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Using Technology for Self Care

Department of Health Section 64 Self Care Project

Using Technology for Self Care: consolidation of years one and two learning and business model development
1 Introduction
In April 2008, the Foundation for Assistive Technology (FAST), Assist UK and Age Concern began a three year Department of Health S64 funded project ‘Using Technology for Self Care’. The aim of the project is to produce learning approaches to support disabled adults and older people to actively seek technology and be confident to use it to manage their self care. This report outlines the work undertaken during years one and two, sets out the business plans developed during year two and presents a plan for for year three based on the knowledge and understanding achieved to date. 
1.1 Self care
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Figure 5.1 Responses from people with long-term conditions
Services that could be made available — which are relevant to you and which
would you use?
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In 2006, the Department of Health published a white paper, Our health, our care, our say: a new direction for community services
. It outlines a vision for healthcare as, “meeting people’s aspirations for independence and greater control over their lives, making services flexible and responsive to individual needs”. The paper sets out the Department of Health’s current ‘self care’ and ‘self management’ agenda and gives the Expert Patients Programme (EPP) a central role in supporting self care. 
For a number of reasons, the Department of Health is investing heavily in underpinning the self care agenda across all health and social care services. NHS managers and healthcare professionals are now required to deliver a person-centred approach to care that encourages the active participation of individuals in understanding and managing their own health needs. A focus on supporting individuals to self care sits within a wider policy context that emphasises shared responsibility for health and social care (including elements of shared financing and shared risk) and allows the public and patients to exercise greater choice and control over their health and social care service provider. 
The approach to supporting self care in the UK has been shaped by an influential programme, the ‘Chronic Disease Self-Management Programme’ developed and researched over 20 years by a team led by Professor Kate Lorig at the Patient Education Research Centre, Stanford University, California. This programme aims to support people with long term chronic health conditions, such as diabetes, arthritis, MS, Crohn’s disease, HIV/AIDS and conditions that cause chronic pain such as repetitive strain injury and fibromyalgia, etc, to understand and manage their health condition
. A range of courses have been developed in the UK in response to the Stanford Self-Management Programme and include programmes that address wider public health issues including managing the impact of unhealthy or risky lifestyle choices such as smoking, obesity, drug and alcohol abuse and reluctance to actively manage health problems. 
Programmes in the UK reflect the Stanford Self-Management Programme to various degrees and share common themes. They consist of relatively generic courses that support people to understand the long-term impact of their condition or lifestyle choice on their physical, mental and emotional well-being, and aim to build an individual’s confidence and capacity to actively self manage the impacts of a long term health condition or lifestyle choice. These courses do not provide health information or treatment, nor do they address clinical needs. The five core self-management issues at the heart of the process have been identified as:

· Problem solving

· Decision-making

· Resource utilisation

· Developing effective partnerships with health care providers

· Taking action
1.2 Assistive technology supporting self care

In 2000, the Audit Commission published a report showing that assistive technology could support independent living for disabled and older people, reduce the need for personal care, help to prevent hospital admission and facilitate the return to home following hospital admission
. The report also noted that assistive technology could be a cost-effective option for managing care and achieving independence compared to personal assistance or using medication. However, it was not until FAST published its influential report, Self Care in Assistive Technology: Choice, Risk and Independent Living, in 2006 that the potential for applying the self care model to assistive technology was fully explored
. 
The paper drew attention to the fact that despite evidence supporting the significant and cost-effective contribution that technology can make to an individual’s self care package, the potential benefits of assistive technology within care packages was likely to be under-exploited. The paper highlighted the need to support disabled and older people to become more confident in actively using technology as part of their care package. It drew attention to the clear potential that exists for employing a generic teaching approach that mirrored the approach used to build an individual’s capacity to self care. Dissemination of FAST’s paper instigated a shift in the way in which technology was considered within the context of self care. 
The requirement to improve the provision of information and support about assistive technology to enable people with long term conditions to self care has been recognised at policy level. Members of the public and people with long term conditions have rated this issue to be on a par with information about benefits and mental health and well-being.
  


Figure 1: Survey of members of the public and people with long term conditions, 2006 6
For the purposes of the project we are using the accepted UK definition of assistive technology drawn from consultation with user groups and practitioners as ‘any device or system designed to enable independence for disabled and older people’
. 
There is a limited amount of research that indicates that a significant proportion of disabled and older people are not comfortable with the idea of using technology for care. Gitlin and Burgh in 1995
 looked at this issue in the United States and noted a series of large scale surveys from the 80s and 90s that indicated a number of factors that could increase the chances that older people would use technology. These included, “a positive orientation toward devices including viewing devices as tools for independence as well as a willingness to experiment with different strategies to compensate for functional loss”. Gitlin and Burgh caution against assuming that the older old, those 75 years of age or older, are less likely to use technology that younger old people, as the research found no evidence of this, neither was gender found to be a predictor of use. However social stigma relating to disability is shown to be a concern for older people and can lead to decisions not to use technology.
There may also continue to be a lack of awareness and connection with the term ‘assistive technology’ to denote this wide range of equipment, devices and systems
. For the purposes of planning the project at the moment we are using the term ‘technology’ and ‘assistive technology’ interchangeably. As well as using the term assistive technology in order to introduce the term, we use the words ‘kit’, ‘gadgets’, ‘equipment’, ‘stuff to help you live independently’ in conversations with disabled and older people we have worked with on the project. 
A discussion on the use of terminology and the associated ‘branding’ issues relevant to how we present the course is set out later in this paper. It is noteworthy that the mention of ‘technology’ in Department of Health self care policy variously means a relatively restricted range of health monitoring equipment that mirrors equipment used in hospital settings in some contexts
 and in others indicates the wider range of technologies, including mainstream entertainment technologies, such as TVs, etc.  
1.3 Technology as a core principle supporting self care
In 2008 FAST contributed towards the drafting of a Department of Health guide for professionals, managers and commissioners aimed at embedding self care practice in the NHS and social care. Common core principles to support self care is designed to ensure the health and social care workforce implement practices that support self care. It identifies technology as one of the seven core key principles that underpin self care. 
 

The attempt to shift healthcare services towards a self care model is exemplified by the ‘Transforming Community Equipment Services’ (TCES) initiative that aims to stimulate the development of a retail model. TCES attempts to provide a procurement and provision framework that is complementary to initiatives that use statutory funding to allow direct purchase, such as ‘Direct Payments’ and ‘Individual Budgets’. Such initiatives should increase the numbers of disabled and older people selecting and purchasing AT themselves, particularly smaller items. There is however emerging evidence that there has been a relatively slow take up of AT by individuals using Individual Budgets. 
Ricability in their report The revolution in equipment supply and what it means for information in 2009 have explored in some detail the information needs of older people in terms of the take up of direct payments by older people in relation to the acquisition of equipment. They note that:

Take up of direct payments was generally low. Even the most enthusiastic council had only provided payments for 40 people at the time of our research. In other areas only handfuls of people had opted for a direct payment. This may be because few service users were told about the cash alternative to equipment. .. It is to be expected that take up of a new scheme will depend on how much potential users know about it. Information needed to be clear about potential benefits, and these needed to be described in very practical terms. Consumers needed to know what is in it for them.
 (page 42)

Research by Which? carried out in September 2009 notes that, of the 1,105 people asked in a face to face survey, almost half said that ‘ideally, they would rely on equipment to help them with day-to-day practicalities at home, while only a third said help from relatives and friends was their first choice’. Although cost was cited as the main barrier to greater take up, 25% of participants noted that ‘a lack of information about the technology available and how to access it’ was a barrier to choosing assistive technology. Research by Tinker et al9 has shown that older people in particular encounter considerable difficulties when accessing information about technology and tend not to access the information sources used by disabled people. Ricability’s findings confirm the proposition in FAST’s paper Self Care in Assistive Technology: Choice, Risk and Independent Living, that significant levels of consumer initiated purchase of technology will not happen without an investment in programmes to support people to be aware of the advantages of technology and of exploring more creative options for using direct payments for equipment. 

At the moment, there are few ways in which health and social care staff and PCT commissioners can ensure they are supporting people to use technology to support self care, particularly those who are not eligible for statutory services. This may be an important driver to instigate the commissioning by PCTs of self care programmes relating to assistive technology. 
2 Review of relevant programmes and audience groups 
2.1 Assistive technology education:

The education and training context for programmes aimed at supporting disabled and older people to seek technology to support their self care is set out in FAST’s comprehensive study of training and education provision ‘Assistive technology: a feasibility study’
 published in 2007. The study highlighted the challenge to sustainability for courses that arises from poor student flow and a resultant lack of provision of courses right through the educational hierarchy. This is despite the well-articulated need for training and education by health, social care, housing and education practitioners and arises from the failure to establish a clear national framework that can support commissioning, career and role development and educational provision. In addition to a lack of student flow and commissioning practice for education courses, there is only a gradually emerging consensus on core competences and core principles across AT educational provision.
When FAST embarked on this project in 2008, two training programmes existed that aimed to support disabled people to engage with technology. Both programmes were aimed at mixed audience of users of AT and practitioners operating at a support level. One course was a Vocationally Related Qualification (VRQ) Level 2 developed by Hereward College for City and Guilds titled ‘Supporting Users of Assistive Technology’, the other was developed by Assist UK and collaborators, brought together under the title ‘Trusted Assessor’. 
Hereward College is a general Further Education college with extensive provision for disabled students. Hereward led the development of the VRQ level 2 course on behalf of City and Guilds and published in 2007
. The course can be delivered by any education provider  through the City and Guilds and has been marketed by Hereward College to health and social care practitioners. In the first year of operation, 20 students at Hereward have also undertaken the course.  It has not marketed to disabled people more widely as there are no obvious funders for this group of participants on such a course. Further modules relating to telecare service delivery were developed in 2008 by the Centre for Sheltered Housing Studies who have extensive experience of providing training courses for practitioners working in the supported housing sector. 
The ‘Trusted Assessor’ course content aims to embody the Trusted Assessor Competence Framework published in 2005 by Winchcombe and Ballinger
 which received broad sector support and which sets out core principles based on accepted good practice in this area. The framework is shaped by the International Classification of Functioning, Disability and Health, known more commonly as ICF. The Trusted Assessor course was then developed with funding from the Department of Health. The current course requires participants to undertake eleven assessed units, four within a learning environment and seven in the workplace.

Assist UK offered educational establishments the opportunity to develop and deliver a ‘Train the Trainer’ course which would allow graduates to deliver Trusted Assessor training. York St John University successfully won the tender in 2008 and have since completed two ‘Train the Trainer’ courses. Take up and successful completion of the course has been slower than anticipated and, at October 2009, there are currently two qualified trainers delivering the full eleven-unit ‘Trusted Assessor’ course developed by Assist UK.  
At a European level there are two previous initiatives funded by the EU to develop training courses aimed at disabled and older users of assistive technology. The EUSTAT project published guidance in 1999 that has informed the content design for the Using Technology for Self Care course. The project did not, as far as we are aware, lead to the development of training programmes or confidence building courses for disabled or older people. A more recent initiative was titled ‘Keeping Pace with Technology’ and this published guidelines for developing lifelong learning in Assistive Technology (focused on communication, computer access and environmental control) focused on supporting learning by practitioners. 
Assist UK’s partnership with FAST in this ‘Choosing and Using AT’ project reflects the view that the existing Trusted Assessor programme will usefully be complemented by a ‘Using Technology for Self Care’ course that shares a common approach to building confidence in technology, but which is suitable for a lay audience. It is envisaged that those disabled and older people who have attended a ‘Technology for Self Care’ course and wish to pursue further knowledge of assistive technology can progress to participate in a Trusted Assessor course or the City and Guilds VRQ 2.
2.2 Self-care programmes: 
Working with an independent consultant who was previously part of the Working in Partnership Programme (WIPP) self care team, FAST undertook a review of existing self care courses being offered in the UK. These course use training, practical tools and resources to promote self care to patients, the public, carers and health care professionals. Many are based directly on, or are highly influenced by the Stanford Chronic Disease Self-Management Programme. An in-depth review is detailed below. The Stanford Self-Management Programme includes 17 aspects of training, including: fitness/exercise, fatigue, nutrition, communication, medication, making treatment decisions, decision working, etc. We found that none of the UK self care programmes included mention of the role that technology can play in the management of health, well-being and independence. Most courses appeared to be quite strongly focused on health or lifestyle impacts rather than on maximising independence and so tended not to include disabled people living with good health. 
2.3 Technology (IT) confidence building courses for older people:
Whilst the self-care and self-management programmes that are aimed at supporting people with long term health problems are of relevance to older people, there appear to be no self care courses whose primary audience is healthy older people. It is this group of people who are likely to be in a good position to adopt new technologies.
The Wanless Review of Social Care published in March 2006, Securing Good Care for Older People - Taking a long-term view
, describes the rapid increase in the old-age dependency ratio that is anticipated over the next two decades. The report contains research in which the scenario based on the most optimistic assumptions of health maintenance and incidence of impairment predicts that future numbers of disabled people in the over 65 age range will rise by 57% in the next 20 years (in the least optimistic scenario it will rise by 69%). The Office for National Statistics note that, “The fastest population increase has been in the number of those aged 85 and over, the ‘oldest old’”. In 1983, there were just over 600,000 people in the UK aged 85 and over. By 2033 the number of people aged 85 and over is projected to more than double again to reach 3.2 million, and to account for 5 per cent of the total population.’

In 2000, it was estimated that people aged 65 and over use almost two thirds of general and acute hospital beds, accounting for nearly 40% of the NHS budget in 1998/99, while social services spent 50% of its budget on this age group
. Extrapolating to 2009 without adjusting for further increases in the elderly population, would suggest the NHS now spends nearly £35 billion of its budget on elderly care. Wanless recommends that both self care and technology are considered as mechanisms to manage increased demand for services that result from an aging population.
There are some courses targeted at older people, that do not include assistive technologies, but for which there is a clear connection with a ‘Using technology for self care course’. Voluntary sector organisations such as Age UK offer courses designed to support older people engage with the digital and information world, including programmes relevant to IT, such as ‘Connect with IT’, ‘Computer Books’ and ‘Silver Surfer’ programmes and those which support the broader use of technologies such as digital television, such as the ‘Active Aging’ technology programmes. 
3 Project Outline - Using Technology for Self Care 
3.1 Aims
‘Using Technology for Self Care’ was conceived within the context outlined above, in which there is a clear gap in the provision of any specific support available to older and disabled people who may benefit from using technology for self care. The project aims to address this gap by developing a package of training, tools and resources designed to enable older and disabled people to become aware of and feel confident to employ technology to maintain their health and maximize their independence. The philosophy shaping the development of the course is one of empowerment and recognition of existing expertise. The theoretical framework will be informed by the Trusted Assessor competence framework and current good practice in self-management15.
3.2 Proposal
The original project proposal outlined how FAST will work with project partner Assist UK to build on the ‘Trusted Assessor’ framework to develop a format that will support disabled technology users who are seeking to maximize their independence. Working with Age UK, the programme will also be aimed at older audience groups who are currently unsupported by self care programmes. The result of the project will be a course or range of learning materials that are sustainable beyond the time-frame of project funding.
4 Business model 
The original project proposal emphasised the need to develop a viable business model from the outset that would shape the design and marketing of the final product. 
The aim of developing the business model is: 

· To identify a delivery model that balances income generation with resource requirement and that sits comfortably within the funding context for voluntary sector organisations or that alternatively identifies a viable commercial partner;

· To establish a model of delivery that enables the course materials and learning outcomes to be accessible at a local neighbourhood level across the UK in a range of formats, languages and applications over a sustained period of time;

· To establish a model of delivery that will stimulate the market for information and awareness-raising about assistive technology to act as the basis for future education initiatives aimed at disabled and older people and increases demand for effective assistive technology products.
The development of a viable business model for ‘Using Technology for Self Care’ involved investigating existing assistive technology courses, self-care programmes and IT confidence building courses. All the relevant courses were assessed to discover whether they either provided useful models for the delivery of’ Using Technology’, or to discover whether they might in themselves prove to be vehicles for the dissemination of the ‘Using Technology’ course, through the integration or addition of new material into their existing content.  

4.1 AT courses: learning for business model

As outlined above, there are two courses and qualifications designed to increase the knowledge and skills of workers who support users with AT; one developed by Assist UK and the other by Hereward College and City and Guilds. At present there is no statutory requirement for either qualification to be attained before an individual can deliver an AT service though there may be a requirement for AT related professional qualifications.   

4.1.1 
Certificate in Supporting Users of AT (VRQ Level 2) - Hereward College / City & Guilds:

Hereward College is a residential college in Coventry that offers educational training courses to disabled students from all over Britain and to local able-bodied young people and adults. It offers a broad range of courses in various disciplines including life skills, media and business and ICT. Herewood worked with City and Guilds to develop its ‘Certificate in Supporting Users of AT’ course aimed at a mixed audience of disabled people as well as “for staff who use AT, hands-on carers who need to use AT with the individuals they work with and for people supporting access for others with a range of impairments”
. The course was developed over a number of years at an estimated cost in the region of £15,000. The cost of development was covered by City and Guilds with additional core costs covered by Hereward Research and Development. 
a) Course structure and delivery: In its format as a mixed course for both disabled and non-disabled people, the VRQ2 has only been delivered in-house at Hereward College, but it can be delivered by any City and Guilds registered learning centre. Students complete assignments covering five compulsory modules and two optional modules and are assessed on each assignment (equating to approximately 8 hours of work per assignment). Assignments can be carried out using the case studies provided, but students are encouraged to focus on individuals they actually know or work with. 
b) Quality control: The course was developed in line with the NVQ Health Framework and mapped to the City and Guilds Knowledge and Skills framework. Delivery organisations must be pre-approved to undertake City and Guilds qualifications and in such a way quality control is a pre-requisite of delivery. Centres are free to develop their own programme of study, but the learning outcomes and assessment criteria are clearly laid out in the Qualification Handbook. There is no set requirement for tutors to have specific qualifications, but at Hereward, the course tutor had experience in AT and had then moved into a teaching role.   

c) Market and costs: As the course has only been delivered by Hereward, it is difficult to estimate the cost to 3rd party organisations of delivery including cost of venue hire, training and providing tutors, the handbook etc. The cost of delivery for the first courses delivered at Hereward was covered by the Learning and Skills Council, but this is no longer the case and Hereward believes that in order to recoup the cost of delivery, they would have to charge students £700 per course. They see this as an unviable figure and as such, the course is no longer being delivered at the college. The course developer at Hereward College, notes that the course will only be sustainable if this type of training becomes a statutory requirement for healthcare workers involved in AT service delivery.   
4.1.2 Assist UK, Trusted Assessors:
In 2005, Assist UK published the widely praised ‘Trusted Assessor Framework’ as the result of Department of Health funded S64 Project, Training Framework for Trusted Assessors for Community Equipment Services
. The collaborative project was led by Assist UK and marked a shift in the approach to assessment in that the outcomes are strongly focussed on meeting the needs of the user. 
Launch of the framework led to a call for a training programme that would underpin the new approach. The programme addresses each of the framework’s 59 competencies for assessment in a series of units developed under Open College Network (OCN) accreditation guidelines. The course was piloted at three centres in Liverpool, Manchester and Bristol. 
a) Course structure and delivery: 
The TA course is divided into 11 distinct OCN units, each of which consists of ten hours of study and cumulates in the completion of an assessed assignment.  Four of the units are delivered by tutors in classroom-based workshops, whilst the remaining seven are carried out independently by students in their work-places. The four taught modules are designed to be delivered in four one-day sessions over a period of four months. Participants are then allowed a further six to twelve months to complete the work-based modules and return the assignments for assessment.

Forty people from positions both inside and outside health and social care took part in the pilot programmes, including senior occupational therapists, OT assistants, information assistants, one carer and one disabled person. Only one person (the disabled student) completed all 11 modules. Informal feedback to Assist UK suggests that those students who were already working within the industry were reluctant to complete the work-based study units because there was no incentive to undertake the quantity of work involved. It was also felt that the students might not have received the support they required from their managers in order to complete the course. However, Assist UK’s conversations with some of the students following their return to the workplace have revealed that even though they did not complete the course, participation in the taught elements, and the introduction it gave them into the Trusted Assessor Framework, has brought about a change in their method of undertaking assessments. 
b) Quality control: 
The Trusted Assessor pilot programme aimed for quality control through it’s delivery by Assist UK’s own tutors. However, following the pilot phase, it was recognised that in order to build capacity there would have to be an accompanying Train the Trainer (TtT). The TtT course, run by York St John University, consists of six contact sessions followed by an assessment. Participants pay £500 to attend the course
. 

The aim of the ‘Train the Trainer’ course was to increase the numbers of Trusted Assessor programmes being offered nationwide. At October 2009 one of the accredited Trainers who have completed ‘Train the Trainer’ is currently involved in delivery of the full Assist UK’s Trusted Assessor programme, while six course participants at three centres throughout the country are delivering programmes which do not follow the complete Trusted Assessor format. They report that their potential clients feel that the full eleven unit TA course is too detailed and takes too long to complete. This reveals that despite considerable investment in quality control, with unaccredited training which is not regulated by the Qualification and Curriculum Authority, it is difficult to ensure external tutors will deliver a course to the intended format or quality. 
Furthermore, use of the term ‘Trusted Assessor’ is not protected, which means that anyone is free to offer ‘Trusted Assessor’ training. Several third sector organisations offer ‘Trusted Assessor’ training such as ‘Disabled Living’ in Greater Manchester which offers four modules based on the original competence framework. 
c) Market and costs:  At the time of assessing the course (October 2009) no Trusted Assessor courses are being offered on a regular basis either by Assist UK or by qualified trainers. Any delivery through Assist UK is via one-off commissions at a cost of £600 per participant including assessment and evaluation. Given the lack of uptake for the full course and the proliferation of shorter courses by other institutions, it is clear that the market for the comprehensive eleven-unit Trusted Assessor programme is not extensive and is non-existent for disabled people. 

Assist UK have since collaborated with ‘Foundations’, the national body for home improvement agencies to develop, market and deliver a pared down version of the course called ‘Trusted Technician’. The new course is aimed specifically at people who carry out assessment for products that are used in the home or who carry out minor adoptions. The work-based units are assessed by their managers, with Assist UK carrying out overview. Foundations administer, market and manage delivery of the courses, charging participants directly and buying in the services of Trusted Assessor tutors. The trusted technician qualification is currently offered at Independent Living Centres in London and Birmingham. Attendance at the two workshops costs £320, completion of the Trusted Assessor in Housing qualification (including assessment and OCN registration) costs £380 and completion of the full Trusted Technician qualification costs £532.50. Foundations pay Assist UK a licence fee for each course they run. It appears that the market for these industry-specific, skills-based courses offered by Foundations is relatively strong. Assist UK report that in excess of 100 people have completed the Trusted Technician course to date. 
While Assist UK believe there may be funding available to deliver Trusted Assessor courses aimed at disabled people, they have not identified the market drivers to make this sustainable. Assist UK is currently seeking funds to work with the ‘West Sussex Association for Disabled People’ so that members of the group can carry out peer assessments in a shop they plan to open. 
4.2 Self care courses: learning for the business model 

The project proposal identified eight general and condition-specific self-care and self-management programmes. These were examined in terms of their business models, course costs, delivery methods, administration systems, target audiences, quality controls and uptake. 

· The Working in Partnership Programme (WiPP), Self Care for You
· Four different Expert Patients Programmes (EPP), Chronic Disease and Self-Management Course (CDSMC), CDSMC for people in prisons, CDMSC for BME communities, Positive Self-Management Programme
· Diabetes Education and Self Management for Ongoing and Newly Diagnosed, DESMOND
· Expert Patient Education versus Routine Treatment, X-PERT

· Arthritis Care, Challenging Pain 
Of these self care programmes, the first two models (EPP and WiPP) are most relevant in terms of their generic content that aims to be relevant to a broad target audience and their well established position within the market. The final three (DESMOND, X-PERT and Challenging Pain) were designed as vehicles for condition specific voluntary sector organisations to target information to their members to support them to live with a particular long-term health condition. 
External accreditation and quality control for self care courses

In order to support quality across the delivery of self care courses the Department of Health, PCTs and the EPP programme, while it was still an NHS entity, developed 'Stepping Stones to Success'
, an implementation, training and support framework published in June 2005 to help people and organisations develop and run lay-led self-management programmes. This is an extensive set of documents laying out the issues to consider when recruiting volunteers and tutors, setting up courses and assessing success. 

A subsequent quality framework Stepping Stones to Quality (SS2Q) building on this guidance. SS2Q was published in June 2007. It takes the form of a self-audit tool consisting of a booklet that spells out quality standards, together with a series of questions to help organisations identify how they measure up. There is also support for developing an action plan, monitoring progress and building a portfolio of evidence. According to the SS2Q framework, in order to maintain accreditation, it is recommended that tutors attend a group supervision event at least once a year and have the delivery of a course monitored by an assessor every 12-18 months. Depending on the lead organisation, they may also be required to attend update training, e.g. when a new manual is published and attend refresher training if they have not delivered a course for over a year. Because of the model of self-auditing, there are no records of the number of lay tutors who follow SS2Q accreditation, nor the number of organisations that follow it. The quality framework and self-assessment audit tool could be purchased for £20 from the Self Care Connect website.

At present SS2Q is only a guidance framework and is effectively a means for organisations to self-audit Stanford University self management courses and isn’t applicable to any other self care or self management courses. As such, SS2Q is not used independently as a system of accreditation in its own right. However, plans are in place to integrate SS2Q into a new accreditation scheme through a national centre, the ‘Quality Institute for Self-Management Education and Training (QISMET)’
. The new certification will effectively act as a ‘kite mark’ for quality for all self management courses, independent of EPP CIC. QISMET will be an autonomous company and will support all lay-led self management programmes. The project is currently in its first year of DH funding having received £110,000. It is still in the development stages, and there are as yet no definitive plans as to how the project will operate, but it is likely that it will incorporate elements of self-auditing and monitoring by QISMET assessors. As of August 2009, a steering group has been in place to implement the first few months of the QISMET business plan. Year One will involve the development and piloting of a ‘Quality Mark Accreditation’ for lay led self management and the development of a generic standard for self management education and training
. In order to support QISMET as an independent entity, organisations will have to pay for accreditation through a system of membership, or certification. 
4.2.1 Expert Patients Programme (EPP)
The market share of the self care and self management courses currently available in the UK are managed by and delivered through EPP. Originally an NHS-based training programme established in April 2002, EPP become a Community Interest Company (CIC) in April 2007. The transition to a CIC was the result of the Department of Health’s 2006 white paper, ‘Our Health, Our Care, Our Way’1 which pledged to triple it’s original investment in EPP. EPP CIC received £15 million funding in 2006/2007. 

The standard EPP course is closely based on the Stanford University, ‘Chronic Disease Self-Management Programme’. Participants on the course use a manual called ‘Living a healthy life with chronic conditions’ adapted for a British audience from a book published by Stanford University. The standard course is suitable for anyone with one or more long-term health condition(s) and, “aims to provide support and develop confidence so that you feel more in control”
. Topics covered include how to deal with extreme pain, healthy eating, relaxation techniques and coping with feelings of depression. EPP CIC has also, under license, further modified the original CDSM course and produced courses for specific target audiences such as ‘SAM’, for people recovering from substance or alcohol abuse, and ‘Looking after me’, a self-management course for carers. In September 2009, they were offering seven courses for patients, one course for carers and one for healthcare professionals, in various languages as well as tutor training courses.  

a) Course structure and delivery: Two tutors deliver an EPP course, most of which run for 6-8 weeks with 12 -16 participants attending sessions that last 2 ½ - 3 hours once a week. Courses are delivered either by EPP CIC’s own tutors or by EPP accredited volunteer tutors. Tutors are all ‘Expert Patients’, in that they have experience of living with long terms conditions. (In exceptional circumstances e.g. when there is a requirement for specialist language skills, people without long-term conditions can be used to deliver courses, but they must still have undergone the relevant training.) 
b) Quality control: EPP courses are tightly structured and the tutors follow a script to deliver the content. The standardisation and continuity of the EPP course ‘brand’ is further maintained because tutors either work directly for EPP CIC, or have undergone EPP’s own training and accreditation programme, ‘Tutor Training to Accreditation’. Following accreditation EPP’s tutors are monitored internally whilst independent lay tutors are encouraged to follow a process of continuous assessment - the Stepping Stones to Quality framework outlined above.    
‘Tutor Training to Accreditation’ involves a selection process followed by a one-day training course, then observation by lead trainers during delivery of two courses in the community
. The latest guide price issued for 2008/2009 put the figure at around £1,200 to train a tutor to accreditation over three days within the community. Generally, PCTs will pay for volunteer tutors to undergo training to accreditation so that these lay tutors will then able to deliver self management courses through local community organisations. In order to become a tutor, volunteers must also be living with a long term condition (ie be Expert Patients) and have previously attended an EPP course as a participant.  
c) Market and costs: The primary remit of EPP CIC is to deliver self care courses directly to PCTs. PCTs buy in EPP CIC to not only deliver the course from their own bank of tutors, but also to arrange all of the logistical aspects of the courses including organising venue hire, catering and equipment. EPP CIC must also manage drop out rates, collect participants’ feedback and in some instances, recruit participants. 
The cost of courses varies depending on the specialism, length and language of the course as well as whether EPP is responsible for recruiting participants. The latest available EPP price guide (2008/2009) gives a staring price of £3,750 without recruitment and £4,950 with recruitment for delivery of the standard six week Chronic Disease Self Management course for 12-16 people attending for 2 ½ hours a week for six weeks26. The most expensive course offered by EPP is ‘Staying Positive’, aimed at young people aged 12-18 living with a long term health problems. Prices start at £5,700 without recruitment and £6,500 with recruitment for 12 participants attending three, six-hour sessions. Participants themselves do not pay to attend. EPP CIC also charges for the Tutor Training courses at a cost dependent on multiple factors such as number of participants, location, accreditation, etc. 
The most recent figures available, published in 2008, indicate that during 2007 EPP CIC delivered or supported 1,300 self care and self management courses to over 15,000 people
. EPP CIC has a widely published target of increasing capacity to reach I00,000 people per year by 20121. The pressure for PCTs to commission these programmes directly relates to central DH support for the EPP CIC programme and to performance indicators relating to the management of people with long term conditions. Continued commissioning of self care programmes is dependent on evidence that EPP programmes are effective in achieving health and quality of life improvements in these populations. 

EPP CIC must demonstrate defined target outcomes to PCTs. These range from improvement in participants’ confidence and self-esteem, changes in the use of services, participants start and completion rates and general participant feedback. It appears likely that over the next few years PCTs will increasingly require EPP CIC to provide quantitative evidence of results and that payment will be dependent on producing evidence of explicit pre-agreed positive impacts.  

EPP CIC and PCTs have a license agreement with Stanford University for the delivery of their courses. If an independent voluntary sector organisation wishes to deliver the course, they must seek and pay for a license from Stanford University themselves. 
· Key Features of the EPP model
· Quality control is maintained by:

· Tutors being trained and accredited by EPP;
· Continuous assessment and ongoing accreditation of tutors according to the ‘SS2Q’ framework;
· Tutors delivering a highly scripted course which follows a structured path.
· The EPP programme is run and managed by a dedicated company, EPP CIC, with over 70 staff members located centrally and in the regions.
· EPP appear to have a near monopoly on self care and self management training in the UK with considerable government support and investment in EPP CIC. They deliver 19 different courses in nine languages.
4.2.2 Self Care for You – Working in Partnership Programme
The ‘Self Care for You’ (SC4Y) course is one of the products of the ‘Working in Partnership Programme’ (WiPP), a Department of Health project which was set up in 2004 to deliver initiatives relating to the development of training resources, toolkits and best practice guides to create capacity and support NHS professionals. Total investment in WiPP was £11million over 4 years
. Of that figure, £500,000 was directed to the development, piloting, evaluation and mainstreaming of the SC4Y course. 

The WiPP was wound down in June 2008 and SC4Y resources have now been transferred to the EPP CIC who will have ongoing responsibility for delivering the SC4Y programmes and the training course for tutors who deliver SC4Y, ‘Train the Trainer’ (TtT). The materials that accompany the programmes are under development by EPP CIC and are no longer available online
, however, TtT courses continue to be delivered through EPP CIC to various organisations throughout the country as part of the package of training courses offered by EPP.  
a) Course structure and delivery: SC4Y was designed to be a comprehensive package of material which would be made widely available to a variety of organisations. It was intended to be generic both in terms of its ability to be implemented locally in different settings and in its appeal to a broad range of audiences including men of working age, BME groups and young parents.  

The SC4Y programme materials included a 114 page participant’s handbook, a trainer’s manual and ‘Train the Trainer’ handbooks and manuals. The participants’ handbook was available free to download from the internet, with the trainers’ manual was password protected to ensure that only those who had completed the ‘Train the Trainer’ course could have access to the materials. 

In contrast to EPP courses, SC4Y was less structured in its approach, with tutors facilitating learning through group discussion and encouraging participants to share their personal experiences. In this way, tutors were able to adapt the course to suit the needs of the individuals present and focus on the elements of self care that would be most useful and most relevant to the group. This did require tutors with significant experience and skill. Courses were designed to be attended by 10-15 people and were led by two trainers. 
b) Quality control: Quality of SC4Y courses was achieved through comprehensive training given to tutors. WiPP invested heavily in developing the initial training programme, Train the Trainer (TtT) and the accompanying resources. TtT was delivered over two days in-house by WiPP’s own associate trainers (who had completed an ‘Associate Trainers’ programme, which was also accompanied by a comprehensive handbook). Most TtT course participants were experienced tutors, with limited numbers of lay tutors completing the course. Following training and assessment, each tutor was free to return to their own organisations to deliver the course, with no further requirement to take part in reassessment or re-accreditation. The comprehensive training and support manuals were designed to ensure quality was maintained.
c) Market and costs: During SC4Y’s pilot phase between June 2006 and June 2009, 1500 people went through the course and over 100 people completed the Train the Trainer course. However, due to the nature of the dissemination model, it is unknown how many courses have since been delivered by these original trainers in community groups, workplaces etc. There does not seem to be publicly available information on the numbers of people who have completed TtT since it was handed over to EPP CIC in June 2008.

Due to the nature of WiPP’s project funding, development of SC4Y did not include putting together a business plan. The remit was to develop a course that could be widely used by organisations in the community, not one that would generate income or to fund WiPP or the SC4Y project long-term. Participants were charged approx £350 to attend the two-day TtT course, which covered the cost to WiPP for delivery, ie paying WiPP’s lead trainer, venue, materials etc (aiming to making it cost-neutral to WiPP), but which did not generate a profit. The types of organisations that paid for tutor training were PCTs, GPs surgeries and work places.  
Because SC4Y was delivered by accredited tutors from independent organisations, the cost of participation was determined by the delivery organisation and was not predetermined by WiPP. WiPP suggested their voluntary sector partners charged participants a nominal fee of £32 to attend a SC4Y course to cover venue hire, refreshments and materials. The actual cost to an organisation to deliver a SC4Y course would also have to include the price of training two tutors (£350 x 2) as well as their time and costs, plus the costs associated with running a course, i.e. venue hire, refreshments, materials etc and administrative costs. Depending on the model of delivery, organisations may also have to fund the marketing and recruitment of participants. 
· Key Features of the WiPP model:

· Quality control was maintained by:

· A two-day training and assessment programme (TtT) for experienced tutors run in-house by highly experienced WiPP staff 
· A comprehensive participants’ handbook, and manuals and handbooks for trainers and associate trainers 

· SC4Y was designed to be universal: 
· Suitable for delivery by wide variety of organisations
· Appealing to a range of different audiences   
· The SC4Y programme and materials were developed and piloted through a stand-alone one-off project with considerable financial investment. The course was never designed to generate income for WiPP and commercial viability was not part of the initial project remit
· The course is unscripted, and consists of a series of ‘facilitated discussions’ between group members aided by the trainer
4.2.3 Condition Specific Self-Care models
Several condition-specific self care courses such as those for MS and Arthritis were reviewed as part of the analysis for the business case, but it was only possible to review DESMOND in some detail due to the lack of available information on the development of other courses.
DESMOND – Diabetes Education and Self Management for Ongoing and Newly Diagnosed 

a) Course Structure and Delivery: The DESMOND self care education programme was developed in 2003 by a collaboration of 45 individuals around the UK representing 15 diabetes services
. It is designed for people newly diagnosed with Type 2 diabetes and is delivered mainly through primary care services as part of the service offered by local PCTs. In some areas it is also run by specialist diabetes services in hospitals or diabetes centres. It was designed to complement national policy in this area, as set out by the Diabetes National Framework (NSF) and the National Institute of Clinical Excellence (NICE) guidelines. 
There are now two DESMOND courses available, the Foundation course for people with established diabetes as well as the original Newly Diagnosed programme for people how have just received a diagnosis. The courses are delivered within the community to groups of no more than ten people over a total of six hours (normally delivered in one full day or over two half days). Participants can also choose to be accompanied by a relative or friend. 
Although the course is based on a formal written curriculum to maintain continuity nationally, the delivery approach is not meant to be didactic. The underlying philosophy of DESMOND is to empower patients. “Participants are not taught in a formal way, but are supported to discover and work out knowledge and to allow this to inform the goals and plans they make for themselves”
. The style and method of delivery focuses very much on the individual and is embedded in the premise that individualising health risks improves motivation. Participants are encouraged to look at their own health risks and then develop an action plan, which, according to the DESMOND website, “allows people to think positively about their control of the situation”.
A randomised controlled trial of 1,000 patients published in The BMJ in 2008 found improvements in participants’ lifestyles, but no physiological improvements in their health up to 12 months after diagnosis
.  
b) Quality Control: The flexible and individual-led format requires a highly experienced tutor, which is how the programmes aim to maintain quality. DESMOND courses are delivered by health care professionals who are working in the community. They initially complete a two day residential ‘DESMOND Educators Programme’ then undergo ongoing quality assurance and professional development programme. To date there are 500 trained educators, including practice nurses, GPs, podiatrists, community nurses and dieticians. Participants are also provided with comprehensive supporting resources and materials. 
c) Markets and Costs: Little information could be found relating to the business model, delivery model, or financial sustainability. It is clear from available information that DESMOND is relatively well integrated into the primary care system and its delivery is seen as part of the package of services paid for and offered by local PCTs. The market and financial viability of DESMOND courses is supported by NHS guidelines which recommend that people with Diabetes should be offered structured patient education courses. Although there isn’t an official accreditation system for diabetes education courses at present, NICE has published guidelines that state that courses should have a patient-centred philosophy, have a structured, written curriculum, be delivered by trained educators and be quality assured and audited
. 
DESMOND and the other condition-specific self care programmes we investigated have been reported as generally successful in their aim of improving patients’ clinical, lifestyle and psychosocial outcomes. Their specificity means that they are unlikely to be suitable as vehicles for dissemination of ‘Using Technology for Self Care’ and it was difficult to judge them as models for sustainable delivery because little information about their business strategies was available. However, in the context of this research it was useful to note the involvement of third sector organisations in the development, delivery, promotion and endorsement of these courses (Diabetes UK, Arthritis Care, MS Society). 
Analysis of existing self-care programmes and implications for ‘Using Technology for Self Care’
From the project’s outset, it was the intention to develop the content and format of the ‘Using Technology for Self Care’ course concurrently with developing a sustainable business model. The review of relevant course products and business models impacted on our thinking about the design of the course. 
4.3 Analysis of related courses:

a) Course Structure and Delivery 
· Scripted versus responsive structure and delivery: 
The potential benefits of designing the course as a relatively scripted course appear to be that:

· there is an increased chance that lay tutors with little previous experience as tutors can deliver the course;

· there are reduced training costs for trainers;

· there is an greater chance of retaining some control over quality of the course delivery;

· there is likely to be a greater consistency of the ‘brand’ between different tutors and delivery settings;

· there is likely to be an increased control over the participant group dynamics. 

A more scripted course appears likely to give the necessary control over quality and consistency if a tightly costed and controlled product is to be marketed. However, apart from increasing the chances of lay tutors feeling confident to deliver the course material, these benefits lie mainly with the delivery organisation rather than the disabled and older participants.
A relatively responsive structure will give greater control to disabled and older participants over the learning experience and a greater voice for their experiences. This would appear to be consistent with the overall aims of encouraging greater control and responsibility by disabled and older people encapsulated in the self care approach. However, if there is insufficient structure or control of the group this may leave some participants excluded from participating or may result in course material not being presented in its entirety. In addition, those courses that are scripted derive much of the content and the credibility for their script from nationally accepted service standards and clinical guidelines. The practice of assistive technology has no national good practice standard and participant expertise is likely to be as valid as a proposed script. 
· Trained versus untrained tutors: 
It would appear to be self-evident that trained tutors would be required to deliver a more responsive course experience and to manage group dynamics, etc, but a review of the  investment and resources required to develop a ‘Train the Trainer’ programme, in terms of materials, accreditation and quality control measures, led us to conclude that it was not viable to develop and implement a Train the Trainer programme therefore we gave serious consideration to options to: 
· use untrained / lay tutors and not provide training support; or 
· find another way of accessing trained tutors without incurring the costs of setting up tutor training ourselves. 
Assuming we were able to access experienced and trained tutors, they would still face the challenges of:
· a lack of familiarity with assistive technology devices, concepts and resources, and/or;
· a lack of familiarity with delivering course material to disabled and/or older audience groups.
We also had to consider findings that self care learning was as likely to have beneficial outcomes for the participants when delivered by a lay tutor as by a trained professional. In a controlled trial, Lorig et al found that whilst professional-taught arthritis self management groups demonstrated greater knowledge gain, those people taught by lay tutors had greater changes in relaxation and a perception of being less disabled
.  
b) Quality control: 
Many of the self care programmes in the UK are set within a quality framework, through license agreements with Stanford University and a requirement to follow a fairly prescribed script, or through the ‘Stepping Stones’ implementation and audit frameworks that measure performance in relation to recommended good practice. There are additional performance indicators relating to commissioning contracts. A key element of quality control lies in the investment in course material and tiers of practitioners, either lay or trained, and of ancillary admin staff. 
When considering issues of quality and control for the FAST ‘Using Technology for Self Care’ course, we felt it was important to separate process and organisational issues from underlying quality concerns. It appeared likely that compliance with a complex quality process built on a structure of resource-intensive tutor training programme would be of limited relevance to us as, even with increased resources, it would provide too great a challenge to sustainability for the course given the unready state of the market. 

We considered the potential issues affecting an individual participant that had to be addressed related in the first instance to tutors who might lack experience in their role or with dealing with a particular audience group:
· Emotional distress arising from participating in a group where strong characters, or family or friends, dominate the individual and attempt to persuade them of a particular course of action; 

· Emotional distress arising from issues that are disclosed during discussion of the impact of living with an impairment or ill health condition.

We also identified risks arising from tutors’ potential lack of experience of technology. Common preconceptions of technology are either to over-estimate its potential (the magic box syndrome), consider it irrelevant to people’s lives (outside the range of accepted technologies, such as remote controls, lawnmowers, etc), regard it as stigmatising and inherently likely to accelerate the course of impairment and aging, and the opposite of personal care. These preconceptions could lead to tutors providing their audience groups with the ‘wrong’ information either explicitly or through implication and we considered whether this could lead to:

· participants being put off purchasing technology;

· the risk of participants spending money or budget allocation inappropriately or ineffectively; 
· the risk of participants buying the wrong equipment that could lead to harm to the individual or others. 

c) Market and costs: 
Our learning from reviewing related courses for assistive technology, self care and for confidence building for older people led us to conclude that the market for the ‘Using Technology for Self Care’ course was not ready for a course marketed in a way that was comparable to the EPP courses. Early discussions with the EPP CIC team indicated that assistive technology is not sufficiently high profile within the standard care package or service frameworks for long term conditions. It also lacks sufficient political backing (despite the TCES initiative) and therefore lacks a sufficiently aware and receptive PCT marketplace. It was clear from our discussions that offering a stand-alone ‘Using Technology for Self Care’, for example, as part of the EPP CIC range of courses was unlikely to be commercially viable.

We considered whether there was a case for the inclusion of ‘Using Technology for Self Care’ within existing EPP courses through creating additional modules and further discussions will be held as the product develops. If this route is followed it is anticipated that there may be some issues around also making available a free version to audiences outside those catered for by the EPP CIC range of courses. There is no scope for ‘Using Technology for Self Care’ to be incorporated into SC4Y, as the project was completed and has since wound-down. There may be some potential to include modules within other, condition-specific, self care courses and this was noted for review in Year Three.

We also reviewed the sustainability of related courses and noted that, even with substantial up-front funding and a market place primed by government policy and related NHS performance indicators, organisations are struggling to grow the market in line with their original targets.

The major costs associated with assistive technology courses and self care courses, above and beyond the course development and delivery, appear to relate to the development of associated course materials, the training and accreditation processes for tiers of tutors, quality and performance monitoring activity, licensing, marketing and contract activity. These activities are required primarily to maintain control of the product and to recover income. 
5 Conclusions for development of a sustainable business model:
Funding from the Department of Health to develop the Using Technology for Self Care course is approximately £42,000 per year for three years. Compared to the sums spent by equivalent organisations in developing and implementing self care courses this sum would be insufficient without seeking further funding. As a small charity there is no capacity to support additional development of the course.

a) Course structure and delivery: our conclusion was that we could not afford to develop a training programme for tutors specifically for the course. However we did not want to set a prescribed script, something that reduces training requirement, as we felt this was antithetical to the aim of a self-care programme and that there was also little ‘agreed’ good practice that would underpin such a script. The obvious solution to this dilemma is to work in partnership with voluntary sector organisations and local faith and community groups that already provide training and confidence building programmes for their members. This led to a decision to present the course as a set of group discussions either led by a regular group ‘tutor’ or led by one of the members, and not to assume there was a ‘tutor’ available. 
This then led to a requirement to make the course materials coherent enough to enable confident delivery by untrained tutors while retaining consistent key messages. The course would have to be self-explanatory and straightforward so that group leaders could pick the course up ‘off the shelf’ and, with limited guidance, feel able to deliver it with confidence. It also made sense to present the material in ‘modular’ format so that it was sufficiently malleable to be easily integrated (either in its entirety or as elements) into a variety of other programmes and appeal to a wide-range of audiences.
In relation to our ambition that this material would be delivered by lay people who had similar life experiences to the participants on the course, we felt that this would be as likely to be achieved through working with community groups as any other way. 

b) Quality control: We adopted a working assumption that voluntary sector organisations and local faith and community groups have experience of setting up discussion groups and confidence building events in such a way as to manage the quality of the experience for individual participants. We would have to assume that the course material would need to support group leaders who lacked familiarity with assistive technology devices, concepts and resources and address some of the common misconceptions about technology. 

Using this approach we recognised that we would need to maintain the quality of the courses in partnership with participating groups and their group leaders. We recognised the need to develop a method to get easy feed back from groups that could be used to amend the material and make new versions available for easy download. An online forum for group leaders and participants will be considered. 

c) Market and costs: There would need to be a clear brand for the course materials so that a relationship with FAST is clear as the originator of the material and as a source for refreshed material, etc. The routes by which community groups would be alerted to the possibility of accessing and delivering this material will need to be considered carefully in year three. Our working assumption is that materials will be made available online but other means of accessing them may be required. Working through some of the large umbrella organisations is one route to alert potential partner groups but further work will be needed to understand how to penetrate the information networks for other voluntary sector, faith and community groups. A strong brand and positioning will be required so work will be carried out within Year Three to develop a recognisable and appealing product.
Although potential costs will be reduced through this approach, there is still an open question about income generation. Sustainability of a product or service on the market usually requires that income is generated directly from sales. However there are other business models (such as Google and eBay) that provide a free product or service that is taken up, propagated and populated by communities. This freeware model uses the incidental advertising or control of associated services to generate sufficient income to sustain the product and keep it relevant. Branding and income flow is less controlled but follows footfall from customers and the generation of good will and positive market position from providing a ‘free’ product. The ways in which incidental advertising or associated services can be used to generate income for ‘Using Technology for Self Care’ will also need to be considered during Year Three.
6 Design and development of a ‘Choosing and Using AT’ course product
In addition to issues that would shape the course as a result of analysis of business model options there were others that needed to be considered in the design of the course material and accompanying guidance for group leaders:

· AT good practice: The International Classification of Functioning, Disability and Health, known more commonly as ICF underpins the Trusted Assessor Competence Framework and its development by Winchcombe and Ballinger has received widespread recognition as a useful presentation for purposes of education and training. The ICF “is a classification of health and health-related domains. These domains are classified from body, individual and societal perspectives by means of two lists: a list of body functions and structure, and a list of domains of activity and participation. Since an individual’s functioning and disability occurs in a context, the ICF also includes a list of environmental factors. “



‘A Competence Framework for Trusted Assessors’ 
Maggie Winchcombe, Dr Claire Ballinger, Assist UK 2005

While this presentation of the ICF is used to underpin the Trusted Assessor Competence Framework, there was a need to think through how to present this, or use the conceptual framework, when working directly with older and disabled people. 
· Level: The course was drafted in line with the fact that there are about 12 million people in employment with literacy skills at level 1 or below, equivalent to the levels of 11-year olds and younger
. “To achieve level 1 in literacy a youngster would be expected to "understand straightforward texts of varying length on a variety of topics accurately and independently" and "obtain information of varying length and detail from different sources", according to the DfES.”
The FAST project team investigated educational courses at a similar level, for example the Making Sense of Health Key Skills Levels 3 and 4
 which is suitable for students aged 14-16 years old. Although the course will be designed for older people we used this as a benchmark for the complexity of learning tasks. 
These initial principles shaped the original material that was presented to two groups of disabled and older people in November 2008.
6.1 Initial round of focus groups – November 2008

Two initial focus groups were held in November 2008 in order to develop the content and format of the end product with representative audiences. It was felt that it was important to gain this input at the beginning of the process of course development. Participants were offered a questionnaire before the session to assess their prior experience and knowledge of AT and the value they placed on it for their own self care.

The aims of the initial focus groups were:

· To identify problems individuals face in choosing and using AT and find out how the course might help to address these issues

· To gather information about participants’ expectations and needs from a course of this nature

· To discover whether there are any practical problems or opportunities in delivering the course

· To gauge the reaction of the target audiences to the proposed course content and activities

6.1.1 Format of the focus groups:

The focus groups were held over four hours with a break for lunch. A facilitator from FAST gave participants:

· an explanation of the background to the course;
· the basic outline of the proposed course;
· a limited amount of content from the first of the planned two weekly session;
· examples of the proposed participatory activities.
At this stage in the course’s development, the planned format for the course was that it would be delivered in two separate half-day sessions, each lasting 3 ¾ to 4 hours, including a 45 minute break for lunch. It was proposed that there would be a gap of one week between each session. 

Participants were encouraged to give their opinions and feedback on the content and proposed format of the course and to offer suggestions as to how it might be improved, whether there were any mistakes or omissions and whether they envisaged any potential problems. 
Two observers recorded participants’ observations and reactions and the sessions were also audio recorded with written consent.

· Participants:

The first group, supported by Assist UK (Manchester), was made up of disabled people whilst the second group, supported by Age Concern (London), was made up of older people. 

Although recruitment to the focus groups proved to be more difficult than anticipated, effort was made to ensure that the profile of participants represented a spread of age, impairment and cultural background. However, it was acknowledged that some of the participants, particularly in the focus group of disabled people, might have been ‘Gold Star’ individuals, i.e. well educated, informed and aware of their condition and not fully representative of their populations
. 

6.1.2 Focus group of disabled people: November 2008
Participants’ Profile: Four participants, who had been disabled from birth or for a long period of time, who were well informed and had considerable experience of using assistive technology. All had been through various assessments by social services and/or by Occupational Therapists. Most had at least twenty years experience of being disabled and were active in the disability movement as trainers, managers or advocates. The preliminary questionnaires revealed that they all believed AT played an important role both to maintain their own independence and to assist others with their care. 

General Observations: 

· The group facilitation style allowed for open discussion and participants were confident, generating useful feedback not only about the course materials, but also about marketing and dissemination. 

· The reaction and behaviour of the participants demonstrated the wealth of prior experience within the group. Participants were able to anticipate the flow of content in the presented course material and offered suggestions and ideas about how specific sections could be improved. 

· Specific incidents within the participants’ experience were recalled, sometimes at some length, at points in the course. This was recognised within the group as a potentially distracting factor. “The danger of asking something from the audience is that you could end up with the entire life history of somebody who is very angry”
· There was a strong focus from these participants on accessing AT within a context of the rights of disabled people.
· These conversations were useful in terms of feeding back into the content of the course and they served to demonstrate that the group already possessed many of the skills and confidence that ‘Using Technology for Self Care’ is designed to support.  
· The participants did not engage strongly with the example practical demonstrations of a basic range of equipment, e.g. jar opener, pill dispenser, kettle tipper, etc. This seemed to reflect their familiarity with AT and the fact that the equipment was not new or stimulating.

· The participants declined to complete ‘Feedback Forms’ on the grounds that they felt they had already been given ample opportunities to offer their opinions and suggestions. For this reason there is no quantitative feedback from this Focus Group, but comments and suggestions voiced during the session were recorded in detail. “Don’t put a ‘happy sheet’ at the end”    

· Terminology and course presentation
The group stressed the importance of using the correct terminology. They were vocal in their concern about the everyday use of the terms ‘assistive technology’ and ‘telecare’ saying that these terms were ‘industry driven’ and did not relate to ordinary people. They felt that many people see ‘assistive technology’ as only high-tech computer equipment. They felt that even the word ‘technology’ may prevent some people, particularly older people, from taking the course because they would feel intimidated if they already struggled with technology, such as computers, TV, etc, in their daily lives. 
· “A course on Assistive Technology? People will say, ‘Not for me’ before they even find out [what AT is]”
· “People would rather have the disability or inability than using [some types of equipment]”
The group suggested alternative terms such as ‘assistive equipment’, ‘assistive solutions’ or ‘easy living solutions’. There was a consensus that phrases go in and out of fashion and it was difficult to find one that appealed to everyone.
· “A lot of people are intimidated by technology… because it’s something else to learn. It’s something else to use or loose. It’s something else to go wrong” 
· “It could be useful introducing that word [consumer]…we’re living in a consumer society”
· Format for the course
Participants suggested that the proposed format for delivering the course over a maximum of four hours would be too long for most disabled because it took time to get ready and for travelling to and from the venue. 
· “That’s a full day for me” 
It was also suggested that it could be delivered via tele or video conferencing or via the web. Participants were confident of their own expertise and noted that any course would need to be delivered at an appropriate level.

· “The tutors knowledge needs to be good enough”
· Delivery options

Participants suggested a number of avenues for the dissemination of the course including: an additional module to EPP programmes, an additional module to Trusted Assessor programme, the PALS network, the carers network, Age Concern centres, Disability Now magazine, the Polio Society, Women’s Institute, Social Services/Adult Social Care. They also noted the potential to spread the word using informal networks.
· “Are you going to encourage people to come with a friend? Because that will bring other people who wouldn’t think they need it but might get something out of it” 

· Course Materials
Participants recommended providing more written information in the form of hand-outs (in Arial 14 font) to take away with them at the end of the session. They gave suggestion of information to include around suppliers of AT and third sector organisations who can provide information and support. 
· “Unless you’re an activist, you’re not going to know this information”

· “We know because we work in this field, but many don’t”
It was also suggested that a homework exercise should be included to encourage people to return, e.g. asking people to write out a wish list of equipment that they would like, even if it hasn’t been invented yet.  

·  “You need to go away with something the first week or people wont come back the second week”
· Course content 

Participants wanted to see more about the rights of people in terms of assessment and wanted more to be included in the course as to what people should expect from an assessment and what they were entitled to. They saw a priority for information around the legal responsibilities of social care services in a language that was easy to understand. 
· “It’s what is out there [in terms of technology] that prevents us from doing, rather than our condition that prevents us from doing”
· “The buyer is the expert as they know their own needs”
· “You’re taking charge of your life because nobody else is going to do it for you”

They were also vocal in the need to affirm the fact that the user themselves are the expert, rather than the assessor. 

· “Whoever is facilitating should say, ‘We’re giving you permission to take charge of your life’. I think that’s the most important thing that needs to come across”
They felt that the emphasis should be on choosing AT rather than on using it. As such, they were not interested in the demonstrations and thought that demonstrations of equipment such as a falls detector could give out negative, rather than empowering messages. 
· “It’s about treating yourself; going to buy a bottle of aspirin rather than going to see the doctor”
· “Its about making people feel OK about themselves”
· The inclusion of carers
All of the participants initially said that they thought the carers should not be excluded from attending. They were adamant that disabled people and carers tackle problems together and as a team. 
· “If they bring carers, they’ve got someone to go home and discuss it with”

· “I’m getting so fed up with people separating the two [disabled people and carers]. If you have a family carer, you usually work in partnership”

However, after some discussion, they then decided that sometimes technology is employed, not because it is best for the disabled person, but because it suits the carer. This ambiguity then led the group to conclude that there was potential for a separate course for carers. 
· “This could work by having two levels for people with different levels of knowledge”
· Overall response
The participants were positive about the need for such a course, though perhaps more suitable for people with less experience and hard-won expertise. They felt that the potential empowerment that could be achieved from becoming confident with technology could be a significant factor in helping people to support their own self management.
·  “A small piece of equipment may give people the confidence to ask about the bigger things in life” 
· “To me it’s about freedom”
Lessons Learned: 

As expert users of technology with years of experience of undergoing assessments and choosing AT, the group was able to provide useful feedback about how the course could be improved and what should be included to further help first time users. The information was used to feedback into the course development and changes, additions and deletions were made on the basis of the expert advice. 
However, it was most clear from the outcomes of this focus group was that this group of well-informed disabled people is not a suitable initial target audience for the course as it stood. The content was too introductory and less relevant to individuals who are already aware of the benefits of employing AT in self care and who already possess the skills and confidence to make decisions about choosing AT.    

6.1.3 Focus group for older people: November 2008
Participants’ Profile: Five older people, four of whom had little experience of choosing and using AT. 

General Observations: 

· Most of the participants were keen to find out more about technology. 

· “I really need this – I don’t know how to work the DVD. Assistive Technology is for me!!
· “I think this is incredibly important because I already know a lot about this but I can’t keep up with the latest technological advances so I can’t help myself and I can’t help my neighbours”
· All members of the focus group contributed to the discussions and got involved in practical exercises, although the facilitator noted that it was often difficult to maintain the momentum of the course as conversations were often lengthy or became diverted.  

· The response of the group to the course was encouraging, with many positive affirmations, widespread agreement of the issues and a lot of shared stories which backed-up points made by the facilitator. 
· “Really useful course as it keeps older people up to date with what is currently available”
· “[This course could] give the person the chance to improve their lives”.
· Participants were explicit in their confirmation that there was a need for a course of this nature and that they felt they and their friends would benefit from being better information about using technology. 

· “No one gave me the right guidance at the right time” [referring to buying a series of wheelchairs that turned out to be unsuited to his specific needs]

· This group were less forthcoming than the first in terms of critiquing the course and providing suggestions for improvements to materials and content. This perhaps reflects the fact that they were new to the information and therefore did not know what was lacking or how it could be improved. 
· “The course feels right”
· Terminology and course presentation
One of the participants initially expressed uncertainty as to why they had been invited and did not see how it might be relevant to them (despite the fact they used hearing aids). They also expressed the fear that there were people more in need of the information who should be attending in preference to them. As the session progressed, however, this individual became more involved and made it clear that they did ultimately find the course beneficial. 
· “It certainly made me think about it [AT] for the future”
· Format for the course
The group felt that there was a lot to learn and that the course was very information heavy. They suggested the proposal to run it over two weeks was overly optimistic because of the volume of content. 
· “There’s a lot there isn’t there?”

·  “I would seriously consider making it a three week course”

However, there was also concern that people would not come back week after week if it was too long. They also expressed concern that older people, especially those with dementia, might find it difficult to retain the information from one week to the next. 

· Delivery Options

Due to the difficulties in ensuring attendance over a number of weeks, one participant suggested holding the course at locations they already visited regularly for the day such as Age Concern centres. None of the participants had heard of, or been on, an EPP course. 

· Course Content 

The course suggested having an interactive session immediately after lunch to maintain energy and concentration.
There was a general consensus that the information about assessment and the need to be prepared with questions for the assessor was extremely useful. 
· “I think you would get short shrift if you asked those, but they’re good questions” [referring to questions to ask an assessor]
· “There’s no questions here about what are the risks of having this equipment”
· “I have very real evidence of the need for this part” [referring to information about assessment]
They also liked the inclusion of tips to avoid pushy salespeople or uninformative health and social care practitioners. 
· “I hadn’t the fainted idea how to use crutches. Nobody showed me”
They said that many people in their generation felt powerless to speak up and were often bullied into situations that they didn’t agree with. They said that older people were reluctant to come across as rude or pushy and were unaware of their own rights. Participants seemed to be aware of the pressure on older people to consider how to manage care needs in the future. 
· “This exercise helps me think about what future needs I might have’

· “It’s really a question of getting to people before they slip into dependency”

Written evaluation form responses at the end of the session:

· All five participants agreed that their understanding of assistive technology had improved

· 4/5 participants agreed that what they had heard on the course was new to them

· All of the participants felt that being in a group helped them to learn from other people’s ideas and experiences

· One person said that elements of the course confused them

· One person said that there was not enough practical information

· None of the participants agreed that some of the course wasn’t relevant to them

· All of the participants strongly agreed they would recommend the course to others

Lessons Learned: 

The feedback and the way in which the group of older people engaged with the content and practical exercises indicated that the course was pitched at about the right level for the individuals in this focus group. The amount of material, the pace and the length of time/ format of delivery would need review in line with concern about the amount of information to be conveyed. 
There was consensus amongst the group as to the need for a course of this nature and they seemed receptive to the idea that it is useful to find out about technology before it becomes necessary to use it. The course was then reviewed to ensure there was sufficient information to convey the range and potential of existing and innovative technology on the market, how it can be accessed and their rights as consumers and service users. 
The reservations one individual expressed about coming on course indicate the challenge to persuade older people to attend this course when they are first time users of technology or yet to experience ill-health or impairment. It will be important to aim for marketing the course so that older people immediately recognise the relevance and importance of a course about AT and self care whatever their existing need for technology, either for themselves or their neighbours and friends. 
In light of the difficulties encountered by the facilitator in keeping participants focused and on task for the entire session, the course would ideally need to be delivered, not necessarily by someone who has knowledge of AT, but by someone who has experience and aptitude in working with groups of older people. 

6.1.4 Results of the initial round of focus groups:

· The participants in the first two focus groups reacted differently to the generic, introductory level pilot material. The content as is stood was received more positively and appears better suited to the needs, knowledge and prior experience of older people than to those disabled people living with long term impairments. The level of technology-specific content would need to increase to meet the needs of the disabled participants in this round of focus groups. This would provide a greater tension with our business model of dissemination through community groups on the assumption that there would not necessarily be a trained tutor available to deliver the course.

· We sought further input from the developers of the Trusted Assessor Programme. We considered their advice alongside our own reflections on the optimum target audience for the material.
· It was decided to focus efforts in Year Two on the development of the course to ensure it was suitable for older people. We would then focus on developing a course at a different level for disabled people, with the benefit of learning gained through dissemination of a more introductory course.

6.1.5 Second focus group for older people – February 2009

Three modules of the developed course and elements of the later three modules were presented to a focus group of older people in February 2009. It was delivered in shorter time frame over four hours with a break for lunch which meant that several parts had to be summarised, but much of the content was covered. 

The aims of the third focus group were:

· To trial elements of the reviewed course and consider its suitability and relevance to its target audience of older people 

· Check whether the information and content meets the needs of the participants

· To find out participants’ views on any practical problems in delivering the course material
Format of the group:

· Participants were encouraged to participate and comment on the course as it was delivered, with two observers recording participants’ observations and reactions and audio recording of the session (the source of quotes below in italic). Participants again undertook a preliminary questionnaire and an evaluation form at the end of the session. All of the participants completed a basic evaluation form after the session (the source of non-italicised quotes below).
Participants’ profile: Ten participants comprised of nine older people, two of whom used wheelchairs and one other person living with a long term health condition. One of the participants had attended the second focus group in November 2009 as part of the older people’s group. 

General observations: 

· The participants were very positive about the course and the potential of the technology they heard about.

· “The course met my expectations more than I’d anticipated”

· “Very, very informative”
· “The content was obviously very acceptable to most in attendance.”
· “Everything about the course was relevant”

· “Assistive technology...it improves your life”

· The additional materials and supporting resources were well received and participants saw them not only as an aide memoire, but also as an opportunity to share what they had learned with friends and family. 
· "It's very important that one should share information. If you do learn it, you should share it"
· The PowerPoint presentation was well received, but it was noted that at times the slides included information already covered during discussions and this repetition inhibited the flow of the discussion. 

· At times a few of the participants struggled to contribute to discussions because conversations were dominated by an individual. 

· As the session was short of time, it was sometimes difficult to gauge how interactive the planned activities would be in practice, but on the whole the activities were positively received. 
· Your favourite part: “Looking at the few aids and appliances and guessing what they are and finding out”
· “[I would like] more interactive content”

· The participants were given a piece of free fruit to demonstrate the different elements of self care. This ‘free gift’ was extremely well received and encouraged early involvement. 

· Format

Most participants agreed that the majority of older people would find it difficult to concentrate for a whole four hour period. They also made specific recommendations about extending the course to three weeks to enable more time for discussion and reduce the amount of content in each session to prevent information overload. 
· “More time is definitely needed”
· “More Please!”

·  “[I would like] more time for discussion”

· “I have learnt so much in just a few hours”

The majority of participants liked the opportunity to share their thoughts and experiences with the group and to learn from others although this has to be balanced around the group. 

· “[My favourite part of the course was] listening to others”

· “[My least favourite part of the course was] “bogged down discussing one attendees problems”
· Delivery Options

Without being introduced to the idea that the course may be disseminated through community groups, participants said that they would pass the information on to friends and other groups that they were involved with. 
·  “Each one of us should go out and tell another ten people to get them to get on and think about it. Even if you’re too young for it yet, you’re going to need some of these things”

One participant said that the learning environment was important to the learning objectives. In a less formal, social environment, the course should be fun and light, and presumably not as intensive and focused as if it were delivered in a more formal learning environment.
· “I enjoyed all of the course and felt it will be very useful. I will pass it on to other groups”
· “It needs to be more fun!”
· Course Content 

The participants who were previously little aware of the existence and potential of assistive technology were clear that they could see the relevance to them and their friends and questioned why this had not been brought to their attention previously. 
· “Why aren’t these things [AT equipment] more accessible?”

Generic versus specific to individual or cluster of technologies: Participants had many specific questions surrounding assessment and their entitlements. The facilitator noted that it was outside the scope of this course to be able to advise individuals on their own personal situation and to bear in mind that each area will have different eligibility rules. However, it was clear that it is vital that the course contains adequate information about the decision making process they can go through by themselves. There were indications that decision support process hadn’t been sufficiently clear in the presentation. This needs to be balanced with information about where people can go to get individual assessment advice (bearing in mind there is little independent advice available). 
· [Referring to questions about specific advice] “So what you’re saying is that before you purchase any type of equipment, it’s best to have words with Age Concern or an advice bureau?”
· “If I wanted to change what I have for something that is better for me, can I ask?”

· “Although in theory we know [how to self care] we don’t actually know how to implement it very well”
The balance between information on specific aspects of assistive technology decision making and contextual information on self care was also noted as requiring review:

· “There was a remarkable absence – hardly any reference to the importance of belonging (families, pubs, choirs, churches etc)

· “[I would like] Discussion of access to aids and equipment and difference in different parts of the country”

· “[I would like] Very brief discussion around individual budgets and personalisation”

There were some strong threads running through the responses that illustrated both a desire and fear of taking on a new body of knowledge and a process that would ‘require’ a more assertiveness and confident approach from the individual. One aspect of this was about building confidence with technology:

· “It’s treading into the unknown” [Ref fear of technology]

· “I am more frightened if people find out I don’t know how to use the technology”

·  “When I was a carer, a lot of the old people still had all this old stuff, they would not go onto the new stuff
· “Insecurity of whether it suits us and whether it will work for us.”

Participants recognised the challenge and empowerment from taking on new learning:

· “I think it’s a great mental stimulus to yourself when you have all this technology and then you think, ‘OK, I’m going to have a go at it’ and I’m going to achieve”

·  “It overwhelms our minds”

These points were often made in the context of how society views older people and their own perception of their changing position in society. There was a shared concern with how to assert their rights and how to best become assertive about their needs:
· “When you get vulnerable people, they are frightened to speak up and you become a trouble maker if you dare to say these things openly”

· “We diminish what our real needs are” 
· “The elderly are too frightened [to kick up a fuss]”
· “I’ve got one of those [bath boards] and sometimes it’s a damn hindrance”
As well as seeing this within the context of their own social situation, there was an awareness that this was also part of a policy and political debate about the provision of care services with several participants highlighting the changing attitude towards state versus self help:

· “Standing on your own feet...Being a little bit more independent yourself rather than relying on the state” [Referring to self-care]
· “It’s a way of helping you to be independent”

· “Sometimes we can rely on other people too much other than ourselves” 

Written evaluation form responses at the end of the session:

· 9/10 of the participants agreed that their understanding of assistive technology had improved

· 7/10 participants agreed that what they had heard on the course was new to them

· One of the participants said that the course had not met their expectations

· 9/10 of the participants felt that being in a group helped them to learn from other people’s ideas and experiences

· One person said that elements of the course had confused them

· Six out of ten people agreed or somewhat agreed that there was not enough practical information

· One participant said that some of the course wasn’t relevant to them

· One participant said the course took up too much time

· 9/10 participants strongly agreed they would recommend the course to others

The feedback appears to reflect the fact the one of the participants was an experienced user of AT. This individual made additional notes on their evaluation form that the course wasn’t relevant to their “degree of disability”.

Lessons learned from focus group three: 

The need to have experienced facilitators was highlighted by the difficulties encountered in ensuring whole-group participation. Experienced presenters would also be able to keep the course moving and audiences engaged if topics that had previously come up in discussion were later repeated in the PowerPoint slides. 

It was widely felt that the course itself is still too intense and contains too much information to be delivered over six hours of learning, particularly if it is designed to accommodate older people who may not wish to, or be able to, take on intensive new learning. It appeared to be difficult for participants to maintain concentration and enthusiasm over a four hour period. The requirement for focusing the material, increasing the participation and interactive fun elements and thinking about reducing the material to four hours learning split over two or more weeks was noted. 
Whilst feedback from the group, facilitator and observers highlighted specific areas for improvement, it is apparent that on the whole this revised course appears to meet the needs of its target audience of older people. Most importantly, comments from the participants demonstrate that the course does meet its aims of introducing people to the concept of using AT to improve the quality of their lives and seems from their feedback to give people the knowledge to confidently choose AT to assist them in their self care. This will need to be evaluated more rigorously when a full course is delivered in year two.     

Some of the more challenging comments regarding a need for more AT specific content came from an individual with more experience and confidence in using AT. This appears to confirm our conclusion that the introductory level course is best aimed at early users of AT and those actively planning for future care. 
6.1.6 4. Course materials developed during year 2: 

· PowerPoint slides: A presentation that the group leader uses to deliver the course

· Group Leader’s Notes: A guide to enable group leader to deliver the course using the PowerPoint Presentation. These trainer’s notes allow flexibility and scope for personal input.
· Participant’s Workbook: A summary of key points with information handouts, signposting to further information sources and organisations referred to in the course ((e.g. BHTA booklets, Trading Standards Guidance, Assist UK leaflets, etc).

6.2 Conclusions:

Learning from the focus groups indicated that it would be possible to develop a course that was sufficiently generic to appeal to a broad audience of older people who are, on the whole, largely unaware of the breadth of equipment that is available to support independence. There is further work to be carried to make such a course relevant to an audience of disabled people who have gained experience and expertise in choosing equipment. Some elements of the course are relatively unproblematic, specifically relating to awareness raising, signposting to resources and suppliers and to the range of ways to acquire equipment, even given the complexities of a shift towards personal budgets and prescriptions for equipment. More problematic is the use of a generic decision-support approach based on the ICF. It may be challenging to convey the value of a conceptual tool for use by individuals faced with very concrete problems in terms of achieving independent living. Also problematic is the need to motivate individuals to buy equipment when this is the best solution for them when much existing equipment is not designed to appeal to a private purchase customer.   
Alongside development of the course content was an in-depth review of the business models used by self care and customer-focused AT education courses and the potential audiences, distribution partners and markets. This review looked at the options for formatting the course to be scripted or self-directed learning, to be tutor led or led by a group facilitator and the implications for income generation, quality control and branding, dissemination and sustainability of the course. 
The conclusion is that the most effective means of disseminating the learning materials is through working in partnership with independent third sector organisations who aim to support their members to live independently. Several third sector organisations already deliver a range of recreational and educational courses in-house using their own facilitators. Building on, or being assimilated into, an existing programme would not only ensure the course’s continued quality, but it would also facilitate widespread dissemination without a disproportionate investment by FAST. Rather than FAST having to market the course directly to individuals, we would only need to enlist the support of like-minded third sector organisations who would then take on the responsibility of promoting it and delivering it to their members.
This ‘piggy-backing model’ of distribution, whereby FAST makes course material freely available to all and relies on other organisations for its propagation, could be sustainable if it meets the needs of the organisations involved and the course participants. However, it still poses the challenges that dissemination of the course is dependent on its appeal to third sector organisations that often operate on small budgets and with few staff. The process by which 3rd sector organisations can pick up and use the course material must involve minimal investment in time and training and must be directly and immediately relevant to their members and formatted in a way that fits into the interactions between 3rd sector organisations and their members, e.g. at day centres, local group meetings, etc. 
This further supports the creation of a modular course. A product packaged into a number of discrete modules, each focusing on a different aspect of AT in self care, would enable organisations to use the material as they see fit – integrating whole modules or elements from modules into their existing programmes, or delivering the whole course as a stand-alone package. 
Implications for Year 3
The work of Years 1 and 2 has informed a clear strategy for Year 3 in terms of project focus and resource development:

· In Year 3 we will focus on making the generic, introductory course on ‘Getting Equipped for Active Aging’ relevant to delivery by a 3rd sector organisation. Unfortunately due to the reorganisation at Age UK they were not able to re-engage with the project and so other 3rd sector partners are being engaged.
· The course will constructed of a number of discreet modules, each focusing on a different aspect of self care and the role of AT.
· The individual modules will be coherent enough to allow them to be used on their own as stand-alone resources as well as in sequence as a comprehensive course.
· Each module will consist of a set of PowerPoint slides, trainers’ notes and supporting materials. 
· During work to refine the course and its delivery by 3rd sector partners, we will capture comments from group leaders and participants in order to evaluate the course’s success and use this feedback to make any necessary modifications to the course’s design and content.
· The course will then be made available to other 3rd sector partners.

· Work will be undertaken in year 3 to secure more funds for developing the course for other client groups.
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Principle 5 – Support and enable individuals to use technology to support self care 


Context: The worker ensures appropriate equipment and devices are discussed and when appropriate put individuals in touch with the relevant agency from where they can procure the item(s), and where possible provides the relevant tools and devices. The worker also engages with individuals to support and enable the use of technology. 





“Self care is about people taking responsibility for their own health and well being”
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