Better Outcomes for People
with Learning Disabilities

Transforming Care
A collaboration with people, their families, carers,
practitioners, technologists, academics and charities in pursuit
of new models of care that utilise communication technology.
Taking a practice-led approach to the development of the technology
and considering the evidence required to demonstrate outcomes.
The goal - to produce a transferable approach to evolving practice
in cooperation with technology as a continuous learning process.
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The Stakeholders

1. The Challenge
On May 19th 2014 SBRI Healthcare put out
a call on behalf of NHS England entitled:
Improving Outcomes For Patients With
Learning Disabilities Through Better Remote
Management Of Health And Well-Being.
The scope of the call was as follows:

1. Improved access to diagnosis and care
Flexible products and services that use
technology to support individuals with
learning disabilities and their carers to live both
independently and safely by monitoring health
and well-being status, providing advice on selfmanagement and enabling health and care staff
to provide appropriate and timely interventions.
These products and services will improve the
ability of people with learning disabilities, in
collaboration with carers, where appropriate, to
self-care and self-manage, reducing the disparity
in health outcomes for those with learning
disabilities and changing the need for traditional
care packages and the direct costs associated
with that.
Screening tools and monitoring devices that
enable more predictive and earlier diagnosis,
and can identify a change in condition enabling
early intervention;

This work was commissioned and funded
by NHS England. The views expressed in the
publication are those of the author(s) and
not necessarily that of the funding partners.

Educational tools that can help people associate
changes in their health and well-being with
associated behaviours;
Technology developments including improved
indoor location, seamless with outdoor location;
body wearable devices and textiles;
Personally held health records tailored to the
LD population that are linked to an electronic
health record via communication tools that
enable information about health to be shared
securely online, put people in touch with others
in similar positions, or keep people in touch with
healthcare professionals;
Tools e.g. mobile apps that can make health and
care services more accessible and offer a less
stigmatising way of accessing support.
2. Tools that help people with learning
disabilities fulfil their carer roles
Many older people with learning disabilities
live with their families and are growing older
together and face considerable challenges as
their family member’s age. Caring roles within
the family can change as parents become
frailer and the son or daughter with a learning
disability takes on a greater caring role. This is
often called mutual caring and highlights the
interdependence of these families.
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“At a high policy level I think
there have been enough
messages that have been fed
back into the system to highlight
the importance of the health
inequalities that this community
actually faced.”
Bill Maton-Howarth,
Bayswater Institute

It also highlights that more people with learning
disabilities are becoming carers in their own
right and need support in their caring role.
These families need support to continue to
care and we are interested in technologies and
service solutions that support this.
http://goo.gl/L8vecf

Red Embedded Systems had already
worked with Sandwell MBC on developing
services for people with learning disabilities
using remote support and published the
results at the King’s Fund in 2013:
http://goo.gl/FGbZng
In phase 1 of the SBRI we:
• Undertook some service mapping to
better understand current provision.
• Generated a framework for user-centred
design of technology and service.
• Drew up a technology road map.
• Made some service redesign
recommendations and considered
evaluation.
This allowed us to scope out our phase 2
project. The learning from that project
indicated that:
• A wide range of stakeholders should be
engaged including people with learning
disabilities, family, carers, care providers,
charities, experts and commissioners to
inform the service design.
• That the project should not impose the
technology but seek to develop the
technology in cooperation with practice.

• That an evolutionary approach would
require a broad range of evidence to
be collected and evaluated. Academic
partners would be required that
understood sociotechnical systems and
action research.
• The technology would need to assist
in the evidence generation and
measurement of health and wellbeing
would be a key aspect of the project.
• Demonstrating outcomes to
commissioners would need the right
evidence.
We assembled the project team and
commenced phase 2 in September 2015.

“Hft are leaders in what we call
personalised technology (other people call
it assistive technology.) It’s a fundamental
part of what we do and how we support
people. It can make the difference between
somebody just having an existence and
having a life.
“It supports people to do the things they
want to do. When we look at personalised
technologies we look at a person’s abilities,
not their disabilities. We ask them what
they want to do, what they want to achieve
and work out how personalised technology
can support them to do that.”
Sarah Weston, Hft

“If we see how long it has taken telecare,
which is a relatively straightforward
application of technology. How long that has
really taken to take off then this is going to
be challenging for some commissioners but
the potential is significantly greater, I think.”
Keren Worsley, DLF at Shaw Trust
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The Stakeholders

2. A New Approach

POTE Model

Our previous experience in the
project with Sandwell MBC and
phase 1 of the SBRI guided us in
developing the approach to phase 2.
We knew that developing the technology
in cooperation with the practice of the
care providers would maximise the
impact. We also knew that developing
technology in cooperation with practice
had to be iterative and based on usercentred design that considered both the
goals of people receiving care and those
of their care providers.
We also knew that convincing
commissioners of the outcomes
(particularly if they were not of the
straight forward economic kind) would
require evidence.
We identified a model for the project
that recognised these four interacting
factors of practice and technology
leading to evidence of outcomes. Our
project partners helped us with each
of the factors and together we could
represent all aspects of the challenge.

Practitioners
Health
Health Facilitators
GPs
Secondary/Tertiary Care
Consultants

Social Care
Social Workers
Occupational
Therapists
Care Managers

Partners
Hft
Sandwell Metropolitan
Borough Council

Practice

Evidence

Outcomes
Independence
Communication and
care coordination
Access to healthcare

Outcomes
Partners

User
Centred
Design

Health Equalities Framework
Automated data capture
Service reviews
Sociotechnical reviews
Social Value

Evidence
Partner
Dave Atkinson

Changing our Lives
DLF at Shaw Trust
Janet Cobb
Bayswater Institute

Technology
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Technology

Partners

Multiway video
Evaluation and reporting
Interoperability with Lincus
Ambient Sensing
Mobile devices

Red Embedded Systems Ltd
Rescon Ltd

“Well it is a great project because it recognises
that we don’t actually know what the best way
of delivering this technology is to people with
learning difficulties. They come in all sorts of
forms, in all sorts of situations. We’ve all got
hypotheses about different values it might have
for them, for the health service and for their
carers and their families.
“What is terrific is that we have created a
technological platform which can be used in all
sorts of ways and we are exploring what value
it has in different kinds of situations. So, to me,
it is the epitome of the way to route appropriate
technology into a complex variable situation that
could really do with the value of the technology.”
Ken Eason, Bayswater Institute

“Not having defined outcomes or changes that
you want to make at the beginning of the project
does make it more challenging and it does mean
it is quite a fluid project and requires quite a
bit more management time as the project goes
on. But in some ways I don’t see how you could
manage it in any other way.
“These people are individuals and to say that
we want this for all these people - a one-sizefits-all approach to changes for a group of
individuals, all of who are completely different
and have different challenges and have different
situations, is just never going to work. It has to
be person-centred which resonates with how Hft
approaches everything it does.”
Sarah Weston, Hft
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The Stakeholders

3. Service Led Goals
Given that the project approach was to co-develop
services with the technology it was not possible to
define the exact service transformations ahead of
the project.
Similarly the evidence required could not be precisely
specified. The approach adopted was to specify two
aspects of care that would be targeted for impact and
to work with care providers to develop these whilst
optimising the technology to support them.
This approach ensured that any learning from emergent
service development or technological developments that
were of high value to people with learning disabilities
would not be ruled out of scope. In this way the
maximum value could be delivered for the investment in
the project.

High value care impacts as defined in the project goals:
New services: Two complementary services for people with learning disabilities will be
available at the end of Phase 2.
• One will be the delivery of remote, multi-party care co-ordination driven by an Acute
Treatment Centre (ATC) to support individuals to maintain their community placement
and reduce the number of poorly managed mental health exacerbations that lead to
multiple, unnecessary admissions. This service will support the cascading of expertise
from specialist LD services to community and primary care services as recommended by
the National Audit Office.
• The second service will focus on the empowerment of people with learning disabilities
who would previously be users of day centres. This will include delivery of advice,
mentoring and advocacy to the individual through mobile phones and tablets to support
them to access a range of mainstream, community services, including training, education,
leisure, retail and health services. Access to healthcare and empowerment in relation to
healthy living will be supported by the use of v-connect by health facilitation nurses.
Last phase 2 milestone: Implementation of prototype service models for the two health
service applications of v-connect, underpinned by the new technological developments,
capable of generating evidence of better outcomes for people with learning disabilities,
improved integration of care and financial benefits.

“Not just using technology as an
add-on but fundamentally in the
bloodstream of the organisation.”
Steve Barnard, Hft
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Project Streams and
Action Research Workshops

Workshop

Workshop

Q2

Q3

Service Development
Technology Development
Evaluation
Communication and Exploitation
Q1

Q4

“I suppose those people that are independent - and there’s a lot of people
with learning disabilities who are independent - for them all to have access
to this type of tech, that enables them to be independent in the community
but have somewhere to call back to. If that could be built into lots of people’s
packages, that gradually over time, would enable that more traditional care
to minimise.
Because actually people with learning disabilities are never given the
opportunity to take a risk and therefore they do not learn anything.
Everything is wrapped around a risk assessment unlike our lives - but
actually if you enabled people to take positive risks this could be a good tool
to enable them to take a positive risk. Because the potential for employment
support and independent travel training are through the roof.”
Jayne Leeson, Changing Our Lives
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4. Technology

Technology Developed During Project
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The Power of Platforms
One of the major benefits of the v-connect service is
that is based on a platform. The easiest way to think
about platforms is that they have a core that supplies the
connectivity, reliability and functionality.
Then, when people want to use it, different interfaces
provide different views and capabilities appropriate to
the needs of the person. In this way new features can be
added without re-engineering the whole service.
It maximises the reusability of any investment across
lots of use cases and shortens the timescale to add new
features. This was a great place to start to develop new
ways to help people with learning disabilities.

Received Calls

Improved ability to
automatically take
physiological readings and
store them in Lincus

“And they embrace them as well. They
want to use them, the people that we
are supporting, really do want to try
these things for themselves.”

Interoperability with
Samsung SmartThings
platform providing the
ability to monitor motion,
temperature, doors and
power usage

Garry Bradnam, Hft
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Technology Developed During Project

The Start Point
Previous experience had provided guidance on what the
key technological developments would be. From phase 1
we identified three key technologies:
• Multi-way video to include more than two people on a
video call.
• Development of mobile solutions.
• Integration of health and wellbeing measurement and
the Health Equalities Framework into the service.

Multi-way video

Improved video capabilities
on mobile phones and
tablets

How We Learnt
The project workshops provided opportunities to
demonstrate the technology developments and
discuss their impact on practice. They also allowed
discussion of other challenges faced by people with
learning disabilities and carers that might be addressed
using technology. During the project we refined our
understanding of the technology development and
built a bank of future developments that would further
increase the impact of the service on care delivery.

Ability to enter text during
and after calls to note what
was done
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4. Technology
Technology Identified
The project identified a range of further
technologies that would assist in providing
care for people with learning disabilities.
These included:
• Ability to declare location from the mobile
software.
• Ability to find safe locations or directions
from the mobile software.
• Ability to request a call back from a
person’s screen that would alert the carer
or a family member.
• Ability to record video and photographs
using a mobile device and store the
material in the Lincus record.
• Improved interoperability with other
systems used by care providers.
The workshops unearthed a great range of
technological development that would help
service provision. Enough for many more
years development activity.

“The current client group we are
working with, you know, technology,
some people love it and some people
are techphobes and really don’t like
the idea. But for the people who have
got the tech at the moment, to say that
they didn’t like technology and how
they’ve adapted and started using it,
it’s amazing.”
Lyndsey Heath,
Sandwell Metropolitan Borough Council

“The technology we felt initially would have been used non-stop due to
the needs of the service group, because we are dealing with clinicians and
specialists on a daily basis, but we feel the timescales have limited this.
“The v-connect was easy and adaptable to use in the unit and although some
staff felt slightly anxious about using it, they soon adapted to the layout and
usability factor. The general idea or purpose is great but I feel the timescale
from having the equipment installed to the end of the project has been far too
short and I feel that with another year plus we could have opened out a whole
new dimension to how people are supported at Piccadilly and I also feel the
team would have been more creative when using it.”
Sara Palmer, Hft
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5. Deployments

The map shows locations and the
connectivity deployed across them.
We worked with…

164 people with learning disabilities
48 social care providers
61 healthcare providers
25 families
12 technical support specialists

Person Centred
People with learning disabilities have a wide
range of capabilities and needs. They live
in a variety of different types of residential
settings. They have varied interactions with
networks of other people. So, as for anyone,
there is no “one-size-fits-all” approach to
supporting him or her to live as independently
and happily as possible. Therefore we tried
to spread the technology deployment as
widely as we could geographically to gain as
much learning as we could about how the
technology might work across variations in
circumstances.

The Locations
We deployed the technology in Sandwell,
Kent, Devon, Bradford and the Wirral. We
deployed the technology with people living
at home, with parents; with people living
in shared accommodation, with people
attending day services and with people living
on their own.
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The Connections
In each location and for each person we
considered whom in their network they
might want to be connected to. Connection
to carers was the first step. Connections to
family members were deployed where this
was desirable. Connection to clinicians and
GPs was made where possible.

“The challenge is really trying to go
in and identify, from each location,
what was really required and work
with the people there to select the
best kit for those individuals.”
Ian Stoddart,
Red Embedded Systems Ltd
13

Technology and Practice

6. D
 eployment Evolution,
Service Evolution and the Workshops
Evolving Service Delivery
Having selected for
representative variation across
geographies and people we
addressed service evolution. We
base lined the current service
delivery in each location through
a service review. This included
reviewing the national and local
policy landscape to put the
impact of the technology into
the context of policy aspirations.
In some locations the HEF was
also used to base line the current
status of the people prior to the
technology being used.
Service evolution was then
tracked through the workshops
and a final service review towards
the end of the project.
The project involved several
forms of workshops including
ones with people with learning
disabilities and care providers.

The Service and Technology Workshops
These formed the core of the action research
of the project.
The agenda followed was similar for all and
was as follows:
Morning
1. Review of the project goals and approach.
2. Discussion about the current impact the
technology was having on practice. This was
usually done through case studies or use
case reviews.
3. Discussion of how the current technology
could be improved and what gaps there
were in practice that could be assisted by
technology developments.
Afternoon
4. New technological developments
demonstration.
5. Review of new technology and identification
of how it could work in practice.
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Workshop

Locations

Date

Liverpool

22nd October 2015

1

Bristol

27th January 2016

2

Sandwell

28th January 2016

3

Bristol

30th June 2016

4

Bradford

1st July 2016

5

Sandwell

20th July 2016

Start up

“We have had workshops at the beginning of the project and towards
the end. And I think, in any action research oriented piece of work
you need workshops where you bring together all the different parties
to review what evidence is emerging, to see what is working and what
isn’t, what direction things are going in. And to use that as a basis for
planning the next stage.
“I think that has worked very well in the project. It does several
things. One is it reminds people and gets their commitment to the
project. It helps to build a sense of a team across a quite divergent
collection of people. It helps the technologists understand the front
line, and the front line understand what these technologists can
actually produce.
“I think one of the amazing things is how many different technical
ideas have come up as a result of that. And I think it gives everybody
a chance to consider what they have learned in the process. They all
carry away different kinds of messages about what they are learning
but that really is the point of the whole exercise.”
Ken Eason, Bayswater Institute

“I thought the workshops were a very
important part. Similarly to the way I
thought that the initial process of going
around, so that it introduced us as evaluators
to the real front line issues of service, and
allowed us to build that picture - then the
workshops are the next stage within that,
bringing everyone together.”
Bill Maton-Howarth,
Bayswater Institute

“Sitting down in the workshops with the
people who do this day to day and day in
day out and work with the individuals we
actually get their perspective about what
matters what’s important and that really
guided us about exactly what we had to do
and what was relevant and what wasn’t
relevant.”
Ian Stoddart, Red Embedded Systems Ltd

15

Evidence and Outcomes

7. Collecting the Evidence
Evaluating the Project
When evolving technology in collaboration
with practice it is not possible to know exactly
the evidence that will be required in advance.
Further, any longitudinal improvements in health
and wellbeing would be difficult to attribute to
the intervention in a project where deployment,
development of technology, practice and
evaluation methodology is all occurring within
a twelve-month window. Therefore the project
looked upon evidence generation as a part
of the technological development and built
a comprehensive data acquisition capability
into the platform. A range of other evidence
supplemented this automated approach to data
acquisition.
The project undertook the following evidence
collecting approaches:
• Service reviews before and after the
technological interventions.
• Sociotechnical interviews about stakeholder
experience of using the technology.
• Using the Health Equalities Framework to
baseline some of the locations.
• Using Lincus for health and wellbeing
monitoring.

• Case studies of people and their carer’s
experience of using the technology.
• Accessing statutory sector data regarding GP
appointments, A&E admissions and access to
specialist consultants.
• Automated data capture of the use of the
communication service and integration of this
data with Lincus to supplement health and
wellbeing monitoring.
• Interviews with staff regarding automated data
captured to discuss emergent and novel ways of
using the technology.
• Building an approach to social value.

The result is a flexible and extensible framework
of evidence generation that can track current
service usage and accommodate new and
evolving practice and technology.
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“From my perspective taking a more
unstructured, evolving kind of journey
is a much richer one. A much more
valuable one for all concerned than
any of the ways you might read
about organising these projects and
evaluating them in much of the
literature.”
Ken Eason, Bayswater Institute

Service reviews
For each of the five geographical locations,
reviews were undertaken, as interviews, at
the beginning of the project to explore the
aspirations for the service changes and how
the practitioners thought the technology
would assist. An audit was also undertaken
of how the technology could potentially
underpin service changes that would support
both the national and local policy aspirations.
Towards the end of the project the same
people were interviewed again to see what
had been learned and how the technology
had actually impacted practice and outcomes
for the people being cared for and their
families.

Sociotechnical Interviews
Towards the end of the project interviews
were undertaken with the same people that
participated in the service reviews to focus
on the experiences of using the technology.
By focusing on the experiences of using the
technology (v-connect, Lincus and HEF) the
aspiration was to separate out the impact
of each. This would allow a compare and
contrast approach to evaluating how the
combinations of technologies in different
locations had impacted on practice.

Case Studies
Moving from a “one-size-fits-all” approach
to care packages to a person-centred view
means that both the use of the technology
and the outcomes must be considered on
a personal basis. Hence the use of case
studies allowed consideration of what inputs
went into a person’s care plan (people and
technology) and what the outcomes were.
These outcomes were considered as social,
health and care provision. Case studies
formed the underpinning for the approach to
the commissioning arguments.

“I think it is really complicated. If we look at the world of evidence in
relation to clinical practice, whatever clinical discipline we are talking
about, actually relatively speaking when you drill down there is a dearth
of evidence. Much of what we do actually isn’t particularly well evidenced,
and certainly where it is the evidence isn’t on the basis of RCTs. We know
that we have RCTs that are done around drugs and medications but then
if you look at methodologies of most RCTs they have excluded anyone
with a learning disability in the first place. So they tend to do RCTs on
populations that do not resemble clinical populations. So it’s very seldom
that we have RCT level evidence upon which to base anything that we do.”
Dave Atkinson, Independent Nurse Consultant

Health Equalities Framework and Lincus
HEF is now well established as a tool for
measuring equity of access to care.
It is, however, much more capable than that
single activity. It also provides guidance on
improving someone’s status by crystallising
out many years of hard won tacit knowledge
into recommendations that can be turned
into action. Hence it acts as a measure and a
guide to improving someone’s situation.
Lincus provides an electronic version of the
HEF facilitating recording and review of
someone’s situation. It also provides ways
to measure progress along their journey and
to capture many aspects of their health and
wellbeing. The integration of physiological
measurements, event recording and ambient
monitoring has served to enrich this dataset
during the evolution of the project.

17

Accessing Statutory Data
It was found that accessing the local statutory
health data was possible subsequent to
anonymity and governance restrictions.
However, it was recognised that measuring
the impact of the technology and practice
development on events such as ATU
admissions or A&E attendances would
require longer term monitoring and a more
personalised view of the experience of each
individual.
It was also recognised that improving access
to health care would not necessarily reduce
activity in the short term. Examples of
reluctance to attend appointments by people
as well as examples of unmet need were seen
during the project. All of this points to the
need for a longer term study with much more
evidence generated for individuals.

Evidence and Outcomes

8. Health Equalities Framework
The Health Equalities Framework (HEF) was
developed by a team of four learning disability
consultant nurses and was launched in the spring
of 2013, it has gone on to be much endorsed and
its take-up has been advocated widely, including
in England by the Department of Health, NHS
England, Public Health England and the National
Valuing Families Forum. In 2015 it was upgraded
in light of feedback from early implementers and
an ever-evolving evidence base, the new version
being known as the HEF+.
The HEF is an evidence based outcomes
measure. Its development was prompted by
recommendations in the 2012 Report of the
‘Modernising Learning Disabilities Nursing
Review’ which called on nurse leaders to develop
tools by which to demonstrate the outcomes
associated with learning disability nursing; it
also occurred in the wake of the scandal at
Winterbourne View; and against a context of
increased political and public concern about
the avoidable, premature mortality of people
with learning disabilities. Aside from any moral
imperative, regardless of setting or specialism,
domestic and international human rights
legislation, create an obligation on services to
take action to reduce the unfair, unjust and
avoidable inequities of health outcome that are
experienced by marginalised populations.

A series of highly regarded systemic reviews of
the international evidence base, clearly describe
a set of common determinants of health
inequality in people with learning disabilities
and these very much informed the development
of the HEF. The tool was systematically and
progressively refined in response to the use of a
Delphi approach exercise, extensive consultation,
large scale caseload censuses and longitudinal
multidisciplinary pilot work. During development,
consultation with a range of royal colleges and
professional bodies concluded that the tool
had far wider applicability than just measuring
nursing outcomes.
At its core, the HEF measures how effective
services are at either reducing exposure to the
determinants of health inequality, or mitigating
the impact of ongoing residual exposure. A
series of specific indicators were drawn out
from the underpinning evidence and these form
the basis of a twenty nine factors impact rating
scales. Repeat profiling against these, allows
the effectiveness of service delivery (in terms of
people being supported in a way that minimises
the risk of serious health inequalities) to be
tracked over extended periods of time.
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The HEF also allows anonymised, aggregated
data to be analysed, thus yielding a wealth of
information about total population need and the
effectiveness of whole systems. As such whilst it
is often said profiling a person who uses services
changes the way they are supported, the higher
level of data analysis can lead to wholesale
changes in the way that service systems are
configured. HEF based data is therefore also of
great value to public health officials and strategic
service planners.
Where a service’s quality is to be measured,
systems of delivery will typically distort and staff
will change their practice, in order to meet the
criteria by which to be judged to be ‘good’. It is
critical that measures are chosen in such a way as
to minimise the risk of gaming, where improving
performance on specific indicators detracts from
overall quality improvement. It is perhaps notable
that measures focussing on the performance
of care (process) rather than outcomes, are
most vulnerable to gaming. For this reason
successive national policy developments have
in recent years emphasised the need for quality
to be determined on the basis of outcome
measurement rather than process.

Any outcomes measurement system essentially
establishes a guiding star for care, support and
service delivery. Optimal scores will be used as
the basis of pronouncements that services are
of high quality. If unintended consequences
and gaming are to be avoided, it is essential
that this guiding star describes an accurately
an aspirational set of circumstances that
are universally regarded as being associated
with the idealised outcomes of interest. The
optimum circumstances described by the HEF,
i.e. those that are predictive of a minimal risk
of serious health inequalities, are characterised
by a situation whereby in the face of wide
ranging material and psychosocial hazards,
people who use services are supported in ways
that develop their personal resilience; and
where they are also safeguarded through a
range of additional extrinsic protective factors.
Critical to delivery against these measures
are the arrangements that facilitate effective
communication within and between agencies
and practitioners; with families and circles of
natural community support; and which ensure
robust overarching coordination.

The initial development of the HEF was
unfunded and the authors aimed to produce a
tool that could be freely distributed and used
not just by services, but also by families, as
well as other stakeholders. As such a decision
was made to develop the tool as a form of
sophisticated Microsoft Excel spreadsheet.
Whilst this has proven highly successful and
has been well received, it none the less has
inherent constraints, in terms of its use in multi
user environments, which have necessitated
the use of some creative, although at times
inconvenient, work arounds. Whilst the HEF
has been used to demonstrate the impact of
v-connect technology, the BOLDTC project also
provided an important opportunity to embed
the HEF in the web based Lincus platform and
to begin to understand how this positively
impacts on the behaviour of those providing
care and support as well as those responsible
for considering the strategic direction of
services.

“In terms of current legislation
and policy drive, certainly across
the UK and probably Europe wide,
there is this big push, on the back
of the human rights movement,
towards measuring and reducing
health inequalities. So we kind
of realise that wherever learning
disability nurses go there is a public
expectation that we would act in
such a way as to reduce health
inequalities. One of our team was
also one of the lead investigators for
the confidential inquiry which at the
same time was uncovering all the
evidence of premature deaths.”
Dave Atkinson,
Independent Nurse Consultant
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9. Service Reviews and Sociotechnical Interviews
Sociotechnical systems theory
Sociotechnical systems theory was first formulated
in the 1950s by researchers at the Tavistock institute
of human relations in London. They were working
on mechanisation in the mining industry and in
weaving and were struck that the huge productivity
gains promised by these technologies were not being
achieved. They found that the new technical systems
were working in opposition to the existing social
systems in the work organisations with the result
that the potential of the technology could not be
harnessed by the people at work. The theory places
emphasis on the fact that work gets done by people
in work roles utilising technical resources and that the
technical system and the social system have to be ‘cooptimised’ for effective productivity to be achieved.
The theory has been developed and expanded
in the past 60 years, notably in relation to the
implementation of new technology in organisations.
There have been numerous examples where new
technology has been introduced as a technical
project with little regard for the existing social and
organisational systems in place and major failures have
resulted. A recent example is the NPfIT programme
in the NHS which attempted to implement common
electronic patient records across NHS Trusts with little
regard for the many different ways these records were
used in different parts of the NHS.

The result was a failed implementation that cost the
taxpayer over £20 billion.
Sociotechnical systems theory offers both an
analytical and a design approach. It can be used to
analyse an existing work system to show the many
interdependencies that exist between the people
at work and the tools and technologies they use
to get the work done. It can, for example, be used
to highlight the many stakeholders who would
be affected if attempts were made to change the
technical systems currently in place.
As a design approach the theory highlights the need
to develop an integrated sociotechnical system: that
any change, for example, to the technical system
will have implications for the social system that
may be positive or negative and that new ‘design’
has to be applied to both the technical and social
sub-systems. The theory advocates a user-centred
approach to design because it is the people at work
who understand how it is done and it is they who will
have to make any future system function effectively.
Developing a co-optimised integrated system is also
seen to require an iterative approach because seeking
a ‘best fit’ between technology and people is an
emergent process as opportunities and issues emerge
over time.
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“We have also seen new
diagnoses as a result of
using the Lincus platform.
As Lincus is acting as a
communication platform it’s
improving communication
between individuals and the
people that support them.
So we’ve had a diagnosis
of osteoarthritis because
someone could actually
communicate that they were
in pain. That was actually
leading to challenging
behaviour. And the people
that were supporting that
person did not work out
that it was stemming from
a long-term condition luckily through the use of
Lincus that got diagnosed.”
Adie Blanchard,
Rescon Technologies Ltd

“From talking to staff and services they were a bit lost at the
beginning in terms of what were the goals, what were the
possibilities so we almost had to develop a framework in terms of
what questions to ask to point people in a particular directions.
“So we almost had to prompt people in terms of what would the
application be in terms of health needs of people with learning
disabilities and how could you monitor those health needs. Could you
speak to GPs for example, could you speak to practice nurses, what
other connections with community learning disability teams. So, I
think, in terms of setting initial outcomes it wasn’t difficult to do
once we got talking to staff.
“In fact we almost ended up with too much information. The difficulty,
from our point of view, was how do you condense that into what are
realistic outcomes or realistic potential outcomes. And then from
my point of view it was marrying up those potential outcomes with
the actual frameworks that people were supposed to be working to.
Looking at Joint Strategic Needs Assessments, looking at health and
wellbeing documentation, looking at strategic documents in each
particular area.”
Janet Cobb,
Independent health consultant
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10. Telling Many stories
From Reductionism to Many Stories
The diagram opposite shows a shift from a
traditional reductionist approach to evidence
generation to a person centred approach to
building an evidence framework that supplies
sufficient qualitative and quantitative data to
draw conclusions about many outputs. The
goal is to broaden the evidence base to both
demonstrate outcomes that go beyond the
siloed thinking of commissioning but also to
facilitate learning and emergent models of care.
The diagram also shows the inclusion of
learning into the approach. The problem with
one-shot linear projects is that when they fail
much of the learning is lost. The combination
of a platform and an evolutionary approach
to co-development of the technology and
practice is that aspects that work and deliver
value can be kept and aspects that do not can
be dropped. This reflects a biological approach
to technology development. If biology did not
evolve by mutations that are tested against the
environment but stuck to a linear project plan
with a single fitness test at the end we would
get many funny and interesting organisms but
few would survive. Much like a lot of large-scale
technology projects.

Listening
Reductionist approaches to evidence
generation assume that all people have
one thing that they would ideally change.
They intervene and then see whether the
intervention caused the desired outcome.
This not only assumes that all people are
the same but it also assumes that all people
value the same outcomes in the same way.
By obtaining feedback from individuals and
their carers through Lincus and case studies
it will be possible to see what aspects are
important to individuals and tailor their care
package to their needs.
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“What we are already finding is that
there are different groups of people,
in the cohort of people with learning
disabilities, that different bits of
technology work better for. So people
who are good at communicating
themselves can use the Lincus bit of
technology much more effectively than
people who have multiple disabilities.”
Janet Cobb,
Independent health consultant

Research question: For all people with learning disabilities does one
form of technological intervention deliver one type of outcome?
People with learning
disabilities so must
have the same needs

After intervention

Person 1

Pre-defined evidence

Outcome

Person 2

Pre-defined evidence

Outcome

Person 3

Pre-defined evidence

Outcome

Research question: For people with learning disabilities, that have a
personalised care plan, can technology support new models of care
that deliver a range of outcomes that are of value. Can the approach
support the evolution of further models of care?
Three individuals with
different care packages
and networks of
connections
Person 1
Person 2
Person 3

After co-development
of practice and
technology

Outcomes for each
person, their families
and carers

Rich evidence indicating
how the technology is
impacting on:
Social
Health
Care provision and
wellbeing

Grounded theory
approach developing
recurrent themes and
both qualitative and
quantitative
outcomes measures

Can we improve things?

“I think the initial tour round did two things for me. One was
it showed that there was some fairly common agreement
about broad areas of impact we might expect. But also it
showed the different circumstances in which people with
learning difficulties lived and the different degrees of learning
difficulty.
“All these variables were going to affect not only what you
can do with the technology but what forms of technology,
what forms of connections are going to be appropriate. And
certainly started me thinking there are going to be a lot of
different miniature sociotechnical scenarios emerging from
this because the technology is enabling different things to
happen in different places.
“It revealed both the commonalities across this domain but
also a lot of the variation. Going back to where I started, a
lot of the problems in delivering technology is that you
assume one size fits all. What those initial visits did was
to show that one size was definitely not going to fit all in
these circumstances and that we might find some surprising
developments going on in some places.”
Ken Eason,
Bayswater Institute
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11. Thinking Systemically
The System View
In the diagram opposite we have captured
the two axes from our original POTE model of
how practice and technology co-develop and
how this interacts with evidence generation
and demonstrating outcomes. We have added
the external environment and a learning
section.

Thinking Systemically
In the early part of the project we had
thought about the stakeholders and what
their goals might be. We arrived at an
approach for co-developing the practice and
the technology and reviewing this through
the workshops. We built a framework
for collecting evidence and exploring the
outcomes that the stakeholders were seeking
that was permissive of a person-centred
approach.
We now had to think about how the
approach would stand up to the demands
of the external environment and how to
maximise the learning as the technology and
practice evolved.

The Simple Project View
Beginning at the left with the Technology
Deployment this provides new models of
Service Provision. With the new Automated
Capture capability various aspects of the
technology usage are automatically stored.
This feeds into system Logging that stores
captured data with other contextual data.
This goes on to provide more detail about the
Impact on Care that the technology is having,
such that the outcomes, inputs and outputs
can be examined for each intervention.
This provides an ability to examine before
and after scenarios and with and without
scenarios for testing the intervention in
different care plans with different people.
The Measurement Tools then provide a wider
range of evidence collection at the individual
level and the care provider level. This then
feeds into Reporting where various views
of the data can be assembled supporting
different levels of analysis. This then feeds
into measurement of Social Value and more
traditional Health Economics.
Once in place this simple linear flow provides
a way of evaluating different interventions for
different people with different networks of
care.
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Technology Development
One of the key features of the project was
to include a learning loop with regard to the
practice and technology. This was achieved
through the workshops. In the diagram the
influences on the Technology Development
can be seen. As loops from various parts
of the project learning. The technology
development is influenced by:
• Emergent Behaviour as seen through the
changes in Automated Capture such as the
call taxonomy or from Reporting or from
Logging.
This Emergent Behaviour is detection of the
communication service being used in new
ways to support care provision. This result
in changes to the technology or logging to
support this.
• Use Case Analysis demonstrating that
the service could facilitate new ways of
doing things if the interfaces or workflow
supported it.
• Data that indicates that preferred usage or
diminished usage.
Of course Use Case Analysis and Data can
also drive new deployments in supporting
new models of practice.

External Environment
Family

Practice - Technology
Technology
Deployment

Service
Provision

Technology
Development

Emergent
behaviour

Learning loop
Transparency of
data Immediacy
of data

Use case analysis,
outcomes
and workflow

Data driven learning
and service improvement

Delivery against policy
and outcomes

External Factors

Automated
capture:
Data Capture
Event Capture
Call Taxonomy

Logging:
Physiological data
In call annotation
End call annotation
Ambient activity
Profiles
Call logs
Events
Call close down

Impact on care:
Outcomes
Inputs
Outputs
Differential
outcomes:
Before/After
With/Without

Social Value
Economic proxies

Reporting:
Person centred
Carer view
Management
view
System view
Analytic view

Measurement
Tools:
HEF
Wellbeing
∆ care
Care outcome
metrics
Case studies
Surveys
Service reviews

Health
Economics

Evidence - Outcomes
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11. Thinking Systemically
External Environment
For a platform approach that has these learning
capabilities responding to the external environment
becomes less onerous than for a linear approach.
External Factors can feed directly into Service
Provision and the desired Impacts On Care to
influence how the services develop over time. This
again means that the platform can adapt rather
than have to be re-engineered for each change
in intervention. This shortens response times and
retains investment in the service.
The richness of the evidence generation also
ensures that responses to changes in the external
environment can be evidenced.

Data Driven Learning and Service
Improvement
Because of the Automated Capture
and the various evidence strands in the
Measurement Tools and Reporting a live
Learning Loop can be enabled where
the activity of the platform can be
examined in real time and the outcomes
measured. This opens up a whole new
opportunity for data transparency and
service analysis and development. It also
facilitates benchmarking and good practice
evaluation on a very rapid timescale.

Andrew Horner,
Glenn Stocks, Hft
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Strategic and Operational Collaboration
The development of new services requires
engagement with care providers at the
strategic and operational levels. The
understanding of the impact for the people
being supported has to be communicated
up so that the opportunities to embed the
technology more widely in the organisation
are understood. As with other aspects of
the project this is not a one-shot process
as the learning has to iterate as service
develops. This is very different to the topdown models of technology implementation
typically undertaken in organisations.

“The introduction of telecare and other
technologies has been very siloed in its approach.
This piece of kit for one thing another piece of
kit that does something else and never the two
shall meet. Or they are not interoperable.

“One of the most powerful things that came out of it was
using the analytics and visualisation engine at the back
of Lincus. What we call RAVEN or Rescons Analytics and
Visualisation Engine. And really that was a way of tracking
the activity between the service users.

“Whereas with the v-connect system we’ve
got elements of telecare, video, telehealth,
conference calling and access to support
networks with a face-to-face response. A lot
different to any other system.”

“So service providers service users we could track, who
called who, when and we could also then marry that up to
physiologicals and also marry that up to self-report and
observed report. So actually interrogating an assessment
of care delivery from multiple different angles is especially
powerful. I don’t think anyone has ever done that before.

Alasdair Morrison,
Sandwell Metropolitan Borough Council

“There is no one innovation it does need to be a
systems approach and this relates to a system
coming together where you have communication,
we have benchmark evaluation, we have
continuous on-going person driven assessment.

“Because you are looking at how people are communicating,
what is the flow of that communication. You are also looking
at objective measures such as physiologicals, you’re looking at
patient self-report or person self-report measures and you’re
looking at observed reports. That’s four ways of looking at
an issue that which is together, when you combine it, really
powerful.”
Tom Dawson, Rescon Technologies Ltd

“I mean together this is really a systems
approach and a systems integration approach.”
Tom Dawson,
Rescon Technologies Ltd
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12. Emergent Behaviour and Learning
Call Taxonomy
One of the biggest problems in describing
the benefits of a communication platform is
that it is effective in so many situations. When
supplemented by physiological measurements
and ambient monitoring it brings together
elements of telehealth and telecare to form a
comprehensive solution that can be tailored
for many people’s needs. This is not how the
public sector buys technology. Procurements
are managed through narrow technical
specifications that are not even related to the
outcomes being sought. Improved outcomes
for a person can rarely be expressed in a
technical specification. Indeed this is the point
of sociotechnical systems studies it is the
interaction between people and technology
that defines the outcomes for those receiving
care and for those using the technology.
Call taxonomy is a helpful way to consider
the challenges of conveying the outcomes
a communication platform can deliver. The
boxes opposite show how we discussed
the v-connect platform with different
stakeholders. We described its use as being
categorised as Colleague, Care or Companion.
We will come on to Hybrid shortly.

Call Context
What we recognised from previous work in supporting
people with long-term conditions was that the
platform technology displaced other activity. It could
change people’s feelings about how they were being
supported. After installing the technology in people’s
homes we saw a flurry of activity then a reduction in
call intensity as their feelings of safety grew. On deinstalling the technology we have had people turn us
away claiming that it made them feel secure and they
did not want to lose it. We began to realise that the
context of calls was very important. Who originated the
call? Who answered the call? What was the result?
This project has seen a great deal of work in being able
to contextualise the use of the technology to deliver
care. So what happens when someone does something
you didn’t expect?

Learning
The technology has the capability to underpin new
models of care but also to facilitate learning about how
care can evolve. Involving stakeholders in understanding
what they value and how this can be maximised is key
to service evolution.
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“The huge amount of evidence
being generated, just by being
able to sift through that
has given us quite a sound
evidence base in terms of
future direction, where to
invest time and what sort of
technology helps different
groups of people and leads to
the different outcomes.”
Janet Cobb,
Independent health consultant

“One of the things we did was
we converted every v-connect
consultation or communication
into an event that was
occurring within the Lincus
platform and by tagging it in
this way we can actually go
back later on and analyse the
impact of that event or that
v-connect consultation.”
Tom Dawson,
Rescon Technologies Ltd

Call Types - A Taxonomy of Communication
Care

Colleague

Companion

Hybrid

Profile: Practitioner to Person
Profile: Person to Practitioner

Profile: Practitioner to Practitioner

Profile: Person to person

Profile: Multi-way/transferred call

Professional Consult
Consult between professionals without the
person present. Can be between primary,
secondary and tertiary health care.

Family Call
A social call between a person and a
member of their family.

Home Consult With Family/Carer
A multi-way consult between a practitioner
and a person in residence with a family
member conferenced in.

Home Consult
A consult between a person in their
residence and a professional in health or
social care.
Request for Consult (RFC)
A consult with health or social care that
originates with a request from the person
in their residence.
Care Review
A consult with a person that includes a
family member or their carer being present
in the room.

Charity/Befriending Call
A social call between a person and a
charity or third party providing social
interaction.

Health and Social Care Collaboration
Coordination between health and social
care.
Meeting Adjunct
Sharing meeting outcomes or participation
in a meeting using video. May be within or
between health and social care.

RFC that is forwarded
A consult with health or social care that
originates with a request from the person
in their residence and is then forwarded
on to another professional or support
organisation.
RFC that is converted into a multi-way
A consult with health or social care that
originates with a request from the person
in their residence and is then transferred
into a multiway call with another
practitioner or other organisation.

The Meeting Adjunct Call
We discovered, in one of the workshops, that some of our care partners
were using the video from a local care trust, at the end of a case review
meeting, to communicate with a day service centre. During the video
call a room full of clinicians would communicate with the care providers,
outcomes of several case reviews, sometimes with the people present.
We realised that we had no way of capturing the value of that activity
and that the technology was enabling a mode of communication that
was not undertaken through other means. This emergent usage would
not have been recognised if we had not picked it up in a workshop.
This has helped us develop the in call and after call annotation to
facilitate capturing some of the context.
In order to evolve the platform and to learn how the technology can
underpin new models of care the intimate interactions between practice
and technology need to be captured and fed into the development.

Hybrid Calls
Further project feedback indicated that a simple request for call back
would facilitate new ways of reassuring and dealing with problems
promptly. Although this could not be addressed within the scope of
the current project significant work has been undertaken to facilitate
this new kind of workflow. Integrated with SMS texting and voicemail
it takes the service into new realms of automated management of the
communication experience.
Multi-way calling introduces potential for complex interactions and
call transfers that may involve a range of call participants at different
times. Again context is key and being able to evaluate how the platform
supported care provision is essential to the commissioning and social
value arguments.

29

Greater than the Sum of the Parts - The System View

13. Reporting
Wellbeing Report

Actionable Data
In delivering the project we have witnessed
the collection and storage of vast amounts
of data as part of current practice. When we
probed the value of this data the answers
were often quite negative. Two issues plague
the use of technology in care provision:
• Interoperability between different systems
that record data.
• The recording of data for reasons other than
learning or action
The two technology partners have worked
together to begin to address these twin
issues. Although great progress has been
made this remains an area for significant
further work.

“Lincus has enabled easier analysis of
data and enhanced current systems.
It was felt that there was genuine self
assessment and that asking people to
record their own point of view was
respectful of participant’s dignity.”

Lincus
As a health and wellbeing tool Lincus
provides many modules to support people
with a range of conditions from monitoring
their basic health to those with multiple and
complex needs. Key to its capabilities is the
Rescon Analytics and Visualisation Engine
(RAVEN) the underlying technology that
facilitates the timely presentation of complex
data in an actionable format.
Rescon is already working on interoperating
with many other systems to form a secure
web of care provision. As part of the project
we implemented secured data sharing
between the v-connect platform and Lincus.
The pictures show reports incorporating
v-connect events in the Lincus reporting.
These events can be video calls, physiological
measurements, ambient sensing of movement
or door position and other data related to
health and wellbeing acquired as part of the
activities of the v-connect platform.

Service Review Report
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Event Type

Event Name

Notes

17th Feb 2016 17:41

Health and Wellbeing
Video Consultation

v-connect
Consultation

Support session

12th Feb 2016 14:44

Health and Wellbeing
GP Visit (Unplanned /
Urgent)

Other

Eczema flared up

10th Feb 2016 20:02

Work and Education
Change in Employment

Other

Started volunteering at charity shop

7th Feb 2016 17:41

Health and Wellbeing
Video Consultation

v-connect
Consultation

Support session

5th Feb 2016 14:52

Health and Wellbeing
Change in Medication or
Treatment

Changed Medication

3rd Feb 2016 09:00

Lifestyle and Home
Change in Housing

Other

Moving out of housing

2nd Feb 2016 13:58

Family and Friends
Video Chat

v-connect Chat

Chat with my friend Nick

1st Feb 2016 14:53

Family and Friends
Death of Family or Friend

Other

My aunt died :-(

v-connect Technical Support chat

28th Jan 2016 10:00

Lifestyle and Home
Change in Housing

Other

Moving out of housing next week

26th Jan 2016 13:58

Health and Wellbeing
Other

Support Worker

Support session

19th Jan 2016 13:58

Health and Wellbeing
Other

Support Worker

Support session

18th Jan 2016 14:46

Health and Wellbeing
Change in Medication or
Treatment

Started Medication

Started medication for depression. Happy it's
being taken seriously.

Activity Monitoring
Technology into Practice
Reporting is a key factor in embedding
technology into practice and it becoming
part of the daily activity. Too often, systems
sit to the side of practice and become a
burden of entry (often double entry) and
the administration starts to detract from
care provision. By automating data capture
and reporting it can become supportive of
practice. The project has moved this much
closer and all of the connectivity is now in
place to facilitate a systemic approach using
v-connect and Lincus.

Interoperability with Samsung
SmartThings
These pictures show activity monitoring
for the Samsung SmartThings platform.
Using simple detectors that interact with
the SmartThings cloud platform, a range of
ambient monitoring is possible. Once again
the interoperability between v-connect and
SmartThings demonstrates the power of
platforms. By connecting the platforms a
great deal of infrastructure has been brought
into the v-connect platform in a short period
of time. This platform leveraging has the
power to transform development of new
services very rapidly.

“The interoperability was mostly to do with the Lincus platform and
this is where we are exporting our data across, or data that has been
generated from the individuals through our system into Lincus so that
the professionals and the individuals themselves can see the data in the
Lincus platform. So now it is seamless. If someone jumps on a pair of
scales at home, the data comes through the box or through the tablet,
through our servers, through the Lincus servers and into the individuals
record so that the individual or the carer can see that data almost
immediately.”
Ian Stoddart, Red Embedded Systems Ltd
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14. Workflow
Technology - Workflow
The workshops provided many examples
of workflow concerns related to the use of
technology. Aside from the recurring issue of
interoperability between systems there were
many discussions about:
• The use of the set top box and TV to enter
health and wellbeing data.
• Multi-way video and the setting up and
management of video calls with several
people in different locations.
• Call annotation both in and after calls.
• Use of mobile devices and their
appropriateness for different situations.
• The use of the service in non-hub
environments.
All of these are sociotechnical issues as
they capture experiences of real people
using the technology as part of their daily
practice. Some of the concerns were minor
modifications to user interfaces, others
implied completely new approaches to
implement the workflow. We will consider
two workflow implementations to see what is
required.

Multi-way Video Calling - Workflow
The approach adopted was to implement
the concept of a conference room into which
people could be moved. As the number of
people in the room increased the image was
reconfigured to show all of the participants
in the call at each end. The system is sensitive
to who is talking and therefore highlights
that person. People can leave at will. It is also
possible to bring new people into a call at any
time. This gives maximum flexibility in how
the call is managed and who can participate.
Like all calls, all communication is encrypted.
No one can enter a call without invitation.
Who can see who is configured by the
v-connect servers providing reassurance that
only the right people can call each other.
This capability is live on the service and is
being used as part of the project.
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Request for Call Back - Workflow
A use case that came out of one of the
workshops was to implement a request for a
call. Someone receiving care would, through a
specific button or as a specific contact, ask for
a call back from their carer. This would alert
the carer with an SMS or voicemail. The carer
could reply with a timescale that would be
displayed to the person on their TV or device.
If the carer did not call back within a given
period a reminder would be issued. On a third
reminder there would be an escalation path
to another carer.
This workflow is useful where there is no
central hub and where there is a direct link
between a carer and a person. The work for
this has been scoped and will form part of
future developments.

“Initially we were generating reports
within the platform. So the general process
would be that an individual would go into
a platform, they will log in, have a look
at the reports and pull them off. However,
because we are looking at multiple user in
an organisation many were hardly getting
to answer their emails let alone go into a
platform we had to have a serious think
about how reporting was done. How that
integrated into workflow.
“So, working with all the stakeholders in the
project, really, we came up with the strategy
of doing email reports at a frequency and
density that was going to suit whoever the
stakeholder was.”
Tom Dawson,
Rescon Technologies Ltd
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15. Outcomes - Grounded Theory
One of the ways of exploring outcomes
that does not presuppose how different
stakeholders value them is to use grounded
theory.
Through interviews, themes are captured
that emerge from the way that the people
experiencing the intervention perceive it.
As part of the research into the social value
of using the communication platform we
undertook a small-scale, grounded theory
approach, to interviewing ten family members
and carers about the experiences of ten
people with learning disabilities using the
technology.
The themes originating from the impact of
the technology are shown in this table.

I am more independent

Tech helps me contact people - if I’m alone I get stressed I contact those who support me - I am more independent

I or family member is employed

Tech helps me contact people - tech allows family to be sure
I am safe - my family can do other things - mum/dad/me
are employed - I contribute towards my society

I feel safe

Tech helps me contact people - the pilot ends in Sept
2016 - using the tech stopped my crisis - I stayed in the
community - I feel good about myself

I feel good about myself

Tech helps me contact people - if I can’t contact them I get
stressed - I then need to take medication - now I don’t need
to take meds - I feel good about myself

I know my house and/or
accommodation is secure

Tech helps me contact people - people support me - I don’t
need to worry where I will live - I feel safe/secure in my
house/home

I get annoyed

Tech helps me contact people - tech sometimes doesn’t
work - I need other connections - this makes me annoyed
or frustrated

I have respect for myself

Tech helps me contact people - I don’t feel alone - I feel
good about myself - I have respect for myself

I remain in the community

Tech helps me contact people - we worry about the pilot
nature of project - we may not be able to afford the cost my family worry I may get more stressed about this change
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Theory of Change

I have new
technology

Family worry the
technology pilot
will end

It may be very
expensive to
continue

Services and
others may hold
a view on this

We may not be
able to afford the
ongoing costs

My family hold
views as my
support and
advocate

The technology
helps my family
know I am ok

My family can
now look at
doing other
things

Mum/Dad or
I am now
employed

I contribute to
my society

It helps me
contact people

When I am
alone I get
more stressed

I can contact
people who
support me

This helps me to
be more
independent

I no longer
feel alone

People take me
seriously when I
need support

This makes me
feel good about
myself

I now have
respect for
myself

I sometimes
need to take
medication to
not get stressed

Now I seldom
take medication

People listen to me
when I contact
them using the
technology

I feel really good
about myself

Using the
technology my
family and friends
support me

Using tech
stopped my crisis

I need other
connections

This makes me
frustrated or
annoyed

If I get stressed
I feel vulnerable

Sometimes when
I got really
stressed I went
to hospital

Sometimes the
internet
connections
don’t work

I can’t talk to my
GP - they don’t
have the tech
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We worry about
keeping them
safe in the future

Impact - What changes?

16. Outcomes - People with Learning Disabilities
Outcomes
We are seeing a range of outcomes across
many case studies that we are building.
There are outcomes in terms of social, health
and care provision. Each person-centred
intervention yields different outcomes in each
of these areas.
Here we will discuss some case studies and
consider the outcome. It is clear that for this
realistic evaluation approach much more
evidence collected over longer time periods
would be required to generalise outcomes for
specific aspects of the intervention.

“I think that the technology can
really give people that independence,
maybe give them a voice that they
haven’t been able to convey how they
have been feeling before, and really
it is a fundamental part of support
especially moving forward with the
resources being driven down.
“And how I think interoperability
and getting technologies to work
alongside people and be part of
that support is definitely the future
and the way technology should be
developing moving forward. The
interoperability is key in that because
you don’t want all of these different
devices doing different things you
need to be able to bring it all together
and that’s how I see it should be
working.”
Emma Nichols, Hft
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“I think for me the starting point
is with a service like life skills.
People who are supporting people
to be independent within their own
communities. And again it is going
to be unique to that individual. So
as fluid as the technology can be as
transportable as it can be the better
because for me somebody will carry
the tech with them when they go
into work so that they can speak
back home to mom or they can speak
to their job coach or whoever it is
that they know personally.”
Jackie Postin,
Sandwell Metropolitan
Borough Council

“Where I think the technology
has had the greatest impact is
on independence - a person’s
independence. Don’t forget,
historically, for people with
learning disabilities they haven’t
been afforded the opportunity to
work - they have been locked up,
some are still locked up.
“So actually walking down the
road or going to their first job
and knowing they get that added
support by someone via the tech is the world isn’t it?”
Jayne Leeson,
Changing Our Lives

Louise

Emma

My Feelings before I had the Technology

My Feelings before I had the Technology

 I felt very lonely.

 I would spend a lot of time at home helping
my mom and dad.

 I wanted someone to talk to.
 I was sitting at home everyday watching
Television all day.
 I was very bored sitting at home.

 I sometimes get angry with my parents.
 I would spend some time sitting in my
bedroom upset.

 I would argue with my mom a lot.

 I liked Fridays because I worked with Sarah
(Life Skills). Sarah has helped me find a work
placement that I enjoy.

How the technology has helped me

How the technology has helped me

 I don’t feel as anxious as I did before.

 It has reduced my stress levels.

 I feel more confident when speaking to
people.

 I have more of a life now.

 Knowing I have people to talk to
encourages me to stay in my work
placement.

 I have got more confidence.

 My life wasn’t very enjoyable.
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 I can talk to my boyfriend.
 I’m not lonely anymore

Impact - What changes?

17. Outcomes for Families and Carers
We have discovered a range of reasons
that families would want to use the
communications technology themselves.
Some of these use cases include:
• When separated geographically it is
reassuring to be able to see each other as
part of a call. The visual element gives more
information than a phone call and can improve
communication.
• The multi-way allows families to be remotely
involved in consultations.
• The health and wellbeing monitoring can be
securely shared with family members allowing
visibility of measurements and call activity in
support of their relative.
• Complex multi-disciplinary meetings could
have people joining remotely just for the part
of the meeting appropriate to them. This
would save on travel and be less stressful for
the family as some of these meetings can have
very many participants and be intimidating.
• Transitions are notoriously difficult time for
people with learning disabilities and having a
connection back to family can provide stability.
Carers benefit in the same ways as families
but bring their professional dimension to the
interactions.

“Since we have been using the video
it has been a lot easier because I
can see him and he uses signing.
Which means I can understand
more because of the signing. Also
he has his support worker with him
and he can easily see if I am having
trouble understanding he will fill
in the gaps, help us and get Alex to
explain more.”
Rowena, Mother of Alex

“I think if this got into the hands
of groups of families. If families
understood the potential of this
technology and actually brought it
up from a grassroots perspective
and created forums around it to
help everyone in their communities
understand what it was about then I
think that could be really powerful.
“And then I think you would find it
being used in really innovative ways.
In ways that commissioners would
never have thought about and perhaps
never be able to commission for. Once
families are commissioning it then
I think that could be enormously
powerful and take things on in a way
much more rapidly than if we do it
from a top-down perspective.”
Keren Worsley, DLF at Shaw Trust
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18. Outcomes for Health and Care Ecosystems
The Policy and Priorities
for the Deployments
Each area has its local as well
as national drivers in terms of
priorities and outcomes. For four
of the regions the key documents
are listed along with the number
of potential outcomes that could
be supported by the technology.
Two example outcomes are then
singled out with their alignment
to the documents. This approach
was used to connect the regional
strategy to the technology and
the outcomes.

Bradford
Key documents:
• Bradford Districts Strategic Disability Partnership Action Plan
Working Document 2014 – 2018
• Bradford Joint Strategic Needs Assessment
• Older people and learning disability in Bradford district
• Bradford Health Inequalities Action Plan 2013 – 2017 (BHIAP)
• JSNA Summary of priorities
• Confidential Inquiry into the Premature Deaths of People who
have Learning Disabilities (CIPOLD) in 2013
Technology could support 13 potential outcomes including:
Optimisation of time and agile working using video technology
may be useful in reducing waiting lists by enabling professionals to
react to and address issues more efficiently than in person, saving
travel time is a potential big win. Which aligns with JSNA 2; 5; 7; 8
&11 & BHIAP priority 8 & CIPOLD 7; 8 & 14
Creation of an evidence base using technology to gather
clinical readings to underpin health interventions; reduce health
inequalities and help move to a preventative rather than reactive
model of health intervention. This may have a positive impact
on GP systems including recording of annual health checks
and development of Health Action Plans. Remote consultations
may help the GP surgeries manage the care of residents on a
regular basis, reduce anxiety for the individuals and alleviate the
difficulties and potential disruptions of attending the surgery in
person. Which aligns with JSNA 4; 7; 8; 9; 10; 11 & 12 & BHIAP
priority 8 & CIPOLD 1; 2; 3; 4; 5; 6; 7; 8; 9; 10 & 13
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Wirral
Key documents:
• Challenging behaviour and learning
disabilities: prevention and interventions
for people with learning disabilities
whose behaviour challenges
• Local JSNA
• Learning Disabilities and Autism: a health
needs assessment for children and adults
in Cheshire and Merseyside
• Confidential Inquiry into the Premature
Deaths of People who have Learning
Disabilities (CIPOLD) in 2013
• Merseyside and North Cheshire
Health Needs Assessment for Learning
Disabilities and Autism (September 2013)
MaNCHNAfLD
Technology could support 15 potential
outcomes including:
Establishment of early indicators of ill
health and improve the take up of health
screening. Which aligns with CIPOLD 14;
MaNCHNAfLD 7,8,9,10,11 & 12
Improve the take up of annual Health
checks. Which aligns with CIPOLD
recommendations
1, 2, 4, 5, 6, 7, 8 & 9; MaNCHNAfLD 7

Devon
Key documents:
• Living well with a learning disability in Devon
2014 – 2017 (Devon - LWWLD)
• Living well with a learning disability in Devon
2014-2017
• Confidential Inquiry into the Premature
Deaths of People who have Learning
• Disabilities (CIPOLD) in 2013
• www.bris.ac.uk/cipold
Technology could support 12 potential
outcomes such as:
Improved communication with health
professionals. Which aligns with CIPOLD
recommendations 1, 2, 4, 5, 6, 7, 8 & 9
Devon LWWLD page 5 health inequalities
Improved connections and communication with
families. Which aligns with Devon LWWLD:
page 6 families & relationships; Page 11 key
action 8

Kent
Key documents:
• Learning Disability Needs Assessment For
Adults with Learning Disabilities in Kent
(LDNAALDK) : March 2014 (due to be
updated 2016)
• www.kpho.org.uk/__data/assets/pdf_
file/0017/43550/Learning-Disability-NeedsAssessment-2014.pdf
• Confidential Inquiry into the Premature
Deaths of People who have Learning
• Disabilities (CIPOLD) in 2013
• www.bris.ac.uk/cipold
Technology could support 9 potential
outcomes such as:
Using video technology may facilitate person
centred planning, reviews of care / health and
closer involvement of families – especially where
mental capacity is an issue and best interest
decisions have to be made. Which aligns with
CIPOLD recommendation 15, Kent (LDNAALDK)
Objective 2
Improved safeguarding processes, training
in Mental Capacity Act & Deprivation of
Liberty Safeguards. Which aligns with CIPOLD
recommendation 10, Kent (LDNAALDK)
Objectives 2, 4 & 6
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“My personal view is that families do
not realise how powerful they are that the way to feed back is from
families to policy makers missing out
all the sections in between. So we need
to find some way of capturing the
evidence and presenting that evidence
from families to the policy makers.
“We could waste an awful lot of time
in the middle tiers where people are
really struggling now with finances
and the cuts and their focus is on
something else its about financial
management it’s not about what is best
for people. And what we are interested
in is what is best for people.”
Janet Cobb,
Independent health consultant

Impact - What changes?

“Speaking from the point of view of a
speech and language therapist I think
there is scope to use the technology
to involve service users in meetings
and discussions involving a number of
different professionals.
“I think there is some scope for using
the technology for clinical reviews. So
not necessarily an initial assessment
but once that assessment has been
carried out if there is a need to follow
something up perhaps see how
someone is using a communication
system or to review someone’s eating
and drinking in a non-invasive way
there is the potential to use the
equipment.”
Rachel George,
Bradford District Care Trust

“The challenges we faced are, whilst
we have a very good relationship
with our clinical commissioning
group, and commissioners there
hasn’t been much emphasis by the
CCG commissioners to open doors
that we needed opening.
“For example, our assessment and
treatment centre Heath Lane. Many
of their service users were asking if
they could have virtual consultations
as opposed to visiting. To do that,
because it was part of the mental
health trust we needed those doors
opening by the CCG commissioners
and that’s where we’ve struggled, but
we’re still banging on that door. The
impact that will have for the service
user will be immense.”
Alasdair Morrison,
Sandwell Metropolitan
Borough Council
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Family

19. The Role of the Family
Families
The project has shown that families often
want to be more involved in the care
of people with learning disabilities. The
communication technology facilitates this
in a way that the telephone cannot. Often
the visual element is very important and the
ability to take part in multi-way video calls is
recognised as very valuable to families. This
is particularly the case when the technology
allows the family member to work with the
carers to organise and manage care provision.
Several of the case studies identify changes
in behaviour of the person with learning
disabilities through improved communication
with family.
The project facilitated the inclusion of the
family in the network of connectivity, as it
was not constrained by normal commissioning
models. The benefits identified indicate that
family connections should be recognised in
models of commissioning through outcomebased perspectives. An alternative is that
personal budgets could be used and the
family connection included as part of the
purchasing.

Personal Budgets
Enabling families to better manage care
through the use of personal budgets has
the potential to catalyse further technology
development. Through the use of the
communication platform care could be better
coordinated between care providers, health
professionals and social care. The platform
could evolve to offer more management
options such as scheduling and managing
services such as carer visits and special events/
days out. The platform could glue together
services that are provided by excellent
charities and other organisations and put the
family in control of the care provision and
coordination. For many families this would
be empowering and allow them to schedule
their time more effectively. Although not
appropriate for all families for ones that could
engage with the technology the platform
could maximise the value of their personal
budgets in managing care for their loved one.
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Caring for the Carers
The focus of the project has been very much
on improving access to health and social
care using the technology. It is clear from
the outcomes that where parents of people
with learning disabilities age their care needs
will become interconnected with those of
their children. The use of the communication
platform is an intervention that can underpin
the changing needs of ageing parents and
their children with learning disabilities.
The experience of using the platform to
connect people with long-term conditions
to care indicates that its reusability across
care provision would allow it to support
the parents and children at the same time.
Connecting to different care providers and
services as needs evolve.

“Families are a massive untapped
resource with people with learning
disabilities. One of the things we have
learnt from past investigations is that
where you ignore families you do so
at your peril. What we are beginning
to see is a shift in the power balance.
“If you shift the funding to families,
if you shift the use of technology
to families you get a much better
and richer outcome. I think families
are the future champions of this.
There are all sorts of aspects to
that - bringing families into the
conversation in a much more
meaningful way. You’re enabling
families to plan so co-production
becomes much more powerful not
just a word it is actually happening.
And you are putting people in a
position where they can build trust a huge safeguarding opportunity in
terms of using the technology.”

“It becomes very powerful and also
potentially massively cost saving
because instead of putting people in
situations that make them ill you’re
actually putting people into situations
where they want be and where they
are in control of their own lives.”
Janet Cobb,
Independent health consultant

“If what we are trying to do is trying
to support the individual with
learning disabilities in all the various
roles that they have then we have to
support them as carers. And that is
their social role which means a lot to
them as it does to all of us, v-connect
should be able to do that.”
Keren Worsley, DLF at Shaw Trust

Janet Cobb,
Independent health consultant

“Originally at his end they tried it on
an tablet. That was really too small for
Alex to see because his eyesight isn’t
very good and he couldn’t really work
out who it was. When they put it in his
room on a television, so it is a bigger
picture and when it goes full screen,
because you can change the view to
go full screen, he seems to be able to
relate to it more.
“When his brother came in the room
a couple of weeks ago when we were
talking he actually recognised him
from the video on the screen.”
Rowena, Mother of Alex

“As we have become more sophisticated
in understanding what people need we
know it is a holistic all surrounding
support. Now it doesn’t mean it needs
to be one proprietary solution to that
but it does need to be an integrated
solution around the individual.”
Keren Worsley, DLF at Shaw Trust
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20. The Challenge of Disruption
Disrupting the Status Quo
Disruption is a concern in the current
economic climate. The project has
demonstrated that disrupting ways of working
can raise challenges in a range of issues
including:
• Assumptions of what families regularly review
and take control of for themselves.
• What the scope of responsibility is if new
measures are taken that improve health but
also increase the amount of data available.
• What the role of regulation is in developing
new services. Is the regulator’s role to stop
innovation or to collaborate in improved care?
Then there is commissioning - how can all
of this evidence support new methods of
commissioning?

Unmet Need
A further concern in disrupting current models
of care is in revealing unmet need. If providing
better access to care increases activity in
the short term with improved long-term
outcomes is this acceptable?
Again this is for discussion with
commissioners but requires more
sophistication than hours and hourly rates.
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Profound and Multiple Learning
Disabilities
The project has supported a small conference
on this area of care that has had little
attention. The goal is to discuss what
technological approaches could improve care
in this area. This is completely within the
remit of improving the health and wellbeing
of people with learning disabilities but as a
poorly recognised area of need it is likely to
raise requests for increased resources rather
than decreased.
Using technology could facilitate better
support and monitoring for posture, breathing
aspiration and trauma. The use of technology
in this area would need to be balanced in cost
by improvements in efficiencies in supporting
such people in other aspects.
The technology could assist here. However,
once again, this will not be resolved through a
discussion about hours and hourly rates with
commissioners.

“There was quite a few people
who wanted a link to Heath Lane
and they would only want the
technology if they could have
that link to Heath Lane because
having that link to speak to the
consultants would reduce quite a lot
of risks of challenging behaviour.
Or behaviours that challenge the
families. So I would definitely say
get the health sector on board first.”
Lyndsey Heath,
Sandwell Metropolitan
Borough Council

“It’s making a culture change
and I think once that happens it
will, there is probably a lot more
potential for it. When you are
listening to being able to take
oximeter readings being able to take
temperature and that type of thing.
Again there is a lot of potential
to help and support as well so we
can do some things for people that
would be more beneficial.”
Karise Smithson,
Bradford District Care Trust
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“It has not been used as much as I
thought. Initially when I was first
involved in it I thought it would be
a great idea and that we would use
it quite a lot but actually in practice
we haven’t used it as much as we
thought we would. I think that is for
a variety of reasons partly because
it has taken a while to get it up and
running and because it is such a
short pilot project.”
Victoria Donnelly,
Bradford District Care Trust

The Future

21. The Commissioning Argument
A Learning Care Provision Service
The project had a goal to build a framework for a rich evidence base that would support a more
person-centred and holistic view of how care was provided. Using technology, health and wellbeing
could be improved and services used more efficiently. These outcomes would be readily observed
from the evidence collected.
The ability to recognise how the technology was being used and how it was providing value would
be automated, as much as possible, and provide real time feedback.
Emergent usage would be supported and encouraged with this being fed back into the on going
development of service in cooperation with technology. New models of care would be tested and
evolved if valuable and killed off if not.
The whole system would encourage learning and development of practice.
The platform is there. It is up and running. It is connecting people with learning disabilities to
families, health professional and carers. It is recording its usage. It can annotate usage. It can
produce reports. It integrates into a health and wellbeing measurement tool. It uses the HEF. It is
available on a wide range of devices.
So who pays?

“For me it does sit with the personal budget. And that gives the
person the choice. If they want to use the BOLDTC or if they want
to use what’s out their universally for people then they have that
choice and I think that it’s absolutely right that people do.”
Jackie Postin, Sandwell Metropolitan Borough Council
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The Three Classes of Outcome
According to the classic siloes of care the
outcomes pop up in three different places:
1. Health care
2. Social care
3. Social value
The Better Care Fund is concerned with
integrated approaches to 1 and 2.
The Social Value Act 2013 cares about 3. So
a commissioning argument must be made
that combines all 3 and makes the case for an
integrated commissioning approach such as
through the Better Care Fund.

Person Centred Impacts
Person Centred Health Economics
In making the case for an integrated
commissioning approach we will need to
predict the benefit that £1 spent on the
service will return (usually in the same year)
i.e. we are really talking about cost cutting.
At the outset we stated that we wanted
an approach that could take a menu of
interventions and connect a personalised
network of care provision to someone.
Hence, for different people, different parts
of the intervention will have different value
and return different benefits. So we need to
generate a rich repository of evidence that will
allow us to demonstrate that for a wide range
of people with varying needs, on average, it is
possible to quantify a return on investment.
Now we have the platform all we need is a
couple of years of evidence of the benefits for
a large enough group of individuals.
We will have evidence with granularity at
the individual case study level all the way up
to live data about how the platform is being
used today, with reporting on health and
wellbeing and all aspects of usage.

Case Study 1

Case Study 2

Case Study 3

Connections
use cases

Connections
use cases

Connections
use cases

Social return
on investment

Client outcomes
Family outcomes

Client outcomes
Family outcomes

Client outcomes
Family outcomes

Social impact

Health outcomes

Health outcomes

Health outcomes

Health impact

Social care outcomes

Social care outcomes

Social care outcomes

Social care impact
Better Care Fund

“Our approach in Sandwell through the Better Care Fund,
where we have got commissioners from health and social
care together is to commission service through the Better
Care Fund in an integrated fashion and to start developing
that. To start changing the way we put contracts together.
Start engaging better with our providers.”
Alasdair Morrison, Sandwell Metropolitan Borough Council
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21. The Commissioning Argument
“There is another group of people that
we need to get on side and that is
CQC our regulator who is very much
wanting paper production - they do
not want to see things on screens. Yet
the way forward is to see things on
screens and to do that remotely. Now
we have got a lot of work to do in that
area and we need commissioners on
side to help us with CQC.”
Steve Barnard, Hft

“For commissioners it is not in their interest to take risks they need to
take the safe option because that is the best way for them. From the
professionals it is the same argument really, the safest option for me is to
continue what I have always done.
“The people who benefit most, I think, from the technology, from all of the
work we have done so far, are the patients and the clients who, generally
speaking, once they have tried it, once they have become confident with it
love it and want it and can see the benefit for it. But they are not the ones
who are calling the shots in terms of the funding, they are not the ones
who are having to take the risks in terms of the allocating of the resources.
“So we have a system whereby the people who gain most have least power
in the decision making process about it being implemented.”
Steve Davison, Clinical Consultant
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“At the moment - if we go back a
bit you’ve got competitive tendering.
Everyone completes a tender and
submits it - as long as they are a
preferred provider and then they will
be analysed and compared.
“I think there has to be a lot more
collaboration and a lot more
transparency. By that I mean, when
someone at the moment gets one
hundred hours per week, every week,
because they need a hundred hours
every week. Well nobody needs the
same hours every week let alone
every day.
“So moving to outcomes is
something that says - so how do we
demonstrate that we are working
towards the outcomes we’ve agreed
and show you how and what the
cost of that is - three monthly or six
monthly.”
Steve Barnard, Hft
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22. Social Impact
Social Value
Social Value is the value that stakeholders
experience through changes in their lives.
Some, but not all of this value is captured in
market prices.
The Principles of Social Value provide the
basic building blocks for anyone who wants
to make decisions that take this wider
definition of value into account, in order
to increase equality, improve wellbeing
and increase environmental sustainability.
They are generally accepted social accounting
principles.
www.socialvalueuk.org

Social Value for the Communication
Platform
A preliminary piece of work demonstrated
that the communication platform had a social
impact in several areas including:
• Confidence
• Dignity
• Independence
This was from a small sample of ten people
with learning disabilities and their families.
Having established the theory of change that
led to these outcomes the next steps would
be to determine indicators to measure these
outcomes, link these to a value through a
measure of quantity of a financial proxy
determined from a defendable source.

52

Once again however, due to the personalised
nature of each intervention it would not be
possible to generalise across all people. The
recommended approach is to segment your
population to achieve a level of similarity
between cohorts without generating too
many segments. Unfortunately we arrive back
at the need for a larger data set over a longer
period of time.
From the case studies it is clear that the
intervention has a value for both the person
and their family. We need to build a more
sophisticated, transparent approach to this
with a more complete data set such that we
can arrive at a defendable value.

“By allowing a broad scope of
outcomes we were able to capture
social outcomes that had a real
impact on people’s lives. Including
the lives of the people with
learning disabilities and also their
families and carers. Outcomes
such as confidence, dignity and
Independence are personal but have
a profound impact on the need for
services.
“Within the duration of the project
we have seen people’s behaviours
change such that they and their
families have been able to take part
in more work placements and other
activities. The use of the technology
is an enabler whereas the purchasing
of hours of care can serve to disable
the person.”
Adam Hoare,
Red Embedded Systems Ltd
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23. Future Services
Prototype Services
Developed During Project
All of the following services have been explored
and developed during the project. Varying levels
of success were attained in engaging different
stakeholders and reports will be generated around
each type of intervention.
All of the interventions are augmented through use
of the Health Equalities Framework to guide practice
and Lincus to measure health and wellbeing.

Future Services
The following are future services that build
on the prototype services established in
phase 2.

Reduced Waking Nights Cover - use of activity
sensing along with video support to centralise nighttime support.

Coordinating Transitions
Using the communication technology to
coordinate transitions from child services
to adult service and in leaving assessment
and treatment units. Majoring on linking
multiple organisations around the individual
and treating the package as person-centred
instead of organisationally-centred.

Assessment and Treatment Unit (ATU)
Transition - use of video to coordinate and connect
stakeholders in transitioning people out of ATUs.
Primary and Secondary Care Coordination engagement with GPs, consultants and other
practitioners to improve access to healthcare.
Day Services - Coordinating between health and
care providers in improving access and coordination
of healthcare.

Health and Wellbeing Oriented Services
Extension of GP, consultant and health
practitioner services to focus on a more
holistic approach to health and wellbeing
focused on monitoring of physiological
parameters and wellbeing measures.

Family-centred Services
Putting families at the centre of care
coordination and management. Using
communication to coordinate primary,
secondary and social care.

Life Skills - encouraging and supporting
independence and confidence in travel and work
placements.
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Work Services
Developing supportive workplaces with
companies. Providing mobile support for
travel and work placements. Moving from
time-limited, episodic interventions to
continuous step up, step down support
based on the technology following the
person not the service.
Just Enough Support
Using the technology to support people to
maintain as much independence as they can
manage whilst providing a safety net when
needed.

“I think the different sorts of
technology can be used in all sorts
of situations and we are only just
scratching the surface in terms of
the possibilities.
“I think the one plea that is coming
back from people that have used
the technology is that it is only just
beginning to get embedded the staff
and the people we support are only
just getting used to the technology
and we really need more time to
embed it and realise its full potential.
As I say we have only just scratched
the surface. We are at the beginning
of the learning process.”
Janet Cobb,
Independent health consultant

“Services change, services develop and people should be able to do that as
well. I think if they’ve got the tech that links them to a specific service I
think it is going to restrict their movement. They are going to feel that they
have always got to stay there. Whereas I think if we help them to have the
technology to begin with, while we’ve got the person, but then when the
person moves allow the technology to go with them as well.
“So if we are supporting somebody into a volunteering opportunity and they
are saying, I don’t need to work, I don’t want to work, I enjoy volunteering
a couple of hours per week I want to keep that. Then, we would keep the
tech for a while, monitor that everything is going OK. But then it would
be a case of right, the place where you volunteer do they want it? So if you
can’t come in you can get in touch with them. Rather than you feeling that
you have got to come through the “professional” and start to help people to
build up their own network. So it’s a transitional approach.”
Jackie Postin,
Sandwell Metropolitan Borough Council
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Lyndsey Heath
Virtual Visiting Project Officer
Sarah Elwell
Life Skills Support Worker
Sandwell and West Birmingham CCG
Paul Moseley
Commissioner and Better Care Fund Lead
Changing Our Lives
Jayne Leeson
CEO
Bayswater Institute
Ken Eason	Emeritus Professor of Cognitive Ergonomics at
Loughborough University
Bill Maton-Howarth
Independent Consultant
Independent Consultants
Janet Cobb	Independent health consultant with extensive
experience in Learning Disabilities
Dave Atkinson	Independent consultant nurse and co-developer
of the HEF
Gwyn Cole
Still River Films - Photography and Film
Brian Parkinson
Making Sense - Graphics and Publication
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v-connect
Red Embedded Systems
The Wave
1 View Croft Road
Shipley BD17 7DU
Phone: +44 (0)1274 287700
Red support: +44 (0)1274 287770
Email: info@v-connect.co.uk
Web: www.v-connect.co.uk
Twitter: @carewithvision

