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Executive Summary 
 
The purpose of this report 
 
This report outlines the approach and some of the key messages arising from a development 
programme, which took place in 2003 involving twenty-five Primary Care Trusts and their 
partners in Yorkshire & Humberside. The programme was devised and co-ordinated by the 
Nuffield Institute for Health in partnership with representatives from older peoples’ services in 
all participating localities. 
 
 
The programme 
 
The programme was designed to engage localities in networked activity, which assisted each 
locality with developing its intermediate tier service. Each locality devised a programme to 
identify and address their top priorities, facilitated by consultancy support from the Nuffield 
Institute for Health. 
 
All localities shared information and any papers resulting from their programmes with each 
other, and two large workshops at the start and end of the year’s programme allowed time for 
discussion and exchange of ideas on the areas they worked on. 
 
 
Why the intermediate tier? 
 
Our thesis is that Intermediate Care is only effective if developed and used as part of a whole 
system of care. It is through developing better understanding the nature of care provided, the 
processes involved, and new ways of working, that we can achieve the objectives of 
Intermediate Care policy. The development of Intermediate Care should be a pro-active 
driver of change in the rest of the system, not just stand-alone service/s which work in 
isolation. With the introduction of reimbursement for delayed transfers of care, and the new 
wave of development of alternative transitional care arrangements that this has generated, it 
is imperative to consider further developments in the broader context of the intermediate tier. 
 
 
Learning from the programme 
 
The programme has assisted us in developing better understanding of some of the main 
challenges for the next phase of development. These include: 
 
1. Development of more clarity in what Intermediate Care, transitional care and other parts 

of the intermediate tier are designed for, expected to achieve, and how they link with 
other parts of the care system. 

 
2. Introduction of new approaches to integrated care pathways management building on the 

base of an integrated Single Assessment Process across all services for older people. 
This needs to be person-centred and respond to changing needs over time. 

 
3. Ensuring collaboration and partnerships are developed with full recognition of the 

governance of individual organisations and the interdependence between them. This we 
argue can only be done through managed networks, which work across organisational 
boundaries. 
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4. Introducing new approaches to multi-disciplinary working leading to formation of inter-

disciplinary teams able to service a range of responses within the Intermediate Tier. This 
involves developing new roles – generic assistants and care co-ordination – as well as 
ensuring professions operate in new and mutually supportive ways. New approaches to 
risk assessment and management and developing person-centred processes are crucial 
to achieving this. 

 
5. Support to leaders in developing new and different skills to engender cultures and 

frameworks to encourage much more flexible horizontal working across systems, rather 
than top down command and control within organisations. This required transformational 
management skills as well as creating environments in which continuous reflection, 
learning and regeneration can take place. 

 
6. Evolution of new processes to ensure sleek and appropriate access to the right service at 

the right time and in the right place to gain optimum effect, but also able to respond to 
individual differences and preferences. Ensuring a comprehensive supply base of a full 
range of responses needs to underpin this. 

 
7. Systematic monitoring of outcomes, evaluation of the impact of different parts of the 

service system and new ways in which this can be analysed to improve our 
understanding are essential. Feedback loops are needed between inter-dependent parts 
of the system to inform future commissioning and further service development. This 
should, wherever possible, move towards “smart commissioning” – with all services as 
active partners in achieving desired outcomes for users and those who care for them.  

 
We envisage Intermediate Care developments as the driver for changes in other parts of the 
system towards:  
 

 Better integrated multi-disciplinary working,  
 Better access to specialist care at times of crisis, transition and change and  
 Better outcomes for older people.  

 
Locality developments in this programme have found some ways to work towards this. The 
journey to improvements is dependent on partnerships between users and carers with 
practitioners, commissioners and providers in determining what works and what does not 
work in relation to the things that are important to older people – in particular, quality of life, 
social inclusion and social well-being, as well as attention to their health care needs. 
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Section One 

 
The Programme Context and Activity 

 
 
 
1.1 Background 
 

The Nuffield Institute for Health has led a development programme over the last 
eighteen months across twenty-five Primary Care Trusts (PCTs) and their partnering 
local authorities and hospital trusts. The PCTs commissioned this programme as part 
of the broader “Leading Ideas, Leading Change” programme.  

 
 An initial launch to the programme was held in January 2003, drawing together ninety 

representatives of the health and social care communities served by those PCTs. 
They worked together to identify their local priorities in relation to:  

 
 Developing Intermediate Care services  
 In responding to policy directives within the National Service Framework for 

Older People and related policy on Intermediate Care.  
 
 Throughout the last ten months, the local groups have called on consultancy support 

from the NIH team, to take forward the development of their local provision. These 
local programmes have been very varied and diverse in their objectives and the 
approaches taken.  

 
This paper is intended to articulate some of the overall messages emerging from 
those programmes, to enable localities to build on the work so far, and to make use of 
each other’s learning and experiences. It also draws together ideas from a final 
workshop on 4th December 2003, at which the local groups came together again to 
share ideas and plan the next stage of their development. 

 
 
1.2 The Aims of the Programme 
 
 The programme was part of “Leading Ideas, Leading Change”, a two year 

development programme aimed to assist PCTs to develop their organisation, services 
and workforces. 

 
 This overall programme covered five main themes: 
 

1.  Implications of Structural Change 
2.  Leadership and Management of Change 
3.  Developing the Intermediate Tier 
4.  Service Priorities 
5. Healthy Communities 
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The third theme has been specifically targeted at working with each health community 
to assist them in: 

 
1. Identifying priorities in developing Intermediate Care 
2. Setting this within a whole systems context to ensure overall aims and objectives 

of policy are being addressed 
3. Offering support and assistance to them in particular aspects of this which can 

benefit from external facilitation or support 
 
 Initially, commissioners of the programme were keen to ensure visible outputs and 

robust process to ensure all localities benefited from the programme, including those 
less likely to wish to participate. However, the need for local relevance was 
paramount, and a framework was therefore suggested which would initiate the 
programme with a large event, drawing all localities together, at which there could be: 

 
 Updates on current policy and practice issues from national level 
 Sharing of the stage of development within each locality 
 Expansion of the thinking of what may be achievable and how 
 Agreement on how to take the rest of the programme forward 

 
 Conscious that time for reflection and thinking was a major deficit in development 

opportunities in most localities, the commissioners were keen to encourage such 
activity within the programme. A proposal to run a learning set for key managers in 
each locality was developed, allowing each locality freedom to choose the focus and 
content of the work it undertook within this framework.  

 
 
1.3 The Scoping Event 
 
 This was held in the Autumn 2002, and was run as a workshop for representatives of 

all localities (the Intermediate Care Co-ordinator or other nominated lead). The 
discussion took the commissioners recommendations and worked them up to a 
proposal for the launch event and subsequent locality programmes. This workshop 
identified the need for more flexibility in what was being offered at locality level. Some 
localities were much more advanced than others in strategic and operational aspects 
of developing Intermediate Care services.  A format for the launch event was agreed, 
and an approach approved which would encourage the use of learning set 
approaches, but allow other options if more appropriate. 

 
 Chief Executives of PCTs and Directors of Social Services were all informed of the 

programme and its intentions, and were invited to nominate representatives that they 
wished to be involved.  

 
 
1.4 The Launch Event 
 
 The main objectives of the day were:  

 
 To share information on the current policy and developments affecting 

intermediate tier development 
 To learn from each other about what we are achieving and how    
 To agree the key priorities for local programmes (and who will partner whom 

in them) 
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 The format of the event was: 
  

 An introduction to the national policy framework from Department of Health 
leads and other “experts” in the field 

 An update on progress across the region 
 A café exchange exercise – an opportunity for participants to address key 

questions together, so exchanging ideas, experiences and thoughts relating to 
the development of the intermediate tier 

 Locality workshops – focused on identifying key priorities and then agreeing 
their preferred approach to using consultancy support 

 
 Whilst the learning set format was presented as a possible approach, they were 

encouraged to consider other options if these were preferred. 
 
 
1.5 Key Questions for the Café Exchange 
 

1. How do we balance engaging people and meeting their expectations and 
aspirations with a performance management culture?  

2. How do we work in productive partnership across boundaries?  
3. How do we know that what we are doing works?  
4. What is good practice in Intermediate Care?  
5. What are the cultural challenges we face in re-designing services for older 

people?  
6. How can we ensure people are in the right place at the right time and 

demonstrate this? 
 
 
1.6 The setting up of the locality workshops 
 
 Feedback from the event was very positive, and many participants reported on finding 

it a stimulating and thought provoking experience, as well as being informative. All 
locality groups remarked to some extent on the uniqueness of having space and 
opportunity to think and reflect together on:  

 
 What they most needed to focus on and  
 Ways in which to work to best progress their local development 

 
 Following the event, all localities received the write up of ideas and proposals that 

had been developed during the course of the day.  
 
 
1.7 Developing the locality programmes 
 
 Each locality was allocated a preferred link consultant from the NIH team, and agreed 

a programme with them. It was left open to localities to draw on more than one of the 
team for their programme, or to request additional external expertise to be brought in 
(within the limits of the available resources). 

 
 They were allocated 4 or 5 days of consultancy time, according to size of their patch, 

and the NIH team co-ordinated the programmes in partnership with them. 
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 Some localities progressed quickly, building on the decisions reached at the launch 
event. Others decided to revisit their requests, and take different approaches to their 
original plan. By July, some localities had more or less completed their programmes.  
Others were hardly off the starting blocks in thinking through what they wanted to do. 
A summary of the progress by early November is given below. 

 
 

Locality & Lead 
Facilitator 

Activity to date – November 2003 (11 months from 
launch) 

Bradford 
 
Geoff Lake 

Programme priorities to focus on integrating Intermediate Care into the 
whole system, co-ordinating assessment, organisational issues for 
integration and evaluation and outcomes. Workshops have co-
ordinated overall planning and development of local action plans which 
are now being implemented. Programme now complete. 

Calderdale 
 
Gill Herbert 

Initial planning sessions and a first workshop on introducing a new 
assessment and care management function for Intermediate Care now 
completed. Further workshops on developing a transitional home care 
service and more effective integration of existing IC services planned 
for New Year. 

Hull 
 
Geoff Lake  

Work has focussed on the development of an integrated rapid response 
function which would go beyond eligibility for Intermediate Care, and 
provide access to a range of alternative streams of care. 

East Riding 
 
Geoff Lake 

Provisional plans made for benchmarking current services/functions 
which will be followed through between Jan - March 2004. 

Kirklees 
 
Keith Wilson 

Diagnostic sessions on SAP and on Intermediate Care.  Action 
planning taking place based on KW’s “Success Factors Framework”.   
Strategic resource document for SAP as basis to take forward SAP – 
Moving on from process to impact issues in the final session. 

Leeds 
 
Gill Herbert 

Initial workshops stimulated thinking on how to consolidate and make 
existing planning groups more effective. Chief officers concerned to 
ensure compatibility of programme with other agendas. A new NSF 
implementation sub-group has been formed to take forward 
implementation of Leeds IC strategy and develop it further. Priorities for 
action now identified and new group in formal operational mode. 

N Lincs 
 
Andy Bilson 

Work now undertaken in North Lincs to review delayed discharges – 
workshops on Intermediate Care to address issues identified now 
planned for December to agree action plans for change. 

NE Lincs 
 
Gill Herbert 

Workshops to support user & carer consultation about new services 
now planned for early in Jan 2004, but content still under debate.  
 

North Yorks - 
Hambleton & 
Richmondshire 
 
Gill Herbert 

Initial planning identified key themes of developing integrated care 
pathways, pooling resources and reviewing / developing models of 
Intermediate Care services as priorities. Workshops in each PCT area 
have taken place focusing on reviewing resource use across the whole 
system, mental health and Intermediate Care and integrating existing 
services into a meaningful whole. 

North Yorks -  
Scarborough, 
Whitby & 
Ryedale  
 
Geoff Lake  

Whole systems redesign of Older Peoples services to allow for greater 
integration of functions, focussing on key points in system at practice/ 
locality level, the intermediate tier, ‘front’ end of the secondary system 
and locality community facilities (hospitals).  Work completed. 
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Selby & York 
 
Keith Wilson 

Initial diagnostic and planning meetings involved Head of IC and lead 
PCT Director.  Focus has been on senior management engagement as 
per success factor framework & thus engagement with the Older 
People’s Partnership Group and individual meetings with senior 
managers.  PCT has led on development of an IC strategy now being 
consulted upon.  Facilitated workshops have taken place with the first 
line and middle managers most involved.   

Wakefield 
 
Gill Herbert 

Key areas for attention were agreed at a stakeholder day in May 
involving 40 people. Action plan now agreed and new group forming to 
strengthen network operations across Wakefield in taking IC 
development forward, whilst keeping separate service bases for each 
PCT locality. One further workshop on monitoring & evaluation to 
inform commissioning planned. 

 
 In November, the locality programmes were nearing completion in most of the sites. 

Materials and information from these was pulled together to inform the final event in 
December. Some localities are still completing their programmes in March 2004, 
having been unable to find time to run events or finalise planned work, or having had 
to postpone planned events through bad weather. All programmes will be complete 
by the end of March 2004.   

 
 The following analysis draws from learning across the locality programmes completed 

so far and also our experiences elsewhere in development programmes. We believe 
that there is much to be done to ensure we continue to develop the intermediate tier 
in ways that will support optimum development of the whole system of health and 
social care.  We used the key messages from this analysis in our December event,  
to set the scene for planning and progressing the next stage of development across 
the nine health communities. 
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Section Two 

 
Current Issues in Development of the Intermediate  

Tier 
 
 
 
2.1 Focusing on the Intermediate Tier, rather than just developing 

Intermediate Care  
 
2.1.1 The context of Intermediate Care 
 

Undoubtedly the terminology of Intermediate Care, its currency, and understanding is 
variable even within and between agencies and professionals.  Innovation has been 
extensive and often undertaken through whole system approaches.  This has offered 
the first glimpses of a greater degree of inter-professional working, (rather than just 
multi-disciplinary working), more flexibility in resource utilisation, and the emergent 
concept of managed networks rather than loose constituencies of interest.  However 
it is time to recognise where Intermediate Care emerged from and its place and role 
for the future in a wider debate about re-enablement for all. Opportunities presented 
include innovative housing designs and solutions, and developments in the 
management of chronic disease and illness in a range of settings, provided through a 
different skills mix and workforce.  Bringing Intermediate Care into a wider system is 
now imperative whilst recognising its innovation and contribution to “breaking the 
mould”. 
 

 Intermediate Care has a genesis in managing demand during winter months with an 
emphasis on facilitating discharge from hospital at the earliest point in time after an 
individual was clinically fit for discharge. Also, but less evident, was preventing 
admission to hospital and long term care where it was safer and appropriate to do so.  
The development of this function has, to a significant degree, also been about a 
combination of the re-utilisation of existing facilities (i.e. buildings and beds), 
realignment of human resources and some new developments and additional 
investments.  As such it is fair to say that, inevitably, development has been ad hoc, 
dependent on a historical set of facilities and respective financial positions, and 
subject to funding futures which have been non-recurrent. 

 
 Consequently it has suffered from lack of a strategic framework for a more integrated 

approach to developing Older People’s services in order to enable: 
 

 Clarification of the fit / interface of Intermediate Care with other provision 
 Intermediate Care’s contribution to a whole system approach which is pro-

active rather than re-active 
 Differentiation of service elements to develop as an integrated network with 

complimentary functions, comprehensive provision and equitable access 
whoever the provider is  

 An effective approach to the commissioning of the service through proper 
specification, determination of the required outcomes and best value 
requirements  
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 We are now “playing catch-up” with the need to draw Intermediate Care into the wider 
system of provision and the wider planning process. This must include further 
development of the role of extended care programmes and balance within strategies 
of the prevention of crisis with intermediate and extended care functions. We suggest 
therefore a focus on the intermediate tier, rather than specifically on Intermediate 
Care, will facilitate more effective development. 

 
2.1.2 Intermediate Care as a part of a bigger system 
 
 In effect Intermediate Care is a function of some services within a wider system.  The 

inter-dependency with other elements in that system needs to be established if 
Intermediate Care is to be successful. Examples of this might be other parts of the 
system designed to ensure that Intermediate Care is not required, such as: 

 
 Active primary and secondary strategies designed to promote avoidance of 

key risks 
 Early screening of need by primary health care teams including self-screening  
 Clear information about support to carers, how used, and what is available 
 Planned proactive services dealing with those most at risk 
 Extended and episodic programmes of support and intervention  
 The rise of technology as a monitor of risk  
 Community safety strategies designed to promote improved quality of life and 

lessen social isolation  
 
 In order to achieve this we suggest that priorities might be: 
 

 Strengthening links between elements of the Intermediate Care services 
themselves, so ensuring effective communication and feedback between them 

 Addressing the wider issues of how Intermediate Care avoids the potential to 
become a closed system with an ever increasing range of interfaces to 
manage, and thus playing only a time limited role in an individual’s overall 
care programme  

 Constant adaptation and learning leading to greater concentration on network 
development and management on a whole locality basis, with greater 
recognition of the part each element of service plays 

 
This requires an improved appreciation of:  
 

 Cause and effect in whole systems development,  
 The differing policy context for contributory partners 
 The functionality of the various elements as a total entity which will self-adjust 

and need to be adjusted using adoptive methodologies.  
 

2.1.3 The role and purpose of Intermediate Care 
 
 Despite these issues the development of Intermediate Care offers a distinct 

opportunity for a powerful role in leading and driving the change agenda associated 
with: 

 
 Promoting the rights of all for access to re-enablement services which 

maximise personal independence 
 Preventing premature placements in long term care by challenging the 

potentially risk-averse cultures inherent in some traditional approaches  
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 Developing genuinely inter-professional working based on increasingly 
sophisticated understanding of each individual profession and the unique 
skills of its members, as well as those of a more generic nature; together with 
developing a new kind of framework which spans organisational and 
professional skills 

 The use of different organisational approaches to service developments 
through maximising the use of the Health Act 1999 

 Culture and practice change across a range of provision through its leverage 
in promoting risk management, generic user engagement and more holistic 
views of need and response 

 Developing confidence of secondary care clinicians in alternative solutions to 
traditional approaches for post acute care or avoidable admissions. 

 
 In order to achieve our aspirations for a citizenship model for older people strategies, 

(which includes the opportunity to retain privacy, the opportunity to make ones own 
decisions and judgements and exercise ones rights), recognition is needed that many 
elements need to interact effectively together.  To achieve this there is a need to 
become better informed about: 

 
 The outcomes from each element within the wider system, and within 

Intermediate Care  
 What works and what doesn’t work in achieving our objectives, based on hard 

and soft information  
 How best to engage at all levels with the consumer to understand impact and 

effectiveness in their terms  
 How to integrate learning into a continuous development of the system 
 Management of networks of care to ensure all the pieces are not only working 

together, but as individual elements 
 Horizontal integration to ensure the right service is delivered/provided first 

time round 
 Raising skill levels and thresholds, with flexibility to respond and adapt as 

need and demand changes 
 Responses to need in the least intrusive manner.  

 
 We consider below some particular aspects of the intermediate tier, informed by our 

programme. 
 

 
2.2 Integrated care pathway management  
 
2.2.1 What is care management? 
 
 Care management was a core principle underpinning the development of community 

care services in the 90s, and the main process through which user-centred 
approaches to assessment and review were seen to be managed. Primarily seen as 
the role of social workers, the care management model underpinned most policies for 
managing complex packages of care to meet needs across health and social care 
boundaries throughout the 1990s.1 

 
  

                                            
1 SSI & SOSWSG (1991) Care Management and Assessment. Summary of Practice Guidance. HSMO 
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 The policy initiatives introduced in the last decade have led to the development of 
many new service elements alongside more traditional service models in both health 
and social care. In many localities these have been ad hoc developments, adding 
new capacity or approaches to an already complex system of care.  Many of these 
initiatives have been health led, with some led by social services or housing. In 
particular, policies on Intermediate Care and more recent legislation on delayed 
transfers of care have driven rapid development of more “transitional” services, many 
of which are responding to needs for short periods of time.  

 
 Some localities, (e.g. Leeds) modelled service structures on the basis that joint care 

management across health and social care was a core activity. Most relied on social 
workers within multi-disciplinary teams acting as overall co-ordinator of services for 
social care, with limited degrees of co-ordination of the health inputs to care 
packages also being “care managed” through this role. Throughout the nineties, as 
increasing complexity in community based health services emerged, alongside 
market development in social care provision, this role became more of a brokerage 
role than that of care management. 

 
 Developing a new language based on perspectives, which acknowledge the 

complexity of a pluralist and eclectic economy of provision, and the considerable 
number of points of entry, would be timely.  A recognition that a partnership between 
the service user and the system in which a ‘guide’ to pathway management is 
available to ensure equitable access, appropriate responses, with an emphasis on 
quality and timeliness is a key challenge.  Changing the terminology of care 
management away from care and management to reflect a more service user led 
approach, and facilitated journey management through a complex system is what is 
required.  Both the Better Government for Older People work and Ian Philips, the 
National Director for Older People, expressed views which reinforce that the biggest 
challenge we face is complexity and the apparent lack of its management.  

 
2.2.2 New standards on care co-ordination 
 
 Alongside the introduction of National Standards through the NSF Older People came 

the requirement to develop a Single Assessment Process for older people with 
complex needs. This is intended to be a dynamic assessment process, reviewed over 
time, to ensure multi-disciplinary co-ordination of thinking about what needs are to be 
met, how best to meet those needs and to ensure suitable provision is made. Many 
localities are struggling with implementation of this across mainstream services, and 
some are using Intermediate Care services as the location through which to pilot their 
Single Assessment Process.  

 
The localities in our programme identified some important issues arising from the 
rapid development and change in services and processes, including assessment of 
need, relating to care management. Roles and relationships between care managers, 
purchasers and providers are changing. The tendency to move people between 
services, some of which are only providing care for short periods, is increasing the 
number of locations and teams working with older people as they progress through 
their pathways of care. Different configurations of services, multi-disciplinary teams 
and new ways of working mean that traditional time-scales and processes are no 
longer effective in ensuring person-centred care management throughout those 
pathways. 
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 Increasingly there is pressure to move to interdisciplinary working to reduce 
duplication and ensure holistic responses to care. This raises the question of the 
degree to which different professions within the team take on and develop the “care 
management” role. However, drivers for change associated with the Single 
Assessment Process, reimbursement for delayed transfers of care and closing the 
gap between assessment and service procurement and delivery suggest an 
increasing inter-changeability of this role between professionals, and the need for 
swift access to resources regardless of ownership.  This will serve to add impetus to 
inter-professional working with a greater person-centred emphasis.  

 
2.2.3 Introducing and linking the Single Assessment Process to the intermediate 

tier 
 
 The requirement of the new standards set for older peoples’ services is developing a 

simple multi-disciplinary assessment process and ensuring person-centred goals are 
set to achieve optimum rehabilitation potential. How this connects to the co-ordination 
of the care needed to achieve that throughout the pathway is far less clear. This is 
further complicated by the more rapid throughput and tighter timescales for 
completion of assessment defined in the new legislation2 and related performance 
targets. The capacity to provide a single named person responsible for working 
alongside a service user and their carers to assess, plan and co-ordinate their health 
and social care throughout their personal journey through health and care services is 
becoming a rare occurrence. There are few people working in the system who would 
now consider this their primary role across different services. Even where this is the 
case, their contact with patients/clients is often only for one or more brief episodes in 
a much longer pathway. 

 
 The conceptualisation of “pathway” can be very different in different professional 

groups, as is the understanding of the necessary skills involved in “care 
management”.  

 
2.2.4 New models for integrated pathways management 
 
 With so much focus on the “hospital fulcrum”, diverting from admission and facilitating 

earlier discharge from hospital, processes which enable support or supervision over 
time, or indeed review outcomes in relation to action or activity, are increasingly 
limited. The long-held view of the need for a “key-worker”, to form a meaningful 
relationship and to act as advocate when necessary, is being overridden by practical 
considerations of ways in which work can be organised. Similarly, having one named 
responsible person to ensure effective co-ordination and communication is no longer 
possible across many of the transitions made between services. 

 
 We must now think more in terms of “passing the baton” of care co-ordination more 

effectively within and between teams, than in terms of “care management” over time, 
at least during periods of care in which acute medical treatment takes place. There is 
a need to articulate more clearly the expectations, roles and processes involved. It is 
also necessary to ensure all relevant members of the workforce are skilled and 
enabled to develop these new roles.  

 
 A useful learning opportunity could be provided through examining the CPA approach 

in Mental Health Services in which ‘complexity’ is recognised as distinctly requiring 
the clarity of a named, and consistent care co-ordinator whose responsibilities include 
ensuring the whole system works appropriately to the advantage of the service user.  

                                            
2 Community Care (Delayed Discharges etc) Act (2003). Guidance HSC 2003/009 Department of Health 
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 The lack of “joined-up” IT systems has been cited in most localities as problematic in 
addressing some of the above issues. Transmission of detailed information gained in 
assessments, links between primary health care and other community services and 
exchange of information into and out of acute or other residential services is also still 
very weak, with most Intermediate Care services reporting very limited information on 
which to agree plans and goals. Duplication of assessment at the point of entry to 
Intermediate Care is still common practice.  

 

Pathways through Care

Hospital

Intermediate Care

In Patient Out Patient (or
Outreach)

Long Term
Care

Continuing
health care

Residential and
Nursing Homes

Community

At Home

Support
Services

+
Short term Support Services

(Respite, Rehab)

  
 
Pathways through care should be a dynamic integrated whole, not just linear tracks 
through hospital and out again. The above diagram illustrates the possible routes a 
journey through care may take. The intermediate tier should be developing in such a 
way to ensure that all arrows become two-way when appropriate. Ensuring continuity, 
coherence and co-ordination throughout that pathway, with the person at the centre 
of decision making and goal setting, is crucial. We need new skills and approaches to 
achieve this. Achieving quality of care is dependent on such work at individual level 
informing the continuing development of services and processes to ensure individual 
needs are responded to effectively. 

 
 
2.3  Collaboration and partnership (on Whole Systems)  
 
2.3.1  Factors affecting collaboration  
 

When the Department of Health first promoted Intermediate Care it was said3 that it 
was the first real test of partnership working, particularly in conjunction with the 
independent sector, with a pronounced driver towards the use of the Health Act 1999.  
Since the inception of Intermediate Care we have seen: 

 
 

                                            
3 Dept of Health Concordat proposals. DH 2000/0705 
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 The demise of the former Health Authorities  
 The development of Primary Care Groups into Primary Care Trusts 
 The demise of well established networks based on the former Regional Health 

Authorities which promoted co-ordination and information exchange on Older 
Peoples services 

 The appointment of Intermediate Care Co-ordinators at differing stages of the 
evolution of the services with different and often ill-defined roles and 
responsibilities 

 Relatively frequent personnel change in leadership and certainly of style in all 
partnering organisations 

 
 Developing partnerships which offered: strategic vision; clear implementation 

approaches; proper utilisation of allocated resources; and development of partnership 
models based on different governances, are unlikely to have matured in this context. 
A number of our localities have demonstrated serious difficulty in achieving an 
effective strategic approach across organisations in relation to the development of the 
intermediate tier. 

 
 Much has been achieved however in working together at an operational level both 

between a range of organisations and professionals.  Often, this has been achieved 
without: 

 
 Formal mechanisms for the development of single strategies for older 

peoples’ services and best use of resources  
 Effective joint partnerships in the commissioning processes based on strategic 

intentions and agreed outcomes  
 Mechanisms to move from re-active responses to pro-active development 

 
2.3.2  Effective partnership working 
 
 Six key principles to the development of partnership are cited in the Partnership 

Assessment Tool4, which could provide the platform for more effective engagement.  
All of these need to be present and regularly revisited: 

 
1. Recognise and accept the need for partnership 
2. Develop clarity and realism of purpose  
3. Ensure commitment and ownership 
4. Develop and maintain trust  
5. Create clear and robust partnership arrangements  
6. Monitor, measure and learn  

 
 Without such robustness, arrangements for Intermediate Care will continue to operate 

in absence of: 
 

 A resource allocation process jointly owned by the key partner agencies 
 Political and executive leadership which weaves its potential impact into a 

wider performance and public policy framework  
 The necessary link between strategy and operations for specific care groups  
 Challenge to its role, value for money and performance because it is not seen 

as a central plank in intermediate tier shifts in culture  
 Integrated workforce planning, which is essential to the continued 

development of Intermediate Care  

                                            
4 Bob Hudson, Brian Hardy & Eileen Waddington. (2003) Assessing Strategic Partnership. The Partnership 
Assessment Tool. OPDM  
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2.3.3  Governance and inter-dependence 
 
 If a pluralist approach to care is to be developed within the context of governance, 

accreditation, integrated care pathways etc we need to think through the concept of 
managed networks of care which offer: 

 
 The opportunity to ‘badge’ the services rather than the organisation  
 Common constituencies of interest, frequently geographically based and 

servicing particular communities  
 Horizontal working rather than vertical or hierarchical silos operating in 

isolation 
 Collective accountability for a 24 hour, 7 day per week comprehensive 

service, sharing skills and resources  
 

Work undertaken by the Learning Alliance (2002) suggests that the advantages of 
using networks offers gains at the individual and organisational level including:  
 
On an organisation basis  
 

 The ability to speed up practice transfer  
 An opportunity for high quality decisions 
 The provision of multiple perspectives  
 The opportunity to reduce unwanted variations in care  
 Providing a wider risk base  
 The opportunity to retain people  
 Providing an easier basis for benchmarking 
 The emergence of unknown and unplanned capabilities  
 Improving the ability to predict  

 
On an individual basis 

 
 Providing connections for isolated practitioners  
 Access to help and expertise in chosen field 
 Greater social connection (belonging) 
 Alignment around issues that matter 
 Career advancement 
 Enhanced professional reputation  
 Increased professional identity 

 
Inevitably, co-ordination of a network will be important to its success where 
sovereignty of formal accountabilities are diverse.   Hence Intermediate Care requires 
a partnership framework within which the elements can collaborate using a network 
approach with clarity and purpose, desired outcomes and permission parameters.  
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2.4 Inter-professional working and the intermediate tier  
 
2.4.1 Professional independence and inter-dependence 
 

Inter-professional working is an essential ingredient of Intermediate Care. Defined in 
policy in relation to assessment, and comprehensiveness of service provision, there 
is a need for more effective links between different professions at all points through 
the pathway of care.  This has initiated many new debates and challenges for 
localities faced with re-organising services which have evolved into more complex 
configurations, reallocating use of existing skills and resources to fit those new 
configurations. Perhaps more important is achieving the shift in location and team 
compilations to support the objectives of being able to support more of the population 
in their own homes or community settings using multi-disciplinary approaches. 

 
 NIH identifies some of these in a report on developing a workforce for Intermediate 

Care5. Our work in localities on the LILC programme reinforces and extends some of 
the thinking about ways in which we can develop in the future.  

 
2.4.2 Developing and utilising generic assistants 
 
 Many localities have joined the Department of Health sponsored “accelerated 

development programme” for generic assistants. Others are undertaking programmes 
to introduce and utilise a new workforce of people working across professional 
boundaries to provide practical and personal care at different times in individual’s 
pathways. This is requiring new training programmes for the workers themselves and 
this necessarily needs to be within teams and be provided to some extent by the 
professionally qualified staff responsible for their overall supervision. It also requires 
new approaches to on-site supervision from a range of professionals who take 
responsibility for assessing and planning programmes, and ways of ensuring effective 
co-ordination between the professionals involved at any time. This requires new 
training and development opportunities for all staff employed directly within 
Intermediate Care, or within supporting linked services or programmes to provide 
professional inputs from other locations – primary health care, GP practices or 
community services.  

 
2.4.3 Training and competencies 
 
 In Intermediate Care services where generic assistants are now an established part 

of the workforce, they are increasingly reported by their teams as a major asset in 
terms of ensuring user-centred coherence in the assessment and service delivery 
across and between professionals in the team. They are also constantly developing 
new roles. In some teams they are seen to be effective initial gatherers of information 
to inform decisions about which is the most appropriate profession to lead a 
comprehensive assessment.   

 
 
 
 
 
 
 
 

                                            
5 Gill Herbert & Alison Painter. (2003) Enabling Effective Transitions. Developing a workforce for Intermediate 
Care. NIH (downloadable from web-site) 
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 Working with assistants also challenges more traditional professional practice in 
relation to continuing professional development and professional conduct. Defining 
competencies, and working with assistants to achieve these, is one way through 
achieving a confidence that professional standards are being met.6 The intermediate 
tier is demanding that professional standards are not used as a defence for poor uni-
professional practice, but as an opportunity to move into a modern world, where we 
constantly re-define good practice in terms of the users and their carers. This requires 
new skills for individual practitioners, and additional skills development for all 
members of multi-disciplinary teams in terms of undertaking basic assessments in a  
multi-disciplinary way, working alongside each other without duplicating activity and 
developing and supervising skills development in others. These can be seen as “bolt-
on” competencies to core professional practice. 

 
2.4.4 Developing good interdisciplinary practice 
 
 Moving into interdisciplinary practice is very challenging to newly qualified 

practitioners who have not yet found their “professional feet” and this is another 
consideration for workforce development. Whilst many experienced practitioners 
becoming involved in Intermediate Care welcome and thrive on working in multi-
disciplinary services, this is less easy for those lacking confidence in challenging 
other practice, or less skilled in more specialist aspects of their own practice. Social 
workers in particular appear to find difficulty in establishing credibility with other 
professionals in some services, whilst therapy and nursing staff often find conflicts 
between organisational and service expectations, and those within the multi-
disciplinary team. Medical colleagues who truly enter into inter-disciplinary ways of 
working are not as rare as they were, and increasingly we are hearing about 
“champions” of Intermediate Care who are prepared to work to develop excellence in 
these new ways of working. Most other Health Allied Professions are unlikely to be 
dedicated only to Intermediate Care services, but many localities are working towards 
effectively integrating them into broader service models where their skills are needed 
to ensure right care in the right place at the right time. 

 
 It no longer makes sense to have a highly qualified member of a multi-disciplinary 

team undertaking intensive assessment and treatment or provision, without also 
integrating this with inputs and advice from other professionals. This links to earlier 
deliberations on the development of new “care co-ordination” roles for all staff in 
Intermediate Care services. This requires careful thought and further development of 
competencies, beyond traditional practice, which enable effective liaison and inter-
disciplinary decision making and action. It also means clear focus on roles of 
professionals as developers of skills and competencies in others (including users, 
carers and communities) as well as hands-on practitioners.  This is not easy unless 
structural and organisational arrangements support this. We observe that this is often 
better developed in co-located multi-disciplinary teams who can support work in a 
variety of settings, than in groups of uni-professional team based staff who link with 
other disciplines across professional boundaries.  

 
 
 
 
 

                                            
6 Fiona Shield & Pam Enderby. (2002) New NHS: New Workforce. A report on the roles and educational 
requirements of Interprofessional Practitioners for older people.  University of Sheffield. 

 
Nuffield Institute for Health - University of Leeds 

16 



Developing the Intermediate Tier - Sharing the Learning – March 2004 

 
 

 

2.4.5 Effective service models 
 
 Attachment of specific professionals to a single Intermediate Care service is less 

likely to make effective use of time, or be as flexible in relation to individual needs, as 
models which allow services to draw on specialisms as and when most needed. 
Deliberations about reconfigurations in many localities on the staffing of Intermediate 
Care services often seem to pivot on the “control” of professional development 
through recognised lines of uni-professional management. This detracts from 
generating and developing effective multi-disciplinary teams. Developing the 
confidence to co-locate staff in inter-disciplinary teams, under single management 
responsible for integrating activity effectively and ensuring appropriate processes and 
work-load management between staff is reported to be the preferred way forward in 
many localities. Putting this into practice can be painful and challenging for those 
involved, but once operational it is rarely being reported as problematic. Indeed, most 
such operational teams report being able to respond much more flexibly and 
appropriately to the needs presented to them.  

 
 There is no doubt that new services and new teams need to evolve new ways of 

working. Where this becomes part of the team ethos, it can be inclusive and 
energising for those involved. The enthusiasm and drive of some of the new services 
and teams formed under the umbrella of “Intermediate Care” is undeniable. These 
new forms of service may have attracted the “stars” in their professions, but also 
there are indications that effective interdisciplinary working has its rewards in a more 
gratifying and less frustrating engagement in a holistic approach to care.  More work 
with the professional colleges, who are achieving integrated standard raising within 
but not necessarily across professions, is needed here. Their support in achieving 
professional excellence in ways that build in integration and co-ordination of work with 
other professionals is essential. 

 
2.4.6 Risk Assessment and Risk Management 
 
 One key area identified by localities to an essential area for development was 

achieving an agreed risk analysis and risk management framework across 
professional groups and organisations. Promoting independence means learning 
about and supporting others in taking risks, more traditionally dealt with by 
institutional solutions. Staff trained primarily in hospital settings have to develop new 
approaches to risk. Those who have traditionally maintained and supported those 
with complex needs in their own homes have a lot to offer to this learning. Sharing 
risks, and full engagement of users and carers in agreeing to potential hazard 
management, are essential ingredients of successful outcomes for Intermediate Care. 
Most localities are in early days in relation to this, but some examples of good 
practice are now emerging. 
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2.5  Leadership in developing whole system thinking  
 
2.5.1  New roles for leaders 
 
 Systemic changes will not be effective if the responsibilities and accountabilities of 

the individual organisations are ignored. Collaboration or partnership across 
organisational boundaries will run into the sands if these public sector organisations 
do not recognise accountability by politicians for the resources we use.  This is the 
job of leadership. Effective leadership is vital to the achievement of systemic change. 

 
 Leadership is needed to drive changes in organisational purpose and values; the 

development of new strategies; and learning about new ways of relating to and 
adapting behaviour to thrive in a difficult environment. We suggest that this kind of 
leadership (whole system) needs to be based on: 

 
 Stewardship or servanthood where the leader can articulate the vision and 

values of the system or organisation in a way that is more responsive to and 
respectful of the needs of the workforce.  Leaders serve the workforce. 

 Helping others to define problems and opportunities and to frame definitions 
across rather than within organisational boundaries 

 Assisting people to understand and make sense of external pressures whilst 
at the same time supporting processes of learning and adaptation.  Leaders 
can help to maintain focus on the important issues in the face of continual 
uncertainty 

 Developing frameworks within which people can decide what stays the same 
and what should change and within which the workforce can ‘be free’ to make 
sense and take action 

 An ability to think systemically – to ‘map the system’ and to help others to 
make sense of the connections and consequences within the system   

 Encouragement of others to take responsibility for their own actions, to enable 
them to act rather than rely on others to effect required changes  

 A particular focus on team working 
 

2.5.2  Developing a learning culture 
 

Primarily, effective leadership across the whole system requires developing a 
learning culture, where leaders are involved in activities with the workforce to create a 
shared sense of purpose and direction.  Within the programme we have observed 
examples of enthusiastic leaders, clearly committed to partnership working. Few 
however demonstrated the “whole systems leadership” qualities described above. 

 
The observation made in “A Guide to Whole Systems Working” 7, that “separated by 
the boundaries of organisations and with different ways of seeing, based on culture, 
tradition and experience, people find it difficult, if not impossible, to create the shared 
meanings necessary to grapple effectively with the issues facing organisations as 
they strive to serve customers, communities and individual citizens more effectively.” 
 
Leadership which recognises these features and encourages time for reflection, 
consideration and assimilation, would greatly enhance the developmental path we 
have sought to identify in this review.  

 
 

                                            
7 Attwood, Pedlar, Pritchard, Wilkinson (2003) A Guide to Whole Systems Working. 
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2.6  Right care, right place, right time? Is this achievable?  
 
2.6.1 The challenge of inter-organisational coordination 
 
 One mantra of modernisation is right care, right place, right time. This is underpinned 

by requirements on equity of provision within and between localities as far as 
possible, fairness in access to services with demonstrable relevance to population 
needs in relation to cultural and ethnic differences, and flexibility to respond to the 
range of different individual preferences and expectations that our communities 
express. At the same time we are speeding up decision making and transitions, 
adding complexity to mainstream provision and to the number of locations and 
environments in which care can take place.  

 
 Explicit inter-agency statements of eligibility criteria, access arrangements and joint 

processes to ensure effective response to need have been demanded by the 
introduction of fair access to care, continuing health care, and standards set in the 
National Service Framework for older people. They define the range of specialist 
services to which people should have access.  Intermediate Care services are 
defined as link services between many of the mainstream services to which these 
standards apply. They too need to ensure appropriate access and that their role is 
supporting the local whole system in assessing needs and responding to it.  

 
2.6.2 The role of screening 
 
 Crucial to this are the screening processes which decide to whom people are referred 

and to inform the level and complexity of assessment undertaken. Many of our 
localities are using Intermediate Care as a testing ground for the introduction of the 
Single Assessment Process, but others are reliant on its operations elsewhere to 
inform the approach to allocating the appropriate services.  Often those in decision 
making roles in relation to service allocation/referral have little detailed knowledge of 
what the intermediate tier can actually offer, or even less about any informed 
evaluation of what service suits whom best. For those in hospital, it is often over-
stretched and under-trained (in relation to this task at least) ward staff who are 
responsible for ensuring referral to the relevant agency or service. 8 For those living at 
home or in the community, it is the response of primary health care or social services 
assessors at the time of crisis or emergency, which often determines the referral 
route and therefore the potential outcomes.  

 
 Localities report very variable knowledge amongst those referees about the 

intermediate tier. Some have tried to tackle this through pro-active “marketing” of 
available services, through road shows, information leaflets and direct communication 
through linked workers. These have all proved effective to some extent. This works 
whilst staff in referring sites remain stable, but does not always allow for staff 
turnover, particularly use of agency staff. It also does not necessarily enable staff who 
are undergoing constant change in structures, policy and performance targets and 
newly defined processes to build a knowledge base about what is likely to suit which 
patients best. 

 

                                            
8 See information on web-site of Department of Health, Change Agents Team (2003) at 
www.doh.gov.uk/reimbursements 
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2.6.3  The role of the intermediate tier 
 
 The onus on getting people to the right place at the right time therefore falls primarily 

on the intermediate tier itself, to ensure effective information sharing and an 
integrated approach to reviewing effectiveness in relation to particular problems or 
groups. This needs:  

 
 Effective screening, with ability to acquire and analyse available information 
 Appropriate assessment, to complement and supplement that already 

undertaken, to agree goals and objectives and a suitable care plan 
 Allocation of appropriate services – either through direct placement or 

purchasing and commissioning from another provider 
 Review and “care management” through the intermediate tier (or a new role 

in co-ordination of care within an interdisciplinary team) to ensure goals are 
met and appropriate follow-on care arranged 

 Follow-through care management or co-ordination, which supports 
effective transition to longer term arrangements and ensure review of 
outcomes to feed back into service and process development 

 
 Some localities are trying to tackle this through development of an integrated 

approach to assessment and care management through the intermediate tier, but this 
creates new challenges for links with mainstream services (e.g. see Calderdale 
workshop on this).  In an ideal world, a Single Assessment Process will be in place in 
all services, with access to expertise to inform the most appropriate decision making 
at the best time to ensure the right care is commissioned in the right place at the right 
time. To get to this, much more work will be needed to change responses throughout 
mainstream provision. 

 
2.6.4  Linking the intermediate tier to mainstream services 
 
 Many of the services we have worked with in the LILC programme are reporting very 

little ability to influence and drive the follow-up service to which they transfer people 
on discharge from Intermediate Care. This is leading to concerns about lack of 
sustainability of rehabilitation gains, services that undermine rather than promote 
independence and potential for re-admission to hospital or Intermediate Care itself. 
There are reports in many localities of transfers between different Intermediate Care 
services, or of cases which are re-admitted to Intermediate Care a number of times, 
both of which raise questions about the appropriateness of the service model from 
the user perspective. 

 
2.6.5 Demand and supply 
 
 Despite many efforts to build systems which ensure the commissioning of services is 

driven by need, most of our localities report the development of the intermediate tier 
to be primarily driven by meeting nationally set targets and the stop-start nature of 
investment funding. Some development is now being accelerated by the new 
legislation on reimbursement and delayed transfers of care. There is evidence that 
this is fuelling more purchasing of ill-defined interim care, and so creating the 
potential for unintended consequences of increased institutional step-up and step-
down facilities. The result may be an increase in the number of moves, leading to 
more disjointed assessment and inter-disciplinary working and prolonged overall 
length of stay in pathways of care (likely to be a major cost influencer)9. 

                                            
9 Gill Herbert. (2003) Reviewing reimbursment. Report of a West Yorkshire Workshop. NIH (downloadable 
from web-site). 
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 From talking to practitioners in many localities, it appears that the decisions about the 
most appropriate care are very strongly influenced by the availability of supply and 
the models of care determined by the local configuration of services. National 
statistics support this with very notable differences in pathways of care for those in 
localities with very different profiles of service provision (for example, use of 
community hospital beds, more home support services as opposed to bed-based 
models of Intermediate Care etc). Some teams have more autonomy in creating 
individualised packages, but for most, it is driven by what is available on the day. It is 
therefore essential that supply includes more appropriate responses than traditional 
models, and the commissioning of these is informed by evidence of the best way of 
meeting particular needs.  

 
 Informing commissioning to achieve this relies on good information on needs analysis 

and on outcomes – this is the challenge of effective monitoring and evaluation from a 
whole systems perspective. 

 
 
2.7  Monitoring, Evaluation and Feedback Loops  
 
2.7.1 Whole systems approaches to monitoring and evaluation 
 
 Quite a number of the localities involved in the programme have requested 

assistance with developing an approach to monitoring and evaluation of the 
intermediate tier. Our work on this has been informed by our previous work on whole 
systems monitoring and evaluation10. This process built on work undertaken in North 
Yorkshire, Cumbria, Teeside and Shropshire on agreeing local approaches to 
developing a minimum data-set for all Intermediate Care service users, and building a 
systematic reporting system using this data. It is intended that the framework used 
enables localities to reflect on achievements and identified deficits or inadequacies, 
and uses systematic evidence to inform future commissioning. It also is intended that 
by ensuring regular and systematic monitoring, requests for regular and one-off 
reporting to the Department of Health and other monitoring and review bodies is 
made easier and diverts less energy from day to day operations than is otherwise 
necessary. 

 
 All localities involved in the programme have reported difficulties in finding time to 

meet together for the purpose of reviewing what they do, learning from experience 
and sharing ideas on how best to develop the intermediate tier in the future. We hope 
the programme has assisted them in achieving this. In sharing information across 
boundaries, many localities have benefited from the experiences of others. The 
monitoring and evaluation approach is designed to facilitate benchmarking in relation 
to service models, outputs, outcomes and processes. Some localities are now setting 
up benchmarking networks to support such learning in future and to continue to 
develop their approaches to this.  

 

                                            
10 Gill Herbert (2003) Monitoring and Evaluating Intermediate Care in Cumbria. Report of a self-evaluation and 
review process. NIH (to be published on web-site soon) 
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2.7.2 Challenges for Intermediate Tier – what can we measure that makes sense? 
 
 Most externally driven performance targets relate to quantitative analysis of outputs, 

throughputs or flows. This tells us little about the experiences or outcomes for older 
people or other users of the intermediate tier. What we do know is that we are 
offering a broader range of responses to a greater number of people. How 
appropriate those responses are to the needs they are trying to meet is only partially 
understood at this formative stage of service development. The overview of changes 
in provision can be usefully analysed from high level reporting, and an example of 
such research is that of Iain Carpenter11. 

 
 More understanding is needed at local level of the value which Intermediate Care 

adds to the system. Using systematic analysis of data at individual user level, service 
level and locality level has been reported to be helpful by those using the NIH 
framework  (for example, Bradford).  Other localities are now working towards 
introducing a similar framework and development of benchmarking networks (for 
example, Wakefield and North Yorkshire).   

 
2.7.3  Outcomes and impact – can we understand these better? 
 
 In evaluating impact on the users and carers of the new approaches to care, it is 

essential to use qualitative as well as quantitative analysis. Much of the academic 
literature and many previous evaluations have used validated tools to give 
comparative scores on such factors as dependency, quality of life and clinical 
outcomes.  These rarely enable evaluation in user terms of the resultant outcomes for 
people, but can give some useful population and service usage comparators. 
Outcomes for people are much better understood from qualitative data, and the 
systematic collection of this has been built into the monitoring and evaluation 
framework. This is also designed to be a way of making sure all staff in Intermediate 
Care are involved in listening and recording user perspectives of outcomes with 
potential to build this into a quality assurance and development programme.12  

 
2.7.4 Informing future development with past experience – beyond “research 

evidence” 
 
 Very little of the research literature addresses the evaluation of Intermediate Care in 

its current context. There is useful evidence relating to some of the service models 
currently developing but these are often in the context of whole system in which they 
are a stand-alone service. There is also existing evidence on the value and outcomes 
of rehabilitation, but these are not often related to Intermediate Care per se, and in 
many cases are uni-professional in focus and conceptual framework.  

 
 The NIH team undertaking a national evaluation of Intermediate Care for the 

Department of Health are identifying some of the complexities in establishing a 
relevant literature against which to make judgements and from which to draw 
evaluation methodologies. Systems theory is seen to be as important as is 
organisational change research, quantitative and qualitative analysis of outcomes and 
policy analysis.  Success is a complicated thing to define in relation to Intermediate 
Care. Some localities have found using the framework of critical success factors13 
useful. Keeping to simple but doable methodologies has proved helpful to those now 
developing approaches to this. Using a battery of validated tools, rather than one, is 

                                            
11 Iain Carpenter. (2003). ICON project on intermediate are. Report available from 
 http://www.icon-uk.net/ PSSRU, University of Kent. 
12 SPRU (2003) Outcomes into Practice Resource Pack. University of York – to be published in December 2003 
13 Keith Wilson, (2003) Critical Success Factors in Intermediate Care. Whole systems strategies.  
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essential. No existing single tool can provide a meaningful analysis of the impact of 
Intermediate Care services. Qualitative, quantitative and observational approaches 
are needed to gain a better understanding of what is being achieved. 

 
2.7.5 Moving to “smart” commissioning 
 
 Commissioning for outcomes, rather than inputs or outputs, is increasingly the focus 

of current policy directives. This is dependent on ensuring that care packages are 
designed to achieve a particular outcome, and the commissioning of care is 
specifically targeted at achieving that. This demands that supply is appropriate and 
able to deliver this, and providers are fully involved in partnerships to achieve this. It 
also requires sophisticated monitoring to ensure practicability of defined outcomes, 
and that rewards and incentives support achievement directly or indirectly. In tandem 
goes the capacity to withdraw or penalise services that do not achieve agreed 
outcomes.  

 
 This is a complicated world, particularly when entwined with market development and 

market management. We are in a time of crisis in the provision of home support 
services and long-term care in an under-resourced and undermined provider 
framework. Many Intermediate Care services being commissioned are diverting 
resources from long-term care provision. This may be a welcome shift, but it has 
potential for more unintended consequences of crisis in capacity unless effectively 
monitored and managed. This can only be done by linking individual assessments of 
need to systematic analysis of commissioning. This needs to generate introduction of 
creative and flexible service responses. Measuring the impact of doing things 
differently is a complex, but not impossible task. Using case studies, longitudinal 
tracking and simple follow-up interviews can provide a wealth of information about 
outcomes for users. Some of our localities are developing a confidence that they will 
be able to do this in the near future.  
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Section Three 

 
In Summary - Key Messages 

 
 

 We need to take a whole system approach to developing the intermediate tier, not just 
focus on new Intermediate Care services 

 
 New leadership skills and approaches are needed for whole-system management 

 
 Creating a learning culture and a new evidence base are the best basis for future 

development 
 
 
3.1  How should we do this? 
 

Thinking through the development of the intermediate tier 
 

 Intermediate Care is one function of a wider system, ensuring appropriate 
specialist care is available whether hospital care is necessary or not 

 Development of Intermediate Care needs to be part of a wider strategy for older 
people which drives re-design or adjustment of the whole system, not just 
Intermediate Care 

 Intermediate tier development provides opportunities to develop network 
management, comprehensive functionality, greater flexibility and continuous 
adaptation 

 
 
3.2 Integrated care pathway management 
 

 New approaches to better integrated care management are needed to ensure co-
ordinated approaches to care throughout peoples’ pathways. 

 Careful planning is needed to avoid unnecessary moves and ensure coherence 
between services 

 One Single Assessment Process must be an integral part of the process pre, 
during and post episodes of Intermediate Care 

 Care management needs to be fully interdisciplinary and not just a social services 
function  

 Clear responsibility for managing and facilitating each individual’s journey is 
needed providing a point of contact or named resource 

 Assessment and care co-ordination need rethinking as functions which can be 
delivered in different ways 

 There is much work to be done on achieving integrated care pathways, based on 
whole system design and network thinking 

 
 
3.3 Inter-professional working 
 

 Generic workers are a valuable and essential ingredient of good Intermediate 
Care 

 There are many training, workforce development and supervisory issues to 
resolve in achieving optimum use of generic assistants 
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 New approaches to core and bolt-on competencies could help with developing 
skill balances across all professional groups 

 Balancing Continuing Professional Development with effective interdisciplinary 
working is important 

 Joint approaches to risk assessment and risk management are essential tools to 
achieve Intermediate Care objectives 

 Inter-disciplinary working needs a development programme helping workers to 
distinguish between specialist and generic skills, optimising roles for the Single 
Assessment Process 

 Effective inter-professional working includes a broad range of disciplines and 
interests across the whole system 

 
 
3.4 Right care, right place, right time 
 

 New screening functions are needed to ensure equity and accessibility according 
to need 

 Balancing supply and demand requires sophisticated links between assessment 
and commissioning 

 Developing a clear understanding of each service function, coverage and access 
is essential to achieving correct initial placement  

 Establishing geographical equity and 24 hour, 7 day service should be a priority 
 Knowledge about the individual, local networks and agreed systems of risk 

assessment and care co-ordination will enable achievement of this goal 
 Developing a greater range and diversity in the intermediate tier will facilitate 

improvements 
 
 
3.5 Monitoring and Evaluation 
 

 Whole systems monitoring and self-evaluation processes can facilitate future 
development and improvements in services 

 Benchmarking within and between localities using simple minimum data sets can 
help with strategic and operational development 

 Qualitative information is more useful than quantitative in understanding impact 
and outcomes relating to quality of life and social inclusion 

 We need to build from local analyses to inform and supplement the existing 
evidence base 

 Good monitoring and evaluation can lead to efficiency through “smart 
commissioning” i.e. commissioning for outcomes 

 
 
3.6 Whole systems working 
 

 Partnership and whole-systems working requires clarity and focus on outcomes, 
and a sophisticated understanding of inter-dependence 

 Developing modelling techniques around “scenarios” can help understanding of 
the impact of one part of the system on another 

 Network management and adaptive learning can enable shift from organisational 
command and control towards person-centred approaches 

 Whole system working requires demonstration of collective leadership and 
collective accountability 
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3.7 Managed networks of care 
 

 Managed relationships which promote collective responsibility and mutuality are 
more effective than reliance on structural change – this enables 
acknowledgement of sovereignty of organisations 

 More inclusive relationships can be achieved through managed networks which 
engage communities with broader perspectives and interests 

 We are in early days of networks being able to adapt flexibly to demand and 
aspirations 

 
 
3.8 Planning and Commissioning 
 

 Views of older people should be at the heart of all commissioning processes 
 Joint commissioning needs to focus on agreed outcomes and whole systems 

approaches 
 Formal mechanisms can enable local and inclusive partnership arrangements for 

commissioning to develop 
 Planning and commissioning of provision should develop integrated population-

sensitive approaches 
 A Single Strategic Partnership Plan can enable effective commissioning 
 Intelligence from individual assessments and local care co-ordination should 

systematically inform strategy and commissioning 
 There is a need to commission the underpinning strategies e.g. information 

systems that can deliver whole system activity and financial information  
 
 
In Conclusion  
 
 
Priorities in the current policy and performance-improvement environment make many 
demands on services for older people to improve efficiency, reduce waiting times and ensure 
timely and appropriate use of hospital services. The development of the intermediate tier has 
become a major driver of change in the way the whole system works, and how the different 
elements of the health and social care system respond to need. 
 
It is easy within this environment to lose sight of the views and aspirations of older people. 
They identify quality of life in relation to managing as independently as possible, with help 
available only when necessary, in very different terms to many of the professionals who are 
responsible for the development of new services.14 Social inclusion, access to existing social 
networks, and wherever possible returning home with the least number of interim moves if 
they have had to be admitted elsewhere to meet health or social care needs are paramount. 
To address this we need much better “joined up thinking” between the organisations and 
services designed to meet their needs.  
 
We propose that the next stages of development of older peoples’ services must work 
towards better integrated systematic planning, involving all practitioners in changing practice 
in order to achieve this. 
 
 
 

                                            
14 Godfrey, M;Townsend,J & Randall,T. (2003) Priorities for Local Communities. The involvement of older 
people in developing service to enhance quality of life. NIH To be published soon. 

 
Nuffield Institute for Health - University of Leeds 

27 



Developing the Intermediate Tier - Sharing the Learning – March 2004 

 
 

 

We append a programme for a series of workshops, which will be run for our commissioning 
PCTs and their partners in 2004 through the Leading Ideas, Leading Change Programme. 
These have been identified by the programme participants as the most useful areas on which 
to spend further development time. (Appendix One). 
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Appendix One  
 
 

WORKSHOPS 
 
Topic / Main Focus Lead Facilitator  
1) Understanding the impact and outcomes of intermediate care 
Systematic approaches to include in monitoring and evaluation 
programme 
Note – this workshop will look at research on outcomes and work on 
outcome based commissioning 
 

Gill Herbert  

2) Introducing and consolidating monitoring and evaluation 
systems for the intermediate tier 
Taking whole systems approaches to collecting and analysing 
information 
 

Gill Herbert 

3) Developing person-centred approaches to commissioning 
This workshop will consider the potential ways in which outcome 
based and person-centred approaches to commissioning can 
improve provision and impact of the intermediate tier 
 

Geoff Lake 
 
 

4) Addressing mental health needs in the intermediate tier 
This workshop will consider how to improve responses to people 
with depression and low mood, as well as suitable models for people 
with dementia in developing the intermediate tier within a whole 
system context 
  

Gill Herbert 
 
 

5) Developing integrated pathways of care for older people making 
use of intermediate tier services 
This workshop will share ideas on processes for ensuring effective 
management of information and co-ordination of care throughout 
pathways 
 

Gill Herbert &  
Geoff Lake 
 
 

6) Undertaking whole systems analysis to inform future planning 
This workshop will assist with developing new approaches to whole 
systems thinking in relation to older peoples’ services and the 
development of the intermediate tier 
 

Geoff Lake &  
Peter Lacey 
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