Yes I think had he gone onto the stroke ward straightaway that
would have been better for him.

For these patients not admitted to ward 20 being visited by the stroke
specialist nurse on the other wards was vital to feeling secure and knowing
what was happening to them. A typical comment was:

She was the stroke co-ordinator. She doesn’t actually nurse on the ward but
she does co-ordinate the movement of patients from other wards onto the stroke
ward... She was very reassuring wasn’t she? ... Very, very good, very, very
good facilitator that, having a co-ordinator.

Whether among the group of patients recruited to this study or in observation
of MDTs we also saw examples in South Tyneside of patients moved from
stroke rehabilitation beds to other wards prior to their discharge. These were
of two types - each, it should be said, few in humber. First, patients moved
near to their point of discharge because of some ‘red alert’ pressure on beds.
Second, patients who, for whatever reason, cannot sustain intensive
rehabilitation.

Transfer upon reaching a plateau

The latter inability to sustain intensive rehabilitation may be because patients
have reached a plateau in terms of their recovery, or because they have
deteriorated - whether due to stroke extension or other illnesses, or because
they have low motivation. In each circumstance there is a potentially difficult
decision about whether and when to move someone out of the stroke
rehabilitation beds. It is a difficulty made more pressing if there is someone
else occupying a bed on a medial ward who would be expected to benefit
significantly from the intensive specialist rehabilitation available only on the
stroke rehabilitation beds. Asked how for the first of these cases that sort of
transfer was undertaken, a stroke unit ward sister replied:

It is obviously quite difficult because when they come here both the patient and
the family have high expectations that, obviously, if they’re coming here they’re
going to make some improvements...it’s about preparing them a week or so
beforehand, saying ‘this is the progress that you’ve made, this is very good, but
you’re probably not going to progress that much further.’

But, she said, even more important was to talk honestly to the patient and
their family as soon as they arrived on the unit: to be optimistic but realistic;
to offer every possible encouragement but never promise a particular level of
recovery; and from day one ‘not to give them false hope and not to
demoralise them’. If a close, honest, relationship is established with the
patient and family from the outset, later transfer, it was said, is rarely
problematic. Moreover ‘often I don’t think it’s because they are worried about
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getting less rehabilitation. I think they have just got so very used to being
here and they feel quite safe here and it's a new move’.

Q: But it’s also formal confirmation that there is a plateau being reached here?

A: Yes, it’s something you [the patient] have got to face up to.

In similar vein it was argued that although there was no age policy operating
in any of the sites, ‘if you had a 40-year-old sitting waiting to come here [to a
Stroke Rehabilitation Unit] and someone who is 86 and she is not doing
anything what would you do? It’s priorities’.

Much more common in this study was the transfer of patients from medical
assessment unit to medical ward and from medical ward to stroke
rehabilitation ward. As one member of the team in South Tyneside remarked
‘I don't like them being moved around: that is one of the worst things that
can happen to people who have had strokes, being moved around’. In the
case of South Tyneside the second Sentinel Audit had showed that some
stroke patients spent time on more than five wards. There was here a
determination to address this problem and minimise the number of transfers:
‘if we are trying to improve the service we have got to make sure that we
don’t have them going on more wards again’.

Transfer due to bed pressures (‘red alert’)

In the case of one of the recruited patients there was a marked contrast
between the experience of transfer shortly after admission and just before
discharge. It was the patient’s carer who recalled both experiences. The
following was her description of the patient’s admission.

I went down to the hospital and she was down in A&E Department. They were
very good and they admitted her up to the admissions ward, ward 7 I think it
is. The staff were excellent, I couldn’t fault them. She was in there for about 24
hours I think and they transferred her to a different [medical] ward. They said
she had the stroke and she was going to the Stroke Rehabilitation Unit, but that
was full and we had to wait for a place there. So there was about 3 or 4 days
before she was admitted there. When she first went in she said ‘I don’t like it in
here’. But that was because she had been in another ward and she just got
used to the surroundings and the staff, as you do. I said ‘oh, you will be
fine’...and she was — within a day or so she was settled in. And they did make
her feel very special and welcome the staff, they really did and she enjoyed it.

After 14 weeks on the Stroke Rehabilitation Unit the patient was ready to be
discharged to her former sheltered accommodation. With one exception this
discharge was, according to her carer, handled extremely well. The exception
was a ward transfer made - because of a ‘red alert’ — on the patient’s last day
in hospital: once again recalled by the carer as follows.

They put her out of the ward [the Stroke Rehabilitation Unit] to another ward. I
can’t remember what it was, it seemed very isolated...I think it was the
afternoon before, you know the day before she was due to be discharged that
she went there. And I went up there to see it, it was quite strange because
there were two other ladies in there, but they were both waiting to be
discharged that day, they were waiting for transport to take them home. I think
that was a bit distressing for her. When she moved out of ward 8 or whichever
ward she had been moved into after the admissions ward she was just in for 2
or 3 days until this place became vacant on the Stroke Rehabilitation Unit. She
had got used to being in there even though it was a fairly short time then when
she moved into the Stroke Rehabilitation Unit she said ‘I don’t like it in here’
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because it was different and there was different staff and that sort of thing.
But she soon got to like it and the people who were in there were nice and the
staff were fantastic with her. But then for this last day to be moved out, I mean
I found that a bit strange for the sake of 1 day why she had to be moved out
and entirely different staff. I mean, nice staff, but different. So that wasn’t such
a good thing, no. Because all her stuff had to be moved up. I mean she had
quite a lot of stuff in the week she had been in so it was all moved up in black
bags. It wasn'’t terribly satisfactory.

Q: And was it unexpected?.

A: I certainly didn’t know and I had been down the day before. I came down
the following day and went down to the stroke unit and they said ‘oh they have
moved her up to ward 21 before she is discharged tomorrow’...that wasn’t a
positive thing I have to say, no it wasn’t good.

Q: Did she take it in her stride?.

A: Oh she didn’t like it: ‘I don’t like it in here’. I don’t know if she was actually
on the ward alone overnight because the two ladies that were in there did go
that day; so she was probably in there on her own that night. And she wouldn’t
have liked that at all.

Q: But it didn’t typify the rest of the time?
A: Oh no, by no means.

Just prior to this series of recollections the carer had summarised the care
given as being faultless: ‘can’t fault the care she had in hospital, everybody
was very caring with her and the medical care was obviously good. The physio
side of thing was good. Social services when they came out they had been
excellent. In the care home where she was the staff there were superb.’

There are some important points to make about this set of recollections. First,
it simply underlines the importance of physical transfers within the pathway of
treatment, rehabilitation and care. They involve a literal disruption (i.e. an
interruption in the flow and continuity of care). Sometimes, of course,
transfers are necessary and desirable — and are acknowledged as such by
patients and carers alike. For example, when patients who are taken ill a long
way from home. Although there were no such cases in the patients recruited
in this site there were in one of the other sites; and among non-recruited
patients in South Tyneside. Such patients almost invariably wish to be
transferred to care within their home locality. Another transfer widely
accepted as appropriate by recruited patients was from assessment ward and
medical ward to the Stroke Rehabilitation Unit. In other localities - albeit, as
the most recent Sentinel Audit shows, not commonplace - patients could
expect to be transferred straight from A&E to a specialist acute stroke ward -
thus bypassing transfers to assessment or medical wards. In the near future
this will be the case for some patients in South Tyneside now that funding has
been agreed - both capital and revenue - for four acute stroke beds.

As we have seen, our interviewees were keen to get to the Stroke
Rehabilitation Unit but accepted having to wait until a bed was available. And
interestingly none described the wait as being a ‘delay’ or suggested that
specialist stroke services should be available from the moment of arrival at
hospital — or, indeed, prior to arrival. This, however, is the clear intention
behind the Royal College pf Physicians’ guidelines and NSF targets that all
general hospitals have specialist stroke services in place.

©NCCSDO 2006 106



Partnership and Complexity in Continuity of Care
Transfer between hospitals

The transfer from Blackpool Victoria to the various community hospitals was a
potential point of major discontinuity for patients and families. Significantly, it
was perceived to be smoother - for example, in terms of the amount of
warning patients and families had - with the involvement of the stroke
specialist nurse; although even then as one said,: ‘We didn’t expect him to be
moved as soon’. For the other patients, the experience was of the move
happening even more suddenly. One patient went for a magnetic resonance
imaging (MRI) scan and when she arrived back on ward 20 was moved with
‘no warning’. In this case, the patient reported that her clothes were ‘lost’ in
the move and she spent ‘2 days wearing other people’s clothes’ on arrival at
the community hospital. For another patient, it was:

...teatime on Saturday, they packed his tea up and brought him here... "Take
your sandwich with you, go on’... I don’t know whether they had only just
found out or they had known for a bit... He was only half way through his
sandwich and we said 'Find us a napkin and we’ll take it with us.’

For a third patient, transfer to a community hospital had been considered
unnecessary because she had recovered so well. However, there was no
occupational therapist available at Blackpool Victoria to do a home
assessment so that she could be discharged straight home with social services
support. The patient was, therefore, transferred to Clifton - thereby incurring
not only an additional transfer but a longer stay within the hospital system
merely to await the appropriate assessment.

Unsurprisingly, but very importantly, one factor that affected patients’ and
families’ perceptions of continuity of care was the geographical dispersal of
the hospital system in Blackpool, Fylde and Wyre, with community hospitals
spread several miles apart from the north (Rossall) to south (Clifton) and east
(Wesham) of the overall area. Travelling by public transport between home
and hospital was considered extremely time consuming and difficult,
especially for older relatives who often had to rely on family members being
available to drive them. The interviewees were, therefore, appreciative of the
clinical team’s efforts to accommodate their wishes in terms of which
community hospital they were transferred to. As one said: ‘We live quite near
[to Clifton] and my daughter so it will be very convenient’; *He [father] was
worrying about the travelling up to Victoria with my Mum not driving how was
she going to get there, and it’s so much easier [to get to Clifton]; and ‘It’s
[Rossall] on the doorstep type thing so it would be better’. In all cases the
proximity of hospital to home meant that families found it easier to take
patients out, for example, at weekends, which they considered an important
part of the recuperation process.

4.4.4 General care within hospital

In addition to the above-mentioned problems with ward transfers and the
discharge process it was interesting that when asked about any perceived
gaps or overlaps or other ways in which their care seemed insufficiently
co-ordinated/integrated/joined-up several of the recruited patients mentioned
one of the following aspects of ‘general life on the ward’: the general
environment; the shortage of therapy; and having to wait to be taken to the
toilet.
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General environment

In the case of the Gloucester Unit at Clifton Community Hospital, families
knew that they might have a long distance to travel from home, but
considered the journey worthwhile because of the ‘intensive rehabilitation’
they understood their relative would receive. They also appreciated the
flexibility of the Gloucester Unit’s visiting times. On the other general elderly
rehabilitation wards also at Clifton, by contrast, visiting times were considered
restrictive for relatives with other commitments:

And of course, because I have to pick up my daughter at 3.30...the visiting was
from 3.30 to 5.00 so anybody with children couldn’t go in — and then 7.00 until
9.00, so you are putting your children to bed, you couldn’t go in during the
day... They just think “Well most of these people have elderly partners’, [but it
means] nobody else can go and see them. So it was difficult for me to go and
visit her.

One of the main things that patients and families said they liked at the
community hospitals was the feeling of ‘normality’ compared with the busy
acute care environment on ward 20 at Blackpool Victoria: wearing day
clothes, bringing in personal items such as photos, being on first-name terms
with nurses, having proper meals at a dining table, having a bath using the
hoist and being able to go out in the garden. All of these things were regarded
as important for successful rehabilitation. As one family member said: ‘It’s all
getting back to “normal” where you are just doing things and that has got to
be psychologically better I think getting back to normal behaviour, all be it
adapting to disabilities’.

However, there were differences in the reported experiences within the
community hospitals. The Gloucester Unit in particular was compared
favourably with the general elderly rehabilitation wards where one interviewee
said people were left with little ‘stimulation’ (e.g. no music or games). This
was especially an issue for stroke patients — because even if physically
disabled they are ‘still all there’ — in an environment with more mentally frail
patients. It was also said that even the Gloucester Unit could go further in
terms of allowing patients to do things for themselves. One patient made the
comparison with intermediate care where, he said: ‘It’s a lot better [e.qg.
going to the toilet, getting dressed on his own]. Like at Clifton you weren’t
allowed to do any of that'.

This comment reflects some broader concerns that were expressed about the
community hospitals as a rehabilitation environment. At Clifton, for example,
patients and families commented upon the food and the lack of therapy input.
This was relevant for all wards, but for the Gloucester Unit particularly it was
an issue because patients said they had been led to expect ‘intensive’
rehabilitation. Typical comments about the food were as follows:

He might be a brilliant doctor, but he will never do any good there because...the
food is no good — and if it’s a recuperation centre the first thing you need is
decent food.

And the other thing is in hospital the food isn’t very good so you are trying to
build somebody up and the food is inadequate... And those are the sorts of
things that — half decent food, clean ward — I think they forget that’s what gets
people better.
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Shortage of therapy

Shortage of therapy was mentioned - and not always in response to a direct
question - by four of the seven patients in South Tyneside. According to one,
when asked about how smooth he thought his admission and move to a
general medical ward had been, said: 'It's been fairly smooth. I think I was a
bit despondent or depressed on Monday...because there were no therapists
[over the weekend]: so nothing was happening for the first few days’. Asked if
he understood why, he replied ‘I didn't understand why at the time. I
expected 7-day treatment; it doesn’t always work out like that’. Another of
the patients said simply 'I think it should continue during the weekend’.
Although, she said, therapists ‘are marvellous...the only trouble is you're going
to get half an hour of physiotherapy 5 days a week because they’re closed at
the weekends, they don’t come. Which I don’t think is really very good, you're
going to stiffen up. Just to have a little bit more’. A third patient, asked while
still in hospital if there were any changes he would recommend said: ‘A little
bit more physio. Mind that might not suit everyone of course’. He also made
another point about continuity of care saying that he was keen to have the
same physiotherapists after he had been discharged: ‘I wanted to continue
with the same people if I can rather than get someone new. Because there
was one day they said "we’ll teach the nurse to support you walking”; and the
confidence had gone, I walked badly that day’. The important thing, he said,
was ‘The continuity of the same people who know what I have done and what
my bad parts were and they can improve on them’. The fourth patient who
mentioned the lack of weekend therapy, however, put it in a slightly different
perspective. He remarked that: ‘Physio only works 5 days and on Saturday
and Sunday naturally they don’t work. But they give us some little things to
do over the weekend...when I'm not with them I am doing my exercises just
to keep up’. In a subsequent interview he further remarked that: ‘I don’t think
I would have been as quick getting my faculties back if I had just said once a
day for 45 minutes they give you physio. But after you’ve had the physio and
you feel a little bit relaxed — because they are getting on to your muscles - I
said right, while I'm sitting here it's going to be another 24 hours before I can
see them again, so just let's do what they say’.

One interesting difference between the recruited patients on ward 41 at
Darlington Memorial Hospital and those elsewhere was the lack of any
complaints about a shortage of physiotherapy or occupational therapy.
Elsewhere, as indicated above, there was a widely expressed view that
therapy services should be available - like medical and nursing care - for

7 days a week, not just between Monday and Friday. In Darlington Hospital
there were no such comments about an absence of therapy at weekends. On
the contrary, according to one patient, when asked, ‘I'm not unhappy about it
because I think everybody has got to have a break’ (in this case, the staff).
But also, from the patients’ point of view ‘everybody gets perhaps tired if you
do things too much all at once...the way I feel is that if you had it every day
you would think to yourself oh I've got to go through that again. Whereas, if
you have a couple of days off you think oh a little rest and I'll start again’.

Q: It almost sounds like being at work?

A: Yesitis really. Yes itis.
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It should be stressed that however much like work there was widespread
praise for the therapists on ward 41. One patient said simply: ‘they are very
good to me. I couldn’t ask for better people to look after me...I appreciate
everything they do for me’. In the view of another of the recruited patients
the physiotherapy in particular was *‘marvellous...I can’t say anything wrong
with them, they are marvellous; I can’t fault it on ward 41’. Another of the
patients spoke in similar terms about the speech and language therapist,
noting especially the reassurance she felt in knowing that it was possible to
contact someone after she had been discharged home: ‘she is very nice and
she helped me. I still do the exercises every day. She gave me all the
leaflets...she is very nice; so she said if I have any troubles or problems when
I go home or anything like that I've just to phone her and she will try to sort
them out, so that’s something. To know that you can phone somebody is a
great help’.

In terms of limited therapy the following comments were typical in respect of
the community hospitals in Lancashire.

I was supposedly to have extended physio. I didn’t get any. I think I managed
about 10 minutes in 6 or 7 weeks, virtually non-existent... It was hopeless. In
hindsight it was hopeless. When you are there you are grateful for what you
can get, that you are frightened of complaining too much in case you [don’t] get
more. But in hindsight it was hopeless.

I think he could have had more physio, I certainly do. But I know they haven’t
got the staff so there’s not much we can do about it... I know reading in books
they should have physio every day and he has been lucky if he had it once a
week.

Yes, they just haven’t done it [physio] well not enough have they? They should
have been doing it every day instead of once a week. It’s no good once a week.
You’re sat in this [wheelchair] 16 or more hours a day, it’s no good.

Raised expectations were less of an issue for patients on the general
rehabilitation wards, but there was still a sense of disappointment when 'She
said she would come once a week’ and that did not happen. One interviewee
expressed the view that, notwithstanding short-staffing, patients should not
be ‘given up on’; they should receive some ‘physical encouragement’ even if it
could not be ‘proper’ physiotherapy.

But the lack of physio — my mother has never been shown how to move, they
said she was too weak. I am not sure how much is confusion but even the
basics or trying to show my Mum how to read again after she had a stroke
there has been none of that. There has been no rehab. So what you’re saying
is, if somebody has had a stroke and they’re 80-odd and they are still coming
round, that we haven’t got the resources. That’s what it’s down to, there is no
money so the resources go to the people who are going to make the best
progress and that’s what it’s about, money and resources.

A problem with therapy input was also noted at Rossall Hospital where,
according to one patient, ‘nothing was happening’ until ‘my daughter she
asked them first, when they weren’t doing anything with me, she went up to
them and said "What are you going to do with my mother?™ But ‘once it
started’ physiotherapy and occupational therapy were ‘regular’.

The above comments and reservation clearly contrast with the reported
experience of one patient (referred to above) who went to intermediate care.
He argued:
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I am a lot better since i came here [to intermediate care]. They won’t let me do
too much because they think I'm going to hurt myself, but they let you do more
than they did at Clifton, which is what I wanted, physio... [At Clifton] I wasn’t
getting any physio, not much, once a week, perhaps twice a week. You need to
be out of this thing [wheelchair] every day doing something.

The main difference between the community hospitals and intermediate care
in this respect was the use of rehabilitation assistants or other support staff to
continue therapy input when professional therapy staff are unavailable (e.g.
weekends, holidays and just generally working on other wards). This was
considered vital for patients to keep up the momentum and motivation for
successful rehabilitation. As the above patient commented: ‘They could do
with something like that, an intermediary, at Clifton to look after
people...getting on with the actual physical bit of it because that takes time,
that does take time’. Underlining the importance of this additional support he
added:

Also if you are in bed until 9.00 in the morning say, and then the physios come
and say ‘Oh we’ll take you for physio now’, it’s no good. You’ve got to get your
legs moving before they start physio

Q: Did you feel that they were making judgements when they hadn’t really
given you a chance?

That’s right yes. Like they said in the first place “You’ll never walk’. [But in
intermediate care]...they put this thing [knee support] on...it’s helped a hell of a
lot that, but I never had that at Clifton.

This patient could now stand and move much more than previously.
‘In a minute’

When interviewed at home and asked for his recollections of his time in
hospital in terms of continuity of care one patient in South Tyneside spoke,
with some feeling, of something mentioned at some stage by all the other
patients in this locality except one. This was having to wait for someone to
take them to the toilet — generally summed up in the phrase ‘in a minute’ or
‘just a minute’. Typically interviewees were keen to explain such a response to
a request as understandable in view of the pressures upon and general
shortages of nurses. One exception was the patient who recalled asking to go
to the toilet on one particular occasion:

I was desperate to go to the toilet and I had to have a hand to go. She came
and said ‘can you wait 10 minutes, we’re in the middle of a meeting’. To which
he replied ‘No, I can’t wait 10 minutes, that’s why I buzzed. I am desperate.’

At this point he was taken. But, he said, ‘It’s hard to believe isn't it. If you
want to go to the toilet you have got to say ‘I want to go to the toilet in

10 minutes time, I better buzz now’..."can you wait 10 minutes, we are in the
middle of a meeting, an important meeting’. ‘What’s more important, patient
care or meetings?’ Shortly after this the interviewee was keen to stress that
‘The stroke unit was very good and therapy in the stroke unit was very good.
The general care was fine but it was just this attitude of ‘in a minute’ and
you’'d wait and they’d forgotten.’

This is a good illustration of the general caveat made at the outset - that poor
experiences, however unrepresentative, are often recalled at much greater
length than good experiences. Thus in general the Stroke Rehabilitation Unit
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and the nursing, medical care and therapy within were ‘very good’. Though
said in few words these far outweigh the lengthily described less-good
experiences. This point needs underlining again. Patients and carers appear in
effect to be saying - overwhelmingly, and certainly in respect of what they
themselves regarded as the most important things - the treatment,
rehabilitation and care was outstanding: but precisely because it was, the
shortcomings stand out as a vivid, and often vividly recalled, contrast.

Another of the patients to refer to having to wait again spoke of pressures on
staff: ‘They should have extra staff on because sometimes you’ve got to wait
a long time just to go to the toilet...the famous words here are ‘just a tick,
just 5 more minutes’. '‘But,’ she added later ‘it's not the nurses’ fault, because
they don’t have time. They’ve just got to answer the buzzers as they can you
know’. Finally, another of the patients referring to the same problem said:
‘It's trying to decide when'’s the best time to go, that’s what I find difficult’.

Q: To make it convenient for the staff.
A: Well, yes and possibly for other people.

In Darlington, as in the other two study localities, patients similarly voiced
general praise for the treatment, rehabilitation and care as well as a small
number of perceived shortcomings, almost always associated with staff
shortages. In terms of general praise the following typified the view of
patients on ward 41 at Darlington Memorial Hospital:

Iwas straight into ward 41 and I was seen straightaway...but from that
moment when I got into that ward I only had to ask for any help, a commode or
anything like that and it was there. I really had very good help. And really
that’s been like that all the way through...I wanted to join the stroke
programme because I wanted to get better as soon as possible: it’s a very good
programme.

Although these comments typify the general praise of patients, the following
view expressed by another patient captures well what was said by many
others not only in Darlington but the other study localities:

They spend all this money on papering, carpeting, curtains and all the lot, its
all beautiful. But they haven’t spent it on the staff...the staff, that’s where the
shortage is. And they are in so much hurry that I think, well I can’t ring the bell.
You are sitting on a commode half an hour, well that’s not basic nursing. But its
not their fault. Its not their fault at all. And I said to my family I have never
known a minute — ‘I'll be with you in a minute’ — last as long. Minutes get to
half an hour.

According to the same patient ‘the basic nursing care has gone’. When asked
what that comprised and what it meant in terms of continuity of care the
patient replied that it was perhaps two things. First just being able sometimes
to sit for 5 or 10 minutes and talk to (and listen to) patients. ‘But,’ she said,
‘they haven't that sort of time. Like myself, it takes two of them to lift me in
and out of bed; but how am I going to say this without...they are in a hurry.
They are in a hurry because they have to be’. A second thing, she said, was
‘little things like “please don't tuck my sheets in because it ties my bed
down”. I have to try to pull them out myself. They will leave the buzzer over
on the locker where I can’t reach it. Little things like that...it's very important
to the patient you see. I am not complaining’.
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According to another of the patients on ward 41 the general pressure on
nursing staff had an effect upon her care within the stroke programme.
Interestingly, without prompting, this patient commented upon the beneficial
effects of a specialist stroke service and, therefore, upon the benefits that
having a specialist stroke unit - rather than stroke beds on a shared general
medical ward - would have. ‘The only thing is the stroke programme nurses
have their own special way of doing things and you abide by that’. However
the other nurses not on the stroke programme ‘haven’t got time sometimes to
get you on your feet...there is a special way of doing it and they haven't
always got time because they are so short staffed I think. But that’s the only
thing; as far as anything else they absolutely do it for you. They really are
short and they do a wonderful job they really do’.

Q: What’s the difference?

A: A specialist unit, I think that’s a very good idea. They are nearly there with it
now here. But they have to have other nurses to help out. And those nurses are
really very good, but not quite in the same capacity as the stroke nurses. The
stroke nurses do give you this extra time to stand on your feet and get your
hands locked together. Its very good.

The other nurses, however, ‘just haven't quite got the time to take you
through it like the stroke nurses. That’s the only thing...I am not saying they
are failing in their duty or anything like that’. She also said that ‘the stroke
nurses who have helped me I think they are wonderful, I really do. If they
just had more help and a separate stroke unit on its own I think that would be
wonderful’.

There are two general points to make about the above recollections. First,
that they should - yet again - be seen within the context of widespread
satisfaction and praise. Second, however, that they highlight how what may
appear to be relatively small issues can seem important when reflecting on
the degree to which care is experienced as continuous or not. The two issues
are of a different order. The ‘absence’ of therapy on a weekend might seem
unremarkable to staff. But, as two of the carers remarked, you take it for
granted that when someone is in hospital there are doctors and nurses to look
after them all the time. Why the difference with therapy services? The answer
can be couched partly in terms of a necessary ‘rest’ or in terms of recruitment
problems or in terms of resource pressures. Whatever the answer it would
seem worthwhile making it clearer to patients and carers from the outset that
their rehabilitation will be given by trained therapists fromm Monday to Friday
but that therapy does not end there. First, it will be continued - in terms of
exercises being done with and encouraged by nursing staff. Second, it should
be continued by patients themselves: indeed not just at weekends but for the
rest of the time on the ward when they are not receiving active, hands-on,
support from occupational therapists, physiotherapists, speech and language
therapists and dieticians.

It is a slightly different issue when the patients (or carers) who are referring
to an absence of therapy at weekends are those who have been admitted on a
Friday. In these circumstances there can seem an unwarranted delay in
‘getting the ball rolling’. This issue is, of course, addressed when the need is
most urgent: that is, when patients are first admitted and require a
swallowing assessment from the speech and language therapist. It is vital in
these circumstances that there has been the necessary education and training
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of nursing staff so that they can supplement what is often a scarce
professional resource. In the case of physiotherapy and occupational therapist
the urgency will almost always be comparatively less. But to those arriving on
a rehabilitation ward on a Friday it can seem something of a ‘gap’ in their care
for rehabilitation programmes to be delayed until the following Monday.

4.4.5 The process of hospital discharge

Continuity of care: a gold standard

What became clear from many of the interviews with patients, carers and
service professionals was that there is an agreed - even if rarely expressed -
gold-standard hospital discharge. Certainly to patients and carers, continuity
of care can mean some very simple things - at least, simple in concept even if
difficult in practice. What patients often said when interviewed before
discharge was that they hoped to meet (and see and talk to) the staff who
were going to be working with them when they got home. They hoped that
these staff would come in to see them - even if it was only once and briefly -
and also meet the staff who had been treating them in hospital. Similarly, the
hope was that when they went home they could be taken home by a member
of hospital staff (whether nurse, therapist or rehabilitation assistant) and
almost literally handed over to whoever was going to be providing treatment,
care and support at home. This combination of inreach and outreach was rare
in the cases of patients recruited to this study. One important difference in
terms of inreach was between South Tyneside and the other two localities.
The difference was the location of the Community Stroke Team on the Stroke
Rehabilitation Unit in South Tyneside. This meant that those patients who
would be receiving continuing physiotherapy or occupational therapy support
once they got home did have the opportunity to meet the therapists
concerned. They were on the ward and, however briefly, could (and did) meet
patients before they were discharged. Although a combination of outreach and
inreach was generally regarded as the ideal it was said to be difficult to
achieve in practice because of pressure of time upon already stretched staff.
In the case of South Tyneside, according to one interviewee,

...sometimes all we’ve got time to do — for example two who are going out this
afternoon — is go and say ‘hello, we’re the Community Stroke Team, we’ll be
seeing you from now on, this is our folder with our leaflet in it and this is your
first appointment. Then they don’t meet us until 2 or 3 days later or whatever.’

Q: But they’ve got a face and a name?

A: Yes, even when we don’t get to see them [before discharge] I've had people
say, ‘oh, I've seen you up on the ward’. So at least they know who we are...
But yes, the ideal would be to do the last [occupational therapy] or
physiotherapy session in the unit as a joint session with the unit [occupational
therapist] or physio. And then if appropriate, if it was a complex case, they
would then come out and do the first visit at home with us. That would be the
ideal — if we had time!

Occasionally this sort of joint session was possible, but it was unusual. As it
was, merely by virtue of their co-location, the Community Stroke Team were
fully conversant with the treatment and therapy that the patient had received
on the unit and elsewhere in hospital. Given the small size of the team and
the volume of work it was widely thought to be unlikely that they would be
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able to act in this way if they were not co-located on the unit. As one senior
manager in the Acute Trust argued, ‘we see here [on the unit] as the best
place exactly for that reason’.

The importance of language: transfer not discharge

It is worth noting that elsewhere along the pathway of care - pathway here
being used in a general sense - the language is not of discharge but of
transfer. This is the case when someone is transferred from the ambulance
service to A&E, from A&E to medical assessment unit or general medical
ward, and from there to a Stroke Rehabilitation Unit. There was general
agreement among interviewees across the three fieldwork sites that the word
discharge is heavy with connotations — as in its dictionary definition - of
‘letting go’, releasing from a ‘duty, commitment or period of confinement’, or
even of ‘dismissal or ejection’. Hence the widespread preference among many
service professionals to speak again of transfer; here with its lighter, or
softer, connotations of - literally — handover.

One of the consultant physicians we interviewed remarked that *however you
term it - "transfer of care” or "transfer of responsibility” - people always
know that they are leaving hospital and its always a frightening time for
people, and its always a bit daunting’. Asked what could be done to make it
less daunting he replied that the way in which people are told about their
imminent discharge could be improved. Apart from the language ‘the actual
time for the patient seems to come on fairly quickly and within 2 or 3 days it
can be from "we are going to arrange a home visit” to “you’re going home”.
And that’s not a great length of time to get used to that.” One solution, it was
suggested, might be to say more clearly to patients and families 2 or 3 weeks
earlier that ‘this is what we are aiming towards and this is when we are
expecting you to go home'.

However carefully this is done the time of discharge or transfer will, according
to one senior service manager, inevitably be difficult for many: ‘I know they
feel bereft on discharge because it's very intense. When you have got
somebody on a Stroke Rehabilitation Unit they live and breathe their
rehabilitation 24 hours a day, 7 days a week...and then they go home, the
rehabilitation will be continuing but it won’t be as intensive and it's very
difficult for them to adjust to that’. She recognised that it was ‘a big shock for
the patient and their family; there is a hell of as difference sitting in a hospital
ward, sitting in that security — even though nobody enjoys hospital — and
actually going back home and sitting in your own armchair’. And as one
therapist remarked ‘I think in the end it's always such a big shock if
somebody comes home with lots of problems’.

Interestingly, the 2004 Sentinel Audit notes that ‘Effective longer term
management of patients after discharge from hospital is critical as patients
can continue to benefit from rehabilitation and help with reintegration for a
prolonged period after stroke’ (Royal College of Physicians, 2004, p.20). But,
the report continues, ‘the objective should be to transfer the care of stroke
patients from hospital to community and not to “discharge”.’ (ibid)
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The importance of process, not a single event

Acknowledging that discharge can seem a ‘big bad word’ one of the therapists
within the South Tyneside Stroke Rehabilitation Unit said: ‘it just doesn’t start
2 days before they are due to leave hospital and it doesn’t end when they go
home, it ends after a period of time’. This is an important point: seeing
discharge as a process and as something that happens over a period of time
rather than as a single event occurring at a particular point in time; that is, a
process taking place for an extended period either side of the single event of
someone physically leaving hospital. Another important point made by the
same therapist was that ‘it shouldn’t be something that just happens to a
person, they should feel part of that’. In addition ‘close liaison’ between
hospital staff and colleagues in the community is of paramount importance:

Making sure there is a good handover of information...as well as referral to
appropriate agencies: making sure that they get referred to the Community
Stroke Team and hopefully that a member of that team will be able to go and
see them before they go off the ward, so that they know that they are not going
to be on their own and that everything is not going to stop when they get home.

Q: In other words, a sense of going out with them, not just handing them over?

A: That’s right — having a contact, knowing a face.

One problem that sometimes occurred in South Tyneside was that hospital
discharge was delayed because patients were waiting for home visits. This
was due to a limited occupational-therapy resource (with one full-time
member of staff). Such under-staffing also affected the abilities to build
patient confidence and skills before a home visit. Such skills, it was argued,
need to be practiced daily: ‘once a week you get less of a carry over and skill
development’.

The importance of good communication

For one of the patients and their carer in South Tyneside there was some
confusion and problems over aspects of the planned discharge. The main
problem was getting a stairlift. A lesser associated problem was with a
24-hour (overnight) home visit. The latter had been discussed as, and
understood to be, a formal assessment period. Both patient and carer were,
therefore, surprised at the lack of assessment: ‘The thing I was surprised at
was I was supposed to be assessed. But no one came...I was going out for
assessment and I thought somebody would be there to see what I needed
and what I didn't need’. The expectation was that this assessment would
reveal, for example, the absence of grab rails in a toilet and the need for a
wheelchair ramp at the back door. Moreover, the expectation was that these
requirements would not only be discussed with the patient and carer but
appropriate measurements taken. As it was, these were discussed after the
visit and many of the necessary adaptations were scheduled to be done in the
next few days before discharge. This meant they would be done without the
patient being present but would be supervised by his carer: *‘Which’, according
to the patient, ‘doesn’t seem a very satisfactory way of doing it. I would have
liked to have been there myself. I would have liked to have discussed it with
someone’. This, he thought, was the whole point of the home visit. There was
also a continuing concern about the adaptations which couldn’t be done
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quickly — notably the portable ramp to get the wheelchair in and out of the
house.

Both patient and carer also believed that a stairlift was needed before going
home: ‘I wouldn’t have got home if it hadn’t been in, they wouldn’t have let
me go’. The likelihood is that this was a straightforward misunderstanding.
Knowing the difficulties and delays in getting stairlifts fitted, staff do not
stipulate that fitting a stairlift is a prerequisite of a 24-hour home visit. The
normal expectation is that even if a stairlift is a long-term requirement home
visits will be made without them and with patients and carers therefore coping
with other arrangements - typically having a bed downstairs, and, where
there is no downstairs toilet, having a commode. Before looking at the
problem of obtaining a stairlift it is worth mentioning the other problem that
occurred. This was that the carer who was coming on the evening of the home
visit to help put the patient to bed was quite late. By the time he arrived the
patient’s carer had struggled to put the patient to bed. Both were ‘shattered’
by the time they had managed this. The same carer arrived on time the
following morning to help the patient get up. He had been late the previous
evening because his car had broken down in very bad weather.

As regards the stairlift, the carer had contacted social services and been told
it would be some time - several months — before a stairlift could be fitted,
and no possibility of doing so in time for the overnight stay. Believing it to be
essential, she contacted a private firm who fitted a stairlift within 3 days of
her enquiry — and before the home visit. It did, however, mean paying a
year’s rental. It is worth quoting in full this carer’s views about this
experience:

When it was this stairlift carry-on I kept saying to [social services] I need a
stairlift’. I said ‘I can’t really afford to just fork out £2000 to £3000 overnight to
just go and have this done’... So I go through this department, I go through that
department. I mean one day I must have made nearly ten phone calls trying to
get to this one. This man said ‘right, I’ll do an assessment over the phone’. I
said ‘great’. So he did this assessment over the phone, he said ‘right, you
probably qualify, but it has now got to go to this other department and then it’s
got to go to the finance department, then they put it out to tender and all these
people would have to come to your house to do estimates before they say which
firm they are going to give the job to’. So I said, ‘my husband is coming for an
overnight stay next Thursday so what am I supposed to do?’. They said ‘well
you have got the option of bringing a bed downstairs and having a commode’. I
said ‘which I don’t want, he doesn’t want, apart from anything else how can
you be doing an assessment of how he is going to cope afterwards if you are
just going to do a makeshift thing?’. So at the finish I rang a firm up on the
Monday said I wanted something done this week, they came and measured on
the Tuesday, he came and put it in on the Wednesday. I was able to do this,
but you talk to a woman whose husband is 80 and she is 79 or 80, how the
hell was she going to cope?

She then asked about being kept on the council’s waiting list for a stairlift:

‘Is there anything stopping me renting one and then when my name comes up
you put one in for me?’. The reply was: ‘Well that’s left to finance, I don’t know
how they will be if they come to fit one in and say ‘oh but you have already got

>

one.
Q: So are you still on the list for getting one from the council?

A: They are still saying ‘well we don’t know what happens in a case like this,
we haven’t really come across this sort of case before.’
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It is important to reiterate two points. First, that such problems are in part
due to straightforward misunderstandings about expectations. These in turn
can be partly explained by some shortcomings in communication: in this case
about the ‘necessity’ of a stairlift and about what would happen on the home
visit. Such reported misunderstandings do not necessarily indicate that staff
have been remiss either in withholding information or in giving misleading or
ambiguous information. Part of the problem is the sheer informality with
which information is given - in this case in South Tyneside, but also the case
in the other two study localities; patients and carers typically will not be given
a letter spelling out purpose, duration and content of, say, a home visit.
Instead, this will be discussed as part of the normal discourse on the ward:
and it will be done this way not just as a means of avoiding undue
bureaucracy - when, typically administrative support is at a premium - but
because this is part of communicating with patients not just informing them.
The second point to reiterate and underline is that descriptions of problems
encountered invariably in South Tyneside (and usually in the other localities)
were prefaced by, or concluded by, statements of general approbation and
praise. A good example of this is the following account from another carer in
South Tyneside, once again recalling problems associated with obtaining a
stairlift. Before detailing the recounted problem let us quote the concluding
comment: ‘That would be my one big complaint about what’s happening.
Apart from that everything has been really good so far, really good’. Part of
what was said to be really good was the delivery and fitting of aids and
adaptations - handrails, trolley, bath lift - ‘done within 2 days’. However, said
the carer:

I think at this point the only thing I can say about not being seamless was that
when my mother came out she was advised that she needed a stairlift. And at
this point I rang the social services, spoke to two people, was assured that a
file would be opened, my mother would be visited by the assessor and they
would ring me back and confirm all of this. They never rang back, I rang them
and couldn’t get hold of anyone — on holiday, etc., the usual story. And then
eventually I contacted someone else who told me that the file had not been
opened, nothing had been done; and this was 10 days later. And she rang me
back 14 hours later and said a file had now been opened and someone would
now be in contact. So here’s a case of an old lady who’s very bad on her feet
and who needs a stairlift and after 2 weeks of trying to get something done
nothing had been done, nothing has been done. That would be my biggest
complaint because there’s not even an assessment... I thought that was a bit
naughty. So my mother after 5 days is now, with help, going up and down the
stairs. But without the stairlift it means that when I’'m not here that effectively
has she has to sit upstairs until the carer comes, then when the carer comes at
say 6 o’clock she then has to go upstairs and be upstairs until 8 the next
morning. And we are quite prepared to pay if necessary, pay for part of it. But
that’s not the point, the point is that nothing was done.

It is important to make the point — however apparently self-evident - that
continuity of care is inherently easier when the care takes place in one
location (organisational and geographical) and in respect of one episode.
When, as is inevitably the case with hospital discharge, it takes place in
several locations (or over several episodes) difficulties mount - even if there
is a certain predictability to these difficulties where the patient is travelling
along a known care pathway; in this case for stroke but equally for other
conditions.
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In Lancashire the one of example perceived difficulties associated with
discharge planning from the community hospitals was in relation to a patient
assessed as having relatively little rehabilitation potential. A relative described
their experience as follows:

They [the community hospital] thought my Mum should go, the best place for my
Mum on a nursing point of view would be a home, and as I suggested we were
talking about quality of life and people having their own decisions because my
mother wanted to go back to her flat... If it was up to them my mother should
have gone into a nursing home [whereas] I would like to try and get my mother
fit enough so she can use a stairlift so she can go back to her own home; so she
has got her independence, but she is also being looked after.

The perceived lack of information about choices in terms of support meant
that on the basis of their own knowledge this family obtained Direct Payments
to employ carers at home in order, as one relative said, to be ‘more in control’
of their mother’s care. This relative thought the support, understanding and
communication received from professionals was limited. For example:

I think she was [seen as] bed blocking in the end because she kept getting
infections [the family saw this as being because nursing staff were too busy to
give patients proper baths and provide bed pans when they were needed]. But
because we had to get the package together and employ the carers it was a
long process... Now, for instance, my mother has been let out before this is set
up even now. I have only just got a bank account number. The way the payroll
exists, I haven’t had payment yet, so if  wasn’t able to negotiate an overdraft,
if l wasn’t able to have money in the bank to pay the carers, my mother
couldn’t have come home yet and it would have been another 6 weeks or 4
weeks. So the facility [of Direct Payments] is there but they don’t tell people
about it because it is a lot of hassle.

In this one instance the family felt that they had been ‘left to it’ by social
services. As is the case for therapy services in the NHS, this illustrates the
variability of social services across the area teams. Although several NHS staff
and managers argued that the lack of social workers attached to the
community hospitals made things difficult in terms of arranging discharge,
this was not an issue for patients and families. The only example of perceived
discontinuity was for the patient discharged to intermediate care — where, as
was the case for transfers from Blackpool Victoria to the community hospitals:
‘T didn’t know until the day and the wife didn't know either. They don't like
telling you much, it’s on a need-to-know basis’. The other patients and
families did not perceive any major difficulties and thought they had been
given appropriate notice of discharge and so adequate time to prepare at
home. They had also been effectively linked into Social Services Benefits
Advice, the Stroke Association, Age Concern and other relevant agencies for
additional support and were easily able to contact a named social worker if
necessary. Social workers were also said to be responsive in addressing
problems (e.g. the need to change agency home carers, or access day care) if
those emerged.

The importance of continuity of care ‘off the stroke pathway’

Pathways will differ in their detail, formality and design - in terms of
organisational and professional responsibilities. What is inherently much more
unpredictable and therefore much more problematic is the care that might be
required, as it were, ‘off-pathway’ - the care that a person with a stroke
receives when treated for illnesses unrelated to their stroke. This can occur
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both in hospital (whether acute or rehabilitation) and after discharge. In this
study there were several instances of stroke care being ‘interrupted’ by the
need for the general medical and nursing care associated with unrelated
illnesses. Almost inevitably some older people in hospital will acquire chest
infections or urinary-tract infections or other illnesses which affect and may
temporarily halt their rehabilitation and recovery. What matters to the
patients and carers — apart from obviously successful and speedy treatment -
is that the stroke goals and programmes are not lost sight of. This is less
problematic when the care is within the same hospital as part of the same
admission — and much less problematic when it can take place on the same
specialist stroke unit. It is much more problematic when it takes place as a
separate episode outside the specialist unit. This is the experience of two of
the patients in this study in South Tyneside (and of others in the other sites).
In one case treatment for a condition unrelated to the patient’s stroke was
given at a hospital at a different locality. Here the problem was simply one of
the condition preventing the patient taking part in post-discharge
rehabilitation. Physiotherapy from the Community Stroke Team was offered
but not taken up. Progress thus slowed and there was doubt about whether
the community physiotherapy service would be picked up again some weeks
later. In a sense this was an understandable self-imposed discontinuity of
care. All that is required in these circumstances is some reassurance that
when people are ready they can request the resumption of the rehabilitation
programme: that is, reassurance that it’s not stopped just because they have
exceeded the time limit that they understood to have been originally imposed.

The other case in South Tyneside involved a patient who was readmitted to
hospital for an infection, once again unrelated to the stroke that had led to
the original admission. Here, as well as some serious concerns about the
quality of the care on the medical ward, there was a feeling of disruption to
the stroke recovery and rehabilitation due to being treated - albeit in the
same hospital — as an entirely new case. Patients and carers generally accept
the inevitability of being seen in this way. But they also voice what seem to
be reasonable concerns about the absence of some sort of collective,
organisational memory. Or, put more specifically, the sort of care which
begins, in effect, with staff saying: ‘Hello Mr X, you were with us only recently
on the stroke rehab unit weren’t you. Now we’ve looked at your notes and
we've discussed with colleagues where you're up to with your present
programme of rehabilitation. We're going to have to sort out your current
problem but we’re also going to do whatever possible to make sure that we
maintain your stroke recovery and rehabilitation’. What is possible may in
practice be very little and not for some time. But at least the message
communicated to patients and carers is one of some continuity — continuity as
the same person coming back to the same hospital, although now for
something else, with the same needs for joined-up treatment, rehabilitation
and care.

There is, of course, an inevitable limit to what can be done to help some
patients. Most obviously these are limits to available capacity and resources.
South Tyneside is among the minority of localities with a Community Stroke
Team (see Royal College of Physicians, 2004), but this team is relatively small
and has a limited capacity. South Tyneside is also among the minority - an
even smaller minority of localities — of those with clinical psychology input.
Even more impressive is the way in which this limited resource (less than full-
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time) is stretched to cover patients first seen in hospital when they’ve been
discharged. Although there is as yet no dedicated clinical psychology support
to the Community Stroke Team this, it ought to be said, is due as much to
problems of recruiting a limited resource as to making available local funding.
Only one of the recruited patients in South Tyneside had significant
depression — and this was in hospital as well as after discharge. Although
aware of the help available from clinical psychologists — though
understandably unaware that this remains a rarity in most local stroke
services — the patient said she hadn’t wanted to see the clinical psychologist
‘because I just didn’t feel up to anything: I get very depressed’. And yes, she
said, simply and perceptively, ‘I know it's like Catch 22. She came round to
see me and unfortunately when she did I was in a very depressed state’.

Other experiences of care at and after the point of hospital discharge which
patients and carers recounted comprise two groups: those relating to the
provision of aids and adaptations; and those relating to home carers. As
regards aids and adaptations, and notwithstanding the above comments,
there was widespread praise for the speed and efficiency with which the
occupational therapists assessed and arranged for all the aids and
adaptations. As one ex-patient said: ‘The chaps came out and put a rail up
the stairs - fine. The toilet seat arrived. So that part, fine. They put a grab
rail at the back door. And they heightened my chair. That was excellent. So
I'm level - it's marvellous, it's really good’. The general view about home
carers was similarly positive. In only two cases were any problems
mentioned. The carer of one patient referred to the problem of different
independent-sector providers having contracts to provide the four-times-daily
personal care and twice-weekly practical care. This, allied to changes in
individual carers, made it ‘a bit bewildering’. One other patient and their carer
referred to having been introduced to care workers in hospital ‘And one of the
girls said “I'll be coming in the morning and the other will be coming at night”.
But they didn’t show up at home’. There was some uncertainly about whether
the same carers would come each day: ‘I think it's a different firm; Monday to
Friday are one sort of firm, but I think Saturday and Sunday is somebody
different’. And as regards timing, ‘The only problem is you don’t know when
they’re coming. You don’t know what time they’re coming in the morning and
you don’t know what time they’re coming in the evening’. It was, however,
acknowledged to be difficult for carers to be able to say exactly when they
were coming given their workload with other users and, overall, ‘They’ve been
very good’.

Seamless handover: passing the baton

In Darlington Memorial Hospital one patient was full of praise for the
arrangements made for her hospital discharge and the way in which it took
place. First, she was involved in discussions about when discharge would be
appropriate. A week before the proposed discharge date the occupational
therapist on ward 41 discussed at length the discharge procedures and care
needs at home. The occupational therapist arranged to do a environmental
visit prior to discharge and for social services to visit the patient to discuss
care needs. As the agreed date approached the patient was interviewed in the
ward by a social services care manager:
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‘we got together in the day room on our own and talked about what my care
plan was going to be. She suggested things, gave me the options on the meals
and everything; but it was up to me to decide what I would like... I just felt I
needed a carer for half an hour a day’.

Q: But if you’d said, oh I'd like one twice a day?

A: Yes, I could have had it from whatever, like twice or three times a day.
Q: And if you found you wanted more?

A: I could have it.

Q: You could just ask for it?

A: That’s right.

The care manager arranged for a carer to visit every morning, 7 days a week
for half an hour. It was agreed that she would provide basic practical care ‘as
indicated by the patient’ - such as laundry, hoovering and emptying the
commode - as well as general support. Thus ‘she doesn’t wash and dress me
or anything like that’. But she did watch to see that the patient could get in
and out of the bath safely; and similarly ‘go up and down the stairs - it was
just to watch me’. On the day of discharge the patient was accompanied
home by the occupational therapist from ward 41 together with two
rehabilitation assistants. Ward staff also informed friends of the patient (who
had no family carers) and they were present on her arrival home from
hospital. Together the staff, patient and friends confirmed that the house was
safe and agreed what additional equipment was needed. The occupational
therapist returned the following day with this equipment including a
wheelchair seat, shower board, trolley and a perching stool. A tangible sense
of being *handed over’ was a great source of reassurance to the patient: ‘it
was very good’. This was reinforced by her referral by the occupational
therapist to the Community Rehabilitation Team for twice-weekly
physiotherapy and occupational-therapy support. The community
physiotherapist, according to the patient, ‘doesn’t rush, just takes her time
and goes through my exercises; and does exactly what I did in hospital. If I'm
not doing it right to put me right - in a loving manner. I am just getting the
same treatment as I was getting in the hospital’.

This latter comment is an extremely important one in the context of this
study. Patients’ experience of continuity of care was defined essentially by the
perception that wherever there was a transition in care - from ward to ward,
from one member of staff to another and especially from hospital to home -
that this was seen and felt as a smooth handover and seamless transfer.
Handover here means something both particular and special in the context of
continuity of care. Handover literally means being taken by a member of staff
in one unit and being given directly into the care of another member (or
members) of staff in another unit. An apt metaphor would be the one from
athletics of handing over the baton in a rely race. The crucial elements here
are passing the baton smoothly from hand to hand: it cannot be thrown, it
cannot be left lying on the ground to be picked up and it certainly cannot be
dropped. The other crucial element for the patient is that such a transfer not
rushed and is personal: that is, that they are fully informed, with, as far as
possible, any queries or concerns addressed and allayed.
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Asked in ward 41 about her imminent discharge another of the patients
remarked upon the occupational therapist having contacted her family and
having been to her house for an environmental visit:

...that has all been seen to. I thought it was wonderful...[the occupational
therapist] won’t let you go unless you are sure that you will be able to cope,
which is the main thing... I have also got aftercare at home: I've got someone
coming in, it would be about 4 times a day. At my age you have to be sure that
there is going to be somebody there.

Q: And have you been asked what you wanted and offered what you asked
for?

A: Yes it would be all sorted out today...it’s all happening here. I was surprised
that they went out to the bungalow, but they won’t let you go unless you are
alright to go so it’s a good thing I think, very good.

Interviewed 2 weeks after her discharge the same patient recalled, with
pleasure, the process of discharge itself. Here — as with the other patient
referred to above - she was accompanied home by an occupational therapist
and a nursing assistant. She was met at home by her daughter and also by
the independent-sector carer arranged for her by social services: ‘they were
really helpful’. This was a literal handover, with the ward-based staff
(occupational therapist and rehab assistant) able to describe to the daughter
and carer the patient’s treatment and rehabilitation in hospital and discuss
what her needs now were - needs specifically in terms of how they could best
help by encouraging and supporting the patient walking and transferring.

Unfortunately this well-arranged discharge was marred, albeit briefly, by the
patient’s experience with her first carer: ‘She was a bit new. She didn't seem
to know much at all. She didn’t really like the job’. On the first morning ‘she
was supposed to be here at 8.00 and it was 9.20 when she rolled up. So of
course I was getting a bit worked up by that time. I wasn't feeling too well
and I could easily have sat down and cried about it all. I did get myself a bit
upset. I felt I had gone back a bit through that. It was a bit emotional...a
couple of days I was quite depressed, but I did get over it'.

This underlines the importance of a smooth handover of care at a time when
patients feel vulnerable. As several staff commented, after many weeks of
inpatient treatment, rehabilitation and care, patients understandably become
accustomed to 24-hour care. They may be critical of some aspects of this
hospital care but they know - even if not consciously acknowledged - that
they have the safety net of around-the-clock hospital monitoring and care.
Especially for people living alone — as was the case for all the recruited
patients in Darlington — and especially for people who have experienced the
trauma of a stroke, discharge home after a long period is invariably,
therefore, a time when they feel extremely vulnerable. They may be longing
to leave hospital but without exception those being discharged wanted to
know that appropriate rehabilitation, care and support would not be turned off
at the point of discharge. An important part of continuing recovery is the
knowledge that there will be such continuity of care and support after hospital
discharge.
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4.4.6 Post-discharge care and support

In Lancashire (Fylde and Wyre), health-service contacts with stroke patients
continued as appropriate via day hospital (at the relevant community
hospitals) or outpatient review clinics either at the community hospitals or
Blackpool Victoria. In addition, allied health professionals based at the
community hospitals potentially referred stroke patients to the speech-and-
language-therapy day service at Southshore Hospital. Once the patient’s
period attending the NHS day hospital is complete, it is up to social services
to refer, either on the initiative of the social worker or following a patient’s or
family’s own request, to an alternative local-authority-funded day-care
service. Importantly, those services are not always suitable - for example,
because of limited numbers of transport places for wheelchair users. This lack
of day care was growing as an issue for patients and families towards the end
of our fieldwork period because day-hospital provision at the community
hospitals was being discontinued (see below). Another issue raised by staff
specifically in relation to outpatients was that, as noted above, not all patients
transferred to the community hospitals continued to see a designated Stroke
Consultant. This meant that although

...when they come into the acute stroke ward they are under [a stroke
consultant] once they are moved to the community that isn’t the case, there are
a number of different consultants. So when they come in for an outpatients’
appointment it would be under a different consultant.

GPs are involved with patients post-discharge from the community hospitals,
specifically for referral back to Blackpool Victoria for outpatient clinics, or for
ongoing physiotherapy from the NHS community sector (for Fylde and Wyre
GPs this is to relevant community hospitals of Rossall and Clifton),
intermediate care (e.g. Blackpool GPs can refer patients back to the Blackpool
social services intermediate-care facility known as the ARC) or Kirkham
prison. They are also potentially involved with community pharmacists in
terms of patients’ medication and ongoing health checks.

Although the majority of patients said that arrangements for outpatient
attendance at the community hospitals had worked smoothly, one family’s
experience raises the general issue of what are often seen as loose links
between primary and secondary care following discharge. As the daughter
commented when asked about outpatient attendance:

She [mother] goes to have her blood taken. [At Clifton?] Yes, but they were
sending her to Victoria. And the second day out of hospital, knowing she had
had a bowel infection, she was made to wait 4 hours, taken in an ambulance
and brought back. So she got up at 10.00 because we weren’t sure what time
the ambulance was coming and they brought her back at 3.00. So that was a
good day out for somebody who had just come out of hospital. [And that was
for a blood test?] Yes. [And the district nurse couldn’t take it?] Well apparently
that happens in other areas but here... Well sometimes you get sick of fighting
so you let things go over your head ... You chose the ones you can win and you
chose the ones you can’t.

In relation to follow-up by GPs too, only one patient had experienced what he
regarded as difficulties. On discharge from intermediate care, the patient
concerned had received medications and arrangements for repeat
prescriptions were working smoothly, but he felt ‘you are shut off once you
are discharged’ and reliant on GPs to review medication, progress, etc. He
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said of his GP: ‘She has never been near...and to think we have been with
them a long time’. The remaining patients, however, said their experience had
been very good. One had seen her GP relatively soon after discharge: ‘He
gave me a check over’ and had made a further appointment for a blood test
and general monitoring in @ month’s time. Another had seen his GP and was
now content with the ‘very efficient” arrangements for repeat prescriptions
and medication monitoring through the community pharmacist - ‘they would
even deliver’.

Another type of GP contact highlighted was in relation to the small number of
patients discharged home directly from Blackpool Victoria without subsequent
rehabilitation. For example:

We had one the other day that I've got to follow up. And it was a GP referral
into our service as outpatient, saying that this person had gone into the Vic and
he was having extreme difficulty with mobility. Now is it because he wanted to
go home? We don’t know. Or is it that he just got discharged home because he
was actually on his feet, you know albeit just chair? I don’t know...looking at it
on paper he is youngish, I think 50s, 60s, why had he gone home? You know
he should be for a rehab bed at Clifton or even one of the other rehab
hospitals... It’s not too many [cases like this] we get but we do get them that
they have gone home, then they start failing or... it hits them that they have got
a problem and they go to their GP. So we don’t know why.

This example serves to highlight the difficulties associated with what several
NHS interviewees described as the emphasis on the ‘linear’ care pathway (i.e.
acute to community rehabilitation beds) through the health system locally,
with a perceived lack of mechanisms to track patients that do not take the
‘standard’ route and who may therefore not be known to the stroke specialist
nurse. As several NHS interviewees argued, such a situation means that
patients potentially receive a very different service compared with patients
who the stroke specialist nurse is made aware of and manages to route
through ward 20.

In one telling comment this patient also observed that intermediate care ‘was
really helpful... But there are two lots of people getting funding to do the same
thing. They should come together in their approach.” The more intensive
rehabilitation provided in intermediate care meant for this patient that:

I can see the end in sight now and get home and finish. [It has been a long time
hasn’t it?] Too long ... you get sort of acclimatised — no that’s not the word, I
don’t know what you would call it really, institutionalised should I say and it’s
not for me at all. It might be for some people but it isn’t for me.

In a later interview he made it clear how the delimited time (of 6 weeks) in
intermediate care provided a definite goal and added motivation to get the
most out of the service available because it was finite:

Oh yes I can see the outcome now. Another 2 weeks and I'm gone. Because I
thought I’d never bloody get out of Clifton you know... I don’t know what it is
with this [stroke] they don’t seem to want to let you go, none of them.

Elsewhere patients and families commented on the length stay in the
community hospitals as not conducive to successful rehabilitation. Two such
comments were: ‘I am just impatient to get home and get about’; ‘About
13 weeks I think nearly 14 [I was in Clifton] I'd had enough. I am very glad
to be home'.
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Aids and adaptations

We have referred above to some of the problems with aids and adaptations
experienced by patients and their carers in South Tyneside around the time of
their hospital discharge. These were problems in a locality with a unitary local
authority responsible for both social services and housing. They were also, it
is important to stress, problems being addressed urgently by social services
managers. In Darlington, as indicated below, there were similar problems for
one of the recruited patients. Here, however, as in Lancashire, there needs to
be good joint working between separate social services authorities and (for
non-Darlington residents discharged from ward 41 at Darlington Memorial
Hospital) neighbouring District Councils as housing authorities.

In the case of Lancashire patients and families experiences with the delivery
and fitting of equipment and home adaptations varied according to the route
taken through the health and social care system. All of the patients that went
through Clifton Hospital received their made-to-measure wheelchair while
they were in hospital, whereas at Rossall the patient concerned was told it
would be 12 weeks after discharge before her wheelchair could be delivered.
By contrast, however, she experienced no delays in the provision of other
equipment and home adaptations (zimmer frame, hand grabs, stair rails,
bathroom adaptations). In the latter respect, patients leaving Clifton Hospital
did recall some problems. One relative described the Clifton experience as
follows:

No we had nothing, we had no equipment, we had no help at all. We had no
rails in the toilet and we didn’t have any help at all really, apart from his
wheelchair. [So how long did it take to sort out?] Oh not that long really. I just
had to keep ringing occupational therapy and saying “This won’t do’.

Although things were sorted out relatively quickly, continuity of care for this
patient was compromised by the appropriate equipment not being in place.
Such cases seemed bewildering to patients and carers alike after they had
been in hospital for several months with, in their view, ample time for
arrangements to be made. A second issue for this family was that Equipment
Services were unable to give them a firm time for delivery of their bath hoist.
This meant that on the first delivery attempt no one was at home, and they
then had to wait in until the hoist arrived several days later.

Once again, the experience of the one patient in intermediate care was
different. Although it took several weeks for bathroom adaptations, stair rails,
access ramps and lift at the outside door to be installed, and ‘I am
housebound until I have got that’, the patient said he was clearly told about
the possible delays. Moreover, he ‘could have stayed in [intermediate care]
until they got [the adaptations] done’. It was simply his choice that he
‘thought “"No way, I'll come home”. At least I'm here. I can gee them up that
way can’t I?’. Despite acceptance of the delays, however, the patient
commented on the several different contractors employed to carry out the
necessary work. For example, he had one visit from a contractor simply to
install an electric socket but had to wait for another to receive the equipment
itself. He also said that although expensive bathroom adaptations (including a
new walk-in shower) had been completed, it was due to be another two
weeks before his bath seat was delivered. As he said: ‘You would think they
would co-ordinate [the delivery of different pieces of equipment] better’.
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Significantly, this patient also commented on the different equipment and
adaptation support that would have been available if he had been discharged
straight from the community hospital. *‘Well all they were talking was a bed
downstairs plus a commode’. He thought that staff at the community hospital
had simply underestimated his potential for achieving a more ‘normal’ life
long term.

In Darlington the same patient who was so complimentary about the general
level of community-based care and support — and the co-ordination between
the agencies and carers concerned - did voice one reservation. This was that
more than 2 months after discharge she hadn’t been provided with a ramp at
her front door. ‘The council’, she said, ‘are supposed to do that’ and had been
asked to do so. But ‘at the moment they have to lower me down [but] you are
not supposed to do that'. Although a temporary ramp had been suggested she
was, she said, ‘not really all that happy about [it]". As well as the ramp she
had also been told when she came home that she should *have a handle next
to the toilet just to hold on to, but they haven’t been and done that yet... I
just hold on to the windowsill and that’s tiled you see, so it’s flat; but I have
to make sure my hands are dry’. With a combination of resignation,
understanding and patience which typified the majority of patients and carers
interviewed in this study she concluded by saying that although she and her
daughter ‘are going to try and push the council...I know it’s the budget and all
that'.

Shortage of community therapy

We have referred elsewhere in this report to the problems associated with
shortages of staff to provide even a generic let alone a specialist community
rehabilitation service for people who have had a stroke. In Darlington there
were concerns about the lack of a specialist Community Stroke Team and
about the severe shortage of, especially, clinical-psychology and speech-and-
language-therapy resources to generic community services. In South
Tyneside, although there was a highly regarded Community Stroke Team it
was widely acknowledged to be similarly short-staffed in terms of speech and
language therapy and more generally under-resourced in terms of nursing,
occupational therapy, physiotherapy and clinical psychology.

In Lancashire one of the main issues was lack of community therapy — made
worse by closure of the day hospitals towards the end of the fieldwork period.
Only one patient in the study was able to attend the day hospital (at Rossall),
where she described the games and exercises as ‘very good’ both socially and
in terms of maintaining motivation for continued rehabilitation. As she said: ‘It
kept you going’, but

...it [day hospital] finished the week before last because they are closing,
closing the day service. They are closing about three hospitals. They are short
of staff and they are deploying the staff on to the wards. Not only Rossall, at
Southshore, Clifton and somewhere else as well... They are supposed to be
opening again January, but I can’t see it. If they can’t get staff now for the
hospital, they are not going to get them in January are they?

For this patient the subsequent transition to social services-funded day
services (which provides social activities but not therapies) had worked quite
smoothly and was not an issue because she had recovered well so no longer
required therapy input. Rossall Hospital had contacted social services when
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they knew the day care at the hospital was finishing, and social services had
arranged for her to attend a day centre in Bispham at a cost of £3.20/week.
The only issue for her was that ‘They [social services day services] are very
busy with all these hospitals closing’, and she observed that not all of her
fellow patients had successfully ‘got into’ alternative provision.

For the other patients in the study who did not yet feel fully rehabilitated, the
closure of the day hospitals was more of an issue because of the lack of
therapy services in the community. One was simply not given the opportunity
to attend because ‘They’ve closed the day hospital at Clifton now’ — a fact he
and his family thought was problematic in that there was now nowhere for
them to go for advice about continued rehabilitation — even if this was
low-level maintenance involving primarily self care. Another Clifton patient,
who had the perceived added difficulty described above of having to find
things out for herself associated with taking on Direct Payments, had also
been discharged with no advice regarding day services. She said:

Iwon’t go to outpatients, but I am going to join a stroke club [suggested by
chance by one of her carers whose own relative coincidentally had attended the
club following a stroke]... They have entertainment and sometimes they just
chat and have days out.

As already noted, the recruited patient who was discharged via intermediate
care had received advice regarding day services, but had been unable to
attend because of a lack of transport places for wheelchair users to get to the
Centre. Importantly, from his point of view intermediate care had a number of
benefits, particularly given the absence of the ‘intensive rehabilitation’
expected at Clifton, which the hospital had not been able to deliver due to a
shortage of allied health professionals. In this context, intermediate care
provided a second chance for more one-on-one support and rekindled
motivation to progress further and/or to accept disability having had a
‘proper’ attempt at rehabilitation. This is perhaps an argument for better
information to patients earlier in the care process (i.e. about the level and
intensity of extended rehabilitation that they should expect). As one service
manager pointed out in relation both to the Gloucester Unit at Clifton and
Rossall Hospital: *Probably one of the biggest problems we have is patients
get told they are coming to us for intensive rehab and their ideas of intensive
rehab are totally different to what a physio’s idea of intensive rehab is...it can
be difficult.”

Another issue in terms of post-discharge follow-up was the lack of available
community physiotherapy. In this context, the patient discharged via
intermediate care encountered problems due to the complex geography of
health and social services locally. He had wanted to go back to the (Blackpool
social services-funded) ARC intermediate-care facility for a reassessment and
additional exercises to continue with at home. The ARC was willing to reassess
him, but the referral had to go through the patient’s GP - and as a Fylde GP
she could only refer to Rossall Hospital where there were no physiotherapists
available without going on a long waiting list. The patient was now in a
situation where, ‘I said we'll go for a private one [physiotherapist] because I
am just static now. I am not getting forward like I should be. I should be
progressing and I'm not’. The decision to pay privately had not solved his
problem however, as ‘decent physios [NHS or private] are few and far
between apparently’. The same difficulty had been encountered by the patient
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discharged with Direct Payments: ‘We are looking for a physio, but
unfortunately we haven’t been able to get hold of anybody’. Two of the
patients in the study had considered bypassing the NHS system to access
additional rehabilitative physiotherapy at Kirkham Prison. As one said: ‘The
wife wanted me to go to Kirkham Prison because that is supposed to be
brilliant physio there for strokes. But you have to get your doctor’s [GP]
approval and she just pooh poohed it'.

Joined-up post-discharge care and support

We were able to follow-up three of the patients recruited at Darlington
Memorial Hospital for some time after their hospital discharge. Two of the
three received continuing therapy from the same Community Rehabilitation
Team - based in County Durham, not in Darlington. Both also received social
care support, again arranged by Durham not Darlington Social Services. One
of these recruited patients, who received community-based therapy and
domiciliary support after hospital discharge, was interviewed four times after
she returned home. She was extremely complimentary about both the
therapy she received from the Community Rehabilitation Team and the social
care support organised by County Durham Social Services. The former, she
said, ‘are really excellent, they really are: it's continued rehabilitation’.

Q: It’s as if you have just been handed over?

A: It’s a continuation helping me, yes. Seeing how I have progressed and if I am
doing anything wrong they will point it out to me in a loving way... The
physiotherapist doesn’t rush me; just takes her time and goes through my
exercises and does exactly what I did in hospital. I am getting the same
treatment as I was in hospital.

Q: As if it’s the same team?

A: Itis. It’s as if it’s the same team, yes.

This physiotherapist and occupational therapist support began 2 weeks after
discharge - ‘but I wasn't hurt about that: I felt alright about that because I
have been able to do things for myself which I needed to do’ - and continued
twice weekly for 6 weeks. By the end of this period the patient was walking
confidently and going shopping locally by bus. She thought this period of
rehabilitation was sufficient. She wanted to regain her independence not only
walking unaided but returning to work on a part-time basis — which she did
successfully 5 months after her hospital discharge. She was equally clear that
the social care support she received was what she wanted, for as long as she
wanted it. In practice this was a short period of time. She received such care
for 5 weeks from the time of hospital discharge.

Interviewed three times over a period of just over 3 months after her hospital
discharge the other patient said that after the initial poor experience with her
first carer post-discharge (as described in the preceding section) she was
‘really happy’ with her subsequent carers. A change in care providers had
been made by social services as soon as they had been contacted by the
patient’s daughter following the initial late visit. The care package, from one
or other of two carers, comprised 30 minutes, four times a day, 7 days a
week. Separately she also received visits twice a week for a bath, 1 hour'’s
support each week for shopping and one for laundry and housework. She
described how the carers ‘wheel me into the bathroom where I wash myself;
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or if I get stuck with a zip or hooks and eyes I just give a shout and she
comes and helps me. And then when I've got my clothes on, she wheels me in
here and while I've been washing she gets my breakfast’.

She was full of praise for the fact that she could negotiate the times of visits:
9.30 p.m. not 8.00 p.m was, she said, her choice for getting to bed. ‘You can
choose more or less your times: they ask “do you want it earlier or later?™.
The same was true for the times for having a bath. Being able to choose was
something she appreciated: ‘between you and your carer you can do that’.
She described her carers as kind and reliable: ‘they are very nice girls’. And,
she said, she was very reassured to know that she could call at any time if
there was a problem: ‘she says “if you are worried about anything just give us
a ring”, so it couldn’t be better than that’.

This same patient was equally complimentary about the help she received
from the Community Rehabilitation Team, with the physiotherapist (or,
usually, the therapy assistant) visiting three times a week. This was ‘very
good’ not just in terms of continuing exercise but because with occupational-
therapy assistance too she was finding the confidence to go out and be taken
shopping.

One other aspect of her care at home which this patient remarked upon was
the co-ordination between the Community Rehabilitation Team and her home
carers: ‘the stroke people have put a book [which] the care workers are to
sign and write on...they have to walk me up and down, that’s a bit of time off
their half an hour...they have been told to do that as well’. *All in all’, she said,
‘I find it very good really. I feel quite happy with it..when there is different
departments all to do with strokes and they all seem to confer and all that,
that’s a great help. It really makes you feel better’.

Q: It looks as though they are all pulling together.
A: Yes, definitely.

This was one of several occasions throughout the study when patients (and
their carers) remarked upon the benefits of what they themselves saw as
some form of joined-up working. Typically such comments were indirect or
the benefits were implicit in interviewee’s comments. Indeed, as we have
argued previously, the benefits of joined-up working - in terms of promoting,
and representing continuity of care - are typically apparent to its recipients by
its absence rather than its presence. In other words, patients more readily
note and remark upon the problems caused by agencies and staff appearing
not to be working together or communicating with each other - with
discontinuities of care evident in care gaps, shortfalls, overlaps or delays. One
other important facet of continuity of care demonstrated by this patient’s
experience - and widely shared by others - is that of flexibility. Continuity of
care in this sense means the ability and willingness to respond and adjust to
people’s changing needs and preferences. It is care which is continuously
sensitive, but to be properly sensitive it needs to be care which looks for
changes in needs and preferences rather than merely responding to them.
This, of course, is little more than the common currency of good-quality care
- whether medical, nursing, therapy or social care. Finally, it is important to
stress the significance which patients in this study attached to offers of
continuing support (and, by extension, continuing interest and concern)
beyond the point at which such support formally ends. Even if now at the level
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of ‘potential’ care it represents a reassuring safety net as important (even if
less tangible) as a care alarm system.

4.5 Summary

In view of what appears to be a lengthy catalogue of shortcomings perceived
by patients and carers at all stages of the patient journey, it is important to
reiterate a caveat made at the beginning of this section. This is that overall
the 18 recruited patients expressed general satisfaction with most aspects of
their stroke treatment, rehabilitation and care. Indeed, many were full of
praise for most aspects of their care, including a sense of continuity across
the transfer from hospital to home. It is worth underlying this generally
positive set of recollections for two reasons: first, because it is in such
contrast with the experiences recalled by users and carers in our learning
disability case study; and second, because, as we have said, people tend to
express frustrations and describe perceived problems at great length,
whereas they typically express praise only in brief. Unlike experiences
recorded in learning disability services, stroke services were characterised by
continuities of care not discontinues of care, and in many cases much more by
continuities of care.

One of the starkest contrasts between the two case studies was in the
provision of information and the involvement of patients and carers: generally
poor in the case of learning disability services; generally good in the case of
stroke services. The latter was not just in care planning and goal setting but
in discharge planning which included, for carers, being encouraged to come
into hospital to learn about moving, handling and safe transfers. Information
provided - both written material and videos — was generally thought to be
timely and helpful. Where they were available - in South Tyneside - patient
and carer groups (e.g. the adjustment group organised by the clinical
psychologist) were regarded as a good opportunity to obtain and share
information with ‘real experts’. As might be anticipated, some concerns were
expressed about transfers within hospital (i.e. between wards) and,
especially, between hospitals in the geographically dispersed service system
in Lancashire (Fylde and Wyre). Transfers involve a literal disruption in the
flow and continuity of care and therefore to some extent can be expected to
be points of perceived discontinuity, as patients change the staff and physical
environment (and routines) of one ward for another. Transfers do not
inherently involve discontinuity; they can as easily be a welcome transition
which marks expected or actual improvement in recovery. They will be
problematic where they involve a move undertaken largely for
bed-management purposes (i.e. in the context of a ‘red alert’). They were
also problematic when, as recalled by one patient, a transfer involved being
moved to the Stroke Rehabilitation Unit (in South Tyneside) on a Friday
evening - only to find that he would have to wait until Monday for
physiotherapy to begin. This seemed an unwarranted delay and discontinuity
- and one that highlighted the apparent anomaly of therapy staff not being on
duty at weekends whereas medical and nursing staff were always available. At
least, they were in principle available. In practice several patients referred to
one particular problem - stemming, it was almost always said, from pressures
on staff caused by short staffing — which was the repeated response of ‘in a
minute’ to calls (frequently urgent) for assistance to go to the toilet. However
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seemingly small-scale a complaint, this was cited as an illustration of the
many apparently mundane ways in which the how (and when) of care is as
important as the what.

Apparently simple things were similarly at the heart of what patients and
carers thought to be the essence of good hospital discharge. First there must
be good communication and prior information and involvement in planning for
exchange and beyond. It is as important not to raise expectations - about, for
example, what equipment or adaptations or other support will be available. It
is important for patients and carers to be clear about who they will see post-
discharge (and when and for how long and why); and conversely who they
should not expect to see as a matter of routine. It is even more important
that patients have an opportunity to see and speak to their post-discharge
carers prior to being discharged. The ideal is a combination of inreach and
outreach with staff on either side of discharge being involved in the literal
handover of patients. This sort of seamless handover is akin to ‘passing the
baton’ in athletics. Especially for older people who have had a stroke and who,
as a result, are often physically less independent, such a sense of literal
handover is an important means of lessening anxiety and feelings of
vulnerability after what is often a lengthy period in hospital.

The athletics baton metaphor is a particularly apt one because patients
expressed the wish not to be apparently dropped by one agency or set of
professionals and have to wait to be picked up by another: and a wish, too,
that care and support not be turned off once they have been formally
discharged from any service. Many patients spoke of the importance (and
reassurance) of knowing that they could contact services (and individual
professionals) if they were concerned about their circumstances, whether a
perceived lack of progress, a perceived need for tangible support or low mood
and motivation. This, in effect, is continuity of latent care. Much more tangibly
and much more immediately, post-discharge there were several difficulties
with the provision of aids and home adaptations. Delays and difficulties at this
stage are doubly frustrating for ex-patients and their families: first, because
of the straightforward effect which not having steps or ramps or rails has
upon someone’s ability to adjust to home living and to continue rehabilitation;
second, because it seems such a marked contrast to the 24-hour care in
hospital. And as such it can seem to reflect the disjunction between parts of
the care system and the realisation of anxieties about being ‘dropped’ or ‘lost’
after discharge. Finally, it is important that continuity of care be seen as
something much wider than what takes place only on the stroke care
pathway. Patients who have their recovery or rehabilitation interrupted by, for
example, another (unrelated) illness or injury need to feel that in other
contexts with the health and social care system there is knowledge of and
understanding of their circumstances in relation to the stroke. Continuity of
care, in other words, needs to extend off the care pathway, not just along it.

4.6 Conclusion

The principal aim of this study has been to examine patients and carers’
experiences of stroke care across the patients’ journey. Although our main
focus has been on the hinge point of hospital discharge - the transfer or
transition from hospital to home - we have also looked at how services are
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joined-up and experienced as continuity of care prior to and subsequent to
the time of discharge. We have found considerable evidence of experienced
continuity. This is a marked contrast to the learning disability study in which
we concluded that experience of transition for young people leaving school is
mainly characterised by discontinuities. Precisely because this broad general
experience was of continuity we will end with an extremely positive account
from a patient in South Tyneside. Before doing so, however, we need to
outline briefly some of the explanations that were given for the discontinuities
that were apparent.

These explanations reflect different levels of the context within which care is
planned and delivered (see Section 6). In terms of the inter-organisational
context we can conclude — and in doing so concur with Derek Wanless — that
a context of marked inter-organisational complexity, in terms of severe
organisational turbulence and a multiplicity of overlapping organisational
boundaries (and roles and remits), is one which impedes rather than
promotes partnership working, the adoption of a whole-system approach and
service integration. Such complexity makes joined-up working — and, by
extension, a delivery of continuity of care — more difficult. On the other hand,
inter-organisational simplicity (i.e. conterminosity) and relative stability are
solid foundations for — but not guarantees of — such joined-up working. The
evidence from this study is that services in South Tyneside prospered in just
such a context of relative inter-organisational simplicity, just as they were
hampered in Darlington and, even more, in Lancashire (Fylde and Wyre) by
contexts of considerable inter-organisational complexity.

At the level of inter-professional working we found perceived difficulties with
the composition of stroke teams. First, it was widely agreed - as spelt out in
most of the guidance - that social workers are important team members,
especially in the planning and management of hospital discharge. None were
members of the stroke teams in any of the three case-study localities. The
problem for social services is how to manage a limited resource with
competing claims from other specialist teams. In Darlington and Lancashire
(Blackpool Victoria Hospital) Hospital Discharge Teams were a valued
resource, but they are a generic not a specialist resource. The second
difficulty was the absence, except in South Tyneside, of specialist Community
Stroke Teams - and even in South Tyneside this is a very small team. There
was evidence of some boundary disputes and tensions (a) between specialist
stroke staff in hospital anxious not to discharge patients as soon as they
otherwise would if there was a specialist community resource and (b) about
social services staff who had not attended ward-based MDTs reassessing
patients at the point of discharge. There was a particular concern about the
shortage of some staff. With the exception of South Tyneside there was no
clinical psychology input to stroke services - a problem both in hospital and in
the community. There was a similar dearth of speech and language therapists
in the community, even as members of generic community rehabilitation
teams. Finally, concerns were expressed about shortages of occupational
therapists - with, often, the effect of delay in discharge because there had not
been a home visit — and of physiotherapists, especially in the community. The
overall conclusion was that there is much agreement that a specialist
integrated stroke service which operates across the whole patient journey
needs specialist expertise at the acute stage, in post-acute intensive
rehabilitation, and in post-discharge community services. Self-evidently,
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however, staffing such a joined-up specialist service has major resource
implications, as the stroke service plan for South Durham and Darlington well
illustrated.

The pressures on staff and shortages of staff were mentioned by many of the
18 recruited patients when interviewed about their experiences. To some this
seemed to lessen the amount of therapy that they had expected, to others it
resulted in a prevailing ‘in a minute’ response to requests for assistance,
whereas to others it meant having too little time to discuss their care and
prospects with staff. There were some communication problems but overall
patients and carers were extremely satisfied, both with the information they
received and the involvement they were encouraged to have in all aspects of
care planning, before and after discharge. Hospital discharge itself typically
was a relatively smooth process but in only a minority of cases did it approach
the notional gold standard of seamless handover - and literal handover - with
staff, in a combination of inreach and outreach, working together either side
of the point of discharge.

It is because the principal focus of this study has been on the point of
transition from hospital to the community and home that we have
concentrated on how stroke services are joined up at the end of a patient’s
hospital stay - prior to, at the time of, and subsequent to discharge.
However, we saw one very good example in South Tyneside of how important
it is that such services are well integrated from the start of the patient’s
journey - and thereafter. This happens when the patient — not untypically in
the case of older people with a stroke - is the principal carer for a relative
who now becomes even more vulnerable at home. One of the patients
recruited to this study was such a carer; and one of his main worries upon on
admission was whether and how his wife would now be looked after. The
following is his recollection of how this was dealt with.

In the first interview with this patient in hospital he said he had spoken to his
wife and asked ‘Will you go in a rest home for a fortnight just so that I
haven’t got to worry about you and I can make a 100% effort to get out as
soon as I can? Because [the social worker] has promised us that once I am
out of here you are out of there. Well they went and had a look at it yesterday
and it’s a lovely private rest home: it's beautiful down there.’

Q: So when did you see social services?

A: He came in the day after I was admitted...he came straight away and he got
the ball rolling straightaway.

Q: So you don’t need to worry about her: that’s the main thing?
A: That was the main thing.
Q: Because she’ll be alright?

A: Well, as from 2 o’clock today, well as from when [his son] came up last night
and said [the social worker] is getting her in to the private home for respite. So I
said ‘well that’s great. I can say, right, that’s it’.

By which he meant he could stop worrying and thereby concentrate 100% on
his recovery in order to get back home to look after his wife. Moreover, he
had been assured that he and his wife would be offered extensive support by
social services when he went home. At a later interview (still on the Stroke
Rehabilitation Unit) he said: ‘Mind you, the chap from social services, he was
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really good. He said “I can assure you when you come out we will be there for
you™. Once again, with such an assurance the patient could concentrate on
recovery: not worrying about current care or further back-up meant not being
distracted, which meant not having care mentally disrupted.

We have tended above to highlight some of the difficulties encountered by the
patients recruited to the study. However, in both content and tone the
perceptions of their care reported by patients (and their carers) were
overwhelmingly complimentary. It is, therefore, appropriate to conclude by
quoting the same patient as above. In the last interview with him in his own
home in south Tyneside he reported being '100%’: in fact he regarded himself
as not just being as well as he was before his stroke but better. It's worth
noting that although not the densest stroke, he had a stroke severe enough to
leave him on admission to hospital with neither feeling nor movement down
one side of his body. He was full of praise for the care he had received,
especially on the Stroke Rehabilitation Unit: ‘The physio that they do, they are
really marvellous...it’s all down to the physios. I couldn’t do anything until
they really started on my body...the main thing that got me going was physio.
But everyone from the cleaners upwards, you know you couldn’t fault anyone
really’. When asked about his experience overall in terms of continuity he
went on in the following glowing terms:

They all co-ordinated well. It was a really good unit that. And you had your
meetings and you had other people coming in. You’ve got back-up all the way.
It was set out from day one right the way through until I got discharged. And
even after you're discharged they don’t leave you; you’re getting visits and
you're getting medical treatment, follow-ups. But in the hospital themselves I
couldn’t fault them, couldn’t fault them in the least, they were fantastic... I
don’t think you could improve on what they have done.
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Section 5 Learning disability case study

5.1 Introduction and overview

The second of our tracer conditions used to examine how inter-organisational
and inter-professional complexity affects continuity of care within local health
and social care systems is the transition from adolescence to young adulthood
among individuals with a learning disability. As with our study of older people
who have had a stroke, at the heart of our investigation of learning disability
transitions is the notion of partnership working across a wide range of
agencies, professionals and other stakeholders in the transition process.
Partnership working is, of course, far from new - the 1971 White Paper,
Better Services for the Mentally Handicapped, emphasised the importance of
close collaboration between health services, social services and other local
agencies. What is new is the nesting of partnership in learning disability policy
within a broader Government commitment to joint working, and an
expectation on the part of central government that partnership working will
be successfully achieved, using a combination of sticks and carrots. The
centrality of partnership working stems from the principles, values and
objectives of the White Paper Valuing People (Department of Health, 2001a),
which sets out the Government’s proposals for improving the lives of people
with learning disabilities and their families and carers based on:

e recognition of their rights as citizens,
e social inclusion in local communities,
e choice in their daily lives,

e real opportunities to be independent.

The White Paper states that:

Achieving this aim requires all parts of Government to work in partnership.
Social care, health, education, employment, housing, leisure and social security
all have a part to play, with local councils taking a lead to ensure that
partnership becomes a reality at local level.

(ibid, para 1.3)

Eleven objectives are articulated in the White Paper, the last of which
specifically relates to partnership working.

To promote holistic services for people with learning disabilities through
effective partnership working between all relevant local agencies in the
commissioning and delivery of services.

(ibid, para 2.9)

These general imperatives are reflected in the range of other objectives set
out in the White Paper, one of which relates to the transition from
adolescence to young adulthood. This sets out a specific objective with two
sub-objectives to provide a clear direction for all agencies:

Objective: As young people with learning disabilities move into adulthood, to
ensure continuity of care and support for the young person and their family;
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and to provide equality of opportunity in order to enable as many disabled
young people as possible to participate in education, training and employment.

Sub-objectives: Ensuring that each Connexions partnership provides a full
service to learning disabled young people by identifying them, deploying
sufficient staff with the right competencies, and coordinating the delivery of
appropriate supports and opportunities [and] ensuring effective links are in
place within and between children’s and adult’s services in both health and
social services.

(ibid, Annex A)

The most significant implication of these objectives is that since they involve
mainstream and specialist services, they will accordingly require the
development of complex partnerships, rather than the narrow models which
have often characterised separate specialist services. The White Paper notes
that:

The Government’s agenda for reforming health and social care, modernising
local government, promoting inclusive education and lifelong learning, and
Welfare to Work, all offer major opportunities for improving the lives of people
with learning disabilities.

(ibid, para 1.14)
The partnership implications of this model are subsequently spelled out:

Our objectives reflect the partnership approach which is central to Valuing
People and clarify the Government’s expectations of all local agencies providing
help to people with learning disabilities, and their carers: social services,
health, education, employment, housing, the Benefits Agency, transport and
leisure services. This is in line with the Government’s principles for partnership
working enshrined in the Local Strategic Partnerships.

(para 2.7)

Subsequent guidance on partnership working in relation to the White Paper
(Department of Health, 2002c) goes on to identify three implications for
partnership working of a socially inclusive model:

e the aspects of people’s lives embraced by partnership arrangements must
encompass all aspects of a person’s aspirations;

e the organisations involved in the partnership must therefore include all
those with an interest or responsibility across this full range of issues;

e the partnership must operate with the person with a learning disability
and their wishes and interests at the centre.

More recently, the emerging NSF for children (Department of Health, 2003a)
looks set to include a theme on transition from children’s to adult services for
children with disabilities. Whereas much of this simply re-iterates Valuing
People, it differs in two important respects. First, the backing of standards
derived from a NSF will give greater urgency to the transition issue. And
secondly, there are some new measures being proposed. In particular, it is
stated that a ‘Transition Group’ will be formed in every relevant locality to
develop multi-agency transition strategy and services. Membership will
comprise the Transition Champion from the Learning Disability Partnership
Board (a position that often seemed to be unfilled) and representatives from
the Connexions Service, LEA, LSC, the ‘Health Economy’ and social services -
a far more formidable body than the front-line transition sub-groups that
typified our localities. Moreover, these bodies will be set ‘challenging,
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measurable targets that will lead to tangible service improvements over a ten
year period’.

5.1.1 Analytical framework

The framework we will use to set out our findings around continuity in
learning disability transitions is an adapted version of that arising from the
multi-method review undertaken by While et al. (2004), which itself builds
upon that developed by Haggerty et al. (2003). We found the most relevant
dimensions to be as follows:

e inter-agency continuity: relationships between multiple services both
horizontally (within each age-band structure) and vertically (between
services concerned with children and those concerned with adults);

. inter-professional continuity: relationships between multiple professionals
both horizontally and vertically;

e personal-professional continuity: the availability of one or more named
individual professionals with whom the service user can establish and
maintain a relationship.

These three are supported by two further issues, namely the identity of the
co-ordinating body and the flexibility of individuals and organisations.

5.2 Inter-agency continuity

5.2.1 Horizontal inter-agency continuity

There are two main service worlds relating to children - those of education
and social care. In addition the role of Connexions is now beginning to come
into focus. Although all children with a learning disability will have had access
to education, not all will be deemed to be in need of social care support
throughout childhood. Nevertheless, as school-leaving draws nearer, it is
expected that links between the education service, social services and a range
of other organisations and professionals will grow closer for all young people
with a learning disability.

The formal situation in relation to transition planning is explicit about the
steps to be taken, the parties to be involved, and the scope of the exercise.
The primary policy tool stems from the Education Act 1993, and the
associated Code of Practice on the Identification and Assessment of Special
Needs (Department for Education and Employment, 1994). This requires that
any young person who has a statement of special educational needs should
also have a transition plan drawn up by the LEA at the first annual review of
their statement after the 14th birthday. This should be reviewed on an annual
basis and should cover what will happen after the young person reaches 16.

The transition plan itself is supposed to draw together information from a
range of individuals within and beyond the school in order to plan coherently
for the transition to adult life — a holistic approach that touches on all
significant aspects of the young person’s future life. The Code states that the
head teacher, who has delegated responsibility for managing the review, must
invite contributions from a range of people, including the parents of the child.
The guidance stresses the importance of partnership with agencies and
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parents and is explicit about the importance of taking account of the young
person’s hopes and aspirations.

A revised Special Educational Needs Code of Practice came into effect on 1
January 2002 (Department of Education and Skills, 2001) to reflect
developments that have taken place since the earlier Code was published,
such as the Learning and Skills Act 2000 and the establishment of the
Connexions Service. It sets out the head teacher’s formal duty to write a
transition plan for a child in Year 9 with a statement of special educational
needs, where the child is in school. Mandatory invitations extend to an LEA
representative, Connexions, and a representative of social services, so that
any parallel assessments under legislation can contribute to, and draw
information from, the review process. Section 140 of the Learning and Skills
Act requires an assessment of the young person in the final year of
compulsory schooling, where this young person is likely to move on to
post-16 education or training.

This is all seen as the culmination of an ongoing assessment and review
process that has been going on since the Year 9 transition plan. Throughout, a
wide interpretation of the meaning of transition is applied. It is made clear
that transition planning is a continuing process that should be concerned not
simply with leaving school, but with the move to adult life generally, covering
all aspects of the young person’s development, and specifically including
topics like self-advocacy, personal autonomy and the development of
independent living skills.

Policy implementation is rarely straightforward, and the Special Educational
Needs Code of Practice in relation to transition planning appears to be no
exception. Much of this is at the level of inter-professional relationships, but
this can be difficult to disentangle from inter-agency relationships. A particular
issue emerged around discontinuity of information, where communications
between some of the key partners in transition planning sometimes caused
problems. Several types of communication difficulty can be identified.

Communication mismatching

In one case the issue was as basic as confusion over where to send invitations
to review meetings:

Letters have been going to the wrong buildings, so that social workers haven’t
been getting their invitations until after the meetings happened...everything is
sent to Central House, but the teams aren’t there any more.

More fundamentally, there was sometimes confusion about the role of the LEA
in using transition data and taking a role in forward planning. One senior
manager in an LEA saw her role as alerting schools to the existence of those
children who should be having a transition planning review. While
acknowledging that schools should (and probably would) already know of
these children, she still saw the LEA role as an inescapable responsibility -
one of ‘ensuring schools understand their responsibilities for procedures’ —
existing knowledge of which was felt to ‘vary from school to school’.

Additionally, the role of the LEA was to gather in the completed transition
review plans across the locality ‘to enable the LEA to review the statement’,
even though ‘we wouldn’t take the plan and scrutinise it and comment on the
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quality’. There was no evidence either that the LEA used the totality of
reviews to inform forward planning processes on anticipated service provision
to reflect needs identified in the plans. For one head teacher this sort of
relationship seemed too much to bear:

I have no idea what they do, no idea. I produce all these annual reviews for all
of my children, and I don’t know if anybody ever reads them. At one time the
LEA said to me they only wanted one side of A4 of the child’s educational
progress, and I said I am not playing that game, this report is for the parents. I
don’t know what they do, I really don’t know.

Others felt that ‘education’ was the weak link in the co-ordination chain:

I haven’t got a problem with the health and social services side of things; it’s
education that isn’t joined up. I'm not even convinced the LEAs and the schools
are joined up.

(Integrated Commissioning Manager)

From the point of view of the LEA, the problem was the increasing autonomy
of the schools and the increased amount of funding going directly to schools
that would previously have been channelled through the LEA:

The biggest problem I have is that the Government has chosen to give so much
money to schools. Very little is left behind here.

(Head of Access and Inclusion, LEA)

Communication delays

It was not uncommon for families to be left in limbo until quite late in the day
as to the nature of post-school destinations. Sometimes this arose from
ongoing disputes over the funding of placements between social services and
the LSC, but sometimes simply from a failure to relay decisions to families in
a timely manner.

Ididn’t get the letter about funding his placement until the 6-week holiday
period... I still wasn’t sure from him leaving school until into the holiday
whether there was a guarantee of funding.

(Parent)

It is not just delays in communicating information to parents - there is also
evidence of poor communication between agencies concerned with children.
In one locality it had proved very difficult to extract even the most basic
information from the LEA to other partners:

It took us 3 years to convince the LEA that if they gave us information we
would not abuse it — that we wouldn’t send out lists of names willy-nilly, and
we would safeguard confidentiality.

(Transitions Coordinator)
Communication closure

Here, there is information available that could usefully feed into transition
planning, but the channel of communication is ostensibly closed. One
children’s services manager in the voluntary sector felt that the data held by
her organisation represented a missed opportunity:

We’re not considering the knowledge that people have here around young
people. We’re working with them all of the time, 50-odd weeks a year, and we
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have a low turnover of staff, but nobody’s asking us for the information. That’s
frustrating me.

For one parent, the failure to disclose evidence and information at planning
meetings was a long-standing source of resentment:

I never knew what the psychologist did or where he got his report, I never knew
when he had his meetings with Barry. I used to get narked by him. He just
used to come in with his briefcase, nod a couple of times, have a coffee and go.

(Parent)

Indeed, in one locality, it appeared that the rapid closure of transition-
planning reviews has become institutionalised:

We’ve had amazing conversations with the schools for children with severe
learning disabilities, reporting that they held Year 9 transition meetings that
were over in 20 minutes. The reason they were over in 20 minutes was that
nobody came.

(Strategic Manager, Children’s Services)

Less-frequently mentioned partners were also liable to hold on to information
rather than communicate it:

The acute health trust has extensive health records of children accessing their
services, but it goes nowhere. It gets archived at 16 and that’s it.

(Valuing People Officer)

Communication gaps

In this situation, information does exist, but fails to be communicated in
appropriate ways, if at all. In one locality, for example, the Transitions
Coordinator used a list of young people supplied by the LEA to assess future
needs, but this list did not include those in out-of-area schools, or those who
had another disability - typically physical disability — as their ‘primary
statement’. From the family perspective, one key communication need was for
a comprehensive account of post-school options, but none of our sites had yet
been able to produce a comprehensive package of information.

There should be a road map that says ‘Right, at the age of 16 we start the
planning procedures. What are the requirements of the child? What is going to
happen and when?’ It’s not rocket science. It’s done every day of the week, it’s
called project planning.

(Parent)

In the absence of any such guidance, some parents looked elsewhere for
information and support:

He really needs a voice box so he can communicate. Who do I go and see? My
GP? Social services? I don’t know who to ask. They’ve started fundraising at
the local pub to see if we can raise the funds to buy one ourselves.

(Parent)

We don’t know what jobs and what options are open to him. We could ask at
supermarkets if they have got vacancies.

(Parent)

But not everyone felt capable of trawling through information packs:
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I don’t know about packs. I'm not too good on written information. I prefer
talking to people.

(Parent)

The production of an information pack seems an obvious and relatively simple
measure to introduce, but as Smart (2004) has argued, discontinuity between
the aims and objectives of parents and those of the agency concerned can
make this a contentious matter.

Communication confusion

The number of multiple and overlapping assessments that might feed into the
transition reviews was increasingly recognised as unsustainable and confusing
for young people and their families:

There’s a nightmare on assessments. Everybody does their own, and the
parents and young people get fed up. Schools do assessments, we do
assessments, Connexions do their assessment, the Transitions Coordinator
does an assessment, the adult services come in and do their assessments, and
then health come in and do one.

(Children’s Services Manager)

And even in those situations where, at least from the perspective of the
parents, the transition review had gone well, implementation could not be
assumed:

Everybody who knew her was at the 14+ review and we all agreed what
should happen. It was all going well, but then it didn’t happen. I just feel they
promise you all these things and then it doesn’t happen.

(Parent)

5.2.2 Vertical inter-agency continuity

Social care: children’s and adult services

For most children the service world prior to the onset of young adulthood is
dominated by the education system. However, whereas for most young
people the dependence upon services diminishes, for those with a learning
disability there tends to be a transfer from one set of services (for children) to
another (for adults). For Heslop et al. (2001):

This is not simply a case of moving from one otherwise similar set of
organisations targeted at children, to a parallel entity concerned with adults.
Organisational ‘discontinuity’ is certainly a factor, but reality is more complex
than that. The two sets of services tend to be organised in different ways and
to have very different cultures... The resulting lack of coordination has been
widely recognised if not always fully understood.

(p.7)

As with transition planning per se, this transfer is not without legislation,
guidance and exhortation. A range of legislation sets out the duties of social
services professionals to provide support during the transition period, as
follows.

e The Disabled Person’s Act 1986 requires links between education and
welfare services at the end of education. It gives LEAs and Further
Education Funding Councils (now the National Learning and Skills
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Council) specific responsibilities for ensuring that students with
statements of special educational need are known to social services
departments, and that plans are made for them.

e The NHS and Community Care Act 1990 provides the legal framework for
community care services, giving local authorities responsibility for the
co-ordination, planning, assessment and arrangement of services for
adults with health and social care needs. Young people in transition to
adulthood are entitled to an assessment of their needs under this
legislation.

e The Quality Protects Initiative was launched in 1999 with the intention to
transform services for vulnerable children and their families. Within this,
effective support for disabled children and their families is a priority,
including further consideration of the transition arrangements for disabled
young people moving from children’s to adult services.

e The Valuing People White Paper states that directors of social services are
required to ensure that good links are in place between children’s and
adult services for people with learning difficulties as part of their
responsibility for quality under the Social Care Quality Framework. Local
agencies were also expected to have introduced person-centred planning
for all young people moving from children’s to adult services by 2003,
and Learning Disability Partnership Boards have a responsibility to ensure
that good transition services are in place.

The wider evidence on the extent to which this is fulfilled is not promising.
Heslop et al. (2001) reported that 43% of parents of young people who had
received some transition planning reported that the transfer to adult social
services had not been dealt with at all, whereas only a quarter thought it had
been covered well. Where the process was handled well, it had been
co-ordinated by a dedicated key worker — a point discussed further below -
but others felt caught between two stools. Indeed, the Social Services
Inspectorate inspection (Social Services Inspectorate, 2003) reported that
transition into adult life threw up the highest humber of complaints from
carers, and that difficulties arose from poor communication between children’s
and adult social services. In our own work, one parent objected to the very
idea that transition was ‘handled’:

The transition isn’t handled, it’s like an accident. You come to it and it happens.
It isn’t handled, nobody’s prepared for it. The school does its end as far as it
can and the other end doesn’t get handled at all. It’s like building half a bridge
and expecting somebody to jump the rest of the way.

Our work reveals four discontinuities in the relationship between children’s
and adult social services: informational, financial, organisational and
chronological.

Informational

In principle it should be straightforward for local agencies to identify young
people with disabilities and use information for planning purposes in a rational
and timely way. However, the Social Services Inspectorate (2003) report
notes that:

This happened only rarely in practice, due to the disjointed nature of the
information systems of the various agencies involved. Health and social
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services systems were almost always incompatible, making it more difficult to
share information. Even where systems were compatible, the maintenance and
use of the database across different departments was still a problem.

(para 3.9)

Whereas this may be a disappointing - if predictable - finding on information
flows between different agencies, it is reasonable to assume that information
flows between children’s and adult services within the same agency will be
better. This does not always seem to have been the case in some of our sites.
In one site it was proving to be unexpectedly difficult to even identify a list of
children who had a social worker, a situation put down to the disinclination of
social workers to update their records - ‘I think social workers are very busy
and things like updating the computing system are not at the top of their list’.
The most common difficulty, however, concerned the general availability and
quality of information. In one case, the adult service was attempting to
introduce a common informational format so that children’s services’
colleagues could more easily identify and provide the information felt
necessary for forward planning:

In adult services we feel the way people’s case files are handed over, the
relevant documentation we need is not actually present. I have drafted a format
for discussion but I know this is going to meet with resistance, because
everybody is going to basically say they don’t have time to fill anything in.

In a different site, it was lamented that the only source of information was the
statement of special educational need, and that even this was of limited value
in transition planning. One officer was able to refer to a continuum of
information. At one end are children who are known to social services teams
and on whom there are files available to the adult teams. In the case of
‘looked-after’ children, this information can be quite extensive where they
have had their 6-monthly service review. Children who have a statement but
no previous connection with social services come next on the continuum, with
some concern that the information on the statement is of limited value in
planning for adult life. Some young people without a statement may have
gone to college, and there may be access to their application form or to
information held by Connexions. And finally there are some cases - usually
from other localities — where young people are referred from a variety of
sources and have no accompanying documentation whatsoever.

Financial

The impact of financial discontinuity was summed up in the Social Services
Inspectorate (2003) report:

Adult services were sometimes reluctant to accept service users who had been
receiving expensive care packages under the children’s services umbrella...
Budget pressures and competing demands on limited resources exacerbated
this problem.

(para 3.11)

The contrast between the relative plenty of educational services and the
relative penury of other parts of the system was often acknowledged by
parents and professionals alike. In one special school for severely disabled
children, 120 computers were available and almost every child was said to be
computer literate. Those that weren’t had the use of switches and
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technological aides such as voice boxes. The school acknowledged that some
parents were shocked to discover that not only was such generosity rarely
available in adult services, but that some adult services also attracted a
payment. The most prominent example is respite care, which is free to
children but incurs a cost for adults. Although parents understood that this
arose from the receipt of social security benefits, they nevertheless found the
situation difficult to accept, especially when it was combined with more limited
access.

In children’s respite I was allocated five nights a month for him and now I've
only got 20 for the year, and they charge £10 a night.

One family in our sample was fostering two young people with learning
disabilities, triggering eligibility for both a looked-after child allowance and an
additional allowance because of the children’s disabilities. In one review
meeting they felt the need to raise money as a critical factor in the transition
planning for the children:

We had to say at one meeting in school that we didn’t even know where he
would be living when he is 18, never mind what he’s going to do in his life. It
was the first time we had been so honest. It was a bit emotional really and
frightening to think that it all hinged on finances when we have got that loving
bond as well. It sounds silly doesn’t it, but finances are a massive issue.

The ways in which financial support are channelled through different agency
routes, regardless of the needs of the recipients, caused additional problems
at the point of transition. Although, as we note below, there tends to be a
‘comfortable continuity’ between school and college, this relationship has its
whn perverse incentives in terms of ensuring a continuing presence in the
learning environment:

There is a huge conspiracy to keep young people in school until 19 and it’s all
about Further Education Funding Council [FEFC] funding for college
placements. If they stay in school until they are 19 they can still get their

3 years FEFC funding that will take them to 22, but if they leave at 16 and
have 3 years FEFC funding then at 19 people are saying ‘what are we going to
do with them?’ It doesn’t feel right that 100% of them will stay at school.

(Children’s Services Strategic Manager)

More obviously, an earlier move to college involves a loss of income for the
school, and this can lead to an unseemly tug-of-war in which the best
interests of the young person become a matter of dispute:

We thought it would be a good idea for him to leave at 16 because his
education had come to a standstill, and the social worker agreed and phoned
up some colleges. The school wasn’t helpful and said he wasn’t mature enough
to leave at 16. We had to appeal because he was going at 16 rather than 19.

(Parent)

A smaller but similar consideration applied in the same authority to
transportation to colleges outside of the authority’s boundaries - a critical
limiting factor for many young people with a learning disability:
Young people get supported transport to the local [further education] college, but
if they opted to go to a college slightly further afield they wouldn’t get that

support. It feels like there is this huge convenience factor that reinforces the
status quo, rather than focusing upon the needs and wishes of young people.

(op cit)
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A similar problem of budgetary transfer operated at an inter-agency level,
especially in the case of a small number of very expensive young people with
very complex needs. In one case, a placement for a 17-year-old was costing
around £200 000 a year, and the cost was a matter of some dispute between
social services, education, health and the LSC.

For some managers, financial bargaining with other agencies about funding
responsibility had become a way of life:

I argue quite frequently when people come to us. I look at what their health
needs are and begin a dialogue with health. I might request 50-50 funding or
70-30. Yesterday I sent in a request for 100% funding.

(Social Services Manager)

Organisational

Again, the Social Services Inspectorate (2003) sums up the problem:

Families have a right to a reasonably seamless handover from children’s to
adult services; they should not be left in the dark wondering whether or not
services will continue into adulthood. Above all, services should not be
compromised by demarcation disputes between different council and health
departments.

(para 3.3)

The financial discontinuity referred to above is one consequence of the deeper
issue of inter-organisational fragmentation. Many dimensions of
inter-organisational fragmentation between children’s and adult social care
services could be identified. Unlike some intersections, there was more
reliance upon informal relationships rather than formal structures to sustain
relationships — a strategy that may work well where the inter-personal
relationships are strong, but one doomed to failure where these are weak, or
where the task of co-ordination is entrusted to someone who lacks the
authority to bring about a re-ordering of relationships. As one front-line
worker with just such a remit noted, ‘I would like to see the teams brought
together a lot more to discuss things, rather than me being the person who is
running back and forward all the time.’

The handover from children’s to adult care could also be hampered by
operational fragmentation within children’s services. Where young people with
a learning disability do have contact with children’s social care, this may come
from one of several distinct teams - in one site this covered the disability
team, children in need team, children and families team, child protection and
looked-after children. A community nurse commented on this situation: ‘you
have got a humber of interfaces with social services, but no integration’. The
impact of this organisational fragmentation may be greater where there is no
specialist support in the field of learning disability.

In one of our localities this position was potentially further complicated by the
fact that the children’s service provision, including the social work role, had
been outsourced to a voluntary organisation, with adult social work services
still held in-house. The level of continuity between the children’s and adult
services was accordingly complicated, with the adult team stretched to
undertake the agreements that had been made.
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We have a care leaver, he’s 18, been on a full care order. We asked social
services to get involved with him just after he was 18 and he still doesn’t have
a social worker assigned to him from adult services. We keep pushing social
services to take them on, or we’ll be back in situation of 4 years ago where we
still had people at 22. Because of that we had an agreement that they would
take the complex cases at 16 and everybody else at 17, but they are just so
short-staffed.

(Children’s Services Manager)
Parents often found the re-arrangements puzzling and frustrating:

It’s hard because you get a new social worker and they don’t really know you.
Barnardos knew her from being a baby and then suddenly, at this big time in
her life, you lose your social worker as well. It’s a pity you can’t go on until you
see them settled into adult life.

(Parent)

This operational gap between children’s and adult services can be reinforced
where there is also strategic fragmentation. In one site, for example, strategic
issues for people under 18 were dealt with by the children’s strategic
partnership, whereas those for adults fell within the remit of the Learning
Disability Partnership Board, and it was proving to be difficult to get
overlapping membership of the two bodies. It seemed that strategic
inter-agency decisions on the division of operational responsibility had
typically not been taken, leaving operational staff to sort things out - or not -
at the front-line level. This was especially true of the contribution of the new
breed of Connexions Personal Advisers (PAs).

However, the most frequently cited explanation for the gulf between children’s
and adult services revolved around differences of approach or ‘culture’ — a
difference that went as deep as the very meaning of the concept of transition:

There is a misconception by children’s services about what transition means.
For them the focus is narrow, on children they are currently looking after, either
in respite or long-term care. They don’t see it as the wider population of people
with a disability.

(Manager, Social Services)

For one front-line worker, the perceived insularity of children’s services had
resulted in a lower commitment to inter-agency working than was the case
with adult services:

The impression I get is that adult services are doing quite a lot of inter-agency
work, whereas the children’s services carry out solely a social work role, its not
about corporate working.

In a different site, an adult social care manager emphasised the difference in
time span between the two services:

Children’s services tend to be reactionary, they will plan to get a child through
a crisis, not to plan for people after 18. It’s a targeted model, a quick in-and-out
approach, they don’t take a long-term view.

This view was echoed by a Connexions Area Manager elsewhere:

One of the problems as a whole has been the very sharp divide between
children’s and adult services. Our experience has been that the children’s
services are interested in the here and now until they are 18, and then it is the
adult services who take over.
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All of this can be reinforced where there is informational discontinuity
between agencies and professionals. In the authority that outsourced
children’s services to the voluntary sector, for example, joint assessments
with adult services were hampered by the fact that voluntary-sector staff
could not access the information systems of the local authority. In the same
authority it was noted that:

We haven’t sorted out our computer systems. The adult services aren’t able to
carry out an assessment on anybody under 18 because the computer won’t
allow it. You enter the date of birth and they are not eligible for processing on
the system.

(Children’s Services Manager)

Chronological

The relationship between service provision and chronological age is important
but unclear. It has several dimensions. First, it is related to a significant loss
of service per se — something for which parents are not always prepared.
Physiotherapy, occupational therapy, speech therapy and psychiatric help, for
example, may all be severely curtailed once a child is deemed to have
reached adult age. And as one respondent observed: ‘It could all happen in
one go, or it could happen gradually’.

As has already been noted, disputation about age-related service
responsibility may be related to disputes about budgetary responsibility.
According to one front-line worker in adult care:

I’'m aware of 14- and 15-year-olds who are complicated, but I only become
actively involved when they are 18. I would do some work from when they are
16, at 17 I would co-work a case, and at 18 I take it on. The problem I have is
that the children’s team have been passing the 17 year olds to me in their
entirety, but we can’t take funding responsibility until they are 18.

A similar situation applied in a different authority in respect of nurses for
young people with disabilities:

The two nurses for young people with disabilities are based in the Child and
Adolescent Mental Health Team that only works with young people up to the
age of 16. You have got this gap between 16 and 18 and people have literally
been falling through it. There needs to be some sort of give and take — some

flexibility.

(Adult Social Services Team Leader)

The situation is complicated where agencies have different ages for
withdrawing different services - in one locality, for example, in addition to the
difficulty around handover between children’s and adult services, children’s
physiotherapy stopped at 14 and speech therapy at 16, unless the young
person was still at school, in which case it continued until school-leaving. In
this same site, specialist community nurse support did not even operate with
a cut-off point - ‘we take it on an individual basis’. This is a confusing
situation for young people and their parents, but at times it also seemed to
bemuse the professionals involved:

I've never had any clear feedback at what age a young person would not be
seen to come into children’s services...that’s something that’s not clear to me to
this day.

(Community nurse)
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Whereas some services had sharp chronological cut-off ages, albeit different
ones, paediatric care seemed to be more a matter of professional discretion:

The doctor came into the school once a year, but now Chris is seeing her at the
hospital. The last time she saw him at school she said she didn’t want him to
change to anybody else, so I thought that was really good of her.

(Parent)

Barry was seeing a paediatrician when he was way over the age limit. He was
treating his skin problem and just said ‘This will have to be the last time I see
you’.

(Parent)
The extended duration of transition was seen as exacerbating the situation:

You can’t be fine art about dates and times in transition. You have got to look at
a span in terms of time that probably starts at 16 and goes up to 25, and make
sure there is a proper kind of communication flow. What’s tended to happen is
people have worked in silos against specific dates. We have got to have
dialogue much much earlier in the process.

(Senior Social Services Manager)

The abrupt service deficit arising from chronologically based eligibility criteria
was a constant cause of distress to families:

Once they reach 19 and leave school they might as well not exist. It’s as bad as
that and it goes back donkey’s years.

I don’t think the authorities see that though they might be adult by a birth
certificate, the same problems are there. To me the service should just carry on,
it should follow straight on through adult life. It shouldn’t change, you shouldn’t
have to fight for what you had.

For service managers, the challenge arising from this was to manage parental
expectations to more manageable proportions:

There are issues around parental expectations of their children receiving a
certain set of resources. Obviously there may be a change in terms of the
services they receive and that is actually appropriate, but obviously parents
don’t see it that way.

(Senior Local-Authority Manager)
Social discontinuities

A further discontinuity directly related to the transfer from children’s services
to adult services relates to the loss of so-called social capital. In the past, the
tendency was to transfer cohorts of young people from special school to adult
training centres. Although now widely seen as unacceptable forms of support,
adult training centres did retain the social capital that had been built up
between young people and parents throughout the school years. A number of
respondents regretted the loss of this resource:

Once your teenager reaches a certain age you lose contact with the parents. At

primary school you meet in the playground or wherever, but with special school

and college you put them in a taxi or bus every morning and wave them
goodbye.

(Parent)

It would be nice if there was a network of families happy to have their phone
numbers put down. Social workers don’t know what it’s like as a parent when
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you are feeling low. By the time you come off the phone with someone else
going through the same thing as you, everybody feels much happier. All you
have done is have the moan and whinge you were looking for in the first place.

(Parent)

I don’t know many other mums or other people in the same situation. In school
we did see each other occasionally, but now he’s at college I don’t know any of
his friends or their parents. You used to pick up information from the other kids
but that doesn’t happen any more.

(Parent)

There is seven of them in transition at the moment. They keep asking them
what they want to do, and all they say is ‘we want to stay together’. But they
won’t — there just isn’t the money.

(Parent)

In one of our localities, the demand from young people themselves to stay in
contact with each other had led to a shift in thinking about the way in which
post-learning opportunities were to be provided:

The young people were saying that they liked being in groups and being in
contact with each other, rather than being given individual things. Currently
there is not a way to keep them together. We are starting to think about getting
them to work together as a team but producing something valuable at the end

of it.

(Transition Worker)

5.2.3 ‘Comfortable continuity’: from school to college

Other studies have noted that the transition process can be attenuated where
there are few post-school options available. Heslop et al. (2001), for example,
argue that ‘good practice would suggest that young people should be given
the chance to try out options and/or make visits before leaving school’ (p.30).
They found this to be the case in only half of the young people in their sample
who were still at school. Our sites varied in the extent to which this happened.
In one area there was a scheme that offered just such an opportunity, and
this was highly regarded by young people and their parents. In another
locality there was little choice or opportunity, and some people felt this
undermined the raison d’etre of the transition process.

It must be difficult for them to have to say there is nothing available for your
child, I am sure there is anger expressed towards them, it’s uncomfortable. The
conditions, in my opinion, mimic the 60s, but certainly not the 21st century.

(Parent)

In one authority, parents saw the effective choice at school leaving as being
either college or a residential placement:

You either go to college or you leave the borough altogether and go residential.
You can do both, but you have to go to residential first and then come back. You
can’t go to college and then go out of the borough.

One parent drew a contrast between the ostensible content of the statement
of special educational need, and the reality of provision:

You can produce special educational needs statements and the parents say ‘oh
goody, this is what we are getting’. No, it doesn’t mean that, it means this is

©NCCSDO 2006 150



Partnership and Complexity in Continuity of Care

what you need, not what you’re getting. The transitions document is what we
need but not what we are getting.

One college course manager agreed that in reality most people assumed that
young people would simply leave school and attend college, and this has the
potential to undermine any consideration of options and preferences. A head
teacher in the area was aware of this issue and was accordingly reluctant to
invite the college to the transition review:

That would be almost pressuring parents about making a decision for the
college, and I want the parents to be able to have the opportunity to choose
which is best for the young people without any pressure.

Where genuine choice is so limited, local agencies could find it difficult to
encourage young people and their parents to think more broadly about their
preferences. One local children’s services manager identified discontinuity of
expectation between children’s and adult services in this respect:

We drew together a lot of information about needs and strengths, and about
who was going to do what, where and when. Adult services weren’t happy
about those because they felt it built expectation. I wanted to know what was
wrong with expectation. These were assessments concerning the essential
things in people’s lives, but adult services weren’t happy about it, so we
stopped doing them.

Rowland-Crosby et al. (2002) also noted the problem that colleges are seen
as the only progression route for most young people, even though the choice
of courses and opportunities is restricted. Heslop et al. (2001) similarly found
that almost 80% of the young people in their study, who were in their first
placement after school, were in further education. There is something of a
transition paradox here, in that whereas most students left school for further
education, there was little or no involvement of further-education staff in the
transition planning. Sometimes this was despite the best efforts of the school
to encourage attendance, but in another case the head teacher took the view
that it would be wrong to invite a ‘preferred provider’ to the transitions
meeting, since this might skew a discussion of alternatives.

Some people in our study were concerned about the quality and relevance of
the courses young people were undertaking:

The college has been quite good at getting people on to courses they currently
run, traditional pathway-type courses, but has not been innovative about
attracting students who don’t fit that model. The college needs to stand back
and take a broader view. If they provided more vocational training for some
young people, they could make a really good contribution.

(Social Services Manager)

Another manager with employment responsibilities disliked the very notion of
sending young people to a ‘special’ and segregated college course:

I use the community education service with ordinary members of the public, not
special courses in college. In my opinion, college is just another adult training
centre. I want my people out there, shoulder to shoulder with everyone else.

A head teacher similarly took a jaundiced view of what was on offer:

My students went to a college open day and came back saying ‘I don’t want to
go there, thank you, it’s a load of rubbish’. That was a group of our young
people making a judgement about what they had seen and experienced. And
from what the staff said, it was a very fair judgement they were passing.
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For one local-authority officer, the available college provision seemed to
replicate many of the problems of traditional day centres:

We have almost exported our day centres to colleges, setting up little enclaves
within colleges to do rather mundane, routine things.

Colleges in turn were seen as being in thrall to the performance-management
demands of their funding body, the LSCs:

The outputs [that] LSCs demand from colleges are based on throughput and
bums on seats — you have got to get 23 people through this course in 6 months,
they have all got to be NVQ level 2 or whatever. Some of it just doesn’t fit with
learning disabilities.

One service user also felt that the support she received was inappropriate. In
her case, the school staff offered some transitional support into the college
setting, which worked well, but once this was removed the situation
deteriorated:

When the teachers left, the tutors started treating me like a child. I wasn’t
allowed to go anywhere on my own. I was in hospital nearly every day
because I kept having a seizure and they were panicking all the time. I chose to
leave because it was doing my head in.

Part of the critique of continuing education was the poor links to subsequent
employment opportunities and experiences. Heslop et al. (2001) report the
popularity among young people of work experience or link placements that
provide ‘fresh experiences, a sense of the next step, a time to accommodate
to new locations, and a way to inform choices’ (p.89). One of our localities
offered just such a service as part of the transition experience. In this case,
there is an introductory period before school leaving where the students
sample a range of services over a 2-3-month period. One social services
manager thought that while this was popular with the students, parents were
less enthusiastic:

Parents hate it, to be honest. A lot of them are really resistant to allowing their
children to go into the service. What they want is a traditional day service, very
predictable times of the day, very similar to school.

The crucial issue here is the range and quality of services on offer, and the
extent to which they form a coherent route at the end of the transitional
support. The underpinning issue here tends also to be cultural - the
conception of transition that is held by the various stakeholders.
Notwithstanding the strictures of the Code of Practice, O’'Bryan et al. (2000),
claim that most planning does not extend beyond the immediate move out of
the school, with further education seen as the preferred ‘default’ option by
both professionals and families. In particular they argue that transition
planning might reasonably be expected to include an attempt to explore the
possibility of employment, but conclude that ‘few participants in the transition
process appeared to have any expectation that young disabled people could
work’.

This was confirmed by the work of Heslop et al. (2001), who point to the
broader mismatch between the expressed needs of young people and the
more limited conceptualisation of transition held by many professionals and
some parents. They report that the topics most frequently covered in
transition planning were opportunities for further college education,
independent living skills, adult sexuality/relationships, careers and
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employment, and speaking up for oneself. The topics that many parents
wanted to be covered - but which were normally not - were leisure/social
opportunities, information about benefits, future housing options, transfer to
adult social services, and transport to post-school provision.

There is an issue here about the ways in which different transition
stakeholders conceptualise the notion of transition. Commenting on the
short-term nature of much transition work - that is, the focus upon post-
school education provision — Heslop et al. (2001) found that many parents felt
that the point of school-leaving was indeed too early to begin imagining future
possibilities. To the extent to which young people with a learning disability are
seen as ‘children’, then the tendency may well be to mentally close down
many of the options that would be considered for other young people. One
head teacher in our study, when asked whether the review meetings ever
considered issues other than education, simply replied ‘residential’. For those
with a wider conceptualisation, this could be a frustrating time:

Some of the reviews you go into, you just think ‘what was the point of that?’ I
could have just had a conversation with the teacher, found out how they were
doing in maths, English, science, and whether the young person likes school or
not. I probably know about this before I go into the review.

(Connexions PA)

Schools tend to take the attitude ‘well this is just an educational review’ and
we tend to take the attitude ‘no, it’s a planning for later life review’. It’s been
difficult to get over that.

(Valuing People Officer)

In one of our sites there was a recognition of the crucial role played by
organisational culture in shaping the anticipated outcome of transition
planning - and in particular this view that the prevailing culture in education
was too narrow. One social services policy officer commented:

We have been trying to get round the schools to talk to them and help them see
the situation not just from the point of view of the Education Act, legal
requirements, Ofsted standards and so forth, but to see it as ‘what’s going to
happen when they leave and go out of the door’. That’s the perspective that has
been missing in schools. Their job has been almost to get them to 18, but it
hasn’t been clear what sort of future they are preparing children for.

This situation was seen as a reflection of the organisational discontinuity
between education and adult social care. It was suggested that:

There is almost a greater gap between adult social services and education in
the same authority than between social services and health. That needs to be
in place, otherwise schools may not be clear what they are preparing children

for.

This can be a crucial issue where the cultural dissonance is high, as was
suggested by the same interviewee:

Parents go to schools and say ‘what’s available?’ and if the schools have
limited knowledge and are not up to speed with Valuing People, then they are
going to stitch the whole thing up. They will shape parental expectations with
‘well he is never going to get a job of course’.

Although most of the parents in our sample were pleased about college entry,
they were only too well aware that this constituted little more than a
postponement of the ‘real’ transition into adult life:
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His transition from school to college has been very smooth. It’s the rest of his
life that’s the worry.

(Parent)

We always wanted him to go to residential college so we didn’t have the
problem of ‘what are we going to do next’. But when he comes home next year,
that will be a major, major problem.

(Parent)

Overall then, there tends to be some dissonance between the rational, holistic
model underpinning the Code of Practice, and the reality of implementation,
and much of the difficulty arises from matters of inter-professional and inter-
organisational relationships. In particular, there is a tendency for the focus of
legislation and guidance to be upon the transition from leaving school,
whereas for many young adults the crucial transition is that which occurs after
college, typically 3 years later.

5.3 Inter-professional continuity

5.3.1 Horizontal inter-professional continuity

Much of the difficulty here related to the looseness of professional
relationships during the transition planning process, and in particular the
limited range of involvement at what are ostensibly crucial milestones in the
young person’s progression. It is clear from the Code of Practice that a wide
range of professionals is expected to be involved in transition reviews - in
principle the range of attendees might be expected to match the complexity of
the issues to be addressed. Given the multi-faceted nature of transition, this
principle might be expected to trigger widespread attendance. In reality, a
recurring difficulty across our sites was the paucity of attendance at transition
planning reviews, with comparisons often drawn between who ideally should
attend, and who actually turns up.

There is a member of the management team who runs the reviews and chairs
it, and the class teacher, hopefully somebody from the children’s disability
team, sometimes people from respite...you might have 10 people. But at some
you only have the teacher and the chair.

(Deputy Head Teacher)

There have been concerns raised that the 14+ review has not been well
attended at all...that social workers haven’t gone, and there hasn’t been much
information released from it.

(Transitions Worker)

Nine times out of ten you literally have me, the teacher and the pupil at the
review.

(Connexions PA)

Parents felt particularly aggrieved about poor professional attendance, and
often interpreted it as an indication of the low priority being accorded to
themselves and their children.

At the transition review, only the head teacher, class teacher and careers
officer turned up, and the careers officer didn’t speak. In my opinion it’s the
most important review of a child’s school life. I thought, this is my child’s life...I
was so angry.
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Oh you had your reviews at school with the head and the teacher. They had
reports from speech therapy, careers never used to come. That’s all there was —
the teacher, me, him and the head.

Nobody turned up for his 14+ review, only me, his dad and the teachers from
the school. I was very angry at all that, it was his future. I felt let down by the
authorities, it was like it didn’t matter.

The last meeting there was myself and the teacher. There’s hardly anybody
there at a meeting, but they are all invited.

(Parents)

Several explanations were put forward for this situation.

Workload pressures

Where transition work is simply tacked on to existing duties, there may be
both an unwillingness and inability to undertake the necessary tasks. Cohen
et al. (1998), for example, refer to lack of time and administrative support for
school nurses, shortage of time for social workers and therapists, and
insufficient time for all staff to attend transition reviews. This was re-iterated
in our fieldwork, along with the allied issue of staff shortages, especially in the
fields of medicine, educational psychology, speech and language therapists,
occupational therapists and physiotherapists. Indeed, some parents had never
seen certain professionals:

I hear people going on about ‘oh the educational psychologist came’ and I'm
thinking ‘we haven’t heard from one of them’. I don’t know if I'm supposed to
get in touch with them or whether they are supposed to get in touch with us.
We just don’t have any dealings with them, it’s very peculiar.

(Parent)
Individual professional discretion

To quite a large degree, individual professionals seemed to have discretion as
to whether or not they prioritised attendance at the transition review. For
some, it may have been a simple matter of competing priorities:

If I was involved with the child I would make the best effort to go along, but if
child-protection issues come up, you have to drop everything. It’s very much
about what’s going on at the time.

(Community nurse)

The example of child protection as a higher priority was used on more than
one occasion, but it was not evident that child-protection duties routinely
clashed with transition review duties. A manager of a children’s disability
team expressed his exasperation at the failure of his team to prioritise
attendance at reviews:

I am furious that he didn’t attend, because it is so important, I have asked that
all my social workers attend them. I debate the priority that was in his diary,
we all have clashes of appointments, but I think he made the wrong choice.

However, some saw variation in attendance to be a legitimate reflection of the
complexity of a specific case, with the inference that not all professions and
agencies necessarily had to be present at a transition review:
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If a young person has already got a social worker and is using respite care,
they are much more likely to be involved in a transitions meeting than a young
person who may need those in the future, but the family has not got there yet.

(Social Services Manager)

Inappropriate scheduling

Respondents often seemed very divided over the effectiveness of
arrangements for holding transition reviews. Head teachers tended to see
themselves as doing their utmost to be flexible and thoughtful in the
scheduling of reviews:

We timetable perhaps six a day, and that enables people to stay for the day
and see as many as possible. We rely on them telling us the dates that are best
for them, and then we set the dates around them. We get the dates, probably
the year before, so we can schedule the reviews and get invitations out quite
early.

However, those invited from outside of the school did not always seem to
appreciate this effort.

We know that reviews are not particularly well planned in people’s
diaries...you get fairly short notice.

(Learning Disability Manager)

The main problem for me is that the reviews are not co-ordinated. Yesterday
afternoon and next Tuesday afternoon, I am supposed to be in four places at
once, and there are reviews going on in four separate establishments for which
I am the link... Effectively schools make their own arrangements, if you can
make it you can come, if you can’t, tough.

(Connexions PA)

Inter-authority wrangling

In one case where a young man had spent his entire schooling in an out-of-
authority placement, there was disagreement as to which authority should
even be sending representatives to the review meeting - a classic case of
discontinuity of care.

One place was saying because he had his education in ‘X’ he was their
responsibility, but ‘X’ was saying because he lived in ‘Y’ it was their
responsibility. He was 18 and Careers said they didn’t know which authority
had to see him.

(Parent)

In one authority the situation seemed to have been reached where the poor
attendance for review meetings had created a vicious circle in which the
meetings themselves had become downgraded in significance. According to a
Strategic Manager in Children’s Services:

We’ve had amazing conversations with the schools for children with severe
learning disabilities who would report that they had Year 9 transition meetings
scheduled for 20 minutes each because nobody came. Schools were saying
they didn’t want to allocate an hour and be sitting there for 40 minutes with
nothing to do.

This is a significant illustration of how the transition review can be
downgraded as a priority in the teeth of all of legislation and guidance to the
contrary.
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5.3.2 Vertical inter-professional continuity

The issues relating to the links between social care professionals for children
and adults has already been noted. A further issue that was very significant
for carers was that of changing access to healthcare professionals. It has
often been difficult for people with learning disabilities to maintain and
improve their health. Several factors may lie behind this: living lives not
conducive to good health; insufficient knowledgeable support; poor access to
healthcare and an inadequate response from service providers (Elliott et al,
2003). The idea of a Health Action Plan (HAP) comes from the Valuing People
White Paper (Department of Health, 2001a) as a way of detailing the actions
needed to maintain and improve the health of an individual - a mechanism to
link the individual and the range of services and support they need. The White
Paper gives specific targets for implementing HAPs:

e all people with a learning disability to have a HAP by June 2005;

e all Partnership Boards to have agreed a framework for the introduction of
HAPs, and to have ensured that there are clearly identified health
facilitators for all people with a learning disability by June 2003.

The White Paper also says;

e all people with a learning disability should be registered with a GP by
June 2004;

e  GPs should identify all people with learning disabilities registered with
their practice by June 2004.

Subsequent guidance on HAPs from the Department of Health (2002d)
suggests that it is useful to see health facilitation as a role rather than
necessarily a specific post, and one which has two dimensions - case work to
help people access mainstream services, and development work within
mainstream services to help all parts of the NHS to develop the necessary
skills. It is further suggested that health action planning should be informed
by five principles:

e support the White Paper’s values of rights, independence, choice and
inclusion;

e have individual plans and strategic actions to support and sustain their
development;

e address both individual and societal influences on the health of people
with learning disabilities;

e share responsibility with each person and agency playing a role
appropriate to their skills and experiences;

e support the mainstream agenda and the drive to reduce health
inequalities.

There are some specific connections between HAPs and the transition from
adolescence to young adulthood. HAP guidance identifies several health-
related transition difficulties:

e lack of a systematic individualised planning process;

e problems with the process of transition, such as moving within or
between healthcare trusts;
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e problems with the availability, quality and frequency of healthcare
provision available in adulthood;

e wider health-related issues which may impact adversely on other aspects
of a successful transition, such as lack of accessibility of college or
employment environments.

Valuing People identified the transition from secondary education as one of
the priority stages when HAPs should be offered and reviewed. The later
guidance states that HAPs will normally begin with transition planning around
the age of 14, so that the system is in place over the period of the transition.
The main vehicle for considering health needs is the transition planning
process led by the school. The revised Special Educational Needs: Code of
Practice (Department of Education and Skills, 2001), for example, states that:

Health professionals involved in the management and care of the young person
should provide advice towards transition plans in writing and, wherever
possible, should attend the annual review meeting in Year 9. They should
advise on the services that are likely to be required and should discuss
arrangements for transfer to adult health care services with the young person,
their parents and their GP. They should facilitate any referrals on transfers of
records which may be necessary, subject to the informed consent of the young
person and parents, and should liaise with the Connexions Service as
appropriate.

(section 9.60)

Partnership Boards, Connexions and other agencies are accordingly urged to
check on the following range of issues:

e is there a system locally to ensure that all young people with learning
disabilities have a comprehensive transition plan which addresses their
health needs?

e is there an adequate system for identifying the numbers of young people
with significant health needs in advance of the move to adult services,
including those young people currently placed out of area?

e on the basis of the above information, is it possible to identify or develop
the resources that will be required?

e is there a shared assessment framework in use locally to avoid young
people with learning disabilities and their families going through multiple
assessments for different health or social care needs and services?

e s there a satisfactory process for ensuring the effective involvement of
primary, secondary and tertiary (where appropriate) healthcare
professionals in transition planning meetings?

e is there any system locally for developing ‘*hand-held records’ for young
people with learning disabilities and their families to take with them to
adult services?

e is accessible information available for young people with learning
disabilities and their families on relevant health promotion issues,
including sexuality and personal relationships and health screening?

Heslop et al. (2001) could find little evidence that the move from paediatric
health services to adult health services was handled well at transition. Over a
half of parents said the transfer had not been dealt with at all during
transition planning, with only 18% thinking it had been covered well. There
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are two major aspects to this - the handover itself, and the quality of service
received.

The transition to adult health services is described by Heslop et al. as ‘on the
whole a rather abrupt affair’ (Heslop et al., 2001, p.65), with the young
person and their parents typically being told at one visit that their next
appointment would be with an adult team that they had not yet met.
However, it was often far from clear when this transition — whether abrupt or
not — even had to be made. In one of our sites:

There seems to be a lot of confusion on the part of parents about who is
responsible for their child’s health during transition. You get some
paediatricians who are very flexible and will hang on to the youngsters and
provide some continuity, but a lot of others don’t have that involvement.

As in the case of social care, the age at which any such handover should take
place was not always clear. In one of our localities, for example, services for
children with learning disabilities were handled by the Child and Adolescent
Mental Health team, who only accepted referrals up to the age of 16, whereas
adult learning disability services did not commence until 18 or even 19. In the
same locality, the main transition that concerned the two learning disability
nurses was that from primary to secondary school, rather than from children’s
to adult services — another reminder that the very concept of transition is
many-sided.

For parents, the abruptness of the service loss was exacerbated by the loss of
the school as a ‘one stop shop’ for healthcare:

When you are at school, everything happens there. Your paediatrician will
probably come into school, the [occupational therapist], physio, nurses. When
you come out of school you do not have that health back up, you have to do
things through your GP.

(Social Services Manager)

Where the relationship between the family and the GP is good - and
particularly where it is also of long duration - the access to healthcare may
still be effective:

My GP is really good, he’s known Paul since he was born.

Our GP has come up trumps, he’s been really good. Jim has had a few
problems lately, and the GP has approached different specialists and got him
sorted out.

She has had the same GPs from being a week old. When I said she would be
moving out of the district and would he still be her GP he said he would keep
her even though he shouldn’t. We’ve been lucky that way.

(Parents)

Equally positively, one locality placed its children’s disability social work team
with the consultant community paediatrician, specialist health visitor and
associated professionals such as physiotherapists and speech and language
therapists. This was said to be ‘working well but could work an awful lot better
if there was one person managing the team’. Elsewhere it was suggested that
a linking role was needed with some specialist learning disability health
professionals working between learning disability and mainstream health
services - a finding similar to that of Giraud-Saunders et al. (2003) in a
separate study.
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However, the more fundamental issue facing young people and their parents
was the reduced nature and range of health support available after the
transition from ‘childhood’. Regular and ongoing appointments with known
health professionals ceased, to be replaced by an injunction to contact
services as and when help was needed. Even this more uncertain system can
only function where comparable adult services are available, and this was
often not the case, with shortages of occupational therapists, speech
therapists, clinical psychologists and psychiatrists. Where young people have
a dual diagnosis of learning disability and mental health needs, or complex
health needs, local partnership arrangements may be inadequate to the task.
The Social Services Inspectorate national inspection reported that ‘common
files were rare and integrated team working was only just beginning in most
areas’ (Social Services Inspectorate, 2003, para 6.4).

5.3.3 Lead agency

Transition involves such a wide range of stakeholders that two of the
alternatives to partnership working — structural integration and lead agency
status - were difficult to adopt. Hence the emphasis tended to be upon
partnership working, and it was not always easy to see clear patterns of
responsibility and accountability for ensuring that an effective transition was
delivered. Several potential vehicles are identifiable.

Joint Investment Plans and Health Act flexibilities

Joint Investment Plans (JIPs) and Health Act flexibilities do not specifically
arise out of the Valuing People White Paper but are contemporaneous with it.
By the end of April 2001 all relevant local authorities, together with their
partner agencies, were required to have in place a JIP for learning disability
covering the years 2001/2002-2003/2004. Despite the availability of JIP
General Guidance and a Learning Disability JIP Workbook, the first plans had
to be produced prior to the publication of Valuing People and may not have
fully addressed the new requirements. In principle, the Learning Disability JIP
could provide the right sort of vehicle for pulling the contributions of the
relevant partners together, but early evidence is unconvincing.

An evaluation of the first round of the JIPs (Swift, 2002) reported that just
under half of the areas had what was termed ‘narrow’ stakeholder
partnerships, where the strategic decision-making was limited to
local-authority departments and the NHS. The same study reveals ‘serious
shortcomings’ in the availability of information about the client group -
integrated client databases or registers were a rarity, and even where they
existed were incapable of supporting a person-centred approach to planning.
In our study, the JIP was not portrayed as a document that was guiding local
developments in a rational and coherent manner, and was rarely mentioned
during fieldwork interviews. In the case of transition, the range of
stakeholders that would need to sign up to an effective programme is greater
than could be found in Swift’s narrow partnerships. Overall, the Learning
Disability JIP has yet to become the key strategic document that shapes
service development and practice across a local area.

The flexibilities - pooled budgets, lead commissioning and integrated provider
- introduced by the Health Act 1999 provide the framework within which
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Learning Disability Partnership Boards are required to operate. The
Government expects all agencies involved in the Partnership Board to show in
their updated JIPs that they have fully considered how to use the Health Act
flexibilities to underpin effective partnership working. The White Paper warns
that ‘evidence of failings in partnership arrangements will be taken into
account in determining the allocation of the new Learning Disability
Development Fund’ but it is not clear how ‘failings’ will be judged or by whom.
Early evidence on use of the flexibilities (Hudson et al., 2002) suggests that
shifts in service output take time to deliver, and that much of the early effort
tends to secure symbolic rather than ‘real’ gains for users and carers.

The Social Services Inspectorate national inspection (Social Services
Inspectorate, 2003) reported that most of the authorities covered by the
inspection had not yet used the flexibilities, and that many councils were
dogged by pressure on budgets and a history of demarcation disputes with
NHS agencies. In our study, all of the localities were using the new powers or
were planning to d