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Executive Summary 

1 Introduction 

This project was originally commissioned by the SIP Board early in 2005 to 
explore the impact from changing models of unscheduled care on capacity and 
workforce across acute and community sectors.  It has used a facilitated and 
inclusive approach to develop qualitative and then quantitative ‘models’ of the 
system, ultimately combining these in a simulation tool that can now be used by 
local partners to further enhance dialogue on this important area of service 
provision.   

The report illustrates the use of this tool and provides an indication of the 
nature and scale of challenges facing local partners.  More information is 
available in the Appendices, including participant lists.  Earlier reports and 
material from the project are also available either on-line or from the local 
project co-ordinator, Chris Sutcliffe (Workforce Development Confederation). 

Participants in the project have developed their understanding of the inter-
relatedness of the local system of unscheduled care and have therefore sought 
to draw the boundaries quite wide.  Sectors of unscheduled care have therefore 
included the ‘traditional’ hospital and emergency response elements of the 
service but have also tied in relevant community hospital capacity, intermediate 
care, chronic disease management and end of life care, all of which have 
demonstrable impact. 

2 Sector specific outcomes using the simulation tool 

The simulation tool provides an indication of the likely capacity requirements 
given specific assumptions.  These can be summarised as: 

1. A demographic impact translating into a potential requirement for 78 
more acute beds in UHL for Leicestershire PCT patients by 2010/11 
and 265 by 2020/21. 

2. The ‘counter-balancing’ expectations of the acute sector to improve 
internal processes and thus reduce length of stay for patients (illustrated 
using reductions in length of stay for those currently spending 3 to 14 
days in hospital by 1 day each) and improved occupancy levels (from 
95% to 85%), which on the one hand means a reduced bed requirement 
of 46 beds by 2010/11 and on the other an increase of 113 over the 
same period. 

3. A range of sector specific outcomes that suggest that community 
developments could result in a reduction in acute bed requirements by 
2010/11 of 109 beds consisting of: 

a. 27 beds as a result of improved ‘first-line’ response; 

b. 14 beds as a result of full utilisation of existing unscheduled care 
capacity in community hospitals; 

c. 14 beds as a result of greater use of existing intermediate care 
capacity; 

d. 37 beds as a result of the impact of community matrons and the 
management of long term conditions; 

e. 17 beds as a result of developing end of life services. 

Each of these outcomes are expressed in terms of UHL bed requirements and 
therefore only reflect patient flows from PCTs to UHL.   



The model, however, also provides outputs in terms of PCT specific admission 
rates, which, when aggregated provide an alternative set of outcomes not 
dependant on changes in length of stay or internal hospital changes.  From a 
baseline of 58,300 unscheduled admissions for all PCT registered patients: 

1. An increase of c1.2%pa from demographic changes, equivalent to c.800 
more admissions each year. 

2. A reduction of c.0.6%pa from community matrons and chronic disease 
management, equivalent to saving c.400 admissions a year. 

3. A reduction of c.0.1%pa from end of life care equivalent to saving c.50 
admissions a year. 

4. A reduction of c.0.6%pa from improved first line response, equivalent to 
saving c.400 admissions a year. 

5. A reduction of c.0.5%pa from greater utilisation of existing community 
hospital capacity, equivalent to saving c.300 admissions a year. 

6. A reduction of c.0.7%pa from improved use of intermediate care, 
equivalent to saving c.450 admissions a year. 

The combined impact of these model sectors is to leave the system at 2010/11 
in need of slightly more acute (UHL) beds, due largely to occupancy 
assumptions, but having achieved a 5% reduction in admissions to hospital (all 
acute hospitals).   

Whilst the model cannot guarantee achievement of this target it does illustrate 
the nature of the challenge and the range of assumptions and therefore action 
that needs to be taken to make it happen.  This will be returned to at the end of 
this Executive Summary. 

3 Scenario development and workforce implications 

A set of model assumptions that ‘target seek’ to achieve a more balanced and 
sustainable scenario has also been developed, particularly to allow for a slightly 
reduced UHL bed base requirement at 2010/11 not achieved in the base model 
run described above.  This has been achieved through: 

• Further reductions in length of stay in UHL and less of a reduction 
in occupancy levels; 

• An extension of the target for community matrons; 
• Improved effectiveness in first line response beyond the baseline 

scenario; 
• Increased options and choice of alternatives in end of life care. 

Together with an annual reduction beyond 2010 of 1.4%pa in the underlying 
rate of admission to hospital (indicative of healthier ageing and the general 
impact of preventative and educational programmes) this scenario illustrates a 
more challenging but potentially more sustainable set of assumptions.  The 
outputs from this scenario, including implications for workforce are: 

1. A 5% reduction in bed capacity at UHL and a 9% reduction in acute 
admissions between 2004/05 and 2010/11. 

2. As a result of the above there would be an approximate reduction in 
hospital nursing staff of 5% (although allowance for skill-mix changes 
are not accounted for in this headline figure), but there would be a 
significant increase for community staffing consisting of: 

a. About 106 L7/8 staff, primarily community matrons; 

b. About 89 additional L5/6 staff across the community system; 

 



c. About 292 additional L3/4 staff, particularly supporting the 
management of long term conditions, end of life alternatives and 
extended intermediate care options in the community – with 
significant potential for the development of new joint roles 
between health and social care. 

Of particular note in the workforce outputs of the model is the growth in 
community workforce in the lead up to 2010/11 and the subsequent growth in 
acute sector requirements unless there is success is moderating underlying 
rates of access to acute care. 

4 Key messages and recommended next steps 

The work to date has highlighted: 
• The importance of working across the system to understand system 

behaviour and anticipated impact between sectors; 
• The breadth and inter-dependencies of the unscheduled care 

sector as illustrated by the impact of sectors such as community 
matrons and long term conditions management; 

• The importance of ensuring maximum utilisation of existing 
community resources, including community hospitals and 
intermediate care; 

• The extent of the dependencies between the acute and community 
elements of the system, particularly the systems reliance on 
developing community capacity without which many of the model 
outcomes in this report would be unachievable. 

Action that should arise from this work are suggested as: 

1. Detailed work to map and quantify routes into the acute sector with a 
view to understanding and managing this demand in a more pro-active 
way.   

2. Closer collaboration in pathway design and management between the 
acute and community sectors, particularly in relation to long term care 
and case management clients. 

3. Retention of existing community hospital capacity with the development 
of hospital by hospital capacity plans to maximise utilisation and 
throughput.  In each case clear pathways and ‘exit’ routes from 
community hospitals need to be negotiated and agreed with social 
services. 

4. Mapping the detailed requirements of case managed clients of 
community matrons with a view to quantifying impact on related 
workforce, particularly mental health and social care support. 

5. Consideration as to the way in which the currently disparate elements of 
the long term care sector are managed as a single system with specific 
performance targets. 

6. The identification of capacity for supporting people in the community 
with regard to end of life care equivalent to 3 or 4 geographically 
dispersed end of life teams following case management principles and 
care pathways such as the Liverpool Care Pathway.  These are unlikely 
to be separate teams but would require input equivalent to 
approximately 10-12 in each area with appropriate skill mix (and 
including social care staff). 

 

 

 



1 Introduction and background 

1.1 Introduction 

The project has sought to address the key question of: 

“What impact can be expected from the development of new models of 
unscheduled care in the community on capacity assumptions both in the acute 

and community sectors?” 
It was originally signed-off by the SIP Board early in 2005 and is being 
sponsored by the Workforce Development Confederation for Leicestershire, 
Northamptonshire and Rutland.   

The project has been completed in two broad phases of roughly equal parts, 
the first being primarily concerned with modelling the acute sector and 
identifying where potential material impact on this is anticipated from 
community developments.  The latter phase has sought to model these 
community sectors in more detail and consider the nature and scale of this 
impact. 

The project has taken a broad, strategic approach to unscheduled care 
‘sectors’ within a whole systems approach.  It has sought to include: 

• ‘First-line’ response and the ability to manage and allocate need to 
an appropriate service, whether hospital or community based, and 
at any time of the day; 

• Unscheduled acute admissions, their management and disposition; 
• Community hospital and intermediate care access, capacity and 

throughput; 
• Community matrons and the management of long term conditions 

in the community, including end of life care. 

The methodology adopted has used both qualitative and quantitative modelling 
techniques.  The main body of this report describes the outputs from the latter 
(i.e. quantified outputs of capacity requirements, including workforce) whilst 
Appendix 1 provides details of the qualitative modelling undertaken and 
previously reported (December 2005).   

The process has included a wide range of senior practitioners and managers 
from across the system and has been overseen by its own Steering Group (see 
Appendices 2 and 3). 

1.2 Background – phase 1 

During the first part of 2005 work was undertaken with partners across 
Leicestershire to develop a systems model that simulated potential capacity 
requirements for unscheduled care as the model of service changed across 
community and acute sectors in the medium to longer term.  A full report of that 
stage of work has been completed and was circulated to participants in 
August1.   

                                            
1 Both the report and related briefing material are available at 
http://leicestershire/thewholesystem.co.uk. 
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The key ‘findings’ from this stage of work were: 
• Not surprisingly a ‘do nothing’ option is not sustainable due largely 

to the demographic changes expected over the period modelled, 
i.e. from a base year of 2004/05 through to 2020/21 (with the mid-
point being the anticipated opening of the Pathway Project to 
redevelop the acute sector); 

• That reliance on changes either in the community or in hospital on 
their own would not be sufficient to narrow this gap – and that there 
were significant interdependencies, overlaps and potential for 
double counting of impact; 

• That releasing capacity in community hospitals for greater use as 
alternatives to an acute admission could substitute for some acute 
beds but that this would require stronger partnership working with 
social services for ‘move-on’ services and does not take account of 
current financial recovery plans; 

• That developing chronic disease management services could have 
a similar impact but there is some scepticism about the time taken 
for these services to have the desired effect; 

• That changes in integrated medicine have the greatest single effect 
of reducing OBDs but that there are issues about overlap and 
dependencies with the community sector with the potential to 
double counting; 

• Overall the assumptions of a smaller acute bed base from 2011 can 
only be matched using a combined approach that tackles a wide 
range of services and is clear about their interdependencies. 

Short-comings in the model were identified at the end of this initial phase of 
work, particularly in the understanding and quantification of community 
developments.  There was also a desire to ensure we maximised outputs that 
would inform future workforce planning and commissioning, although the view 
at the end of the initial phase of work was that there was insufficient activity 
information to generate comprehensive workforce outputs. 

It was therefore agreed that a second phase of work be undertaken to: 
• Discuss with each PCT current services, capacity and throughput in 

key service elements, particularly community hospitals, 
intermediate care and out of hours services; 

• To develop other relevant elements of the modelling, for example 
changes to out of hours provision across Leicestershire, ambulance 
service changes and further elements of the acute sector pathway 
redesign projects; 

• And to identify a comprehensive workforce baseline for 
unscheduled care across acute, primary and community services. 

This was achieved through: 

1. Holding PCT meetings & gathering appropriate data; 

2. To convene two County wide workshops to explore different elements of 
the community services and to test out the new model; 

3. To undertake further modelling and development of initial findings for a 
Steering Group meeting and wider briefing sessions. 
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1.3 Report structure 

This report seeks to identify: 
• A range of outputs derived from the model that are ‘sector specific’ 

i.e. that throw light on the dynamics of a particular aspect or 
element of the model such as demographic changes, alternative 
uses of community hospitals or the development of chronic disease 
management and the role of the community matron. 

• A scenario that ‘works’ for the whole system within a timeframe of 3 
to 5 years, i.e. enabling appropriate use of existing community 
capacity, ‘fit’ with UHL pathway plans and not being unduly 
constrained by workforce requirements. 

• An illustration of alternative uses for the simulation tool. 

This report therefore provides the basis for a programme of work that reflects a 
co-ordinated series of actions that build, refine or challenge the current 
direction of travel in each of the four sectors identified.  It has demonstrated the 
importance of this work continuing to engage with a wide range of stakeholders 
and to develop together the assumptions and scenarios that can be informed 
by the simulation tool. 

2 Sector specific model outputs 

2.1 Introduction 

What this section of the report seeks to do is to provide an illustration of the 
possible comparative impact of different parts of the unscheduled care system 
on UHL capacity requirements and Leicestershire unscheduled care hospital 
admissions (including non-UHL pathways). 

It does not produce ‘an answer’ but rather illustrates the nature of the changes 
that would be necessary to continue to provide an appropriate level of capacity 
for this important area of service.  All the assumptions described have been 
chosen to illustrate the ‘dynamics’ of the model and can be changed on the 
basis of improved local data, national evidence or in order to test the sensitivity 
of the system to particular changes. 

Other assumptions, scenarios and combinations of factors can be developed 
and ‘run through’ the model which would then perform its useful task as a 
learning environment to test people’s shared understanding and their 
challenges with regard to the systems being reflected in the model. 

This section also focuses on ‘global’ outcomes although the model has the 
capability and interface features to identify assumptions and scenarios for 
individual sectors and individual PCTs across Leicestershire and the City of 
Leicester. 

2.2 Acute sector unscheduled care capacity 

2.2.1 Assumptions 

As recorded in previous reports the acute unscheduled care sector has been 
built using unscheduled care admissions (FFCE’s) for key specialties2 from the 

                                            
2 General surgery, Urology, Trauma and Orthopaedics, General and Respiratory  Medicine, 
together accounting for 78% of unscheduled care occupied bed days. 
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three PCT clusters using 2004/05 SDDP plan assumptions as the baseline.  It 
has then used a distribution of lengths of stay (Spells3) for the Leicestershire 
PCT residents in unscheduled care for each of the specialty groupings.   

Using a distribution for lengths of stay rather than an average allows for 
different effects to be simulated for reduced occupied bed days (early 
discharge) for those with long lengths of stay and hospital admission avoidance 
where it can be assumed that the distribution of lengths of stay would be 
skewed toward shorter stays4. 

The output from these sets of initial assumptions is to identify a requirement 
during 2004/05 for unscheduled admissions of Leicestershire residents to UHL, 
in the main specialty groupings, of 1,118 beds (assuming 95% occupancy – 
note that for each 1% change in occupancy this varies by about 11 beds).  
These reflect unscheduled care capacity requirements irrespective of bed 
availability such that additional beds over and above unscheduled care 
capacity would overspill to surgical and elective beds. 

2.2.2 UHL capacity requirements 

Table 1 identifies the model outputs for UHL beds under different conditions, 
initially as separate impacts and then as a combined total.  It does not 
incorporate anticipated shifts to the community at this stage. 
 

 2004/05 2010/11 2020/21 
Baseline requirement (beds) 1118 1118 1118 
Reduced occupancy5 1118 1231 1249 
Demographic changes 1118 1196 1383 
Underlying growth6 1118 1187 1311 
Combined scenario 1118 1398 1811 

Table 1 UHL capacity under different assumptions with no community impact 
and no internal process improvement 

This approach identifies an initial ‘worst case’ scenario incorporating: 
• No impact from community developments; 
• Full consequences from demographic changes (i.e. no extension of 

healthy life years); 
• Additional pressures from increased morbidity and/or expectations 

from the public of access to hospital; 
• Reduced occupancy requirements in the acute sector; 
• No internal process improvement. 

                                            
3 It is assumed that the relationship between First Finished Consultant Episodes (FFCEs) for 
admissions data and Spells for lengths of stay is sufficiently close for the use of these two 
data sources alongside each other to provide reasonably accurate outputs. 
4 This would have particular significance for scenarios in which an emphasis was placed on 
reducing admissions, which would in turn result in longer average lengths of stay and 
increased acuity for those patients who are admitted. 
5 From 95% to 85% between 2004/05 and 2010/11. 
6 An increase of 1% pa in underlying demand driven by public expectations and increased 
morbidity, for example from obesity or other long term conditions.  This would be netted off 
once the community matron/long term conditions sector is turned on. 
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Each element would be significant on their own (between 6 to 10% increase up 
to 2010/11).  The impact is, however, cumulative such that the overall effect 
could be as high as +25% by 2010/11 and +62% by 2020/21. 

However, to modify this ‘worst case’ scenario the contribution of process 
improvement within the hospital has been developed using the proxy of the 
Integrated Medicine Programme of changes being implemented during 
2005/06.  This programme consists of three broad elements: 

• For people staying 3 to 14 days – to reduce ALOS by 1 day for 
each patient; 

• For people staying more than 15 days – to reduce LOS by 15%; 
• To reduce readmissions from 13.2% to 8.7%. 

In developing a range of community alternatives the model now reflects 
potential changes on which the latter two targets would be partly or significantly 
dependant, for example earlier discharge for complex clients through the 
involvement of community matrons.  Re-admissions would similarly be 
dependant on the development of alternative models of unscheduled care in 
the community.   

However, the reduction in lengths of stay for people currently in hospital for 
between 3 and 14 days is largely an internal process improvement challenge.  
The model therefore allows for this to be simulated with the impact represented 
in Table 2.  This reduces the bed requirement by 46 beds at 2010/11 and 61 at 
2020/21. 
 

 2004/05 2010/11 2020/21 
Combined scenario (UHL beds) 1118 1398 1811 
Internal process improvement 1118 1352 1750 

Table 2 UHL capacity with no community impact but an element of internal 
process improvement 

2.2.3 Leicestershire PCT unscheduled hospital admissions 

Table 3 identifies a similar range of outputs as for Table 1 but for all 
Leicestershire residents and expressed as annual unscheduled admissions as 
opposed to UHL bed capacity requirements for unscheduled care admissions. 
 

 2004/05 2010/11 2020/21 
Baseline positions (adm pa) 58,328 58,328 58,328 
Demographic changes 58,328 62,658 72,900 
Underlying growth 58,328 61,922 68,394 
Combined scenario 58,328 66,519 85,481 

Table 3 Total unscheduled admissions with no community impact 

The same underlying assumptions underpin these outputs except that changes 
in occupancy level do not directly impact on admissions.  The combined impact 
in terms of annual admissions is an increase of c14% to 2010/11 and 47% by 
2020/21 (approximately 2.4%pa). 
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2.3 Initial response 

This model sector simulates the impact where the initial ‘front-line’ response 
becomes more effective in providing appropriate alternatives to A&E, and 
therefore the potential for saving an acute admission.  It assumes a shift 
between two parallel ‘systems’, one of which allocates people more 
appropriately to community alternatives than the other.   

There is an initial assumption that half of the system provides an appropriate 
disposition and that the other half results in pathways and service responses 
that lead to an admission to hospital at a rate of 40% above this ‘ideal’.  The 
model then allows for the ‘coverage’ of that part of the system producing 
‘appropriate’ patient pathways to increase, in the example below this is from 
one half to three quarters.  The consequence being that admissions are saved.  
The impact of this change is demonstrated in Table 4 with results compared 
with the two combined scenarios identified in Tables 2 and 3. 

 
 2004/05 2010/11 2020/21 

Combined acute scenario (UHL 
beds) 1118 1352 1750 

Impact of improved initial 
response 1118 1325 1718 

Combined scenario (PCT 
unscheduled admissions pa) 58,328 66,519 85,481 

Impact of improved initial 
response 58,328 64,597 83,270 

Table 4 Impact of changes resulting from improved initial response 

As can be seen from this table this improvement makes some contribution but 
is by no means sufficient to net off the increases in underlying pressures.  The 
increase in unscheduled admissions for PCTs is now 43% over the 16 year 
period or 2.3%pa (down from 2.4%). 

2.4 Community hospitals 

The model contains information about the current utilisation of community 
hospital capacity for unscheduled care either as step-down from hospital or a 
GP admission and palliative care (but not those used by intermediate care 
teams).  There is a degree of over-lap between these but overall capacity 
across Leicestershire for these purposes is estimated at 228 beds. 

The model also reflects different average lengths of stay and occupancy levels 
for these facilities based on recent community hospital information gathering 
across Leicestershire in connection with the financial recovery programme.  
When including the community hospital sector within a simulation run it is 
possible to vary individual PCT assumptions or apply a global assumption.  For 
the purposes of this report a global assumption of reduced length of stay to 3 
weeks and increased/consistent occupancy levels of 89%.   

The consequence of this is to enable a notional release of capacity within 
community hospitals that can be used for alternative uses, predominantly for 
avoided admissions from hospital either directly or indirectly as a result of the 
work of the community matron. 
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 2004/05 2010/11 2020/21 

Combined acute scenario (UHL 
beds) 1118 1352 1750 

Impact of community hospitals 1118 1338 1737 
Combined scenario (PCT 
unscheduled admissions pa) 58,328 66,519 85,481 

Impact of community hospitals 58,328 65,429 84,530 

Table 5 Impact of changes resulting from community hospital changes 

Improved utilisation of community hospitals clearly has a potential impact, 
saving 15 UHL beds up to 2010/11 against the underlying upward trend or 
1171 acute admissions annually.  However, the annual growth in acute 
admissions remains at c2.3%pa.  The model also has the potential to simulate 
the impact of additional or reduced community hospital beds for unscheduled 
care in addition to, and alongside, such changes in utilisation. 

2.5 Intermediate care 

The intermediate care sector works in the same way as the community hospital 
with improved throughput enabling greater use of this service for alternatives to 
hospital admission.  The changes illustrated in Table 6 suggest that without 
significant underlying changes in the capacity of this service and/or its 
effectiveness in association with other parts of the community unscheduled 
care system, its impact on UHL capacity requirements or overall PCT 
admissions rates is not significant. 

This suggests that current intermediate care capacity is being used broadly to 
capacity, although there remains the question as to whether the overall scaling 
of the service is right.  This too could be explored using the model. 

 
 2004/05 2010/11 2020/21 

Combined acute scenario (UHL 
beds) 1118 1352 1750 

Impact of intermediate care 1118 1338 1745 
Combined scenario (PCT 
unscheduled admissions pa) 58,328 66,519 85,481 

Impact of intermediate care 58,328 65,521 85,162 

Table 6 Impact of intermediate care changes on unscheduled care capacity 
and admissions 

2.6 Long term conditions 

The long term conditions sector simulates the impact of recruiting community 
matrons.  The recruitment profile spans 2004/05 to 2008/09 and reaches a total 
of 64 community matrons at that point.  As well as the recruitment profile there 
is an assumption within the model that it will take time for full impact to be 
realised due to increased competency of community matrons and readiness of 
the wider system, including services users, to take advantage of alternatives to 
hospital admission at times of crisis. 

The assumptions of impact are based on a caseload of 50 per community 
matron and a saving of 20% of acute admissions for ‘level 3’ clients, who would 
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previously have averaged three such admissions a year.  In addition, for those 
‘level 3’ clients who are admitted there is reduction in length of stay in the acute 
hospital.  Finally, for the saved acute admissions there is an assumption that 
half would require a spell in a community hospital.  The impact of this sector on 
the baseline scenarios is illustrated in Table 7. 

 
 2004/05 2010/11 2020/21 

Combined acute scenario (UHL 
beds) 1118 1352 1750 

Impact of long term conditions 1118 1315 1711 
Combined scenario (PCT 
unscheduled admissions pa) 58,328 66,519 85,481 

Impact of long term conditions 58,328 64,880 83,561 

Table 7 Impact of recruitment of community matrons 

The impact of the community matron programme on acute capacity and rates 
of admissions is a saving of 37 UHL beds by 2010/11 or 1,639 acute 
admissions pa against the ‘worst case’ scenario identified in Tables 2 and 3.  It 
would still mean an increase over the whole period of just under 600 UHL acute 
beds and approximately 25,000 more acute admissions for all PCT patients 
(equal to an increase of 43% or 2.3% pa – down from 2.4%).  

Discussion of the consequence on the wider community workforce as a result 
of the development of chronic disease management for long term conditions is 
contained in section 3 of this report. 

2.7 End of life care 

For end of life care the model has been used to simulate the impact of 
providing alternatives for a proportion of people who are admitted to hospital 
and who subsequently die or who are in hospital with the prospect of death and 
would choose to die elsewhere.   

National data has been used to estimate the number of people who die in 
hospital amongst the Leicestershire population.  A scenario in which 5% of 
those who enter hospital and subsequently die would have chosen to be 
provided with an alternative place of care, plus 25% of those who are in 
hospital but for whom no further treatment is possible and who expect to die in 
the very near future.   

The impact of this scenario is shown in Table 8.  

 
 2004/05 2010/11 2020/21 

Combined acute scenario (UHL 
beds) 1118 1352 1750 

Impact of end of life changes 1118 1335 1731 
Combined scenario (PCT 
unscheduled admissions pa) 58,328 66,519 85,481 

Impact of end of life changes 58,328 65327 84110 

Table 8 Impact of end of life changes on unscheduled care capacity and 
admissions 

The impact of end of life changes on acute capacity and rates of admissions is 
a saving of 23 UHL beds by 2010/11 or 1,192 acute admissions pa against the 
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‘worst case’ scenario identified in Tables 2 and 3.  It would still mean an 
increase over the whole period of just under 600 UHL acute beds and 
approximately 26,000 more acute admissions for all PCT patients (equal to an 
increase of 44% or 2.3% pa – down from 2.4%).  

2.8 Summary of individual sector impact 

The previous sections have identified: 
• The potential underlying growth in demand for UHL capacity 

requirements and PCT total unscheduled admissions based on 
demographic changes, additional increases in underlying ‘demand’, 
reductions in hospital occupancy levels and internal process 
improvements within UHL; 

• The individual impact of each key sector developed in the 
community. 

Table 9 compares these different impacts on a case by case basis. 

 
 2004/05 2010/11 2020/21 Change Saving from 

‘worst case’ 
at 2010/11 

Underlying growth (UHL 
beds) 1118 1352 1750 632 NA 

Impact of initial response 1118 1325 1718 600 27 beds 
Impact of community 
hospitals 1118 1338 1737 619 14 beds 

Impact of intermediate 
care 1118 1338 1745 627 14 beds 

Impact of long term 
conditions 1118 1315 1711 593 37 beds 

Impact of end of life care 1118 1335 1731 613 17 beds 
Underlying growth (PCT 
unscheduled admissions 
pa) 

58328 66519 85481 27153 NA 

Impact of initial response 58328 64597 83270 24942 1,922 adms 
Impact of community 
hospitals 58328 65429 84530 26202 1,090 adms 

Impact of intermediate 
care 58328 65521 85162 26834 998 adms 

Impact of long term 
conditions 58328 64880 83561 25233 1,639 adms 

Impact of end of life care 58328 65327 84110 25782 1,192 adms 

Table 9 Comparison of individual impact on underlying growth in demand for 
unscheduled acute care 

This table provides a comparison of relative impact for each of the main 
community developments.  It suggests that the development of long term 
conditions/community matrons has the single greatest impact on the initial 
assumptions for UHL bed requirements but in terms of admissions the greatest 
impact comes from addressing ‘first response’ and therefore the skills and 
competency of those who provide support at this point of the system. 
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3 Building a potential future scenario 

3.1 Combined impact of system changes 

Each sector described in the previous section has been explored separately 
with its potential impact on the acute sector identified.  This will help to identify 
where the most significant impact can be expected and therefore where 
potential action could be targeted.  However, it would be expected that over the 
timescale of the model all the different elements would be co-ordinated to have 
a combined impact on the system.  This provides a potential future scenario.   

The model outputs in Table 10 are obtained using the following initial conditions 
and assumptions: 

• That the full impact of demographic growth is felt but with no 
additional variation in underlying rates of growth due to changes in 
the general morbidity of the population or their expectations of the 
health system; 

• That within UHL a reduction of 1 day in the LOS for people normally 
staying between 3 and 14 days is achieved during 2005/06 and 
sustained; 

• That occupancy levels within UHL are reduced from 95% to 85% 
between 2004/05 and 2010/11; 

• That the ability of ‘first line’ response to treat, refer or sign-post to 
alternatives to an acute admission is realised; 

• That existing community hospital capacity used for unscheduled 
admissions is used to its full potential; 

• That capacity and throughput of intermediate care services, both 
home and bed based, is maximised; 

• That the full complement of community matrons is recruited 
between 2005/06 and 2007/08 with anticipated impact; 

• That community based options for end of life care are realised. 

The impact of such a scenario is shown in Table 10.  

 
 2004/05 2010/11 2020/21 Change at 

2010/11 
% change 
@2010/11 

Combined acute 
scenario (UHL beds) 1118 1352 1750 +234 beds +21% 

Impact of co-ordinated 
changes 1118 1147 1381 +29 beds +3% 

Combined scenario 
(PCT unscheduled 
admissions pa) 

58,328 66,519 85,481 +8,191 adm 
pa +14% 

Impact of co-ordinated 
changes 58,328 55,293 66,517 -3,035 adm 

pa -5% 

Table 10 Impact of co-ordinated multiple changes on unscheduled care 
capacity and admissions 

Of particular note in this output is the potential for admissions to be managed 
over the short to medium term whilst expectations of bed capacity continue to 
rise.  The single most significant contribution to this is the assumption of 
reduced bed occupancy from 95% to 85%.  Table 1 identifies this as raising 
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bed requirements by 113 beds.  Sensitivities and alternative scenarios are 
returned to later in this section. 

3.2 Workforce implications 

The approach to determining workforce requirements as a result of changes in 
the model of care has been: 

• To establish a baseline for key workforce groups occupied primarily 
in supporting or caring for people in hospital for unscheduled care 
as well as workforce groups within the community delivering the 
services covered in the model, i.e. community hospitals, 
intermediate care and support for people with long term conditions; 

• To allocate staff according to a broad ‘case-mix’ for each staff 
group in line with agenda for change levels (3&4/5&6/7&8); 

• To identify from within the model capacity drivers for each element 
of the workforce and thereby ‘simulate’ future requirements for 
staffing in hospital and the community at different skill levels. 

Table 11 summarises the outputs based on this methodology arising from the 
combined set of assumptions detailed in 3.1 above. 

 
 

2004/05 2010/11 % 
2020/21 
(from 

2004/05) 
% 

Hospital consultants7 58.2 -1.8 -3.1% +8.7 +14.9%
Hospital nursing8 1,453 +37.2 +2.5% +341.6 +23.5%
Community hospital nurses9 175 +19.2 +11.0% +19.2 +11.0%
Intermediate care nurses10 289 +7.2 +2.5% +7.3 +2.5% 
Long term conditions11 staff 0 +251.9 NA +262.9 NA 
End of life care nurses 0 +34.5 NA +39.4 NA 

Table 11 Impact of initial combined scenario on workforce requirements 

Issues identified either directly from Table 11 or through consideration of the 
detailed make-up of these figures include: 

• Changes in acute sector workforce capacity up to 2010/11 are 
moderated by the extent of investment in community capacity 
identified in the model, whilst subsequent changes between 
2010/11 and 2020/21 are no longer subject to further investment in 

                                            
7 Based on weighted share of activity on inpatients for consultants in five main unscheduled 
care specialities. 
8 Based on bed to wte nurse ratio of 1:1.3 as used in lower acuity element of pathway project 
assumptions. 
9 A ratio of 1:1 community hospital beds to wte nurses is used here. 
10 Intermediate care includes beds in community hospitals and in care homes as well as at 
home.  A lower ratio of 1:0.8 beds/places to wte nurses is used for this staff group.  The total 
will include local authority or care home staff required to support this client group as well as 
health staff. 
11 Based on the introduction of community matrons but with an assumption of some saving on 
workload on District Nursing.  Existing workforce supporting people with long term conditions 
in primary care should be part of the model of care and may provide some of the additional 
capacity noted here. 
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the community, no further ‘shift’ takes place and hospital workforce 
capacity requirements are ‘at the mercy’ of demographic changes; 

• The marginal reduction in required access to hospital consultant 
capacity by 2010/11 may enable greater flexibility to work across 
the hospital/community interface and is not considered a case for 
less overall access to specialist staff; 

• Increases in hospital nursing staff are in the order of 2.5% increase 
between 2004/05 and 2010/11.  Consideration as to whether such 
an increase can be realised through productivity initiatives may be 
relevant; 

• Increases in community hospital staffing requirements reflect 
increased occupancy and throughput in this sector.  The estimate of 
19 additional staff or an 11% increase may therefore need 
modifying to reflect baseline establishments for community hospital 
staffing levels already in place; 

• Increases in intermediate care workforce are relatively small on 
initial assumptions that capacity will remain the same but 
improvements in utilisation will be achieved; 

• In the make-up of community hospital and intermediate care 
workforce there is a significant shift in emphasis from those 
supporting ‘step-down’ rehabilitation support to ‘step-up’ hospital 
avoidance activity.  This will have implications for the nature and 
skill set of this staff group; 

• Increases in staff for long term conditions is made up of the 64 
additional community matrons, approximately 39 Level 5/6 staff 
(after a partial reduction in District Nurse workload) and 160 new 
level 3/4 staff.  This reflects the working assumptions from within 
the project group that a significant workforce at Level 3/4 will be 
required to support these case managed clients and to meet 
previously unrecognised need, particularly in social care/support 
and for mental health support; 

• For long term conditions and end of life care there is a modelling 
assumption that the service starts from zero.  However, staff 
working in primary care on, for example diabetes, chronic heart 
disease or palliative care specialists, already provide some capacity 
for this client group and whilst new initiatives in these areas will 
require additional resources it is also reasonable to include existing 
skills and resources in the future model of care; 

• Model outputs for end of life care suggest the development of 
capacity across Leicestershire consisting of 3 to 4 level 7/8, 10 to 
12 level 5/6 and 20 to 24 level 3/4 staff. 

Table 12 provides a summary of the changes in workforce in terms of Agenda 
for Change levels as a result of this initial scenario. 
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  2010/11 2020/2021 

L7/8 +1.3 +12.3 
L5/6 +17.2 +158.5 
L3/4 +18.6 +170.8 

Hospital 

TOTAL +37.1 +341.6 
L7/8 +66.2 +68.9 
L5/6 +60.4 +63.0 
L3/4 +186.2 +196.9 

Community 

TOTAL +312.8 +333.4 

Table 12 Summary of workforce changes by ‘level’ 

3.3 Alternative scenarios 

Up to this point the model scenarios have been developed from consideration 
of individual sector targets that are independently determined and then 
aggregated.  This produces a range of outputs that reflect the initial conditions 
and assumed sector changes.  Whether this achieves a long term sustainable 
future is not factored in at the outset of this process. 

However, the model can also be used to ask the question “what conditions are 
necessary to achieve a sustainable acute sector utilisation consistent with 
current projected capacity?”  This enables a ‘target seeking’ approach to be 
used and allows for further detailed testing of the assumptions, and challenges 
to current targets.  For example, we can extend coverage of greater 
effectiveness in first line response beyond the initial assumptions, we can 
increase the targets for community matrons or we could increase capacity as 
well as utilisation rates for community hospitals and intermediate care. 

No one scenario is ‘right’.  The model can, however, be used to facilitate 
discussion between parties to arrive at an alternative scenario that can then be 
used as the basis of future planning and ongoing monitoring. 

One such alternative scenario is described here to illustrate what performance 
and activity improvements may be necessary to achieve a sustainable acute 
sector in line with ‘Our Health, Our Care, Our Say’.  It consists of: 

• A reduction in the LOS for people staying between 3 and 14 days of 
an average of 1.5 days instead of 1 day; 

• A reduced occupancy target for the Acute Trust of 88% instead of 
85%; 

• An extension of the community matron target from 64 to 100 and a 
reduction in the average time it takes to become competent from 
nearly 2 years to 1½, with implications for training, education and 
regulation; 

• An increase from 75% to 80% of the effective coverage of ‘first-line 
responses that maximise hospital avoidance;  

• An increase in the options taken in end of life care from 5 to 10% at 
admission to hospital and from 20 to 30% when options for 
discharge are being considered; 

• A reduction in the rate of admissions to hospital from 2010 of 
1.4%pa through the impact of preventative measures, improved 
education about the use of hospital services and people’s 
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propensity to grow old more healthily (this has the effect over the 
2010 to 2020 period of compensating for demographic changes). 

The output from this modified scenario is shown as line 3 in Figure 1 and also 
in Tables 13 & 14.   
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Figure 1 Alternative ‘target seeking’ scenario 
 

 2004/05 2010/11 2020/21 Change at 
2010/11 

% change 
at 2010/11 

Combined acute 
scenario (UHL beds) 1118 1352 1750 +234 beds +21% 

Impact of co-ordinated 
impact 1118 1147 1381 +29 beds +3% 

Revised target seeking 
scenario 1118 1059 1065 -59 beds -5% 

Combined scenario 
(PCT unscheduled 
admissions pa) 

58,328 66,519 85,481 +8,191 adm 
pa +14% 

Impact of co-ordinated 
impact 58,328 55,293 66,517 -3,035 adm 

pa -5% 

Revised target seeking 
scenario 58,328 53,066 52,980 -5,262 adm 

pa -9% 

Table 13 Alternative ‘target seeking’ scenario (based on Table 10) 
 

  2010/11 2020/2021 
L7/8 -2.8 -2.5 
L5/6 -35.7 -32.2 
L3/4 -38.5 -34.7 

Hospital 

TOTAL -77.0 -69.4 
L7/8 +83.8 +106.6 
L5/6 +73.8 +88.9 
L3/4 +231.7 +292.4 

Community 

TOTAL +389.3 +488.0 

Table 14 Workforce outputs for alternative ‘target seeking’ scenario 
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This suggests that an alternative, more ‘aggressive’ set of assumptions can be 
identified that delivers on sustainable change in the short to medium term.  
However, the workforce implications, above and beyond the recruitment of 
community matrons, are significant and go well beyond the individual scope of 
what PCTs, in their traditional provider role have been able to deliver in the 
past.  The significant increases in community staff, particularly in the 
management of long term conditions and end of life care, raise challenges of 
collaborative and integrated working with social care. 

3.4 Further use of the model – an illustration 

The model is able to produce a range of outputs in response to specific 
questions and sets of assumptions that can be developed by local partners.  An 
example of this may throw light on a current challenge in the system regarding 
financial recovery and particularly the use of community hospital capacity. 

The model assumes that community hospitals have the potential to improve 
their utilisation rate.  That being said there are alternatives for the use of this 
released capacity: either increasing admissions as alternatives to hospital 
and/or closure of capacity to release money. 

It is feasible that both can be balanced, however, the stakeholder group work 
has identified a further call on these community hospital beds arising from the 
development of chronic disease management.  Figure 2 identifies a time delay 
between the potential to improve utilisation of community hospital beds (line 1) 
and the anticipated call on these beds by case managed clients of the 
community matron (line 2).  As long as the latter is below the former there is 
potential for savings or additional admissions as alternatives to the acute 
hospital, i.e. hospital diverts.  However, as the output shows, premature closure 
of community hospital capacity with no plans for development of alternatives in 
the future would constrain the effectiveness of the community matron in 
supporting their client base and potential for subsequent avoidance of 
admission to UHL. 
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Figure 2 The relationship between released community hospital beds and 
demand for this capacity generated by community matrons 
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3.5 ‘Addendum’ – further scenarios 

At the final project workshop held on the 2nd March participants were tasked 
with developing additional ‘what if’ scenarios to be tested in the model.  Five 
groups considered different alternative futures (details at contained in Appendix 
4). 

3.5.1 Group 1 

This group suggested two alternative assumptions for the model: 

1. That the ‘effective’ element of first line response could further reduce 
the proportion of people being admitted to hospital from 15% to 10%. 

2. That alternative assumptions about workload replacement for District 
Nurses as a result of the introduction of community matrons could be 
explored. 

The additional benefit, in terms of acute beds/admissions saved as a result of 
the former would be in the order of 25 beds or 1,500 admissions a year, 
although it would be expected that there would also be knock-on impact on 
community workforce not currently factored into the model. 

With regard to work substitution in the community as a result of the introduction 
of community matrons and therefore the potential impact on District Nurse 
requirements a reduced assumption of 25% (from 50%) would mean retaining 
approximately 27 wte post previously assumed not to be required. 

3.5.2 Group 2 

This group considered two substantive elements to be tested in the model: 

1. A reduction in community hospital capacity. 

2. Additional patients deemed appropriate for intermediate care. 

The former would result in additional acute sector capacity requirements of 8 or 
9 beds arising from approximately 650 additional acute admissions a year.   

The scale of the increase in intermediate care clients of 5 per week across 
Leicestershire had minimal impact reducing acute hospital capacity 
requirements by only 3 beds. 

3.5.3 Group 3 

This group considered some challenges and potential ‘system feedback’ within 
the community matron sector, in particular the possibility that their impact 
could meet with ‘diminishing returns’ and that recruiting and developing 
expertise could denude other parts of the system with these skills.  The impact, 
for example of only being able to recruit 50 instead of the 64 community 
matrons would appear from the model to have limited short term impact but 
more significant longer term impact resulting in c400 more acute admissions a 
year and therefore requiring up to 45 more UHL beds. 

In addition the group considered assumptions underlying the end of life sector 
and suggested a lower proportion of people choosing to be discharged to an 
alternative location to end their lives from 30% to 20%, which would result in 5 
additional acute hospital beds.  There would also be an impact on the 
workforce required to support these clients in alternative settings. 
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3.5.4 Group 4 

This group considered a number of factors that have the potential to be 
modelled but are not currently factored into the existing model.  These 
included: 

• The local availability of social services assessments beds; 
• Greater deployment of community hospital be utilised for acute 

hospital avoidance; 
• The impact of developing the community matron workforce on 

intermediate care capacity; 
• The potential to reduce deaths in hospital and provide alternative 

end of life options for people having undergone elective surgery as 
well as from unscheduled admissions. 

3.5.5 Group 5 

Similarly Group 5 explored issues of potential future interest in modelling 
unscheduled care, namely: 

• The impact of charging for inappropriate attendance at A&E; 
• The deployment of A&E Nurse Specialists to divert admissions; 
• The development of multi-disciplinary teams in A&E; 
• The potential to reduce deaths in hospital and provide alternative 

end of life options for people having undergone elective surgery as 
well as from unscheduled admissions as in Group 4. 

3.5.6 Other comment 

In addition comments fed back by the groups included: 
• The need to integrate model outputs with financial modelling for 

cost effectiveness; 
• The potential to model the impact of practice based commissioning; 
• The importance of modelling social services resources by 

integration; 
• The need to consider limitations of skill availability to deliver change 

– also reliance of community on acute who will be a Foundation 
Trust and in competition for business through PBR; 

• Improved effective discharge on LOS, currently a major problem. 

4 Use of the model and next steps 

The development of this ‘tool’ has provided a baseline for improved 
collaboration across the unscheduled system of care in such a way as to 
develop joint assumptions and performance targets that meet the often 
competing incentives within the system.   

It is interesting to note that in using the model, as illustrated in the section 
above, there has been a tendency to be ‘cautious’ rather than ambitious about 
assumptions and targets.  Whilst this can be fully understood in what is clearly 
a complex and inter-related system the over-arching message emerging from 
the exercise has been the challenging nature of achieving a future that can be 
sustained in terms of capacity. 
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Whilst the model has provided an initial set of ‘answers’ about the feasibility of 
achieving a balanced position with regard to capacity across the whole system 
it will be most useful if used to challenge and develop these assumptions over 
time and thereby build trust and understanding across this system. 

The work to date has highlighted: 
• The importance of working across the system to understand system 

behaviour and anticipated impact between sectors; 
• The breadth and inter-dependencies of the unscheduled care 

sector as illustrated by the impact of community matrons and long 
term conditions management; 

• The importance of ensuring maximum utilisation of existing 
community resources, including community hospitals and 
intermediate care; 

• The extent of the dependencies between the acute and community 
elements of the system, particularly the systems reliance on 
developing community capacity without which many of the model 
outcomes in this report would be unachievable. 

Suggested action that arises from this work would include: 

1. Detailed work to map and quantify routes into the acute sector with a 
view to understanding and managing this demand in a more pro-active 
way.   

2. Closer collaboration in pathway design and management between the 
acute and community sectors, particularly in relation to long term care 
and case management clients. 

3. Retention of existing community hospital capacity with the development 
of hospital by hospital plans to maximise utilisation and throughput.  In 
each case clear pathways and ‘exit’ routes from community hospitals 
need to be negotiated and agreed with social services. 

4. Mapping the detailed requirements of case managed clients of 
community matrons with a view to quantifying impact on related 
workforce, particularly mental health and social care support. 

5. Consideration as to the way in which the currently disparate elements of 
the long term care sector are managed as a single system with specific 
performance targets. 

6. The identification of capacity for supporting people in the community 
with regard to end of life care equivalent to 3 or 4 geographically 
dispersed end of life teams following case management principles and 
care pathways such as the Liverpool Care Pathway.  These are unlikely 
to be separate teams but would require input equivalent to 
approximately 10-12 in each area with appropriate skill mix (and 
including social care staff). 
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Appendix 1:  Development of qualitative maps of the system 
(workshop sessions) 

1 Approach 

The purpose of the two workshop sessions held in November was to explore and develop 
qualitative maps of key service elements so that structure and behaviour could be 
explored before a process that would ‘rationalise’ and quantify these into a simulation tool 
(participants in the workshops are also listed in Appendix 1).  The key areas for 
development were identified at the end of the first phase of work and have been re-
enforced and added to through PCT and other discussions.  Initially they consisted of five 
areas, namely: 

• Long term conditions; 
• Intermediate care teams; 
• Community hospital bed use; 
• Emergency & Urgent ‘first-line’ response; 
• End of life care. 

During the workshop process the community hospital and intermediate care team sectors 
were combined.  In addition, whilst the ‘influence maps’ were kept separate the inter-
relationships between long term conditions and end of life care were recognised as being 
significant. 

The approach to developing a map of the system has been to use ‘influence diagrams’.  
Figure 1 provides a simple illustration of such an influence diagram – the story line goes 
like this; 

• The more eggs you have the more chickens you have (same direction 
influence – one goes up the other goes up, and visa versa); 

• The more chickens the more eggs – but also the more road crossing; 
• The more road crossings you have the less chickens (opposite direction 

influence).  

The first loop is reinforcing in that if left unchecked it would spiral upward exponentially 
whilst the second is a balancing loop which will tend to result in the ‘system’ of chicken 
and egg reaching equilibrium.  Representing systems like this can assist in identifying 
anticipated system behaviour.  In the influence diagrams developed at the workshops and 
reflected in the following pages a notation of D indicates the presence of a significant 
delay in the system. 
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Figure 3 Simple ‘causal loop’ influence diagram 
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2 Influence diagram outputs 
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The ‘core’ of this influence diagrams reflects the pathway from a crisis event through to either a hub 
or a non-hub/traditional response to potentially either an A&E visit and/or an acute admission.  This 
is constrained at present by the hub not being 24/7 i.e. currently only OOHs and only limited 
integration with 999 calls. 

As the hub functions become better understood, more widely available and more integrated to 
existing services and functions the percentage of crisis events that are managed in this way will 
increase. 

It is assumed that greater concentration of activity through the hub and/or primary care will facilitate 
onward referral to alternatives, other than A & E attendance and/or acute admission, including self 
help centres/rapid response/intermediate care services utilising beds in the home as well as 
community hospitals. The availability of beds will be a constraining factor.  The general availability 
and confidence in referrals to other responses will be a limiting factor (not explicitly reflected in the 
above diagram). 

An additional element of the emerging model of care is the potential for ‘response at home’ 
exemplified in this illustration by the Emergency Care Practitioner.  With greater responses of this 
type fewer people will need to be admitted to an acute bed.  The availability of services in primary 
care centres and the variation in services between centres restrains their use. 

The skills level and competencies of staff and the quality of algorithms all go to improve the 
effectiveness of triage, which in turn supports the alternative pathways identified in the influence 
diagram compared to a traditional response that may have led more immediately to a hospital 
admission. 

Finally it would be expected that practice based commissioning would seek to reduce hospital 
admissions where appropriate due to the cost benefits and quality of alternative responses. Clearly 
there are a range of other influences at play that will impact on this element of the model that are 
less quantifiable such as those reflected in the long term conditions influence diagram. 
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2.2 Long term conditions and community matrons 
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Starting at the bottom left of the diagram a set target for the recruitment of community matrons 
drives the system with ‘adjustments’ to current community matron capacity (initially at 0) reflecting 
the recruitment process. 

Community matron capacity is primarily targeted at complex cases who require a high degree of 
case management.  However there are policy decisions to make about the support and input 
community matrons provide to work amongst ‘Level 2’ clients.  If this input is effective it can help 
slow down the rate at which ‘Level 2’ clients become ‘Level 3’ clients but this will impact on the 
take-up of other community health and social care services.  The bulk of the time spent on ‘Level 3’ 
clients will result, over time, in the development of competencies amongst both professionals and 
carers and lead to more appropriate care and support being provided. 

More appropriate care and support should lead to less unscheduled care events whilst reducing the 
rate that Level 2 clients progress to Level 3 will also reduce unscheduled care events.  Less 
unscheduled care events will reduce capacity requirements at A&E, hospital admissions and in out 
of hours services. 

More appropriate care and support will lead to a greater degree of control by the client and 
improved health and quality of life, including opportunities for community engagement and 
therefore, in the case of older people, a more active old age.  Being ‘in control’ will lead to more 
planned care interventions such as diagnostics, community hospital stays and respite provision. 

An increased number of case managed clients may reduce GP appointments but is likely to 
uncover unmet need including mental health care, social service needs and other specialist 
community staff such as therapists. 

Finally, there will be an influence on perceived value for money of the original investment in 
community matrons which will reflect a balance of improved health and reduced unscheduled care 
against increased planned care and meeting previously unmet need.  This perceived value for 
money will influence the service attractiveness for commissioners and feed back into re-setting 
targets for recruitment which will increasingly be in the control of GPs as practice based 
commissioning is introduced. 
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2.3 End of life care 
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End of life care was developed as a separate element at this stage of the process in order to 
ensure the potential impact and timescale of changes were explored and captured.  However, there 
was a general consensus that this area of support represented one element of the long term 
conditions ‘sector’ of the model of care and that the same principles and staff groups would 
underpin delivery of new approaches.   

The key changes in the model of service reflects a move toward ‘anticipatory care’, i.e. pro-active 
rather than reactive responses – as is the case in long term conditions generally.  In this respect 
the ability to respond to a crisis event out of hours becomes critical with contingencies and 
alternatives available through a service redesign approach.  The key link into the modelling work 
was the expectation that ‘crisis events’, including those that may signal end of life, do not 
necessarily require a hospital admission. 

The influence diagram reflects the current, ‘traditional’ response where a ‘crisis event’ experienced 
by someone who is terminally ill will result in them accessing either a hospital bed through an 
unscheduled care admission or other clinical interventions. 

An alternative response of symptom relief, pain control and ‘TLC’ may, however, have been chosen 
by the client, supported by community practitioners.  However, for this to be delivered both the 
awareness and willingness of people to make these choices needs to be raised and the resource 
necessary to make the response needs to be enhanced.  In addition an element of service 
redesign needs to take place to enable these alternative responses to be available. 

The diagram therefore identifies a process of engagement and awareness raising amongst clients, 
patients and community practitioners, including GPs.  The result of this would be greater choice of 
alternatives to hospital admission at these key times toward the end of life.  It is recognised that 
this heightened awareness and alternative choices would not be complete ‘over-night’.  Processes 
need to be in place to identify those who could be offered alternative responses and the 
appropriate protocols and governance arrangements put in place. 

The model then identifies the range of resources that would need to be developed to meet the 
service redesign and patient/client choices.  It is recognised that whilst current end of life care for 
some cancer clients reflects the model identified here the resource required to enable the approach 
to be available to all those with end of life conditions needs to be identified. 
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2.4 Community hospitals and intermediate care 
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The bottom left hand corner of this influence diagram identifies a staffing complement for 
intermediate and community hospital staff which acts as an overall constraint within the model as to 
the potential caseload supported.  This caseload is determined by ‘policy’ decisions about the 
balance of time staff dedicate to ‘step up’ (alternative responses to an acute hospital admission) or 
‘step down’ (rehabilitation and re-enablement focussed) services. 

Step-up caseload will be influenced by a range of factors including the number of crisis events, 
levels of staff competencies to support particular client needs, the availability of technology or 
equipment to enable appropriate care to be given and enabling policies such as nurse prescribing. 

In respect to step down caseloads this again will be dependant on a range of similar factors as well 
as the number of patients ready for discharge from hospital who may be deemed appropriate and 
with the potential to benefit from an intermediate care intervention.   

The availability of community hospital beds is identified as a further ‘policy’ decision in terms of 
both overall capacity and the proportion notionally made available for step up or step down clients.  
The use of such beds needs to be seen in the context of perceived value for money in regard to a 
bed based solution to intermediate care compared to a response that supports people, through 
intermediate care, in their own home. 

In conclusion this particular influence diagram enables the identification of a small number of key 
policy variables that can be used to ‘control’ and manage the system, particularly the number of 
community hospital beds and the balance expected within the system across step-up and step-
down capacity.  The wider model reflects the challenge of balancing the different resources across 
the model in such a way as to reflect these decisions. 
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Appendix 2 – Steering Group members 
Trish Knight (Chair) Director, Workforce Development & Commissioning, LNR WDC;  

Steve Gulati, Director of HR & OD, LCW PCT;  

Peter Lacey, Whole Systems Partnership;  

Aileen Rickett, Project Manager SIP/IPH, UHL;  

Andy Williamson, Surgical Project Manager, UHL;  

Mike Wren, National Healthcare Workforce Planning Tool Project Manager LNR WDC;  

Steve Birks, Workforce Development Manager, UHL;  

Alistair Blane, Strategic Programme Director, LNR SHA;  

Deborah Jaines, Director of Planning & Commissioning, MRHPCT;  

Tony Madge, Director of Strategy & Commissioning, EL PCT;  

Andrew Rundle, Director HR, SL PCT;  

Helen Seth, Deputy Director of Operations, UHL;  

Chris Sutcliffe, Workforce Development Manager, LNR WDC;  

John Whittingham, Assistant Director of HR, UHL. 

Appendix 3:  participants in the workshops & PCT 
discussions 
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Sue Alexander Health Development Manager EL PCT 

Emma  Aronica Walk in Centre Manager CNWL PCT 

Richard Bailey Director of Strategic Development SL PCT 

Anna Barrett Director of Quality & Professional Practice CNWL PCT 

Nikki Beacher Senior Nurse Melton District Hospital MRH PCT 

Steve Birks Workforce Development Manager UHL 

Alistair Blane Strategic Programme Director LNR SHA 

Adrian Brooke Consultant LCW PCT 

Clive Brookes LLR Recovery Project Manager CNWL PCT 

Sally  Brown Service Improvement Manager LNR SHA 

Richard Bruce Head of HR & OD CNWL PCT 

Liz Carvill Locality General Manager Melton MRH PCT 

Ruth  Chapman Deputy Director Operation Continuing Care CNWL PCT 

Andrew Clarke Chief Executive  CNWL PCT 

Sarah Cooke Performance Manager MRH PCT 

Jane Dabrowska Service Manager Older & Disabled People's 
Services (Melton & Harborough) 

Leicestershire  

County Council 

Janine Dellar Public Health Analyst SL PCT 

Jenny  Dowling Head of Service Delivery SL PCT 

Hugh Evans Service Manager Intermediate Care Leicester City Council 



Linda Gillard Assistant Director Organisational Development LCW PCT 

Corrine  Green Assistant Director Community Services EL PCT 

Mick  Gregory Emergency Care Manager EMAS 

Steve Gulati Director of HR & OD LCW PCT` 

Geoff Hanlon OOH / GP Medical Advisor LNR WDC 

Deborah Jaines Director of Planning & Commissioning MRH PCT 

Ruth Johnson Deputy Director Strategic Continuing Care CNWL PCT 

Trish  Knight Director of Workforce Development & 
Commissioning 

LNR WDC 

Rowena Langtry Director of Unscheduled Care CNWL PCT 

Sue Lock Director of Planning & Commissioning CNWL PCT 

Steph Marlow Coalville & Ashby Hospital Manager CNWL PCT 

Carol Marsden Head of Adult Community Therapy Services CNWL PCT 

Jane McCarron Team Leader Community Nursing CNWL PCT 

Mary McCausland Service Manager Hospital Social Work Leicester City Council 

Sandra  Messenger Loughborough Hospital Manager CNWL PCT 

Frank Nichol Clinical Director for Medicine & A&E UHL 

Heather Norgrove Director of Strategy & Commissioning HB PCT 

Judith North Deputy Head Service Delivery SL PCT 

Lorraine Pape Therapy Manager MRH PCT 

Alison  Parker HR Information Analyst LNR WDC 

Marie Patchett Commissioning & Modernisation Manager SL PCT 

Mark Pierce Project Lead Community Matrons EL PCT 

David  Poole Associate Director Planning & Commissioning MRH PCT 

Louise Proctor Director of Primary Care MRH PCT 

Peter Rabey Assistant Medical Director UHL 

David Raitt Clinical Director of Anaesthesia UHL UHL 

Aileen Rickett Project Manager  UHL 

John Roberts Assistant Director IM&T UHL 

Sheila Rochester Assistant Director Social Services Leicestershire CC 

Caroline Rodrigues Financial Performance Manager LNR SHA 

Yvonne Rowse Director of Service Delivery HB PCT 

Andrew  Rundle Director of HR & OD SL PCT 

Tim Sacks Community Services Development Manager MRH PCT 

Dianne Saunders Assistant Director of Commissioning LCW PCT 

Helen  Seth Deputy Director of Operations UHL 

Cliff  Springthorpe Performance Analyst MRH PCT 

Chris Sutcliffe Workforce Development Manager LNR WDC 

Simon Sutherland Pathway Information Analyst UHL 

Cathrina Tierney-Reid Project Manager - Long Term Conditions LNR SHA 
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Annie Topping Joint Assistant Director of Commissioning EL PCT 

Alison  Wainwright Clinical Director Community Dental Services MRH PCT 

Pauline  Warrener Assistant Director of Human Resources EMAS 

John  Whittingham Assistant Director of HR UHL 

Carol Wileman Director of Older Persons Services CNWL PCT 

Andy Williamson Pathway Project Manager UHL 

Julie Wood Chief Executive  SL PCT 

Mike Wren National Workforce Planning Project Manager NHS Partners 

Angela Young Acting Head of Service Development MRH PCT 
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Appendix 4 – Final workshop scenario development 
 
Following the presentation of the Leicestershire ‘Unscheduled Care’ model the participants considered 
alternative policies and scenarios that they were interested in exploring. 
 
These policies and scenarios were presented in five groups: 
 

Group 1 - Scenarios 

Scenario Scale Timing 

Reducing unscheduled admissions by 
improved direction from the hub. 

 

Reduce destination from 
‘hub’ 15%  10% 

By 2010 

Is assumption that long term conditions staff 
will reduce DN workload by 50% correct? 

Change workload reduction 
50%  25% 

N/A 

 

Group 1 – model outputs  

 2010/11 2020/21 

Acute destination 
from hub = 15% 

1325 beds 

64597 adm. pa 

1718 beds 

664597 adm. pa 

Acute destination 
from hub = 10% 

1302 beds 

62975 adm. pa 

1691 beds 

62975 adm. pa 

DN workload 
reduction 50% 

Extra 252 community 
nurses 

Extra 263 community 
nurses 

DN workload 
reduction 25% 

Extra 279 community 
nurses 

Extra 291 community 
nurses 

 

Group 2 

Scenario Scale Timing 

UHL Pathway assumption 82% bed occupancy – 
elective  

85% bed occupancy – non 
elective  

By 2010 

Reduce community hospital beds  70 bed reduction Over 2 years 

Additional patients deemed eligible for 
intermediate care 

Additional 500 patients (5 
per week) 

Over 2 years 
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Group 2 – model outputs  

 2010/11 2020/21 

No change in 
community hospital 
beds 

1352 beds 

66519 adm. pa 

1750 beds 

85481 adm. pa 

Reduce community 
hospital beds by 70 
beds 

1360 beds 

67174 adm. pa 

1759 beds 

86136 adm. pa 

No change in 
patients admitted to 
intermediate care 

1352 beds 

66519 adm. pa 

1750 beds 

85481 adm. pa 

Increase of 5 patients 
per week admitted to 
intermediate care 

1349 beds 

66306 adm. pa 

1747 beds 

85284 adm. pa 

 

Group 3 

Scenario Scale Timing 

Community matrons producing diminishing 
returns 

 N/A N/A 

Community Matrons denuding UHL of 
expertise  

 N/A N/A 

Problems funding mentors and courses for 
Community Matrons under PBC 

Only 50 matrons trained N/A 

Is it realistic to assume 30% of deaths in 
hospital can be avoided by providing end of 
life services in the community 

Reduce end of life in 
community figure 30%  
20% 

N/A 

 

Group 3 – model outputs  

 2010/11 2020/21 

64 community 
matrons trained 

1315 beds 

64880 adm. pa 

1714 beds 

83561 adm. pa 

50 matrons trained 1319 beds 

65141 adm. pa 

1759 beds 

83957 adm. pa 

End of life care in 
community at 30% 

1335 beds 

65327 adm. pa 

1731 beds 

84110 adm. pa 

End of life care in 
community at 20% 

1340 beds 

65701 adm. pa 

1736 beds 

84525 adm. pa 
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Group 4 

Scenario Scale Timing 

Factor in social services assessment beds at 
Hinkley and Bosworth 

50 intermediate care beds N/A 

Deploy community hospital beds at Hinkley 
and Bosworth for admission avoidance 

1/3 of beds N/A 

Community matron teams will deplete 
intermediate care teams of staff 

Reduce intermediate care 
team activity by 50% 

N/A 

Reduce deaths in hospital with elective 
patients 

N/A N/A 

 

Group 5 

Scenario Scale Timing 

Charging systems for fining patients for 
inappropriate attendance  

N/A N/A 

A & E specialist nurses deflecting 
inappropriate admissions 

Reduce by 7 per week Current 

Multi disciplinary teams in A & E N/A N/A 

Reduce deaths in hospital with elective 
patients 

N/A N/A 

 

Other areas of challenge 

The groups listed the following other areas of challenge: 

• Needs to be integrated with financial modelling for cost effectiveness 

• Need to model impact of practice based commissioning 

• Need to model social services resources by integration 

• Need to consider limitations of skill availability to deliver change – also reliance of community on 
acute who will be a Foundation Trust and in competition for business through PBR. 

• Improved effective discharge on LOS, currently a major problem. 
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