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Part One

Introduction

There has, over the past few years, been a growing interest in the introduction of Intermediate
Care services with a primary function of supporting people in the transition between acute, primary
and social care. There remains, however, lack of consensus about the nature of these services,
the manner in which they should be developed, and whether they should substitute for, or be
additional to, more traditional options. Relatively little attention has been paid to their development
to date and where initiatives have flourished they have largely been dependant on the drive of
individuals, rather than as part of a wider strategic initiative.

The purpose of this publication is to address some of these issues. The intention is not to offer a
blue print for future development of Intermediate Care but to share information about current
practice initiatives. To this end a range of different models have been described in a variety of
different care settings and short and long term implications have been presented for debate.

Background

Defining intermediate care

As interest in Intermediate Care has grown it has rapidly become apparent that there is a
fundamental lack of conceptual clarity about the subject under debate. While it can be argued that
in defining a subject too tightly some of the creativity of development may be lost, without a
common understanding of what is meant by Intermediate Care, it is not possible to either explore
its introduction at an operational or strategic level or to evaluate its efficacy. To this end a tight
working definition was initially developed which suggested that Intermediate Care encompassed:

That range of services designed to facilitate the transition from hospital to home, and from
medical dependence to functional independence, where the objectives of care are not primarily
medical, the patient’s discharge destination is anticipated, and a clinical outcome of recovery (or
restoration of health) is desired.*

Over time, and with practical experience, this original definition has been broadened to
encompass:

Those services which will help to divert admission to an acute care setting through timely



therapeutic interventions which aim to divert a physiological crisis or offer recuperative services
at or near a person’s own home.

Intermediate Care — what it is not

The clear focus which Intermediate Care has on health gain differentiates it from:

» convalescence — which allows time for people to heal but has no active therapeutic input

* hotel beds — which bring people near services but offer no therapy

» long stay beds — where it is unlikely that there will be sufficient recovery for people to regain

independent living

* movement of services — from one setting to another e.g. the shift in treatment of deep vein
thrombosis from acute to primary care

» another layer in the service — rather it is being developed in response to what has become
known as the ‘black hole’, where no targeted services have been available to help the transition
between acute, primary and social care?.

Thus Intermediate Care is one of a continuum of services which bridge between social, primary
and acute care but with a clear, separate focus. While the majority of Intermediate Care services
are used by older people, many other patients groups including children and people with ongoing
disabilities can gain benefit.

Why now?

While the manner in which Intermediate Care is described offers no surprises it does present a
considerable challenge to those involved in its implementation. There are, however, a range of
contextual factors which appear to be influencing the growing interest.

Firstly there has been increasing pressure on the acute sector, exacerbated by multiple factors
including winter pressures, increasing medical admissions, and technical and pharmacological
developments. These pressures can be illustrated by a review of changes in terms of bed
numbers, admissions and length of stay over the last twenty years.

Acute and geriatric beds — In the twenty years up to 1997/98 acute beds fell from 155,000 to
108,000. During the same period geriatric beds fell from 56,000 to 30,000. Since 1970 the number
of beds in the acute, geriatric and maternity specialties has fallen from 240,000 to 150,000.

Admissions — During the twenty years up to 1997/98 general and acute® ordinary admissions
(finished consultant episodes) increased from 4.560m to 6.514m — that is at a rate of 1.8% a year.
Since 1975, ordinary general and acute admission rates per thousand population have increased



by an average of 3.5% a year for those aged 65 and over. This compares to 1.6% for all ages.

Length of stay — From 1981 to 1996/97 average acute length of stay (per finished consultant
episode) decreased from 9.3 to 5.0 days while average geriatric length of stay decreased from 66.1
to 18.6 days.

In summary while there are fewer beds available more people are receiving care for shorter
periods of time.

Secondly we have an ageing population. To illustrate this, the Personal Social Services Research
Unit*, in a recent report on demand for long term care for elderly people, projected continued
growth in the numbers of elderly people. They predicted that the number of people in England
aged 65 and over would rise by almost 57% between 1995 and 2031, and the number of people
over 85 years of age would rise by 79% over the same period.

Thirdly, there is a growing suggestion that some people in acute care settings are being
inappropriately placed®®. The 1998 Report of the Emergency Services Action Team (ESAT)
guestioned whether older people are being moved into long stay care prematurely. They noted that
older patients experiencing an acute episode undergo complex changes in their dependency levels
very quickly. A decision to place them in long term care at the end of an in-patient stay may no
longer be valid two or three weeks later as the patient begins to recover former levels of
independence. ESAT concluded that this pointed strongly to the need to invest in proven forms of
intermediate care and rehabilitation which have been assessed for their clinical and cost-
effectiveness, and which can equip patients to return home.

In addition policy changes are placing greater emphasis on community care with delivery of
services closer to people’s homes. A shared concern that there should be equity of access to the
right care in the right place at the right time is leading to widespread debate about current
geographical variations in service provision and a need for more effective sharing of models of
good practice, especially as they relate to care in the community. There is, however, also concern
that there should not be repetition of the difficulties faced with the decentralisation of mental health
services a decade ago, without assurance that there is a sufficiently strong community based
infrastructure to support the devolution of some services.

Pressures on social services and delays in hospital discharge, as both funds and availability of
places are stretched, has also led to exploratory partnerships between health and social services,
a move which is now supported through policy’. While the adage of troubles shared being troubles
halved may not be entirely fulfilled in this instance there is no doubt of the success of some of the
health and social service partnerships which can act as models for future development.?



Triggers and barriers to action

It should be stressed that the concept of Intermediate Care services is not new. Both the patient
population and the type of service can be easily recognised by those involved. The question then is
‘Why — if the need is so familiar — have Intermediate Care services not been explored, developed
or evaluated more fully in the past?’ Debates around this question raise several issues of note,
mainly concerned with the manner in which the services cross traditional professional and
organisational boundaries.

One concern, in a resource limited health service, is that any nhew development, once it goes
beyond pilot stage, must have substitution implications. Thus if Intermediate Care services are to
be developed on a large scale it must be at a cost to another area of service delivery. Yet there are
suggestions that the economic efficacy of Intermediate Care cannot be felt through a small pilot
study which does not have an economy of scale®. Hence a dilemma occurs. For the full impact to
be felt there is a need to increase the scale of Intermediate Care services but this, in turn, may
meet resistance as it would necessitate a reduction elsewhere in service provision. That such
obstacles can be overcome is evident by the number of inclusions in this publication. Nevertheless
they can act as a significant barrier to development.

A second issue is lack of awareness, both inter- and intra-professionally, of the level of service
which can be provided in settings, and by teams, other than that with which the practitioner is
familiar®. Thus the manner in which services are currently configured, with clear boundaries
between acute, primary and social care, mitigates a further disincentive, as does the segregated
way in which professional education is offered. Such situations can be further exacerbated by lack
of coterminous boundaries between different service sectors, difficulty in developing multi-agency
work and in pooling budgets to a common purpose.

A third concern to date has been around evidence of the clinical and economic efficacy of
Intermediate Care services. They are notoriously difficult to evaluate, partly because of the fluid
nature of their development and the difficulty in identifying true comparators, but also because the
indicators of success are not easily subject to direct or quasi-measurement. Hence in an
environment which is rightly driven by concern about evidence based practice, the nature of
evidence in relation to Intermediate Care is, to date, often small scale and qualitative. For example
in exploring the value of Hospital at Home schemes only five reports match the rigorous Cochrane
criteria™ despite a much wider number of studies being available in the literature. While there is an
urgent need for further research, data to date provides the opportunity for conceptual rather than
statistical assurance.



The time for change

Within this context it is evident that the time is ripe for change. There is, however, less clarity about
what shape that change should take and what time scale should be followed. There is a needs
driven thrust to explore alternative options at both an operational and a strategic level and there
are many examples where the origins of new developments can be traced to either source,
sometimes, but not always in synchrony. That whole systems approaches are of value is widely
acknowledged but while there are some excellent examples of such practice they remain the
exception rather than the rule.

Structure of this publication

The remainder of this report has been divided into four distinct sections, each of which can stand
alone or be accessed as part of the whole document, according to the interest and need of the
reader. An introduction to each section is given below in order to help people to access those parts
which relate most closely to their interests.

Part two — models in practice

In this section short descriptions have been included of seven different approaches to service
development under the broad definition of Intermediate Care. The inclusions have been selected
because each one offers a different approach to a common concern, rather than because each one
is either unique or a ‘best’ single solution. Recognition has been given to the many contextual
factors which have influenced selection at a local level. Thus, while each of the initiatives was
driven by the shared concerns of excessive pressure on acute and social care beds, and for the
development of services which were specifically focused on the needs of patients in transition, the
solutions offered vary considerably.

Common features are that the services have been established for more than two years and the
provision is likely to be sustained; that funding arrangements are explicit; that there is some form
of evaluation, albeit still in the early phases and that those involved are willing to share their
experiences of both successes and difficulties. Examples have been included where the drive has
come from social services, primary care or acute care, with both provider and commissioner
involvement, thus highlighting the range of issues which have led to their introduction. Finally, in
each instance one or more contact names have been included to assist in sharing and networking.

Part three — developing a strategy



In this section two different examples have been included which describe the way in which a
provider unit and a commissioning unit have set about exploring an agenda for future provision,
offering an overview of their longer term strategic plans. Tools which have been developed to
explore local need are discussed, alongside the manner in which alternative options were
investigated and encompassed into local plans.

In neither case are these examples included as a blue print for the future but as a stimulus for
debate and as exemplars on which others can build.

Part four — introducing Intermediate Care: short and long term issues for debate

In part four of the report some of the recurring themes which have arisen in relation to the
development of Intermediate Care service are explored. Both drivers and inhibitors from the
examples included in previous sections have been collated in this concluding chapter in order to
preserve some anonymity for the contributors.

In addition wider implications for the shape of future services, professional education, cross
boundary work for organisations and individuals, research and budgetary considerations are raised
as part of the potential long term agenda for the development of health and social care.

Part five — a directory of development in Intermediate Care

The final part of this report contains brief details of a further (sixty) sites which have been involved
in similar initiatives to the ones described earlier in the text. Each contributor has provided a
summary of the services which they have developed at the acute, primary and social care interface
and given contact details to facilitate wider networking. Space has limited the number of entries
which it has been possible to include. Hence both clinical and geographical breadth have been the
deciding factors in the entries presented here. This directory is seen as a starting point to which
additional local and national information can be added.



Models of service delivery

Part Two

The models described in this section have each been developed from a different perspective. They
have been included in order to demonstrate variations in the way in which the interface between
acute, primary and social care has been addressed in different settings and by different
organisations.

The models included are:

® A GP led primary care directorate within an acute DGH

e A primary care led rapid response scheme

e A consultant led service within acute care providing a link between acute and primary services
e A nurse-led in-patient facility in acute care

e A nurse-led service in a community hospital

e A residential rehabilitation service managed by social services

e A combined Trust offering a range of intermediate care services for children

Each of the services is continuously evolving and developing with time. Some have already moved
on from the descriptions included here in response to need, experience and increased competence
and confidence.

Ealing Hospital NHS Trust
Ealing Intermediate Care Service
Purpose of the service
The Ealing Intermediate Care Service (ICS) has been developed following the success of the
Winter Pressure and Challenge Fund Projects in 1996/7, with Ealing health, social care and
voluntary agencies joining forces to provide a comprehensive combination of Intermediate Care

services. These “seek to maintain adults at home safely, in health and as independently as
possible, by preventing inappropriate admission and by facilitating prompt discharge”.*2

Context
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As with so many other places, Ealing has, over the past few years, faced increasing pressure in
both health and social services. While the local elderly population is relatively stable in number,
and predicted to stay that way, there had been a steady increase in emergency admissions of older
people during the winter months (Figure one). In addition, there was an increasingly high demand
for residential and nursing home care, with more than 60 people in March 1997 waiting for social
support in order to return home from hospital. General practitioners were dissatisfied with services,
social services could not respond to demand and the pressure on acute beds was becoming
intolerable.

Figure One Heading

It was against this background that representatives from the three sectors (acute, primary and
social care), in conjunction with voluntary organisations joined forces to plan a way forward, taking
a whole systems approach. Each of the managers was new in post and aware that something had
to change. They were willing to take reasonable risk and to compromise when necessary in order
to develop services in response to need.

Getting going

The collaborative nature of the Ealing scheme offered the opportunity for a range of different
initiatives to be introduced over the winter of 1997/8 in order to reduce the impact of winter
pressures. CATS (Community Assessment Team) in A&E - was the overall term for community
services that were provided initially, which encompassed the support of an Occupational Therapist
and the Rapid Response team (see below). As the services have expanded, co-ordination of the
whole intermediate care initiative has been managed through the development of an independent
directorate within the acute trust. It is led by a general practitioner who has brought together and
rationalised the range of services which had been offered through acute and primary care, social
services and the voluntary sector. These services now encompass:

Admission avoidance in A and E — this function is concerned with preventing unnecessary
admission or aiding patient transfer to mainstream services and is managed by a Core Assessment
Team (see below). It is offered to the mainly 65+ age group who may be referred from either acute
or primary care, but the greatest number is identified in the Accident and Emergency department.
Holistic multi-disciplinary assessment is available leading to:

| ‘major packages of care’ which encompass both social and rehabilitative support and are seen

as admission avoidance strategies, therefore saving bed days
e ‘minor packages’ which aim to avoid readmission or the ‘revolving door syndrome’ by providing
advice, therapy equipment or referral to an alternative source of help.
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Between 45 and 65 people are offered care at any one time with a roughly equal distribution
between major and minor packages. Minor care can, on the whole, be slotted in between other
work. Hence the major financial demand relates to delivery of major packages of care.

Post Discharge Rehab — this aims to increase independence for the recipient, thereby reducing
long term demand on Social Care. A package of intensive domiciliary therapy and home-care is
planned for adult, medically stable patients so that they can benefit from early discharge from the
acute trust. Care can be given for a period of up to six weeks. The people offering this service have
now been assimilated into the Core Assessment Team.

Post discharge monitoring — this service is offered to help support older people who may have
difficulty in coping after discharge, through the provision of post discharge telephone monitoring. If
a difficulty is reported, a home assessment and package of care can be activated, or referral made
to another agency e.g. voluntary sector.

Step Down Services — these provide early discharge to a residential or nursing home bed
(whichever the patient needs) for patients who are awaiting long term placement, who no longer
need acute medical care but who have not yet been allocated mainstream funding. By early
placement of the patients in appropriate settings, acute beds are released.

Respite Care — as part of the overall intermediate care service respite care can be offered in either
residential or nursing home facilities. The aim here is to avoid unnecessary admission, and to
provide full care and rehabilitation for a short period

Red Cross — Home from Hospital — this service aims to assist in the smooth transition between
hospital and home, providing volunteer escorts on discharge from A&E or wards, and short term
home support. There are around 40 volunteers involved with the scheme, who provide a ‘settling in
service’ for between 30 and 40 people a month. The possibility of expanding to cover other areas
of care is currently being explored. The volunteers also assist in A&E at lunchtime, and in the
Trust’s discharge lounge.

Age Concern — COPE is an at risk register of vulnerable people, coupled with a weekly monitoring
phone call by volunteers. They also offer Fallsafe, which has a team of trained volunteers who
undertake risk assessment in the home and provide a ‘handyman’ to undertake minor repairs.

Staffing and support

Ealing believes that the time has passed for running pilot schemes and they now have a clinical
directorate with specific responsibility for all intermediate care services, set up in June 1998. The
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team is led by a clinical director with a background in general practice, supported by a service
manager who is a social worker. Several early initiatives have been encompassed into the current
Core Assessment Team which includes:

District nurse 1

Social Worker 25
Occupational therapist 3
Physiotherapist 2
Therapy assistant 1
Administrator 0.5

Other members of the directorate include:

Respiratory nurse 1
Discharge Liaison Team
District nurse 2
Placement officer 1
Administrator 1
Telephone monitoring

Community nurses 1.8

In addition there is a service evaluator and an NHS management trainee as part of the overall
directorate. The team are supported by voluntary organisations (Red Cross and Age Concern) who
receive some financial assistance to off-set their running costs.

Active attention has been paid to the learning needs of the team on two fronts. Training consultants
have been used to help develop the cohesion of the team in order to ensure clear patterns of
communication and good working relations. In addition there is an ‘in house’ programme of ‘cross
skilling’. This programme is needs driven, and based on the premise that any member of the core
assessment team can ensure an initial holistic assessment for the patients, whichever occupational
group they are representing. This has been particularly challenging for staff, all of whom have risen
well to the task.

Patient groups

The Ealing ICS “is aimed at any adult where there is deterioration in physical health, function
and/or social circumstances which puts them at risk of admission or re-admission to hospital, but
where there is actually no over-riding medical reason for admission. This would include those
people seen to be at risk because their primary carer is ill but likely to be able to resume their
caring role within a short period of time”.* Criteria for referral are: residency in Ealing Borough;
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medical stability (though they may have a minor medical problem); a social or functional need
which is likely to precipitate hospital admission; and an expectation of return to their previous level
of independence within 4-6 weeks.

Evaluation

Figures collected since the introduction of the Intermediate Care scheme indicate that it has had a
significant impact on patient services in Ealing.

Figure 2 shows the number of patients seen by the core assessment team in A&E or in the
community between July and December of 1998, alongside those who received a major package
of care. The latter can be taken as the number of admissions which have been prevented.

Figure 2 Major care packages against referrals for ICS

Twenty-one respite beds were supported financially between July and October 1998 with an
estimated save of 882 bed days, on the premise that these patients would have needed a six week
stay in hospital.

In addition, in any one week there has been an average of 9.7 people being supported by the
Stepdown scheme, and between eight and 11 people as part of the post discharge rehabilitation
scheme each month.

An estimate of the overall number of bed days which have been saved for the acute Trust has
been made between July and December of 1998 using the figures given above. These suggest
that Ealing would have needed a further 48 beds in order to accommodate the needs of the local
population if the Intermediate Care programme had not been in place. In addition, rehabilitation of
patients while under the care of ICS has improved their function and therefore reduced their on-
going level of dependence. This has financial savings for social services; early estimates suggest
£480,000 pa.

Why has it worked?

From the outset, time and effort has been spent in ensuring that key players are ‘on board’. There
is a multi professional, Ealing Whole Systems steering group with additional representation from
the adjoining boroughs of Hammersmith and Hounslow. The clinical director sits on the hospital
executive board and on a social service management board, and there is joint accountability to
both organisations. There is also joint investment.

Collaboration, commitment, willingness to take risks and opportunistic funding are all seen to have
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contributed to the success of the scheme. Lack of planning time, tribalism, divided loyalties and
uncertainty have been threatening. The major issue has, since the outset, been handling the
interface.

Funding

In the early days funding came from a number of different sources including Tomlinson and
Challenge funds, alongside mainstream contributions from both health and social services. The
team have also been successful in securing 1997/8 winter pressure money, which, while
presenting a considerable challenge in terms of the speed with which the developments were
launched, also allowed for further flexible developments.

A further business case has been submitted to the major stakeholders, based on the evidence to
date, to continue the service as an independent directorate and to secure the majority of funding

from mainstream. In the future, active involvement will be sought from PCGs both for funding and
for the strategic development of the service.

Contact details

Dr Janet Ballard Mr Steve Barnes

Clinical Director Service Manager

Intermediate Care Service Intermediate Care Service
Ealing Hospital NHS Trust Ealing Hospital NHS Trust
Southall, Middx UB1 3HW Southall, Middx UB1 3HW

Tel: 0181 967 5777 Tel: 0181 967 5663

Manchester — Intermediate care services

Purpose of the service

The South Manchester Intermediate Care service was developed in the spring of 1997 with the
primary purpose of facilitating early discharge from hospital. Based on the premise that there was a
group of patients who would be as well or better served if their discharge could be accelerated, a
pilot scheme was introduced to assess the viability and efficacy of this type of care. This
Intermediate Care service is now being rolled out throughout Manchester alongside a range of
other options.

Context

Manchester Health Authority was successful in bidding for Challenge Fund money in January of
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1997 with a specific remit to explore admission prevention. In order to achieve this objective they
brought together a group of GPs who were known to be innovative in their approaches to care.
Consensus was reached within the group that early efforts would be concentrated on accelerating
discharge since the client group who would benefit by the new service would already have been
through the process of hospital assessment, would have a clear medical diagnosis and be known
as (relatively) medically stable. As a starting point this group was seen as ‘safer’ to manage in the
community than those whose admission might be prevented, but it would still achieve the objective
of taking some pressure off acute beds.

A pilot site in South Manchester was identified to take this work forward, chosen in relation to a
series of contextual issues including:

e the recent development of an out-of-hours ‘co operative’ by a local group of GPs

e interest by the Acute Trust in participating. The medical director had a background in general
practice and was sensitive to the potential for such a scheme. The Trust also had
major financial pressures and the Health Authority was keen to support any
initiative which would lighten this burden

e the Community Trust had already piloted small admission prevention schemes and
demonstrated a keen interest in further developments.

Concurrently the Health Authority had commissioned an audit of emergency admissions for the
winter of 1996/7*. Results indicated a city wide problem of admissions which could potentially have
been avoided by a greater capacity within community services to sustain care at home. It was
estimated that 8% of medical admissions could have been handled differently if alternative services
had been available and that, for 60% of inpatients, there was at least a one-day delay in discharge.
This report has been influential in later developments as it provides clear evidence of local need.

Thus it was the amalgamation of a number of different driving forces, arising out of a range of
different contextual issues specific to the locality, which set the scheme on its way.

Getting going

A stakeholder meeting of local GPs, and locality, acute trust and health authority managers was
held to explore a potential model for transfer of care which would be adopted for the project. The
initial approach, driven by the Health Authority, made use of a team of general practitioners
employed as Intermediate Care Physicians working in an outreach capacity from the acute trust.
The Health Authority had some initial concern about the quality of care delivered by the local
Deputising Service who provided overnight care between 11pm and 7am and did not want to
overload this service further. However the General Practitioners were clear that these concerns
were unfounded and that they would prefer to manage their own patients’ care rather than
introduce another ‘layer’ into the system. Hence it was agreed that they would accept responsibility

-16 -



for medical management of care once patients were transferred back to the community. Their
concern about the employment of physicians specifically for the project also, to some extent, acted
as a driver for the local GPs in taking on board the new service themselves.

An alternative model, with GP participation, was developed but, since there was high pressure to
establish a service very quickly because of the imperative to spend Challenge Fund money by the
end of the financial year, GPs were asked to ‘sign up’ within the week. The speed with which the
scheme was being driven again created concern, this time with the LMC but this was resolved with
the move to a clinician led scheme introduced in a more manageable time scale. It was agreed that
the management protocol which the GPs were to follow was over and above the normal General
Medical Services provision. A small additional management fee was agreed to be paid from the
Challenge fund budget in recognition of the additional commitment. The project was then
relaunched with the local Acute and Community Trusts, alongside 16 (that is 55%) of the local GP
practices, who signed up to the scheme. Social services support was initially secured through
subcontracting to an independent agency.

Staffing and support

Initially an additional nurse assessor was employed to work alongside the discharge liaison nurses
to identify patients in acute care who might be suitable to enter the scheme. If discharge home was
not possible, arrangements were made to spot purchase nursing home beds as a step down
facility. However this option is no longer used as it was found to be both costly and clinically
inappropriate since it necessitated an additional change in venue for the patients to deal with.

Over time this staffing profile shifted as the multiple purpose of some of the roles led to confusion
around the manner in which the admission protocols were used. After a two month period the
liaison team returned to their original role and an additional Intermediate Care assessor was
employed to ensure continuity of service, particularly for sickness and annual leave cover.

Home care was provided by local district nursing services, who, despite initial concerns about
workload, had sufficient back up systems provided through bank and agency support, to manage
the change. Links between the acute and community teams provided any additional skills training
for the nurses. Additional therapy support (0.5 of an occupational therapist and a physiotherapist)
were involved from the outset. In addition social care was available, initially through an
independent agency.

Medical cover is supplied by the patients own GPs. All patients are visited within one working day

of discharge. On average each patient is seen twice. The number of emergency calls over the first
year has been minimal.

-17 -



Patient groups and numbers

The Intermediate Care team estimated that they could deal with around 14 patients a week, a
figure based as much on the financial constraints of the project and a feel for the size of the
population as more formal data. The service is now working to capacity. The increasing numbers
can partly be attributed to a growing awareness of the scheme as well as the increased confidence
of those concerned and hence a willingness to take people into Intermediate Care with greater
clinical needs.

Early patients were most frequently referred from the orthopaedic unit while the medical unit,
despite acute pressure on beds, has been slower to refer. The patients who have presented the
greatest challenge have been those referred from the vascular surgery unit which can readily be
explained by the greater degree of underlying pathology which initially led them to need surgical
intervention. It is worth noting that since the inception of the scheme there have only been 4 night
calls and only 24, from a total of 330 patients, have required readmission.

Admission criteria to the scheme include:
Manchester resident

Patient consent
GP signed up to the scheme

likely to be able to return to previous level of independence with up to 14 days of support from
nurses and therapists and 28 days of social care

Why has it worked?

The Health Authority has identified a series of reasons which it considers have contributed to the
success of this scheme. These include:

e leadership and support of the scheme from its inception onwards

identification of clinical champions including a local general practitioner and the Health Authority
medical director

commitment of local financial resources

knowledge of real problems through auditing of local need*

appointment of a dedicated project manager to undertake the managerial leg work

time to mature without giving up

promotion of successes locally and nationally

From the General Practitioners’ perspective the scheme has gained success because:

e they consider it better for the patients
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e clinical management of the patients has not proved either too difficult or too different from
previous work

e the small payment gave symbolic recognition to their commitment

e one-to-one liaison between the hospital staff and GPs ensured that they had accurate up to date

information
e the option of not accepting an early discharge referral gave them control over the degree of
complex clinical need which they felt comfortable to manage

In addition a bi-monthly newsletter, initiated by the lead GP and widely circulated, ensured raised
awareness and regular feedback, as well as providing a means of demonstrating a valuing of the
positive contribution of the programme.

Evaluation

Audit data has been recorded from the outset of this scheme by the Clinical Audit Departments of
the Acute and Community Trusts. Data in relation to costs has been gathered and analysed by
Manchester Health Authority and the Trusts. Results to date include:

Number seen 330 over first 18 months, including the small numbers dealt with at the outset of
the service

Night visits 4

Readmissions 3-4%

LoS professionally estimated according to need
Clinical need no greater than general discharge needs
Patient satisfaction Five case studies have been undertaken, all of which have shown

a high level of patient satisfaction

What next

In the spring of 1998 Manchester Health Authority undertook a mapping exercise of local services.
This confirmed their view that, while there were a large number of pilot initiatives throughout the
city, many of which provided excellent local facilities, there was a lack of cohesiveness and a risk
that new developments may overlap or fail to survive as the ‘product champions’ moved on. The
care task force were keen that a whole systems approach would be taken to bring together all the
resources available in a co-ordinated manner. Additional ‘whole systems’ funding*¢, targeted at
reducing waiting lists, was used to introduce a city wide strategy, known colloquially as ‘Jigsaw’
and more fully as ‘Consolidating Partnerships for Best Practice’ (Figure three)

Figure three - Consolidating Partnerships for Best Practice
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The plan has four key arms:

1. Roll-out of the intermediate care work described above to central and north Manchester

2. Further development of a small rapid response scheme aimed at keeping people who need short
term support but not specialist medical intervention, in their own homes. Up to 48 hours of health
and social care can be put in place by the rapid response team, to allow time for further services to
be activated for up to 14 days. There is a ‘mix and match’ of provision for social care between
social services and the independent sector. An interesting development which has arisen from this
scheme has been the need to help social care workers to promote independence rather than
offering a specific ongoing service, in line with the recommendations of Modernising Social
Services report””. This has required that they learn a new way of working. Hence it has been
necessary to develop a new training package. Options in the longer term are also being explored to
undertake more joint assessments, prepare multi skilled care workers and therapy assistants and
review the team skillmix.

3. In the light of the HaCCRU findings a city wide pilot has been introduced in Manchester to divert
inappropriate admissions through A and E with the help of a rapid response team. Assessment by
the Intermediate Care assessor, in collaboration with the district nursing liaison team, of patients
referred from A and E staff will hopefully lead to admission prevention for this group with
appropriate home care packages being offered instead.

4. With an eye to the risk of additional pressure on home carers, Cross Roads (a voluntary
organisation) is providing additional carer support, through trained care assistants offering respite
care in patients’ own homes.

These services are co-ordinated through a central control base. They can be accessed through a
single phone call. Plans are underway to co-locate the control centre with the social services
emergency duty out of hours team.

Funding

These developments have been funded throughout with soft, non-recurring money, initially through
Challenge Funds which, with some slippage, will be available until April 2000. Winter pressure
money has allowed an increase in the community nursing resource, recognising that additional
resources are needed for intermediate care to be able to respond to the care shift from acute to
primary care. Skill mix is also being reviewed in primary and community care. One option under
consideration is to increase the practice nurse role in relation to preventative services for older
people. In this way the distribution of work between general practitioners, community nurse and
therapists and social services can be adjusted as the demand increases.

There is a view that the success of the schemes has, to some extent, been influenced by the fact
that they have not so far encroached on central funding. Thus, to date, there has been no cost
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loss, which may have necessitated cuts to the traditional services. Whether or not this is
sustainable is under question and current discussions with the local Trusts and the Regional office
are underway to consider priorities and service contracts.

Contact details

Peter Fink Mandy Wearne
Director of Intermediate Care Director of Development
The Maples Medical Centre Manchester Health Authority
2 Scout Drive Gateway House

Newell Green Piccadilly South

Manchester Manchester

M23 2SY M60 7LP

Tel: 0161 498 8484 Tel: 0161 237 2090

Department for the Medicine of Ageing at Chelsea & Westminster Hospital
Day Medicine Unit

Aims of the Unit

The Chelsea and Westminster Day Medicine Unit is part of the Chelsea and Westminster NHS
Trust. It was formally opened in March 1998. The primary purpose of the unit is to offer a service to
the local population which can, through timely early intervention, reduce the need for admission;
prevent deterioration whenever possible; and, help elderly people especially to maintain maximum
independence and quality of life at home. The three key features are:

e a link between primary and secondary care
e general practitioner support and education
e increasing the profile of elderly care

The unit is needs driven and based on a fundamental belief that there must be a shift from the
traditional ‘prosthetic’ approach in service delivery (where problems are merely patched up when
they arise) to one which encompasses short and long term action by early intervention and active
prevention. In this way care can be pushed ‘up stream’ with, for example, early attention to
prevention of falls and osteoporosis reducing, in the longer term, the number of older people
suffering from fractures. Thus the unit focuses on both rapid access for early assessment and
support, and longer term preventative strategies. Within this process the critical role of expert early
assessment, with appropriate consultant-led diagnosis, supported by a multi-professional
perspective, is seen as the bedrock of good practice.

-21 -



Context

Chelsea and Westminster is set in central London, serving a population of some 160,000 people of
whom 4,000 (2.5%) are aged over 80 years (national average (~2 %). Forty per cent of general
practices are singled handed and there is very low use of residential beds in the immediate locality.
It is estimated that over the next decade the locally served population of those aged over 80 years
will increase to 6,000 (3.75%). Thus service providers are presented with a demographic dilemma
— those aged over 80 years are already big users of hospital in-patient services — and this is
exacerbated by other contextual issues that began in the sixties; such as the change in the
abortion law and access to contraception impacting on the size of the potential work force through
the nineties and into the millennium.:®

In 1995 the whole Medicine directorate faced significant difficulties in managing the number of all-
age adult patients in their care. These were frequently placed as ‘outliers’ throughout the hospital,
with the familiar knock-on effects for general surgery and orthopaedics. Early steps were taken to
break this cycle by fully integrating general and geriatric medicine and creating an admissions
ward. Within a year the team were successful not only in reducing the number of outliers (Figure
four), but also in decreasing the average length of stay, hence increasing productivity (Figure five).
Over time the demand for beds was reduced but it was recognised that there would be seasonal
variations. A ‘summer-winter share’ of beds was negotiated with the surgical directorate which has
enabled bed numbers, and hence staffing, to be maintained throughout the year but with an
appropriate variation in activity.

Figure four — Decline in medical ‘outliers’ — possibly insert after (Figure four)????
Figure five - Average length of stay for medical specialties

However, with an activity forecast of increasing demand over the next decade the team recognised
pragmatically, economically, and philosophically, that further action would be needed. Since the
interface between acute and primary care was a critical factor in this situation a questionnaire was
distributed to local general practitioners to ascertain what type of services would be most valuable
to them. There was a premise that if admission could be prevented and people could go home in a
better position to manage their own lives then the long term demand on beds could be reduced
further. The high response rate to the questionnaire (60%) demonstrated in itself the relevance of
taking a new look at services and indicated priorities in:

consultant access

speed of access and telephone referrals
hassle free hospital admissions

‘complete services’ (health and social care)
specialist services
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e continuing community care for frail elderly people

In order to meet these challenges it was agreed that a new range of services would be introduced
primarily providing day (or ambulatory) care and, as far as possible, they would be combined into a
one-stop-service for the convenience of patients attending.

The Day Medicine Unit

Client group

General practitioners, community nurses, and accident & emergency staff can make direct referrals
to the unit for rapid assessment or access to one of the unit's specialist services (see below). While
the majority of clients are in an older age group of 70 years and upwards, there is an increasing
number of referrals for younger people. This is in line with the focus of the unit on the process of
ageing rather than the concept of old age. Figure six gives an indication of the increase in the
number of day-care contacts over the past three years.

Figure six
The increase in the number of day-care contacts over the past three years.

1996/7 468 day patients
1997/8 876 day patients
1998/9 1008 day patients

Access to the services is directed through the medical team driven by the strong commitment to
expert early assessment by a medical consultant. The rationale behind this decision is based on a
belief that expert medical assessment is critical for effective clinical diagnosis to be made, in order
to ensure that the right programme of care is offered. There is also a concern that para-clinical
team members would not have the broad diagnostic skills of medicine, which may not only
jeopardise patient care but also place the practitioners at risk medico-legally, if they see patients
with undifferentiated diagnoses.

Range of services
Services have been developed in line with the requests from general practitioners alongside the
expert knowledge of the acute care team. These services are steadily expanding but currently

encompass:

Rapid response service — a consultant assessment can be obtained within three working days
which may divert emergency admissions while assuring that patients have access to specialist
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expertise.

Prevention programmes/clinics (e.g. Falls, TIAs) — these programmes also work on the premise
that, wherever possible, prevention is a better strategy to follow. The programmes focus on
preventing or limiting potential problems. Direct referrals from the accident and emergency
department occur commonly, particularly to the Falls clinic.

Specialist clinics for chronic disease management (e.g. heart failure, stroke, Alzheimer’s disease,
Parkinson’s disease) — This service offers help and advice on clinical management as well as the
social challenges which arise for these patients but are often put to one side as being ‘too hard to
handle’.

Help line facilities — these services are offered to patients, general practitioners, and carers in
response to market research. They work on the premise that a timely word of advice can divert a
problem or expedite action. Replies are sent to general practitioners’ surgeries by same-day
telephone or fax or, in other cases, by letter the following day.

Multidisciplinary ‘bridging team’ — this on-site team provides a 24 hour emergency service
throughout each week (supported by the Riverside Night Nursing service between 8pm to 8am) for
patients at risk of hospital admission due to functional deterioration. Patients referred to this service
must require only simple care assistance (e.g. basic hygiene needs, meal provision, removal of
sutures and dressings). Up to five days of such care in the community can be provided to resettle
patients after discharge from hospital, and allow time for a more formal community package to be
established with other services including physiotherapy and occupational therapy. The ‘bridging
team’ has created an essential network relationship with community and social care services
including those outside the borough.

Day medical care provision — this service resembles day surgery care in that treatments which
have previously only been offered as part of inpatient care can now be offered through ambulatory
day care facilities. Examples include administration of chemotherapy and blood transfusions.

Flexible clinics — some clinics are established according to seasonal need such as a ‘Winter Chest
Clinic’ for patients predisposed to exacerbations of bronchitis, that would otherwise precipitate
hospital admission. This provision will increasingly encompass palliative care for non-cancerous
conditions including pre-terminal heart and respiratory failure.

A knock-on effect of the introduction of these clinics has been an opportunity for general
practitioners to update their knowledge of some specialist aspects of practice, by receiving prompt
information about their patients. In consequence, and over time, it has been found that patient
need can be handled with greater confidence in the community (viz. the management of chronic
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heart failure) giving the Day Medicine Unit the capacity to expand into other areas of care.

The shape of the team

Since its inception the Medicine of Ageing department has acknowledged that teamwork
(encompassing both clinical, para-clinical, and managerial staff) is an essential component of
modern medicine. Over time the team has been shaped and developed be the lead consultant to
meet the changing needs of the patients. It now consists of five other consultant physicians, senior
nurses, physio- and occupational-therapists, the manager of the medicine directorate and her
deputy, and a finance officer. Each of the physicians shares in the hospital’s acute-medical on-take
and also the Day Medicine unit’s rapid response service. In addition, one of the physicians is
leading liaison with the community interface, continuing care, and non-stroke neurology; another
physician leads liaison for the medical-orthopaedic-A&E service and the falls and heart failure
clinics; one is involved in stroke management; one leads the medical input into the surgical
services and the spina bifida clinic; and the newest physician (who is not on acute-take) is
developing palliative care for patients with non-cancerous conditions.

There is a marked emphasis on staff development with team members from all disciplines taking
an active part in both internal learning opportunities and external programmes. There is a ten-year
track record of academic achievement, to masters and doctorate levels, for paramedical and junior
medical staff and the team have published widely. Special part-time research posts were
introduced historically to raise standards in the paramedical fields and a nursing development unit
was established. The culture is one of learning and research which has been developed over time.

The work of the unit is also reflected in the undergraduate medical curriculum where a greater
emphasis on the management of ageing and care of older people was introduced some time ago.

Funding

Much of the initial funding for this unit came from soft, non-recurring money, through initiatives
such as LIZ, Tomlinson and, more recently, the Winter Beds fund. The community liaison and
medical-orthopaedic services were developed as a part of the pre-formed business plans. The
NHS Health Trust was persuaded to create short-term locum-consultant posts to undertake clinical
audit programmes in their respective areas. These clearly demonstrated the success of these
initiatives. For example, the medical-orthopaedic-A&E service saved the Trust some £350,000 in
its first year as the average duration of stay of elderly orthopaedic patients was reduced by over
25%, from 23 to 17 days. This enabled better use of much needed clinical facilities.

Evaluation
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An ongoing evaluation of the Day Medicine unit forms part of the wider research programme of the
team and it is already possible to see changes in activity, length of stay, and patterns of referral
from general practitioners. There is also an indication that admissions are being diverted and
readmissions reduced. For example, data available from the Falls clinic shows that for every five
new patients seen one admission is prevented. This reduction of 24 admissions over a one year
period corresponds to 480 bed-days saved.

However the team are clear that it will take a further two/three years before the impact of the Day
Medicine unit will be fully realised and even then the context will be continuing to change. Hence
the data they have been able to gather to date can only begin to throw light on the clinical and
economic efficacy of the unit. It does, however, show promising trends and within the clinical
effectiveness arena the developments are based on ‘best evidence available’.

The process of implementation

This has taken time — the service was first envisaged more than five years ago. First, potential
consultant physicians were specially recruited and supported in locum-posts working towards a
pre-formed business plan. Then the needs of the purchasers (mainly local general practitioners)
were identified and services were shaped to ensure and monitor patient satisfaction. Having
defined the aims of the service, teams were developed to respond to the needs of patients. The
resulting opportunities allowed team members to achieve personal satisfaction and career
development in their roles. This encouraged the development of an important morale factor. Each
aspect of the developing service came under a physician leader — each of whom had been trained
within the department and developed the ability ‘to learn what needs to be done by doing and
leading what needs to be learned’. These leaders have acquired a helicopter view of what is being
achieved within their part of the service. This has been aided by clinical audit and the need to give
regular presentations to others (both at under- and post-graduate levels at lectures, seminars, etc.)
on behalf of the department as a whole.

Finally, there is no concern expressed about ownership when aspects of the department’s service
grow sufficiently to become autonomous. It is already apparent that some activities within the
department are going to become subspecialties in their own right because of the core knowledge
they are acquiring. These may follow the example of the patients’ discharge-facilitation team. This
was initially soft-money funded by the department but has now extended to serve the whole
hospital.

The future

The day medicine unit is continuously changing and developing in response to both clinical and
contextual demands. The demand on some services is already reducing as a higher level of
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current knowledge and hence safe care, has been passed on to colleagues working in the
community. In this way capacity can be created within the unit to further develop the range of
services offered.

The combination of intermediate and ambulatory care services is already expanding and reaching
a wider proportion of the population as this type of service is being taken up by other disciplines,
notably chemotherapy and clinical haematology.

Contact details

Professor Brian Livesley

The University of London’s Professor in the Care of the Elderly
Imperial College School of Medicine

Chelsea & Westminster Hospital

369 Fulham Road, London SW10 9NH

Tel: 0181 746 8063
Fax: 0181 746 8183

Cass Ward — Homerton Hospital

Nurse-led In-patient beds
Background and purpose

Cass ward is a nurse-led in-patient service situated in an acute district general hospital in the East
End of Inner London. It is a 19 bedded unit which focuses on offering care to patients whose
medical condition has stabilised but who have the potential to improve the quality of their lives and
degree of independence through the intensive support of nurses, while retaining the same amount
of access to therapy services as elsewhere in the hospital.

Context

The decision to introduce a nurse-led unit was taken in 1995, at a time when there was high
pressure on acute beds; in the winter months patients were having to remain on trolleys over night
in the Accident and Emergency Department (with one incident recorded of 25 patients on trolleys in
a single night); and emergency admissions were on the increase. It was acknowledged that there
was a need for at least 20 extra beds which the Health Authority agreed to fund.

The natural inclination at that time was to introduce a new medical ward. However consideration
was given to the findings of the 1992 Audit Commission report*® which suggested that around 48%
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of people occupying medical beds at that time did not require the full range of services of an acute
unit. This was coupled with the fact that the hospital already had a track record of innovations in
nursing with well developed nurse practitioner roles and nurse-led services. A case was made that
an alternative solution would be the introduction of a nurse-led ward, replicating the Dulwich
model®.

An audit of the hospital in-patient population indicted that there were between 20 and 30 patients at
any one time who would meet the criteria for the unit (see below) and an initial costing exercise
appeared favourable. Difficulty was also being experienced at that time in maintaining junior
medical staff cover as the recommendations of New Deal?* were implemented. These factors,
alongside the active support of the Chief Executive for innovations of this nature, led to a decision
that a nurse-led unit would be the optimum solution. A proposal was presented to the Health
Authority, confirming that there was an appropriate patient group, that the model should be cost
efficient and that it could potentially lead to better clinical outcomes. The proposal was approved
and plans made to proceed.

Getting going

At the outset a project nurse was employed with sole responsibility to develop the unit. In addition
the views and comments of all the potential stakeholders were sought. A major communication
strategy was developed across the Trust to ensure that colleagues were aware of the existence of
the unit and its prime purpose of reducing pressure on acute beds, while providing a needs specific
service for a well defined group of patients. An operational policy was drawn encompassing:

Referral processes — a senior medical colleague may refer a patient who will then be assessed by
a member of the Cass nursing team within the following 24 hours. Specific admission criteria have
been developed against which the assessment is made.

Admission criteria include:

e medically stable for at least 24 hours

e no significant changes in medical management anticipated

e patient could potentially benefit from active nursing intervention in one or more of the following —

education/psychological care/re-mobilisation/symptom

control/nutrition/feeding/wound care/ nurturing

e routine investigations (bloods and ECG) are available and, where any abnormalities are present,

a course of action agreed

discharge destination has been identified

a stay of more than 4 further days is envisaged

a medical opinion on any unexplained anaemia has been obtained

the patient is over 16 and has given verbal consent for transfer
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The purpose behind this process is to ensure that the patients who are referred to the unit have
already been subject to expert medical assessment, are not likely to need further medical
intervention as an in-patient, but are likely to benefit from the specific services of the team. The
criteria also ensure exclusion of patients who would not benefit by transfer. Once transferred to
Cass the patient is ‘discharged’ from the care of the consultant and new episode of care is
commenced.

Initially the unit was sited in a ward that had become available following the relocation of another
unit to a new building. It has since been re-housed to a quieter 19 bedded site within the hospital
with more friendly surroundings, and a setting which is more conducive to the philosophy of care.

Staffing profile and development

Staff were recruited specifically to work on Cass. Indeed one of the rationale for the development
of this service was to aid nurse recruitment which was historically difficult in this location. The
principle was to develop a ‘Magnet Hospital?? culture of motivation and excellence which is
supported further by the hospital’'s commitment to staff development. Appointments were made
through both internal promotion and external advertising but the process took longer than had
originally been anticipated and had to go to several rounds. Staffing on Cass is now stable but
remains an area which requires continuous effort to attract appropriately qualified and skilled
nursing staff.

The team is made up of:

1 (clinical) leader ‘H’ grade
1 ward facilitator ‘G’ grade
3 primary nurses ‘F’ grade
3 associate nurses ‘E’ grade
6 associate nurses ‘D’ grade
1 healthcare support worker ‘A’ grade

Service contracts have been agreed with occupational therapy for one WTE, alongside support
from the senior OT; 0.2 WTE physiotherapist and helper; and one social worker dedicated to the
unit. Standard speech therapy support is also available.

Medical cover is provided by a general practitioner who gives eight hours service each week.
Initially the GP did a ‘round’ of all the patients receiving nurse-led care on each visit but, as
confidence and competence have increased, this practice has shifted and the GP only sees those
patients referred by the nurse. The nurses can initiate investigations, including routine blood tests
and urine and sputum analysis, prior to the GP visit, in order to ensure that there is no delay in
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treatment being instigated. Emergency cover is available through the hospital on call system.

As the unit opened the primary nurses undertook a module in patient assessment run at King'’s
College University over a three month period (a day a week). However the majority of additional
skills, such as chest percussion, were acquired on site with the help of medical colleagues and the
units medical officer. Some ‘extended role’ skills, such as cannulation and certification of expected
death, where taught by the night nurse practitioners.

An in-house health care assistant programme which leads to awarding of NVQ level two and three
certificates is also available.

Patients

Currently bed occupancy runs at 98% on Cass and 60% of patients receive the nurse led service.
Thus 11 of the beds are occupied by patients with nurse-led needs, the remainder being used for
patients with medical needs. This relatively small number does not reflect the potential population
identified in the original audit and may be a reflection of the increase in rehabilitation activity in the
elderly care unit. It has led the unit to reconsidering and widening the admission criteria to
encompass those patients with needs which are sensitive to skilled nursing including:

patients with complex discharge problems

facilitated discharge following orthopaedic medical treatment
palliative care

some respite care

The diagnostic category of the current patient group is wide ranging encompassing patients with,
among others, muscula-skeletal, cardiac, gastro-intestinal, gentio-urinary and respiratory
problems?. A break down of the nursing needs of the patients who have been cared for in the unit
is given in Figure seven.

Figure seven - Nursing needs/reason for referral of patients cared for on Cass ward

Category of Nursing Need Number treated on Cass
Wound care 11 (13%)

Symptom control 7 (8%)

Remoblisation 84 (98%)

Psychological 11 (13%)

Nutrition/feeding 11 (13%)

Nurturing 23 (27%)

Education 9 (10%)

N=86



NB Most patients had more than one nursing need

The majority of patients (79% over a period of 8 months — N=70) were originally admitted to
hospital from either their own, or warden controlled homes. No transfers were accepted of patients
who had been admitted from nursing homes.

Evaluation

Funds were sought at the outset of this project from the North Thames Research and Development
programme to undertake formal evaluation. A randomised controlled trial, replicating the
methodology developed to evaluate the Dulwich unit 2 was employed, focusing on clinical and
economic outcomes. Patient satisfaction, multi- professional team work and processes of care
were also explored. The full report is available elsewhere® but some key findings and their impact
are included here.

A total of 175 patients entered the study, 89 of whom formed the treatment group while 86 were in
the control group. The variable used was transfer to the nurse-led unit. No significant differences
were found in the two groups against age, sex, functional independence, ethnicity, medical
diagnosis or nursing need. Of the factors studied no significant difference was found in discharge
destination, complications (such as chest or urinary infections), rates of readmission or mortality.
The treatment group showed a trend to greater improvement in all psychometric measures
employed including Bartel index, GHQ12 and NHPD. However, length of stay is longer, leading to
a higher overall cost per hospital stay although costs per day are lower.

Since the results for length of stay were made available the nurse-led unit has taken steps to
reverse this trend. At the time of the study they did not have access to the hospital discharge
team’s services so were potentially under served in this support service. They have now increased
their formal links with the social worker to precipitate appropriate packages of home care more
speedily. Weekly discharge forums, alongside clinical supervision, have been introduced for each
primary nurse to help them gain skills and confidence in discharge planning. Case loads are
monitored every 15 days. Since these steps have been taken the average stay in the unit has been
reduced to 22 days on an annual calculation and 10 days over the last recorded month. The 22 day
figure is calculated formally through the hospital’s information department. The 10 day figure is
purely for one month and has been calculated by the primary nurses and is not, at the time of
reporting, cumulative.

In relation to patient satisfaction treatment group patients and their families were more satisfied on
all factors studied but none of these findings was significant.
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The staffing profile on the unit showed a high proportion of senior nursing staff but an overall lower
proportion of qualified staff. The overall ratio of nurses to patients was lower than elsewhere in the
hospital (0.44 nurses/ patient — mean 0.63). Less input from professions allied to medicine was
evident in the treatment group which may have contributed to the greater length of stay.

Cost per day was lower in the nurse-led unit than elsewhere but overall costs were significantly
higher owing to the greater length of stay. Intervention costs were neutral, while post discharge
costs were lower in the treatment group. Correction in the length of stay on the nurse-led unit will
have had a self-evident impact on current costs.

Funding

At the time that the unit was established it was agreed that the cost would be no greater than a
comparable medical ward, estimated at £965,121 per annum. In reality the unit costs per annum
are around £837,260 (for staff and non staff costs), showing a difference of £127,861 Evaluation
costs were found elsewhere (see above) and staff development was subsumed within the hospital
framework.

The Future

Since the initial concern about the costing data Cass has dramatically reduced its average length
of stay for patients and has demonstrated that it is a viable complimentary service for a designated
group of patients. It has been agreed that the unit will continue to run for the foreseeable future,
aiming to increase the number of beds occupied by patients receiving nurse-led care and
continuing to address the overall length of stay. Both these achievements are already well on the
way to being achieved.

In addition it is recognised that some of the practices which have been developed on Cass, such
as self medication programmes for the patients, are being taken up elsewhere in the hospital and it
is hoped that the unit will continue to act as a pilot site for the development of other practices such
as the clinical decision making process and the development of evidence based standards.

The unit is already taking patients with a slightly greater degree of need, reflecting the increased
confidence of the nursing team. Other intermediate initiatives are also being developed in the
Trust, including a newly introduced children’s service targeted at keeping children at home

whenever possible (see directory entry p00).

Contact details

Therese Davis Heather Ferguson
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Director of Nursing and Quality Senior Nurse for the Directorate of
Medicine and Out Patients

Homerton Hospital NHS Trust Homerton Hospital NHS Trust
Homerton Row Homerton Row

London London

E9 6SR E9 6SR

Tel: 0181 510 7321 Tel: 0181 510 7840

Sir Alfred Jones Memorial Hospital
North Mersey Community NHS Trust

Background and purpose of the service

Sir Alfred Jones Memorial Hospital, which was originally built as a fever hospital in 1869, is sited in
Garston on the outskirts of Liverpool. It was endowed by Sir Alfred Jones, a shipping magnet, in
1913. There are two Nightingale design wards, as well as one double and three single rooms,
offering 28 beds in all. The atmosphere is welcoming, albeit in accommodation which has had
limited alteration to the main structure since it was first built. The main purpose of the service,
which is led by nurse practitioners, is to offer nurse-led inpatient care. Patients are accepted from
both the acute Trust and the community against well defined but flexible admission criteria (see
below). As the team say, if they think they can make a difference to quality of life for any patient ‘in
transition’ then they will accept him or her. In addition the unit offers a Primary Care Treatment
Centre to complement the work of the GPs which is also led by nurse practitioners. A range of
minor injuries is treated against well developed protocols with an aim of providing a rapid local
service while diverting some pressure from the acute Accident and Emergency department.

Context

Liverpool has a culture of using the hospital as a primary source of treatment, an approach which is
exacerbated by the large number of singled handed GP practices in the vicinity. At a time when
there was extreme pressure on acute care beds in Liverpool all services were subject to review,
including that offered at the Sir Alfred Jones Memorial Hospital. The unit, which was, and still is,
held in high regard by the local population, was used exclusively by GPs, mainly for social respite.
Bed occupancy was low, around 60%, leaving room for development.

At the same time readmission of discharged patients to the acute service was high and a hospital
at home scheme which it had been hoped would relieve some pressure on acute beds had not
proved successful. There was general agreement from both the Health Authority and the
Community Trust that it was time for change.



The Sir Alfred Jones Memorial Hospital development was part of a wider initiative supported by the
Health Authority, who were seeking a package of schemes which would help to bridge between
acute and primary care. The impact of the Continuing Care Guidance HSG (95)8 was also an
important factor in determining that the hospital should be developed to meet health rather than
social care needs. In addition to the community hospital there is a home rehabilitation service,
ACTRITE (Acute Chest Triage Rapid Intervention Team), to provide alternative treatment for
people with an exacerbation of a chronic chest problem and a range of other admission prevention
schemes (see below).

Getting going

A ‘stakeholder group’ was convened with membership from the local GPs, the CHC, carers,
patients, and social services as well as the HA and the Trust, to review options. It was agreed that
a service would be established with the following key objectives:

facilitation of early discharge from acute care

to maximise support to primary care through integrated rehabilitation
joint case management (from health and social services)

GP access to beds to prevent acute admission

There was some pressure to establish a service within a three month time scale but the community
Trust negotiated for a much longer run-in time to allow the process of change to be managed well.
It was anticipated that there would be a small proportion of people who would find the changes
difficult or even unacceptable, requiring some staff redeployment. In addition there were sharp
learning curves for all concerned including:

GPs — who would be using the unit for health rather than social respite

the acute Trust - in recognising appropriate referrals

social services - who have since picked up the respite care previously offered in the unit
the nurses and therapists who had to learn new skills and new ways of working

In addition public meetings were held to ensure that the views of the local community were heard
and reassurance was given over specific aspects of concern such as the fear of loss of social
respite.

After negotiation it was agreed that the full impact of the unit would not be apparent for up to two
years as the transition to a new type of service would take time to becoming fully operational. This
time scale has given the team time to develop both professionally and operationally without
unrealistic expectations.



Staffing profile and development

The unit is managed by an H grade nurse, supported by a G grade practice development nurse. In
addition there are:

6 Nurse practitioners (F grade)
7 Care practitioners  (E grade)
11 Support workers (B grade)

1 WTE Occupational therapist
1 WTE Physiotherapist

0.4 WTE Medical officer
1 WTE Administrator

The initial recruitment process, which was jointly agreed with the Royal College of Nursing and
Unison, spanned a two day period with competency assessment at its core, as the quality of the
team was essential to the success of the proposed new service. Trade union involvement
throughout ensured that there were no staff disputes to handle.

There is no on-site medical cover but the rich skill mix allows for expert nursing cover over the 24
hour period. Admissions and discharges, including length of stay, are managed by the nurse
practitioners who have negotiated agreement to refer directly back to the acute Trust, by-passing
Accident and Emergency should the need arise. The data show these referrals to be around 11%
of the total number receiving care in the unit.

Medical cover is provided by a local GP with dedicated time for the unit. He has been instrumental
in helping the nurse practitioners to recognise their own skills, as well as developing new ones, and
to extend their willingness and ability to take responsibility for their own actions. Over time they
have felt able to extend the range of decision making which they make independently, as
evidenced by the changes in records of the messages left for medical colleague’s advice since the
unit opened.

An ‘in house’ needs driven development programme, managed by the occupational therapist, is
offered to the support workers (previously nursing assistants) who have developed a generic range
of nursing and therapy support skills. Arrangements are also in place for them to achieve NVQs at
levels two and three. Thus while the OT and physiotherapist are managed by the senior nurse
there are times when they, in turn, manage the nursing support workers. This flexible cross
boundary working typifies the way in which the team work together. It has, however, caused some
concern with professional colleagues outside the unit, raising interesting questions about the
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manner in which cross boundary work can be managed on a wider front and the differences in view
which arise from an operational and a professional stance.

There is also an ‘in house’ development programme for E grade Care Practitioners to help them to
develop into the Nurse Practitioner role. Discussions are currently underway to gain recognition of
this training. In addition, the acute Trust have asked the team to undertake some training with their
staff on management of discharge.

There is no recruitment problem in the unit despite major difficulties elsewhere in the locality. Local
knowledge that the jobs offer a rewarding and interesting role has ensured that there are multiple
applications for any vacancy which does occur although turnover of staff is low. Comments from
the staff suggest that there is a demanding but fulfilling role for the nurses and therapists who now
find “..life more interesting”. For support workers they not only offer a career progression but also a
fulfilling holistic role. As one said “We are part of one big family.”

Patients

Patients are accepted from the acute Trust or the community in a ratio of about 65 :35. Following
referral same day assessment is made by one of the nurse practitioners for suitability and where
possible there is immediate transfer. The majority of referrals for April to December 1998 from the
acute Trust were as follows:

Medical 28%
Surgical24%
Orthopaedic 10%

In the early days there was some resistance to admissions being accepted or rejected by nurse
practitioners, a difficulty which was overcome by preparation of written admission criteria which
were widely circulated. They include:

age 16 or over

deemed medically stable for 48 hours minimum
no significant medical change anticipated

an anticipated discharge date

an anticipated discharge destination

Patients are given detailed information about the unit in order to make an informed choice about
whether or not they wish to be transferred. They are also screened for M.R.S.A. where appropriate.

The team stress, however, that they must be flexible about the admissions they accept. They did,
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for example, accept patients who still needed social respite care in the early days in order to help
set up more appropriate packages. The main type of patients who have benefited from care in the
unit are those who need help with problems such as complex wound healing, rehabilitation
following minor stokes, recovery from acute illnesses and help in a safe transition home with
confidence. Some palliative and terminal care is also offered, especially when it is the wish of a
patient to return to the unit when he or she is dying.

Evaluation

Numerical data is available from the time at which the unit was opened, covering a range of issues
including:

Bed occupancy 1997 - range 40-80% over 12 months

Bed occupancy 1998 - range 61-96% over 12 months

Bed days saved for acute - total 6138 over 9 months
units April-Dec 1998

Number of re-admissions - 42 from 305 over 9 months

Initially there was pressure to undertake a controlled trial to assess the efficacy of the unit and
outcomes for the patients. However it was apparent that this methodology would not be appropriate
at a time when the unit was developing so rapidly and change was inherent in both the acute Trust
and the community hospital. A revised study design, including minimum data sets matched to
admission criteria, independence scores, social networks, mini mental state examinations and re-
admissions are being collected alongside interview data with staff and patients. Results should be
available in the summer.

Funding

The Sir Alfred Jones Memorial Hospital was developed as a cost neutral initiative with no additional
money being placed in the unit. Some extra funds have been found for evaluation through the
Health Authority. Much of the staff development is covered by the Trust staff training and
development department.

The future

The success of the unit has been encouraging locally and there is enthusiasm and commitment to
explore other developments. Currently a new Emergency Response Team (ERT) system is being
introduced by the community Trust in conjunction with the ambulance service, as a means of
offering an alternative to admission for people, seen by the ambulance service, who do not need
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acute care. The efficacy of a nurse accompanying the ambulance crew is also being assessed
currently. The service is supported by health and social services and financed through Challenge
Funds. It can provide a package of care for up to 72 hours to allow time to refer into existing
services. The most common reason for referral is a break down in social care but with no
alternative to hospital admission this was the only previous option. The Health Authority has
agreed funding for an additional four ‘flexi-beds’ at the Sir Alfred Jones Memorial Hospital on a pilot
basis for three months as an additional resource for the ERT.

The Emergency Response Team can also offer support to patients seen in A and E. They are able
to put in place ‘resettlement programmes’ over a 24 hour period. The need is predominantly for
domicialary support but a follow up check visit by the nursing team is in place to ensure that
nothing untoward has been missed. In addition Social Services have access to two emergency
care beds which can be used in the short term to divert unnecessary admission. Current use runs
at around 90 % occupancy.

In the first month that the service was introduced 8 calls were taken. Four months after its
introduction this had risen t0120 calls in a single month.

In addition Challenge Fund money was used to introduce a co-ordinator for elderly care with aims
of improving screening programmes for over 75s, and acting as an inter-agency advocate. This
initiative was initially set up as a trial using a controlled study design. Unfortunately the study
design appeared to hamper the development without being sufficiently sensitive to the changes,
during a time when the service was being developed. The scheme is no longer operational but the
two remaining members of the team will become members of an Elderly Resource Team, building
on their experiences of inter-agency working. Involvement of the wider community as well as health
care workers in prevention and/or early detection of ill health is the key to the approach which will
be taken. The whole systems ‘San Diego’ model®, which strongly advocates this approach to
facilitate multi agency working, is one which is being considered.

Contact details

Mrs P Bennett Mrs S Last

Unit Leader — Intermediate Care Continuing Care Manager

North Mersey Community Trust Liverpool Health Authority
Rathbone Hospital Hamilton House
Mill Lane 24 Pall Mall
Liverpool Liverpool

L13 2LP L3 6AL

Tel: 0151 250 4046 Tel: 0151 236 4747



Outlands Resource Centre
Plymouth

Purpose

Outlands is sited near the centre of Plymouth in a 1960’s purpose built unit which originally offered
residential accommodation, managed by social services, for 64 clients. Now the building houses:

e a 23 bedded rehabilitation unit for older people (which is the focus of this report)
e sixteen beds which are used for respite care
e an active day centre with places for up to 45 clients each week day and 16 on Saturdays and

Sundays
e a further small day centre which is open five days a week for up to eight elderly people who are
also mentally infirm.

® a carers support group, run jointly with social services

In addition they also house the incontinence laundry service for Plymouth, co ordinate meals on
wheels and prepare food for the local disability unit throughout the week and meals on wheels at
weekends.

Background and context

The rehabilitation unit (Outlands Resource Centre) was opened in 1992. The drive for its
development came, not from a strategic overview of local need, but recognition that provision of
residential care was steadily moving into the independent sector. If Outlands, which at that time
was in urgent need of building update, was to survive it would have to review its place in the wider
provision of services. Thus the changes were ‘provider’, rather than ‘purchaser’ driven.

Fortuitously this thinking coincided with a county wide review of residential care at a time when
there were insufficient resources to meet the demand for residential accommodation, coupled with
a backlog of people in acute care awaiting assessment and social services derived care packages.
This led to generation of the idea of ‘Community Care Support Centres’ which would provide a
specialist resource for multi professional assessment and rehabilitation for older people, develop
such facilities in the independent sector and be a source of authoritative information. Outlands,
however, was not designated as one of these resource centres so the team, faced with a risk of
closure, looked to alternative strategies

A compounding factor came from the drive of the consultant geriatrician who was concerned with

the pattern of care for older people. In his view there were times when an inappropriate ‘crisis’
admission to residential care was made which became irretrievable when, for example, that
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person’s home had been either sold or re-let. His support in developing the plans for Outlands was
significant.

Getting going

Collaboration between managers in the acute health care sector and the hospital social work team
led to a specification of need driven by:

e changes in the NHS which were placing high demand on acute provider units for increased
productivity

e the then newly introduced community care reforms. The often traumatic circumstances of
patients admission meant that it was not feasible to undertake an accurate high quality
assessment until late in the patients stay which could lead to considerable delay or inappropriate
decision making in relation to discharge

The jointly agreed aim of this collaboration was:

‘To gain practical experience of diverting people from residential care at the point of discharge
from hospital, by providing a facility which would enable them to make well-judged decisions

about the future level of support they would need.’?

A joint steering group was set up at the outset of the Outlands project with two main functions
which were ‘twin packaged’, namely to plan for the new service and concurrently to establish an
evaluation strategy. Membership of the group included business managers, the lead consultant
and physiotherapy and occupational therapy managers from the acute and community health
trusts. Social services were represented by the Community District Team manager, the Outlands
Unit manager and the Hospital Social Work Team manager.

The team were challenged not only with developing a new service but ensuring the safe and
acceptable resettlement of many of the long standing Outlands residents. Considerable effort went
into helping to re-house them and time was invested in supporting them and their families in finding
alternative homes for their long term future. Ultimately all but 10 of the residents moved on to a
new placement and, at a six monthly follow up visit, were found to have settled well. This was a
time of high anxiety for the staff at Outlands who were uncertain about their own future. It was
recognised that they too would need support through parting and grieving for clients for whom they
had cared, in some instances, for many years. Helping in their resettlement gave them some
opportunity to work through this process successfully.

Minimal funds (£4,500) from Social Services were invested in refurbishing Outlands and supplying
a rehabilitation kitchen on the top floor, intentionally away from the ‘ethos’ of residential care on
the other floors of the building. Initially 10 beds, all in single rooms, were opened for a trail period of



six months to clients with rehabilitation needs. Since then the number has increased to 23 beds.

What is on offer

Operational policies were developed for the unit from the outset. Referrals were made from the
acute unit via the hospital social work team but the unit manager retained the right of refusal if he
did not consider that the newly developed services at Outlands could meet the needs of a
particular client.

Admission criteria included:

clients would require no further inpatient medical treatment

clients agreed to the transfer in full knowledge of the purpose and funding implications
the care manager considered that the client could return home in a specified time
nursing needs could be met by the Community District Nursing team

clients were ready and eager to commence the rehabilitation programme

clients were not confused or suffering from dementia

clients were resident in the West Devon Social Services boundary

clients would (usually) be aged 55 or above

In addition places were offered to clients who were motivated to go home. Referral sources for the
period from 1st September to 31st December 1997, which reflect an overall trend, are given in
figure eight and the age range in figure nine.

Figure eight — Referral sources September — December 1997

Referral Source
Number and percentage

Orthopaedic

25 40%
Medical /General
20 32%
Care of the Elderly
10 16%
Accident and Emergency
3 5%
Rheumatology

1 2%
Surgical

3 5%

Total over four months
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60 100%

Figure nine — Age Group

Age Group
Number and percentage
Below 60

4 6%
60 +

8 13%
70 +

19 31%
80 +

26 42%
20 +

5 8%

An individualised programme of care, devised to prevent admission to residential care by
substantially increasing levels of independence is offered to clients, the majority of whom spend six
weeks in the unit. In exceptional circumstances, such as the need to find new accommodation, a
stay may extend beyond this time frame but this is a rare occurrence.

Care programmes are based on care plans, developed by the social services care manager’'s
assessment of need, who is the primary commissioner of the service. Within 36 hours of transfer a
further assessment is made by the Outlands therapists in order to fine tune the care plan to match
agreed client need with the services within the unit. This plan is then used as the basis for ongoing
care. Continuity is provided by the care assistant key workers who are instrumental in supporting
clients in regaining basic activity of living skills. Their work is managed with the backup of local
guidelines.

At a mid point in the programme there is usually a further assessment coupled with a home visit
which not only allows progress to be monitored but is also the point at which a home care package
is planned for the future. Liaison with the district care manager is also initiated at this stage to help
ensure a smooth transition back into the community. There is a follow-up discharge review at 2
and 5 weeks to ensure the safety and welfare of the client.

Staff profile and development

The staffing profile for the rehabilitation unit includes:
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Social Services funded (some figures are approximate)

The Outlands unit manager 1 wte

Rehabilitation unit manager 1 wte

Care assessment officer 1.8 wte

Care assistants 12.6 wte
Domestic help 2.3 wte

Health funded

Physiotherapists 1WTE

Occupational therapist 1 WTE
Access to speech therapy through health services.

Initial difficulty was experienced in gaining GP cover for patients who were not in their home
‘patch’. Instead 1.5 hours of medical cover a week were funded separately by social services.
There is also access to up to 10 hours of community nursing care each week. These figures are
currently under review in the light of the new Partnership guidance.

Both the rehabilitation unit manager and the majority of care assistants were recruited internally
from the team who had previously offered care to long term residential clients. High value was
placed on their local ‘knowledge and know-how'. The therapy staff developed an in-house training
programme for the care assistants, the focus of which was to help them to move from a culture of
dependence to one were independence was actively fostered. In addition there was some skill
training in helping them to support clients in regaining skills in activities of living.

There is a high degree of stability in the Outlands team with minimal need for recruitment. Sickness
levels are low and staff appear to be motivated by seeing people regain independence, a factor
which they had not experienced previously when working with residential clients.

Funding

Funding for Outlands has been shared between health and social services from the outset, (see
above) although it must be added that this example of interagency working was not easy to
establish prior to joint commissioning. It is the view of the evaluation team that this development
would have greatly assisted the Outlands project at the time it was established and that widening
the collaboration to encompass housing and education agencies would also be of benefit.

A set contribution from clients was fixed at £48.50/week when the project was established bearing



in mind that the majority of people who entered the programme were still maintaining their own
homes. More recently the client contribution has been subject to means testing with an increase for
some people up to £150/week. Unfortunately this appears to have had an impact on the way in
which the service is used, with a decrease in length of stay at Outlands for some clients and a
commensurate risk that the full impact of the rehabilitation programme cannot be achieved.

The whole charging policy for both social services driven rehabilitation and assessment will be the
subject of review in the next year.

Evaluation

The service at Outlands has been evaluated from it inception, initially for a six month trial period
and in a longer term follow up study. Of the 42 people who were admitted in the first six months
following the opening of the unit all had previously been assessed as needing residential care.
Following a six week period of rehabilitation all were discharged home. At the 5 year follow up
there had been 22 deaths (after lengthy periods at home) and only 4 admissions to residential
care®. Figure ten shows the overall discharge destination of patients over the six year period that
the unit has been open.

Figure ten — Discharge destination over a six year period

Number of admissions
1073

Home

845

Hospital

102

Residential and Nursing home
92

Other

20

Deceased

14

An estimate of cost savings based on the number of weeks a patient had spent at home following
discharge less the cost of the six week programme was made. The evaluation team report an
average saving of £15,200 per person and an aggregate saving of around £456,400 over a five
year period.



The five year evaluation also followed up on the degree of domicilary support, which was minimal;
the ongoing dependency which, for the small number of people on whom data was available
appeared to be maintained or improved; and user views which, with one exception, were extremely
positive.

Why it worked

Staff in the unit are clear that Outlands has been successful because of the ‘common sense’
approach they have taken which has included ensuring that:

clients know what they are there for

care has been taken to maintain a team spirit

staff have been trusted to work well and in so doing have gained confidence
sdmission criteria have been rigorously adhered to

They do not underestimate the complexity of establishing such a complex multi agency service but
are convinced that the shared investment has also reaped shared benefits.

Where next

There are now plans to open other similar units across the county, and in particular ones which are
able to accept patients directly from their homes. Plans are underway to develop a comprehensive
data set of need, shared by health and social services, in order to assess the efficacy of different
operational approaches to service delivery.

Contact Details

Mr Barry Luckman Mr Peter Wells
Unit Manager Group Manager
Outlands City of Plymouth Social Services
Oates Road Greville House
Milehouse Buds Head Way
Plymouth Crownhill
PL2 3EJ Plymouth
PL6 5ER
Tel: 01752 605704 Tel: 01752 770540

Airedale NHS Trust Community Directorate
Children’s Service



Purpose of the service

Based on the premise that children should only be admitted to hospital if community resources
cannot meet their needs, Airedale NHS Trust has developed a range of services as part of an
integrated child health care strategy. To this end partnerships are fostered between families, health
and social services, education and voluntary organisations in a concerted effort to ensure that
children receive both preventative and curative services as near to home as possible.

Context

Airedale NHS Trust is a combined Trust serving a large, mixed urban and rural population covering
more than 600 square miles. Hence access to central facilities can be time consuming and difficult.
Within this context they have, over the past four years, developed a strategy which focuses on
admission prevention where possible, and earlier transfer from acute settings. To this end their aim
has been to develop a continuum of care encompassing primary, intermediate and acute facilities.

The intermediate care strategy complements other primary care services, aiming to provide local
services for local populations. It is hot seen as being dependant on buildings but on easy, speedy
access to a range of procedures and treatments. The overall strategy has been a collaborative
venture between health, social services and voluntary organisations, characterised by the
development of an enhanced primary health and social care system, satellite out reach clinics,
ready access to rehabilitation and therapy services and appropriate in-patient beds in the
community. Four main principles have underpinned these moves, namely that care should be:

e effective and appropriate to the needs of individuals where risk is minimised

e available as near as possible to the person’s home while remaining safe and effective
e provided as efficiently and effectively as possible

e enable equity of access to all within the resources available

This wider philosophy is reflected in the services which are offered to children, influenced by both
local need and central policy. The services outlined below are targeted specifically at the interface
between acute, primary and social care. In addition the Integrated Child Health Service includes a
full range of acute and community nursing services including school nurses, care for those with
learning disability, child and adolescent mental health services, district nursing and health visiting.
There is also a Child Development Centre which provides a multi-disciplinary, multi-agency service
to pre-school children with developmental difficulties and their families.

Getting Going

The range of children’s services has been developed to ensure that skilled support is available in
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the community in order that children are only admitted to hospital when there is no other option;
that they are discharged as soon as it is safe to do so; and parents feel able to mange their child’s
illness at home with support. Services include:

Children’s Outreach Nurse — this services, which is acute care based, is concerned with discharge
planning for children being transferred home who have ongoing nursing needs. Specialist nursing
support is available for families and children at home in order to help them to ‘bridge the gap’
between home and hospital care. A key function is to ensure good liaison with the multidisciplinary
team in primary, secondary and tertiary settings, in order to facilitate co ordination of the
management of care and support early discharge from hospital. In addition there is an emphasis on
admission prevention, sharing of expertise, and assurance of quality within an evidence based
framework.

Referrals can be made to the service from acute and primary care, by doctors and nurses. They
are directed to the specialist nurse but those children accepted into the service must be under the
care of an acute care paediatrician.

Staffing — The service is provided by one WTE ‘G’ grade nurse who has general, children’s and
community qualifications. Arrangements have been made for cover in her absence through the
Community Children’s Nursing Service which demonstrates the way in which the services are
integrated.

Patients — the range of patients cared for through this service includes those with needs related to
IV antibiotic therapy, support for enteral feeding, tracheotomy care and anaphylaxis’s training for
those at risk.

It is estimated that over a six month period twelve early discharges have been facilitated with an
estimated saving of 157 bed days.

Funding — the main funding source for this service has been from the acute care budget.

Evaluation — An ongoing database has been established to ease record keeping and ensure
availability of accurate up to date information. The service was audited in August 1998 confirming
the needs addressed (as outlined above). The majority of referrals were received from outpatients
or the children’s ward. Liaison with many other health, education and social care providers was
also evidenced and the service was sometimes used as an expert resource point.

In addition a Parent Satisfaction Survey was conducted in August 1998. There was a 32.5 % return

rate with all respondents finding the service useful but with a call for more home visits. Positive
comments were received in relation to improved communication with consultants and being able to
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stay at home.

Children’s Home Nursing and Community Support Services — this service compliments the one
outlined above but is community based. Currently a pilot service is being run which will potentially
influence a wider community model. The aim of the service is to provide a home based service for
the management and treatment of an agreed range of acute illnesses. Help is available to assist
with discharge planning and assessment of care plans; prevention of admission or re admission;
support to families including teaching them basic care skills; provision of palliative care, alongside
support and advice to community nursing teams with a staff training provision.

Referrals are accepted from general practitioners and nurses as well as from the Children’s
Outreach Nurse. Referrals can be made directly into this service but most children are already well
known to the hospital based paediatrician.

Staffing — the service was initially provided by a 0.5 WTE ‘E’ grade community paediatric nurse,
based in a general practitioner’s surgery. This has been increased to one WTE since October
1998.

Patients — the range of patient needs managed through this service is wide ranging including those
related to IV drug therapy, redressing of surgical wounds or burns, monitoring of chronic conditions
such as cardiac or renal problems, advice and support following orthopaedic and reconstructive
surgery and palliative care.

It is estimated that over a six month period eight children were cared for who would otherwise have
needed hospital admission, saving approximately 32 bed days. A further 40 children were cared for
at home who would otherwise have needed to attend regularly at out patients department for
dressings or blood tests.

Funding — original funding for this post came from the community budget with whole systems
money being used to increase the establishment last October. It is hoped that this money will be
recurring in the future but plans have yet to be confirmed.

Evaluation — this scheme is currently being subject to local evaluation using questionnaires to elicit
parents views of the service, the impact that the community outreach nurse has had, and the
percieved benefits to the child and family

Anecdotal evidence from the district nursing team and the acute hospital services suggests
positive benefits include preventing the need for hospital attendance and providing skilled training
and support to community teams and families.



Clockhouse

Clockhouse is a joint venture between health and social services that provides a range of services
for children with ongoing health problems, which has been established to reduce their need for
hospital admission. They are able to offer:

after school care

day care at weekends

residential respite care (3 beds) on alternate weekends
residential care for six weeks of the summer holidays
a summer play scheme

In practice packages of care are very flexible and are arranged according to the needs of the
individual children and their families.

Plans are currently underway for a jointly funded extension to facilities, in order to create a Health
and Social Day Care Facility on site.

Staffing — Social Services were originally responsible for the Clockhouse site where two separate
services were provided within the same accommodation, one from health and one from social
services. Work has since been undertaken to integrate these two elements. All members of the
team are managed by the Clockhouse Manager within the social services organisation. The team
comprises:

A unit manager who has a professional background in social work
1 WTE ‘E’ grade nurse

0.8 WTE ‘D’ grade nurse

2.5 WTE ‘A’ grade care assistants

Therapy services are available through the support of peripatetic workers and additional support
from the Child Development Centre social worker is also available.

The nurses are still employed by the Trust from whom they can receive professional support.

Patients/clients — many of the children who attend Clockhouse have severe disabilities and
complex, sometimes life threatening, conditions. In consequence expert nursing is provided on a
regular basis. Clinical conditions are wide ranging and include those with Cerebral Palsy, Batten’'s
disease and Rhetts Syndrome. In some cases there is an anticipation that health will deteriorate
over time with a commensurate increase in their demands for more complex health care. Individual
packages of care are arranged according to need. While not attending Clockhouse the children are
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cared for at home or school.

The Clockhouse team have direct telephone contact with the paediatrician caring for each child
should the need arise for urgent advice or should their condition deteriorate beyond the level which
can be managed in the community.

Funding — Clockhouse was initially established on temporary Social Service funds. This funding
has since been made recurrent. Health funding is provided for the nursing members of the team as
well as for individual packages of care developed to meet specific family needs. Since 1997 there
has been recurrent funding from the Health Authority for this aspect of the service.

Consultant access

An underlying principle behind the developments in Airedale is that there should be easy access to
expert consultant paediatrician advice through either the community or acute care consultant. The
most common approach is through telephone contact. Some outreach clinics are offered.
Assessment can be undertaken in a range of different settings according to need.

Why has it worked?

The main reason behind the success of the integrated children’s service is seen to be the joint
nature of the venture which has allowed those involved to develop a seamless service. Parent
involvement has been a critical factor in order that services truly match need. Issues which have
been important to both users and providers of care have included:

e prevention of admission to hospital

e respite close to home

e the informal nature of the service

e the non institutional setting and approach to care

What next

The Trust is currently considering expansion of the services outlined above which will be influenced
by both outcomes of the evaluation and resource allocation. In particular consideration is being
given to the introduction of a specialist neonatal service with the aim of facilitating early discharge
from hospital when this is in the best interest of the infant and family. In addition it is hoped that the
number of beds at Clockhouse can be increased to 5 to meet the increasing need for this service. It
is also hoped that there will be a dedicated therapy service and a play worker for Clockhouse.
Partnership with families is seen as central to all these developments.

Contact names



Denise Arnott Carole Donaldson

Director of Inter-Agency Development Locality Manager
Community Division Headquarters The Health Centre
Coronation Hospital Oakworth Road

Springs Lane Keighley

likley West Yorkshire
West Yorkshire BD21 1FA

LS29 8TG

Tel: 01943 817370 Tel: 01535 295649
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Needs title
Part Three
Introduction

In this section of the report two outlines have been included of approaches to the development of a
strategy which encompasses Intermediate Care as part of main line services. The first example
summaries the way in which an acute Trust has developed a strategic plan for the future against a
backdrop of inevitable change. This document is currently out for consultation.

The second example comes from a Health Authority who have completed a major consultation
exercise, and agreed their strategic direction for the future. Operationalise of these plans will
commence later this year.

Again, our purpose in including these reports is to raise discussion, in relation to local need.

City Hospital NHS Trust - Birmingham
A Strategic Approach
Background

City Hospital NHS Trust sees Intermediate Care as “ ...an exciting opportunity to cultivate a diverse
range of services, which are sensitive to patient need. Its introduction, however, heralds the
beginning of an ambitious, challenging journey rather than a short term solution.”

Faced with an inevitability that the pattern of health care in Birmingham would change, City
Hospital NHS Trust have developed an alternative model of an ‘Integrated Health System’ for the
future. Intermediate Care is one essential strand of this model, which has been developed after an
exploration of local need, coupled with a review of different approaches to service delivery both at
home and abroad. The aim of their proposal is to refashion the services which City Hospital
provides within a collaborative relationship with other local service providers, based on the needs
of the local population.

Multiple factors have led the team to seek an alternative approach to service delivery including:

e advanced medical technology allowing a move from in-patient to out-patient or day care
treatment
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e the local demography where the population has above average poverty, unemployment and

ethnic minority communities

e a size of population which means that highly specialised services need to be centralised in order
that sufficient numbers can be treated to maintain quality

e a focus on primary care in a setting where the vulnerability of General Practices, where one third
of all principals will retire in the next decade, is recognised and the need to develop
supportive  complimentary services taken into account

An Integrated Health Care Network

City Hospital’s vision is of an Integrated Health Services Network, with service provider partners
from Primary Care Groups, Social Services, Local Authorities, Voluntary Organisations and other
hospitals. They propose an agreement among the partners of clinical care pathways,
encompassing the whole range of services required for specific illnesses or health related
problems. They are suggesting a newly developed Ambulatory Care facility, based both at City
Hospital and in Primary Care Centres (PCCs) and a range of Intermediate Care services. Figure
eleven summarises the overall changes which they propose.

Figure eleven

The model builds on the principles of a hub and spoke approach to care delivery, focusing on the
entire continuum of health need, rather than just secondary health services. Where City Hospital
does not have a large enough patient population to stand alone in specific specialties they aim to
work together with other provider units. In some instances they may offer the *hub’ highly
specialised services for their catchment group, returning patients to other sites for after care. In
other specialties partners will offer the ‘hub’ service with City offering ‘spoke’ after care. Care for
less complex cases within the service can also be offered in ‘spoke’ settings. For the less complex
conditions seen most commonly, City Hospital aims to work collaboratively with Primary Care
Centres who will provide decentralised care. This will leave room for the acute hospital to provide
more complex treatment which requires advanced technological, at the central location. This model
would be facilitated by advanced technology to allow rapid access to diagnostic facilities and expert
advice, decentralised clinics and services; a major increase in Ambulatory Care and Intermediate
Care and the development of specialist roles among nurses and therapists to take services closer
to people. Within this framework they see City Hospital at the forefront of undergraduate and post
graduate teaching as it shifts to preparing practitioners to encompass working in Ambulatory and
Intermediate Care settings as well as the more traditional environments. A key feature of this
development will be the establishment of a Chair in Ambulatory Care.

The process

In order to develop their proposal City Hospital set up a series of working groups to explore
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aspects of service delivery including Acute Care, Ambulatory Care and Intermediate Care. These
were seen within the overall context of a whole continuum of service provision encompassing self
care at home, highly complex tertiary services, and Primary Care. The recommendations of these
groups have been amalgamated in the current consultation document®. A brief summary of each
groups recommendations has been included here in order to set the context of their suggestions
for Intermediate Care. For the purposes of this document more detail of the exploratory process
related to Intermediate Care have been included.

Acute care — this group’s recommendations suggest a leaner tighter service underpinned by
Ambulatory and Intermediate Care alongside shifts to community bases. They suggest
concentrating the resources used to manage emergency admissions in one place, separate from
elective work. They envisage patients being grouped on disease condition lines. Recognition is
given to changes in patient's dependency during acute and post-acute stages, with a need for
much earlier access to rehabilitation. They suggest a re-designation of existing bed numbers could
be as follows:

Figure 12 — Redesignation of bed numbers

Service Beds numbers
Short stay emergency 100 16%
Specialty 300 53%
Intermediate care and speciality rehab 200 31%

Total 630 100

(Existing compliment excluding certain categories e.g., ophthalmic services)

Ambulatory Care — this group undertook an assessment of current Ambulatory Practice through
both an extensive literature review and a multi-disciplinary visit to nine centres with a variety of
sizes and configurations in the USA, and one in the UK. The model of Ambulatory Care they
recommend encompasses comprehensive day care; outpatient services in a setting with a ‘healing’
environment; diagnostic suites for ‘one stop assessment’; modular examination suites and a
condition based clinical approach. They also recommend access to nursing and therapy led clinics,
pharmaceutical services; audiology; infusion services; minor surgery and some alternative
therapies.

State of the art communication and IT systems would be required to ensure the smooth running of
the services. In addition satellite services in PCCs are envisaged which may provide some aspects
of care currently being offered in secondary settings. These would include imaging, minor surgery,
out reach clinics and chronic disease management. Active ‘Healthy Living Networks’ in
collaboration with PCCs all form part of the overall service.

Intermediate Care — this project group undertook an exploratory mapping exercise which provided:



e a snapshot of the national picture of Intermediate Care and an outline of the international

perspective

e identification of the main groups or models of service provision seen in the literature, through
personal networking and site visits

® a ‘points prevalence’ study to estimate the number of patients in the City Hospital NHS Trust
and surrounding locality who may benefit by Intermediate Care at a single
point in time

The tool which they developed for this work built on previous studies which had attempted to
identify the need for an alternative range of services®2, encompassing the elements shown in
Figure thirteen. Data were gathered from acute medical, surgical and elderly care wards and a
local general practice. The classification was verified by the lead consultant for the patient group.
In total 441 patients were assessed in the study. Initial analysis suggests that 25% of the patients
occupying acute beds could be cared for in an Intermediate Care setting with a further 17%
awaiting residential or nursing home care. The team suggest that “ ...these are early results and
are considered to be conservative.”

Figure thirteen - Key components of the assessment tool

The preferred options for care suggested by the study are for nurse-led wards (44%0, Hospital at
Home (27%) and Step down facilities (29%). These findings have been coupled with the views of
the Acute Group project team to suggest that there is a current need which could be meet by:

45 beds in Nurse Led Units

23 Hospital at Home places

27 places in step down facilities

A rapid response team (size yet to be determined)

Figure fourteen - Movement of patients across a continuum of care incorporating
Intermediate Care

As part of their work this group also undertook a communications exercise in order to explain the
remit they had been given, to respond to any queries and to elicit the views of others. Two events
were held, one internal to City Hospital and one to a wider audience across Birmingham with a
potential interest in the initiative. This included community based colleagues, health authority
personnel, social services, and user representation. In addition they sort the advice of an external
consultant with expertise in this approach to service delivery.

A summary of the conclusions this group drew suggests that it would not be possible to develop an
integrated model without Intermediate Care services, but that the need is not always recognised
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until viable options are offered as alternatives to current service. They recommend replication of
the points prevalence study. Other suggestions are that:

there are significant workforce issues to be addressed at an early stage in order to ensure that

the right people with appropriate skills are recruited and/or trained prior to the

introduction of new services

joint inter-agency working is essential to success

multi- professional work which minimises overlap of function and maximises the skills of all team
members is critical

the learning needs of patients and carers in relation to Intermediate Care must be addressed

The Future

City Hospital have recently published a report of their suggested strategy with three stated
objectives:

e to share ideas and seek the views of members of the community whom they serve
e to act as a catalyst for the Trust's organisational and professional development activities
e as the backdrop to the preparation of a Strategic Outline Case for future developments

This report will be widely circulated in order to elicit maximum feedback prior to making formal
proposals for the future within their Strategic Outline Case.

Contact

David Roberts Catherine Elcoat

Director of Corporate Affairs Director of Nursing Practice

City Hospital NHS Trust City Hospital NHS Trust

Dudley Road Dudley Road

Birmingham Birmingham

B18 7QH B18 7QH

Tel: 0121 507 4419 Tel: 0121 507 4795

East Norfolk Health Authority

Intermediate Services Strategy

Background
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East Norfolk HA interprets intermediate services as meaning services which sit between those
offered routinely by a family doctor and his or her team, and those available in a DGH. This
definition goes beyond the normal scope of intermediate care (those services which facilitate the
transition from an acute care setting to home (or help to divert admission to an acute care setting)
by improving health through timely therapeutic intervention) to include continuing and palliative
care.

East Norfolk HA faces a significant problem, in that people living within its borders currently do not
enjoy equal access to “intermediate services” — for example, there are few community-based beds
in Norwich. Many people have to travel outside their area for in-patient care in a community bed
and only 27 out of 86 GP practices can refer patients directly to such beds. At present therapy staff
work across a variety of locations with a mix of patients and community hospitals in the area,
providing a range of services to patients with a variety of health needs. There is no standard
practice.

The Health Authority’s new intermediate services strategy separates out three core elements of
“intermediate” care: rehabilitation, community-based beds and day treatment and therapy -
elements which in many cases are currently delivered in the same setting. The strategy is
designed to ensure more focused care for patients to meet their particular needs, at the right time
and in the right place to maximise recovery. It will also create a high-quality, flexible pattern of care
that can respond to the changing needs of users and take full advantage of new developments.
Although the number of community beds will fall from 458 to 342, many of these beds are not
currently used, some are occupied by long-stay residents and occupancy rates average only 71%.
The new intermediate services strategy anticipates improving community bed occupancy rates to
at least 85%.

The map in Figure fifteen shows the current distribution of community hospitals within East Norfolk
Health Authority. Nearly all of these are located in the north and west of the Health Authority. A

map showing the new pattern of services is shown in Figure sixteen.

Figure fifteen - current distribution of community hospitals within East Norfolk Health
Authority

Figure sixteen - the recommended pattern of services

Process

In summer 1997, the HA set up a public involvement project to develop both quantitative and
gualitative information about people’s understanding of intermediate services and the values they
placed on having those services close to home. This was repeated with GPs, “informed”
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stakeholders and voluntary sector representatives. The findings of this work were then used to
inform the next stage of the process, and to provide a framework for communication.

Key messages to come out of the public involvement exercise included:

e general difficulty understanding the whole concept of what is meant by “intermediate services”;
and

e great allegiance to buildings and the need for more pro-active communication about the
enormous amount of NHS care that does not rely on a building or an NHS bed for its delivery.

The Health Authority then divided East Norfolk into four sectors. Each sector drew together a range
of representatives, including GPs, nurses, therapists, CHC representatives, Trust and HA staff, to
draw up intermediate service proposals for their sector based on their local knowledge and
understanding of patients needs. Each sector met at least twice to develop its proposals, drawing
on localised information from a toolkit. This included population profiles, activity data, financial
information, public opinions, morbidity and mortality information. While the sector groups were
working, the HA distributed 300,000 copies of a newspaper explaining the process and what it
meant by intermediate services. Local CHCs held public meetings to talk about what was
happening and seek local views to feed into the sectors.

Public Consultation

5,000 copies of a draft strategy “Facing the Future: Ensuring NHS Care that Counts” setting out far
reaching changes in the tier of intermediate care health services were published in July 1998, and
circulated for a three months public consultation period. 50,000 copies of a summary of the
strategy (including a pro-forma response) were also published, and the Health Authority held a
series of 12 high-profile, well-attended public meetings. In addition many presentations, and
guestion and answer sessions, were held with district councils, voluntary organisations, the CHCs
and other representative groups. In all about 1400 responses were received and over 3000 people
attended public meetings.

During the consultation it became apparent that two key issues dominating discussions were:

® access to the Health Authority’s proposed locations for services
e the number of beds being proposed for this intermediate sector

The Health Authority commissioned independent research on both these issues and published the
findings before a decision about the future was made. This research concluded that overall access
would be improved if there was a fourth rehabilitation centre and recommended that bed numbers
should be increased from the Health Authority’s original proposal of 316 to 342 in discussion with
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Primary Care Groups. There would be a choice of more beds or increased community services.
The recommendations were accepted.

Following the consultation process some changes were made to the proposed pattern of services
to respond to views and concerns raised and to strengthen the overall pattern of care.

A full analysis of all the responses received during the consultation process was made available to
members and anyone else who wanted it. Final decisions were taken at a meeting of the Health
Authority held in public at which all those attending had the opportunity to comment and ask
guestions.

The Agreed Intermediate Services Strategy

The main elements of the new pattern of intermediate care services will be as follows:

e a specialist orthopaedic rehabilitation service for patients who have undergone joint

replacements at the Norfolk and Norwich hospital
e four specialist rehabilitation centres for older people at Norwich (new), Cromer (new), Dereham
and James Paget Hospital(Great Yarmouth), staffed by nurses, doctors,

therapists, and social workers
e community based beds at twelve sites throughout East Norfolk

e a network of four new day treatment and therapy centres (Norwich, Cromer, Dereham, Great
Yarmouth) with satellite outreach bases in Northern and Southern Norfolk.
The main centres will be sited alongside the specialist rehabilitation
centres. These centres will provide a base from which people can receive therapy
services from health professionals (nurses, physiotherapists, occupational and
speech and language therapists, chiropodists and dieticians). They will also provide a

base for some new clinics, e.g. cardiac rehabilitation, back pain and rapid access
assessment for older people (allowing GPs to arrange a number of tests and
investigations quickly and closer to home). Additional day treatment and
therapy in the more rural areas will be provided from primary care settings.

Consequences of the Strategy

The recommendations agreed by the Health Authority means that there will be changes to existing
NHS community hospitals and other health care facilities. Of the 8 community hospitals within East
Norfolk HA, one will close (Wayland Hospital in Attleborough). The other seven community
hospitals are currently located in towns where the HA has identified a need for community-based
beds and other services. The next stage of implementing the strategy will be to decide (through
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local consultation) the best site for these beds and other services in those towns. There will be a
full option appraisal of possible sites and in each of the cases the community hospital site will
automatically be considered. If, as a result of this option appraisal, the community hospital site is
felt to be the best location for local people, there could be substantial change to the site as it
currently exists

The benefits of the strategy include:

e eight new facilities for people in East Norfolk including three new centres of excellence for
rehabilitation primarily for older people, a new centre with community-
based NHS beds in Norwich and four new day treatment and therapy centres
e the development of consistent quality of NHS services across the area
e enhanced professional development and training for staff
e a more logical, flexible, better co-ordinated pattern of service which fits NHS services round

patients, rather than trying to fit patients into current services
e dedicated rehabilitation care in a range of new or redeveloped facilities allowing specialist staff
to work together more effectively in teams

e more therapy staff working with family doctors as part of their teams; and
e better access — many people will no longer have to travel out of their area to use community-
based NHS beds.

Next Steps

The Health Authority is now moving on to the next stage — the publication of the implementation
plan. There will be an option appraisal for each element of the strategy in each sector. Key issues
to decide will include: site selection, staffing and training requirements, detailed arrangements for
new elements of care (e.g. the specialist rehabilitation service, day treatment and therapy) and the
time-tabling of the changes to maintain the quality of existing services while developing new style
services. There will be public consultation on the option appraisal. The HA will continue to involve
a wide range of people in the implementation process including consultants, family doctors,
representatives from the CHC, as well as NHS Trusts, Norfolk Social Services and HA planners.

Once agreed the timetable for the changes will be published so that people can see when changes
in their particular area will be taking place. It is hoped to start implementation in autumn 1999 with
changes happening over the following three years. There is flexibility for bed numbers to rise as
high as 361 if, at the implementation stage, all PCGs chose to opt for more NHS community beds
in preference to additional community resources.

Contacts

Vanessa Wood Debbie Bartlett



Intermediate Services Project Manager
Norfolk Health Authority

St Andrews

North Side

St Andrews Business Park

Thorpe St Andrews

Norwich NR7 OHT

Tel: 01603 300600

Norfolk HA Public Affairs
Norfolk Health Authority
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Needs Title

Part Four

Introducing Intermediate care — Short and long term implications

If there was a single way of describing the developments in this report it would be the common
sense and simplicity which characterises the services, but the complexity of introducing them. On
the whole their development has been needs driven, based at one end on a percieved gap in
service provision, and at the other end on an opportunity to fill that deficit, usually owing to access
to opportunistic funding, or excessive pressure elsewhere in the system. They are, universally, a
demonstration of the commitment and energy of the teams concerned who have been prepared to
look for creative alternatives to the traditional patterns of service provision. The services
themselves are not dependent on sophisticated environments. Indeed one comment was that
“...we could take this service and run it anywhere.”* Rather, they are based on a clear vision of
need, a matching provision of care and the confidence to proceed.

Yet as the contributors have told their tales it is evident that bringing about change, in the context
of intermediate care, is as complex and difficult as in any new situation. While there are shared
drivers there are also shared inhibitors to the developments. In this section some of those drivers
and inhibitors are highlighted alongside the wider long term implications for service development
policy, and education.

Practical steps in implementation

As data has been gathered for this report recurring themes from each of the contributors have
become evident. They come as no surprise, yet are worth noting for future developments, in order
that strategies can be developed to enhance the driving forces and minimise the effects of the
inhibitors.

Time to get going — The time which it takes to develop a new service, to ensure that others know of
its existence, and to assess its efficacy, is usually underestimated, which can led to a dilemma. On
the one hand, if a window of opportunity arises, such as short term funding, there is a drive to
explore a new service provision quickly. On the other hand, short term funding can frustrate a
strategic, whole systems approach to service provision. Yet if new services are developed without
adequate planning and preparation there is a high risk that they will fail. The ground work behind
their introduction is critical to success, in terms of both staff development and communication
strategies, if competence of the practitioners and confidence in the service is to be assured.

Time impacts on a myriad of other factors too. Referral to any new service may be slow in the early
days, which will hinder the ability to recognise the knock on effect in other parts of the organisation
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initially. Thus if insufficient time is allowed for a service to become fully established, a false picture
can be gained of its potential value. In the same way it takes time for the practitioners involved to
recognise the degree of complexity they can manage in relation to the needs of the patients they
accept into their care. A recurring pattern in these developments can be recognised where the level
of patient need which can, for example, be managed in the community or in a nurse-led facility,
gradually increases as confidence is gained by those providing the service and those referring to it.
Hence if an assessment of use is made too early in the introduction of new services a false picture
may emerge.

Staffing and recruitment — one of the factors which has underpinned the development of
Intermediate Care services is the degree of commitment of the staff. Hence an assurance that the
right person is doing the right work in the right place becomes critical. The way in which staff
recruitment and development has been dealt with has varied from site to site but remains a
significant issue. Evaluation of the schemes supported by Winter Pressures funding suggests that
they have been slow to start owing to recruitment problems, particularly of therapy staff. With the
limited supply of some staff groups it is helpful to anticipate the possibility of recruitment difficulties
and consider how they may be countered. Many schemes have employed agency staff but this
approach reinforces the short term nature of the schemes themselves and is not conducive to
effecting real change in service provision.

There is a case to be made for investing in staff who are already working locally, who have
knowledge of local provision and who are interested in expanding and developing their roles. In this
instance there are excellent examples of multi professional in-house development programmes.
However it must be stressed that without the introduction of such programmes both staff and
patients are put at risk and the ‘Sitting next Aunt Nelly’ approach to learning is not an acceptable
option.

In other situations there has been a need for a strong managerial stance, when staff who have
become familiar with a traditional way of working are either unwilling or unable to change their
patterns of behaviour. If such problems are not addressed then any new project can be put at risk.
However, early recognition of this potential difficulty, use of good redeployment practices and
involvement of relevant unions sooner rather than later, have all been found to be helpful. It must
be added, however, that these issues do take time to handle.

Once units have been established another picture frequently emerges. The opportunity for people
from all disciplines to undertake work which they find challenging and fulfilling appears to have a
knock on effect on staff morale. Teams commonly report a reduction in sickness levels®, increased
stability in post®* and no difficulty in recruitment®’. Even in areas where there are significant
recruitment problems it has been suggested that the local community quickly learns that ‘...these
jobs are good’ and there are examples of one satisfied post holder recruiting other family members
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to the service®.

These patterns fit well with descriptions of so-called Magnet Hospitals* in the USA where a
common knowledge of the culture of the unit attracted able staff which, in turn, had a positive effect
on quality of care.

Sustainability and roll out — an ongoing concern for many of the initiatives is how they will be
sustained in both the short and long term future. Many are supported by short term funding which
can create uncertainty in relation to security of jobs, opportunity for development and commitment
to long term planning. Short term funding is also problematic in that it may stimulate demand for
services which, when the funding runs out, no longer have the capacity to respond to need. Unless
the agencies involved have the will and resources to commit to the continued delivery of such
services then short term provision can prove frustrating, not least for patients who have come to
expect them. This highlights the urgent need to bring together operational and strategic thinking in
order that the position of innovation and its inter relation with other parts of the organisation can be
explored.

Linked to this is a concern about long term leadership. Examples can be found where innovations
have collapsed when the *hero innovator’ leader has moved on. Alternatively there are excellent
examples where there has been very active succession planning with consideration of how both
team members and leaders can be prepared for the future. Success, it should be stressed, has
been marked by proactive management.

Many of the initiatives which have been described here are fairly small and their development has
been strongly influenced by local contextual issues. Questions have been raised about the manner
in which they can now be ‘rolled out’ to meet the needs of a wider population. That there should be
equity of access to Intermediate Care across geographical patches is an important consideration.
However, a contributing factor to the success of the pilot studies has been the flexible way in
which they have been able to respond to, and build on, local needs and resources. Thus a concern
has been expressed that, in trying to directly duplicate elsewhere, sensitivity to local need would be
lost. This does not mean that the lessons learned cannot be built on, and that there can be some
time-saving in expanding current Intermediate Care programmes. But the enormity of the cultural
change from a service which is driven by the management of disease to one which focuses on
enhancement of self care, rehabilitation and prevention of deterioration is often underestimated
and must be dealt with at a local level if the quality of care is to be maintained.

Local learning seems to be a hallmark of these initiatives. There is no blue print for Intermediate
Care — nor can there be since everyone is at a different starting point. Successful schemes are
those which recognise a gap in service provision locally and plug that gap, or which offer a better
alternative to current services. It is likely that for any given local health economy, a range of



Intermediate Care services will be needed in order to ensure that they are responsive to the needs
of patients. However, the detail of local provision must be determined by local needs and resources
with new developments linked together to make a strategic, coherent whole.

Evaluation — that there is a need for sound evaluation is self evident but its execution is complex.
Firstly there is a concern about timing. It has already been suggested that the introduction of any
new service of this nature is a fluid process which changes over time as confidence and
understanding of the service increases. Thus if data are collected at too early a point in the
development they will not give a true reflection of the shape and efficacy of the service at a later
stage. However there is an urgent need for iterative feedback from evaluation for service planners
and providers in order to influence future service provision and professional development within a
framework which considers health gains and outcomes.

The experience of those who have undertaken formal evaluation is that care must be taken to
account for this fluidity in service development, especially when comparisons are being made of
one service with another, but also with ‘before and after’ designs. These issues are dealt with in
more detail elsewhere®. Suffice to say here that it is important to gather both process and outcome
data in order to gain a complete picture of the developments and to note that timing of data
collection in relation to the study design will have a significant impact.

Workload — the shifting of workload from one section of the service to another is a further factor for
consideration. In relation to organisations it has been interesting to note that the drive for
Intermediate Care services has arisen from acute, primary and social care settings and has been
related to need, rather than age, or a disease related clinical speciality. This could suggest that
there is a need to review the current manner in which services are ‘packaged’. While it is hoped
that the move to increase working partnerships* will break down some of the batrriers, this has
undoubtedly been problematic in the past.

Concern has been expressed about shifts in workload for the groups concerned, with related
anxieties about whether the resources will follow the need. Thus as more care is moved into the
community some general practitioners have raised questions about whether the cover offered
should be a part of General Medical Services or be subsumed under the alternative model of
Personal Medical Services. Questions have also been raised about whether there should be a
dedicated Intermediate Care team for community based services or whether they should be
subsumed into current community care services with a commensurate increase in the overall
workload. Examples can be found of both approaches which have worked successfully. The
common denominator is the need to monitor workload and ensure that the good will of practitioners
is not abused.
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Shifts in responsibility — it is not only workload which is shifting but also the responsibility for care.
Patients are going home at an earlier stage in their clinical course or being offered care at home or
in non acute settings which would previously have been hospital based. It is critical that the move
in responsibility for both medical and other care is carefully managed and channels of
communication between practitioners which are easy to access are assured. Of utmost importance
is that this issue is recognised, although the solutions are varied. There are for example some
schemes where the acute care medical team have retained clinical responsibility for patients being
cared for at home, with the direct care givers (usually, but not always, the community nurses) being
given authority to instigate re admission if necessary. It should be noted that it has seldom been
necessary to exercise such authority.

An alternative model is one-to-one communication between the primary and acute care medical
staff prior to patient transfer, with authority vested in the community staff not to accept a transfer if
they consider that the care needs are too complex for them to be managed outwith the acute
hospital setting. In this way some control can be retained over the type of patient need for which
the Intermediate Care team take responsibility, giving them a greater feeling of autonomy.

There is a further shift in responsibility in some of the Intermediate Care services which is occurring
between the occupational groups concerned. Again there are differing views. One perspective is a
strong view that access to care should always be monitored through expert medical assessment.
Such arguments can be persuasive. However there is a growing recognition that some of the
rehabilitative and nurturing needs of many patients are more appropriately managed by nurses
and therapists. Hence there is a need for them to be given the authority to manage care which is
commensurate with their often extensive level of training, knowledge and skills. The question is
how the interface between expert medical assessment and ongoing responsibility for rehabilitative
care can be managed in order to ensure equity, in terms of service provision for all involved, while
respecting the individual autonomy of practitioners. Team work is at the heart of Intermediate Care
with effective multi-professional working relations which emphasis the part each team member has
to play in a non hierachial way.

Shared learning has offered one solution to this dilemma where teams have, over time, learned
more about the skills of colleagues. Time has helped those involved to gain confidence in the
ability of others and reduce anxiety that patients will be put at risk. Open telephone lines for
consultation have been found helpful, as have assurances of quick and easy access to specialist
services should the need arise. Thus, provided that there can be a smooth flow of both information
and, if needs be, of patients, between the different sectors these difficulties can be minimised.

Cross skilling — one of the characteristics of Intermediate Care units is a degree of cross skilling

between the different occupational groups and specialties. There is evidence of the generic training
of care assistants in community or social services settings, enabling them to support the work of
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both nurses and therapists. Most schemes have been established locally and are frequently run
jointly by therapists and nurses.*> . At this level the schemes have been well received by both the
professional groups and the care assistants, allowing them to offer more rounded services and
breaking down some of the more traditional boundaries that have developed between the different
occupational groups.

Such skill sharing is not confined to the development of care assistants and there are examples
where nurses, therapists and doctors have also shared skills*. In this way, while not purporting to
be expert in the unique contributions of each of the occupational groups, a more seamless services
can be provided to patients and delay in an haolistic first level assessment of need can be avoided.
Equally if more people are trained to do more work a more intensive service can be provided for
patients.

Sadly it must be noted that while these schemes have been very successful at an operational level
there has been some resistance expressed by others who have not been directly involved, with
concern about the uniqueness of each group’s work being lost as boundaries become more
blurred. Such anxieties need careful handling in order that colleagues are not alienated, but the
skills of the local work force are best matched to patient need rather than professional pride.

Escalating demands — a word of warning was offered by several of those involved in relation to
clarity of admission criteria. As with many other issues a continuum of view can be identified. At
one end is the need to be flexible, not only in order to maintain good working relations with those
who refer into Intermediate Care, but also to ensure that options are left open to guarantee that
best use is made of the developing skills of the team. At the other end of this continuum is a fear
that, unless there is rigid adherence to admission and discharge criteria the system will be open to
abuse, inappropriate referrals will be made and any evaluation of outcomes will become distorted.

It must be stressed that, as services have developed over time and the competence and
confidence of the practitioners has grown, there has been a shift in referral patterns to
accommodate people with greater degrees of need. In itself this has been a continuing challenge
for the clinical teams as they have been able to widen the range of care which they feel able to
offer. There has, however, also been an ongoing need to publicise Intermediate Care as those
responsible for referral, albeit through acute care, accident and emergency services or community
care, change jobs and new staff are unfamiliar with the nature of the services.

Discussion — Future Implications
From the degree of activity in the field of Intermediate Care it would seem that such services are

here to stay. Indeed any future health economy will need to encompass them in combination with
other services in order to ensure delivery of seamless care, to meet local demands and make best
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use of limited resources. Currently, however, provision is patchy, funding is opportunistic and staff
development and training largely dependent on local effort without, in many cases support from
either the Royal Colleges or the educational institutions. Successful implementation on a wider
front will almost certainly need to be considered from a whole systems perspective as the cross
boundary and multi-agency nature of the work becomes more evident and specific question are
raised in relation to longer term consequences. To date many of the innovations have been made
possible through local endeavour. Now is the time to consider wider implications.

The Context and Culture of Change

The development of Intermediate Care comes at a time when the whole health care system is
subject to change, as the impact of both internal and external forces is felt. Technology has already
changed the face of many aspects of service including diagnostic techniques, surgery and
pharmacological treatments. Communication systems have opened up new options for tele-
medicine and telecare, as well as providing ways in which patients and clients can access health-
related information directly. Workforce profiles are changing with a predicted short fall of general
practitioners over the next ten years, an ongoing requirement to reduce the hours worked by junior
doctors, a current shortfall of nurses and therapists and a proliferation of new roles. If the shifts in
policy to a health service which is closer to the people, community based, with a public health and
health promotion emphasis, are to be matched in practice then the need for change is great. At the
same time, as the impact of clinical governance is felt, professionals and managers are rightly
being held to account for equity of access and appropriateness of care. It is critical that there are
local and national endeavours to support these changes.

To date the way in which developments have been introduced in health care has, it can be argued,
been largely based on increasing specialisation in a highly reductionist way. As expertise has
grown, small, highly skilled teams have achieved unthought of ways of managing complex health
care problems, the benefits of which are self-evident. However, in a resource limited service, caring
for an ageing population, with the advantage of options which are now possible through the wise
use of technology, there is an imperative to seek alternative options, taking account of whole
systems approaches, with the commensurate attention to multi-agency and multi-professional
working. It is within this wider context that the development of Intermediate Care must be placed.

Practice and Culture — The influence of differing cultures of practice is a further compounding factor
to consider. Why, for example, are patients in one setting referred to hospital while those with
similar needs but in different settings are not? Patterns of referral vary widely throughout the
country with concurrent variations in the manner in which local risk management is handled,
perhaps linked to local variations in confidence, competence and communication systems.

Patterns of service provision also vary and while social admissions are well recognised, the degree
to which they occur is geographically inconsistent, in line with an inconsistency in availability of



alternative options and approaches to practice. The demands of some families and patients for
packages of care which may or may not be appropriate to need, but which they have come to
expect as their rights, are also a key variant in creating differences in the manner in which care is
offered.

The implications of this are apparent for both providers and receivers of care. Public expectation,
fuelled by both the media and the more traditional paternalistic attitude of health care workers has,
in the past, led to an unquestioning compliance among some service users. Alternatively, others
may make demands for access to services which are not always available locally, may not yet be
evidence based or may not meet clinical need. It is clear that if the nature or pattern of health care
services are to change then there will need to be a major public relations exercise in helping
people to learn how to use them to best effect, as well as a change in the relationship between
care givers and recipients of care.

Already there is some suggestion that patients have a preference for services which facilitate
independence®, a philosophy which is in line with that of Intermediate Care. Thus a question must
be raised about whether Intermediate Care is giving patients what they want - and soft evidence
would suggest that it is.

Partnership in Care — The impact of partnership relationships on health professionals and the
manner in which they work is also worthy of consideration. The rhetoric of moving to partnership
models of practice should not be underestimated, nor the requirement of continuing professional
education if it is to become a reality. It can be argued that to ask practitioners to change a life time
way of working without investing in an infrastructure to support that change is likely to fail. Yet, as
there is external pressure from policy makers for partnerships with patients*, and an explosion of
access to information for service users and providers alike, there is an inevitable knock on effect in
working relationships of service users and providers. The complexity of these relationships is not
uncommonly denied even though there is increasing evidence of lack of understanding and mixed
messages between those who provide and those who use health care. Thus there is a particular
concern because this need can go unrecognised.

Partnerships in care are not limited to relationships between health professionals and patients but
are also concerned with inter-agency and inter-professional work*’. Both forms of partnership are
inherent principles which underpin Intermediate Care, which require proactive handling. There is an
urgent need for greater understanding of the different cultures and philosophies of care in different
sectors of the system alongside consideration of the pre- and post registration implications for
professional education.

Role boundaries and professional education — A further major issue for debate, which has
significant consequences for the future development of Intermediate Care, relates to role
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boundaries and professional education. Currently local programmes have been developed to help
the people involved in service provision, whether they be doctors, therapists, nurses or generic
support workers, to develop the requisite clinical and organisational skills necessary to offer
effective care. Their efforts are to be applauded and there are many excellent examples of good
practice. However this does raise several issues of concern.

Firstly there is huge duplication of effort as each new team develops an internal programme with or
without external validation. Secondly there is a concern that both practitioners and patients could
be vulnerable unless there are agreed baseline standards for safe practice, a concern which can
directly be related to the current drive for National Service Frameworks*. Thirdly there is a concern
about effective use of resources, raising questions about how better use can be made of a
workforce which is currently under pressure. A case can be made, not only that there is some
duplication of function, but that there are some sectors of the workforce who are over prepared for
the level of responsibility which they have traditionally taken. Yet they find it difficult within the
current system to make best use of their skills*®. Thus there are some nurses and therapists who
are qualified to Masters or doctoral level but who are restricted in the degree of autonomy with
which they can practice within the current system.

The fourth issue is that, while there is wide discussion about substitution of roles in health care,
most frequently concerning doctors and nurses, the roles developing in Intermediate Care do not
always follow this path. Instead they combine some of the skills of one or more traditional roles in a
way which is specific to the need of the patients group but blurs traditional role boundaries. Thus
instead of substitution, an enhanced role has emerged in relation to the provision of more
seamless care for the patient.

Finally a question must be raised about the way in which our current workforce is prepared, which
is basically separatist in nature, emphasising differences rather than shared learning needs. It may
be timely to reconsider professional education in relation to the changing health needs of the
population, alterations in service delivery and a shift in balance between curative, preventative and
rehabilitative aspects of care. While consideration of, for example a generic entry to health care, is
not well received in many quarters since the essence of the different occupational groups may be
challenged, pressure is such that this may be worthy of further debate. The separatist nature of the
current workforce does not necessarily relate well to the multi-skilled, multidisciplinary needs of
practitioners working in Intermediate Care and a review would be timely.

Whole Systems — It has been suggested that, at this point in time, there is insufficient
organisational maturity to carry forward major changes to accommodate alternative models of
service delivery which will impact on all corners of service provision. Primary Care Groups are in
their infancy and are still learning how their patterns of working may impact on whole systems.
However, a case can be made that the time has never been more right for radical change since the
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pressures in the current system have never been greater. Knowledge is being gained of the value
of whole systems approaches, using large scale events to identify and work on issues of common
concern; exploring and developing what is already working well directly with those concerned and;
developing local solutions to local problems to which all the stakeholders are committed. Despite
the time and expertise taken to manage these methods well they are gaining credence for their
effectiveness at both a strategic and an operational level.

Services to Complement or Substitute — The majority of the projects described within this report
have been established with the use of short term, opportunistic funding and have not, as yet
impinged on the shifting of money or other resources from one section of the organisation to
another. Hence, in this relatively safe way, their introduction has not yet led to a reduction in
services elsewhere. Rather they have been seen as a valuable problem solving way of reducing
pressure on acute beds, reducing emergency admissions, and keeping children and older people
nearer home. However, as the size of Intermediate Care grows, so the impact on other aspects of
care will shift. It has been suggested that thinking of the extent of Intermediate Care in terms of the
equivalent ward size is a useful way of conceptualising the knock on effects. Thus as the number
of patients treated and the number of bed days saved go up it is possible to see how the need for
traditional inpatient beds may decrease. This, coupled with an increase in the use of ambulatory
services, will inevitably have consequences for the size and shape of acute care services which, in
turn, will have a significant impact on both the shape of the workforce and the way in which it
works.

In addition the growing recognition that the quality of highly specialised care cannot be sustained
unless sufficient numbers of patients are treated at any one single site will also have its influence.
Thus it can be argued that the reality of the future will require centralisation of highly specialised
tertiary services, development of a range of ambulatory services as technological developments
impact on care, a supportive range of intermediate care services and an overall reduction in the
size of the secondary care sector.

Conclusion

That there will be changes in future patterns of health care is inevitable and there are already many
excellent examples where new models of service delivery are being explored. It is timely to
examine just what is happening at both a strategic and an operational level, to open up the debate
about options, and to consider the wider implications of these changes.

The development of Intermediate Care cannot be seen in isolation but must be placed in the wider
arena, with consideration given to the impact that change in one part of the system will have on the
whole organisation, the people who work within it and those who use it. Some thoughts have been
set out above as points for debate. No certain answers are offered but questions raised,
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sometimes around issues which are uncomfortable or difficult to address. It is hoped that they will
provide a useful starting point from which others can continue to consider creative new ways of
working which are sensitive to patient need.
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