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Integrated Musculoskeletal Community Services/ Community Based Musculoskeletal Rehab Service
Robert Letchford
Emma Cooke

Introduction
I'm Rob Letchford Consultant Physiotherapist for Musculoskeletal Rehabilitation in Cardiff and Vale and I am responsible for the Rehabilitation Programme in Cardiff and Vale.
I am Emma Cooke and I'm Deputy Director of Therapies and Healthcare Science in Cardiff and Vale. 
, 

Development of the Service 
As part of the programme launched in 2019, we were commissioned by the then Chief Executive, Len Richards, to develop a rehabilitation model for the organisation. The model was based on previous work with Community Neuro Services, where we looked at working co-productively with people with life experience and third sector organisations to develop a community neuro service.

What people were asking about at the time was a service to support their recovery and a service to start helping them integrate back into their communities The lesson learned was that the services being launched are very different to what healthcare professionals wanted to supply. The focus was on providing services in local leisure centres and community settings, and enabling people to develop healthy behaviour patterns, things that would help keep them as healthy as possible while living with a neurological condition.

We pressed that to start developing the rehabilitation model which was launched in February 2020. Then COVID hit, and that led to further development. But we soon learned that we hadn't been ambitious enough in terms of what the model should originally look like. Over the past three years, we've worked in a co-productive way with service users, the third sector and other leisure partnerships in terms of the future look of the model.
The key thing is that it is a layered approach model that allows us to deliver services based on what people need, with a focus on recovery and living well with a long-term condition. The final model leans on a four-tier approach. Four-tiers is the traditional method of providing rehabilitation services in acute hospital settings, at a one-to-one level between therapist and individual. The model allows us to look at the other layers. Tier one is very close to the person in the community. Enabling them to use community assets and we work with community assets to get things done.
For example, the ESCAPE-Pain program for people with back and knee pain. The programme teaches lessons that enable them to be supported in the community. The second tier is the first interaction with healthcare. It's an opportunity for us to assess the need and then direct them to meet that need, either back in tier one in the community or a step further into the healthcare system. The third tier is about trying to move the evidence-based rehabilitation interventions, the high quality interventions, closer to the community so that communities can adopt them and adapt them and translate them into long-term sustainable solutions. By doing so, we begin to create evidence of meeting demand.  The demands alluded to, are the things the people say they want. At the same time, it frees up resources from a fairly expensive tier four system in order to deliver them on a larger scale. 




Impact of the model
There are some examples of better outcomes than we have seen in the past, at a lower cost that allows us to upgrade the system and provide more rehabilitation, and that's a growing need with the current changes in health demographics. We've also seen the real impact and benefits of peer support on people. Providing psychologically friendly group-based intervention, and using everyone in the room as experts changes the power setting of that relationship from a therapeutic perspective and the person accessing the care.

That's one of the really beneficial things that's evident from the feedback that's been received. People saying they've made friends for life. That they've shared experience and learned about how they care for each other in each other's company, and I think that's why the results are better compared to the traditional one-on-one therapist-patient relationship. The overall impression is that the therapist has the power in that relationship and instructs the patient to do things. But delivering this in different locations away from health can make a difference. In a leisure centre, for example. Some people may not have been in a leisure centre for 20 years, and they find there are activities there that attract them.
People then continue to meet with those who were in the groups. They then create a small community that helps each other stay healthy. One very important change in care is that it has also changed therapists' views on how care should be delivered.  We talked earlier about another very important thing which is also the impact on the clinicians as they feel less pressured. The person-centred approach reduces the burden on clinicians to have all the solutions on hand and create all the change, and they see that working co-productively and in partnership with individuals and groups relaxes the traditional pressure on the shoulders of healthcare professionals.

Benefits for the staff
So we're seeing benefits in terms of staff wellbeing as well as benefits in the outcomes for the people who use the services. In order to deliver the model, we've almost had to change the way we deliver our services. How we work as a therapy service and a psychology service together. Have an operating model alongside the clinical model. The clinical model, which is the rehabilitation model and the operating model, which largely focuses on much more integrated care. 


Changes to the service
Every profession still offers their unique skills but the boundaries are blurred and with these, everyone shares responsibilities. That's often about chatting to people about their health or health beliefs and readiness to change, and trying to put a routine in place to improve their overall health. If people's overall health improves, it's much easier to manage long-term conditions. 

It has highlighted the benefits to the people who use the service. But when it comes to working in that integrated way, colleagues point to the fact that the support from the wider team has definitely improved their wellbeing and resilience in supporting people who often have complex needs. 

Identifying learning needs
It has generated significant training needs. It's a bit of a change in behaviour from the traditional models, I suppose. Investing in things like communication skills, motivational interviewing skills, understanding self-management, and enabling Multi-disciplinary teams to build mutual understanding has been so important.
Collaborative decision making has given people the real ability to understand the power in a relationship, with the person or with a group of people. That investment has been crucial to creating that change and enabling therapists to step out of their traditional comfort zone. Then that's for you to deliver training, not just training across therapies and directorates of psychology in their gross. We do it sustainably too.
There are now groups in place who can meet over lunchtime to discuss how they incorporate motivational interviewing skills and do something different with Bridges' self-management training and work with them in terms of having champions who fit the philosophy of how we deliver care, and hold those conversations to demand that continue. We've also developed something called compassionate conversations.  These are conversations of a similar nature to MECC (Make Every Contact Count) So you're discussing things like quitting smoking or chatting to people about some aspect of weight management, but now we've developed that further with concise intervention cards that allow any therapist or psychologist to talk about healthy weight, or about mindfulness, healthy thinking, fatigue, hunger,  falls etc., so that the conversation can be had. If they feel someone is ready to change, they can start the conversation which means patients won't need to go see another health professional. The cards accompany a program coaching that addresses upskilling everyone across both directorates in terms of how to have those conversations. That gives people a sense that they are part of the conversation and encourages or directs them to other things that could help them improve their health and how to access such support.

Person Centred approach
Person centered care is a crucial element. The health care system, and secondary care in particular, has been in sub special speciality silos. But people have made it clear that they want specialist skills but also want a practitioner who can treat them as a whole person. This programme has shown that therapists understand that basic level of public health knowledge and that adds significant value to that individual.

I don't think we've quite succeeded yet, in terms of training etc. We've started the journey and made a significant shift towards patient-centered care. The other thing that has shifted our thinking and understanding of people's health needs is the idea of co-production. We've set up a co-production forum for about 18 months, with two co-production leads. There are now about 300 people on the co-production mailing list.
We meet monthly as a co-production forum with at least 50 people attending regularly to participate in conversations to discuss how to support people with long-term conditions and meet their real needs. Subgroups work on specific things too. I think working this way completely changes your perception of people's needs. As clinicians, we think we know what people need. But sometimes we don't know what people really need and how they discern the treatment they get from healthcare professionals.
But coming together in this partnership, where everyone is equal partners and having very challenging conversations at times about people's experiences of sourcing health and how they feel as part of that and what has to happen to improve has really helped, I think, as we co-plan services. We're currently co-designing a service for people with long-term conditions, and it's made us think deeply about how people access the information we give them, and how they want it.  
The fact is many people want to receive the information in different ways. We make sure the information is available in a lot of different ways. From what people say, some people suddenly want the advice, they want the advice soon, but that's holistic, it looks at them as a whole person. But we have to listen to that as we design the new service.
It makes us as healthcare professionals think differently, and if it weren't for that the service being planned would be very different to the service being planned. It's also important to do more than just co-plan it – we need to keep working in partnership, co-producing all the time, so that anyone can change anything they want to change.
Going back to the group, it really helps to be honest with people around you in terms of the current pressures on the health service and that they understand our point of view. They often find solutions without engaging us as healthcare professionals. They say people in the van are doing this and this, and we don't need to do anything. That makes working this way so much easier, in my opinion. It's a journey you have to go on and have faith that the journey will be right.
We have to remove our assumptions about what people think. That's probably the biggest thing we've learned. We're not sure where the end of this is, but I need to think everything will be okay. It makes us look very differently at what we do, and how. I totally agree. It's a challenging journey but we're learning so much as we go. That would be my big piece of advice right now for anyone with any condition. Listen to the life experience of those people who live with these things on a day-to-day basis and instead of assuming they want what we offer, what are their real needs? That's been a real driving force in terms of what we're seeing. 
Another important aspect of this is taking a Value-Based approach and looking at the real benefits of that in terms of knowing what we're doing and what the impact of that is, so we've created a model for the different teams to be able to use that really looks at a core set of health outcomes and wellbeing and experience across all our services and then looking extensively at different condition sets, different groups and different services and what is important to those people using the service, in terms of benefit to them and in terms of benefit to the service.
We took that approach and used modern technology available. We've done quite a bit on Office365 and MS Forms in the move from putting things on paper. The next step will be to use PROMs platform, digital integration etc. Things like that allow us to generate great data, which enables the people we work with to describe the benefits from their experience.
We also collect the usual information in terms of, my health has changed from this and this but also, all my symptoms have changed from then to now or they've been resolved, which is great. We look at the things that are person-centred, in terms of qualitative work. The impact on your life and wider society and the impact on you, your friends and family, your social circles, your work and that sort of thing.
We've been able to work with some people to try to address measuring that through return on investment approaches, basically to take those things that people have described as benefits and then set a social cost on that. There are talented economists doing it for us. We're starting to see that there are some of these simple interventions that look at lifestyle changes and as we reframe things, they create huge profits for society.
ESCAPE-Pain for back and knee pain, for example. For every pound we invest it's around £6.50 back into society and around £5 for long COVID, even in terms of short-term intervention. When preparing people for surgery, it is worth around £3 in terms of social earnings just in terms of that person's impact, in terms of independence during that period and after discharge from hospital. We capture the things that many therapists have heard about and known about for a long time because people tell us.
This isn't easy to measure, and that's been key in terms of funding. The system's understanding of the importance of this, in terms of the benefits and benefits, is crucial in the current climate. Taking a value-for-money approach to that health and showing that a small investment in rehabilitation has quite significant benefits, benefits far beyond healthcare.
It is also important that we develop the role of support workers so that delivery is not dependent on registrants. But there are many experienced support workers who provide these programs in community and recreational settings. This manages to expand the work because the reality is that there is a shortage of registered staff, so they are supervised and supported by registrars In fact, it is quite a bit easier to develop a workforce of support workers.
What's important is to train them well and invest in them. They enjoy working this way. They have a lot of freedom, and often don't have the same health beliefs that registrants have as part of their training so they're very willing to work this way. Patients have provided really good feedback around the interaction, in terms of joining these programmes so it's obviously quite a sustainable model. We've obviously worked very closely with a leisure area.
They're working quite closely with us on arthritis at the moment, in terms of sustainability. We currently run six-week programmes for groups. Leisure Centres then run groups that look a bit like ours for people to keep attending. We're working with third sector organisations like Versus Arthritis to incorporate those sustainable models for the future. That keeps people healthy. 
They keep them fit and less dependent on health services, which leads to noticeable changes on the waiting list so people can access highly specialised care very quickly if they need it. We're seeing less demand for specialist care because people can turn to less intensive methods of recovery, group-based treatment options. That leads to the creation of some sort of flow through the system, in a way. People can get help when they ask for it, very quickly, and that's very important for people living with long-term conditions.
That is evident in the neurological pathways that have been developed and in the musculoskeletal pathways. What we plan to do is push that and implement it across all the pathways we're working on. As clinicians, we very soon realised that we don't necessarily have all the skills needed to run a programme of this magnitude. Securing specialist support with the programme accelerated things very much and boosted the quality of the work we were doing.
I think one of the wisest investments we made was to secure support for the programme that holds us to account, challenges us and sustains the momentum of the project at the same time, and looks after the project management that is beyond most clinicians. Working alongside people like this, especially people who are experts in program management has been a motivator for the therapy workforce and the psychology workforce. They have now built the confidence to run programmes without having to rely on expert support all the time.
But it was necessary with the size of the programme and the speed with which we wanted to roll it out. Now, as we roll out and expand the work across all our services having people with that judgment to help and offer guidance without having to ask for specialist help all the time has been really helpful. It's definitely noticeable as we work across the organization when people haven't necessarily had that experience. But therapists can produce an urgent report about what they are doing this week and what they will do next week. Those are the kinds of skills, beyond clinical skills, that we've been able to build within the workforce as well    
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