Younger ‘Physically’ Disabled Adults in Care Homes
Until about 20 years ago young physically disabled (‘YPD’) adults who needed residential care were accommodated in specialist YPD facilities in the charge of consultants in rehabilitation medicine, supported by physiotherapists, occupational and speech and language therapists, nurses and others. These facilities have been closed, and the client group transferred to rather better accommodation than care homes – but without the specialist staff. As a result most young physically disabled adults who need residential care now have little or no access to specialist services or rehabilitation. The specialist facilities that do exist are generally run by charitable organisations such as the Red Cross, Leonard Cheshire, Sue Ryder Care, John Grooms (now Livability) and Percy Hedley Foundation.
The main concerns relating to YPD adults in care homes are that, (i) residents are often admitted because support in the community would be too expensive or complex, and other inappropriate admissions occur, (ii)YPD often lose rehabilitation services and equipment when admitted to a care home, there being little or no continuity of provision of community services and poor transfer of information to the home, (iii) review procedures are often unsatisfactory, with little or no attempt made to assess potential for improvement or for transfer to more suitable accommodation, and (iv) many of the homes cater principally for older people and  there is in most homes a serious lack of suitable activities within and outside the home. As a result residents become progressively more dependent and socially isolated, unable to exercise choice, their bodies or minds. These problems, and recommendations for resolving them, have been identified in a number of reports – including the following:

Services for young physically disabled adults in Glasgow. Scottish Health Advisory Service (2000) 
· Some nursing home placements appear to be inappropriate
· The environment for long-stay young physically disabled adults (in care homes and continuing care in SGH) is unsuitable and “boredom is likely”). 
· There should be re-assessment of the role and the range and quality of services in care homes and in continuing hospital care. There should be regular review of patients/residents in these settings – including the involvement of AHPs.  
· There is a need for specialist nurses, AHPs and others - based in hospitals and elsewhere - to extend their responsibilities to physically disabled people in other settings, and to establish working relationships with professionals responsible for this group in a generalist capacity. 
· There is a need to focus on audit and clinical effectiveness, adopting the processes used in QESIU. There is also a need to establish appropriate outcome data and to standardise this for community and continuing care services. 
· There is limited access to ‘ordinary’ community living options 

· There are problems with housing adaptations and the provision of specialised equipment. 

· There is a need for more housing suitable for people with disabilities. 

· There are concerns about the appropriateness of placement in nursing homes for some younger people with physical disabilities. 
· There is limited involvement from AHPs and other specilaist staff for people with long-term disabilities and no system of regular review for the vast majority of people. These are major issues. 

· Particular difficulties with augmented communcation were highlighted for people with severe disabilities in nursing homes. 
· There is a particular need to address the needs of residents in the continuing care unit (SGH) and in nursing homes, and their access to community and inpatient services. The Health Board should ensure that the area of relationships and sexuality are addressed (as has been achieved  by QESIU) - both for people living at home and in nursing homes  
· The environment on which severely disabled people live for the rest of their lives should as far as possible be homely and domestic, with access to gardens and open space. It is difficult to see how this can be achieved within an acute hospital site. 

Review of Physical Disability services in Glasgow. NHS Quality Improvement Scotland (2003) 

· The needs of younger people living in care homes should be addressed.
Interviews in 10 care Homes: Strathclyde Centre for Disability Research (2005)

· The primary reason for admission of many younger physically disabled adults was inability to provide sufficient care and support in the community.

· The majority of young people live in Homes that cater primarily for older people. Younger residents are often treated similarly to older people, to whom activities are generally geared. Few residents have the opportunity to venture from the Home on a regular basis. 

· Whilst many Homes identify strongly with community-based living, few care homes support or encourage younger residents to refresh or acquire the skills they need to move on to community living.
· Few staff or residents are aware of Direct Payments as a possible means of supporting individuals to live independently. 

What a physiotherapist, occupational therapist and speech & language therapist can achieve, each working with (mainly) younger adult residents of care homes for just three hours per week (NHS Greater Glasgow, 2005-8)
                                              General improvements
·  Improving reporting procedures and establishing  clear communication pathways between therapists and residents, staff and carers with the use of bedside charts displaying guidelines and recommendations

· Identification of difficulties in referring residents to specialists (nurses, AHPs and rehabilitation consultants), in reporting procedures, in obtaining suitable foodstuffs (for those with chewing and swallowing problems), and in access to training for staff

· Demonstrating the great benefit of a single named therapist attend the Home regularly, rather than (as at present) residents being seen only in response to a formal referral and by different therapists from a variety of sources. Residents are reviewed on a continuous basis, with rapid response to signs of deterioration or improvement. 

· Demonstrating what can be achieved by experienced and enthusiastic ‘front-line’ professionals, working with staff and residents, when presented with a complex and unsatisfactory system of health/social care delivery

· The need for formal multi-disciplinary goal-planning and review processes, involving the resident and carers. At present any potential for improvement is generally not identified. 
· Change in residents from being permanently passive to being in control and able to fulfill (and expand) many of their wishes.
                                         Some specific changes
· Improving the range of movement and independent function of most residents

· Reducing the need for manual handling, thus improving residents’ self-esteem

· Correct positioning in chair/bed to improve function and reduce contractures

· Reversal of long-established negative behaviour patterns

· Improved social contact and integration

· Re-established and increased confidence, self-esteem and independence

· Identification and development of previously hidden cognitive abilities

· Residents able to identify and focus on their own chosen goal

· Drawing up and implementing Personal Communication and Swallowing guidelines, and implementing these for the majority of residents.
