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Monmouthshire Re-ablement Project 

Whole Systems Planning Workshops 

Final Report – May 2002 

1 Introduction 

1.1 Background 

The Monmouthshire Re-ablement Whole Systems Planning Workshops were 
held between February and April 2002 with the aim of developing a whole 
systems model for re-ablement in Monmouthshire and using the model to aid in 
joint learning about future options for service development by exploring the 
relative impact of different re-ablement interventions.   

This final report summarises what has been achieved in terms of understanding 
and sets out the options open to the team1 as they take the work forward.  This 
report should be read in conjunction with reports summarising the proceedings of 
the first two workshops run on the 20th February and 21st March.  The final 
workshop was held on the 24th April. 

1.2 Modelling approach 

The modelling approach has been described in previous workshop reports.  In 
summary it has involved a series of three half day workshops that have gradually 
built a model using the ‘ithink’ simulation modelling software.  The final model has 
been provided to the client with a run-time version of the necessary software to 
enable some further exploration of the outputs and variables detailed in this 
report. 

The development of a model relying on participants ‘mental maps’ of the system 
in question involves a number of factors that need to be taken into account when 
judging the outputs: 

• The model is not a purely predictive tool but rather seeks to simulate 
the behaviour of a system as it is reflected by the ‘joined-up’ views of 
different people from across the system; 

• Whilst the model uses a ‘whole system’ approach that reflects 
different elements of the system that cut across traditional 
organisational boundaries there remain factors outside the 
boundaries of the model that could affect the outcomes; 

• Developing a whole system model whilst relying on data that largely 
reflects only the individual organisations data capture requirements 
leads to a degree of incompleteness and approximations.  This is 
particularly so in relation to some of the flows through the system. 

The approach has, however, greatly enhanced the ability of project team 
members to develop a joint understanding of the system and to identify a way of 
understanding this system in such a way as to facilitate partnership working.  

                                            
1 Team members are identified in previous workshop reports but reflected social care and 
primary care and secondary care involvement. 
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2 Project outputs 

2.1 Learning points from the project 

The project commenced by identifying a broad range of issues that would impact 
on the specific reablement focus under investigation.  Whilst the output of the 
modelling process was required to provide an initial focussed perspective on key 
parts of the reablement system and an indication of the potential impact on wider 
parts of the system, many of these wider issues remain to be tackled and may 
require different partnerships to be formed beyond those represented in the 
project team.  These included recruitment issues, for example for therapy staff, 
appropriate use of community hospitals and potential crisis’ in the availability of 
care home provision. 

A further factor considered during the project was the need to be clear about the 
outcomes of the service that should be expected.  Whilst the modelling process 
sought to simulate the impact on some of these service outcomes they were by 
necessity derived rather than measured as existing information systems do not 
tend to identify key service outcomes. 

The group explored a number of different ways of identifying the contribution that 
reablement should make to the system of care.  Key to this process was the need 
to see reablement as a way of doing things rather than as a bolt on extra.  This 
led to the modelling increasingly being seen as building on existing service 
provision rather than exploring new and distinct service developments.  To reflect 
this approach to reablement the model developed recognised different 
reablement options and sought to identify the relative impact on these at different 
points in the system. 

During the workshops decisions had to made about how to focus the modelling to 
reflect people’s understanding of the system.  Due to time-constraints and data 
availability some of these perspectives were not able to be fully reflected in the 
model.  For example, in seeking solutions that would make greater use of 
community hospitals the different demographic profiles for the north and south of 
Monmouthshire would need to be included as well as details of the use of 
Chepstow and Monmouth community hospitals.  Whilst some of these factors 
have been reflected in this and previous reports it has not been possible to 
incorporate them in the model. 

During the second workshop there was an opportunity to explore in more detail 
what may be involved in developing reablement interventions at the four critical 
points identified.  The development of these options in the light of the output of 
the modelling could now be progressed to enhance and focus the reablement 
approach in an informed way. 

2.2 The model 

The final model reflects the four reablement interventions developed in the 
project but in addition identifies some of the implications of change on resources 
used and on caseloads expected.  There remain limitations in the model due to 
different data sources and proxies that have been used.  The model remains 
based on over 60/65 year old needs as some data (for example social services 
assessment rates) was not available for the preferable age bands of over 75 year 
olds.  Details of the assumptions underlying the model are contained in an 
appendix to this final report. 
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2.3 Model outputs 

2.3.1 Current rates of assessment in Social Services 

The model identifies options for additional interventions at key points in the 
system as identified by the project group.  This, however, should not be seen in 
isolation from the existing assessments being undertaken and services being 
provided by Social Services.   

Data available to the team identified a monthly rate of assessments for over 65 
year olds (excluding EMI) of 235 standard and 19 comprehensive assessments.  
Assessments resulting in care packages totalled 196 a month and there were on 
average 12 admissions to nursing or residential care per month.   

What was not possible to identify was the point in the system of care that these 
assessments took place.  For example it was not possible from available data to 
identify the number of assessments that took place as somebody left hospital.  As 
a result the current assessments could not be factored into the model although it 
is suggested that consideration be given to monitoring the location and outcome 
of assessments in future. 

The significant issue to note here is the total number of existing assessments 
(254 per month) and the need to scale any proposed additional interventions 
against this level.  Existing data also suggests a translation factor of 75% from 
assessment to receipt of a service.   

2.3.2 Comparison of reablement options as modelled 

In the light of these figures on existing assessments the model allows for up to a 
20% increase in assessments (+50 per month) from any of the four potential 
reablement interventions.  The consequence of these interventions (at a mid-
point of 10% increase or 25 new assessments) is outlined in the following table. 

 
 Delaying 

increased 
dependence 

Avoiding 
hospital 

admission 

Minimising 
lengths of 

hospital stay 

Supporting 
people after a 
hospital stay 

Independent 
living 

There would be a 
gradual reduction 
in the proportion 
of older people 
living ‘at risk’, 
estimated in the 
model as falling 
from 62% to 55%. 

This intervention 
has no significant 
impact on the 
overall proportion 
of older people 
living at risk. 

This intervention 
has no significant 
impact on the 
overall proportion 
of older people 
living at risk. 

This intervention 
has a one of 
benefit of delaying 
repeat admissions 
but does not 
significantly affect 
the overall 
proportion of older 
people living at 
risk. 

Caseloads Caseloads for low 
level service 
provision that 
minimises risk to 
the older person 
would increase to 
200 after the first 
year and then 
gradually to 300 
by the end of the 
five year period. 

Caseloads for 
short, intense 
levels of input, 
with a potentially 
significant health 
element, would 
result in only 4 
people being 
supported in this 
way at any one 
time. 

Caseloads for 
slightly longer 
periods of 
reablement or 
intermediate care 
after a hospital 
stay would be 
approximately 17. 

Caseloads for 
people receiving 
longer term 
support would rise 
to about 170 after 
the first year and 
then gradually to 
approximately 225 
at the end of the 
five year period. 
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 Delaying 
increased 

dependence 

Avoiding 
hospital 

admission 

Minimising 
lengths of 

hospital stay 

Supporting 
people after a 
hospital stay 

Resources 
used2 

Units of resource, 
largely in the form 
of low level input, 
equates to 1,192 
per month. 

Units of resource, 
including 
significant skilled 
input, including 
health, but for 
short periods 
equates to 720 
per month.  

Units of resource, 
including 
significant skilled 
input, including 
health, equates to 
2,250 per month.  

Units of resource, 
largely in the form 
of low level input, 
equates to 1,798 
per month. 

Hospital 
beds saved 

The impact on 
hospital 
admissions would 
be to offset 
demographic 
trends resulting in 
5 less beds being 
needed after five 
years instead of 
15 more. 

There would be a 
one off saving in 
hospital beds of 
11 (including 1 
delayed transfer) 
but demographic 
changes would 
result in continued 
growth in demand 
so that at the end 
of the five year 
period 4 more 
beds would be 
required instead 
of 15 more. 

There would be a 
one off saving in 
hospital beds of 
10 beds 
previously 
occupied by 
people whose 
transfer of care 
had been 
delayed.  Over the 
longer term 5 
more beds would 
be required. 

Within the model 
as developed to 
date there is no 
impact on hospital 
beds from 
delaying 
readmissions. 

Table 1 The impact of an increase in assessments/interventions by 10% (+25 per 
month) over a five year period if targeted at each of the four alternative reablement 
interventions 

In summary: 

• Reablement option 1 to delay increased dependence has the most 
significant and sustained impact on reducing risk in the community 
and thereby reducing hospital admissions.  It would require less 
investment than options 3 and 4 but would support the largest 
number of people.  It therefore potentially offers both a financial and a 
quality of life premium; 

• Reablement option 2 to avoid hospital admission would be targeted at 
a relatively small number of people and therefore has limited impact 
on the overall population.  Because of the relatively short length of 
stay the resource requirements are less than the other options 
although hospital bed savings are one-off and not likely to 
compensate for natural growth in demand; 

• Reablement option 3 to minimise lengths of stay has a similar effect 
on the whole system as option 2 but would require significantly more 
resources and would save hospital beds at the end of the treatment 
process rather than at the start; 

• Reablement option 4 to support people after a hospital stay is the 
least well developed option within the model.  The relative level of 
resources suggests less benefit per person than for option 1.  
However, during the final workshop the cross-over of options 1 and 4 
were identified. 

                                            
2 Units of resource are used for comparative purposes across the interventions being explored.  
One unit is equivalent to a single low-level intervention per month per person, so for example 
100 units of resource per month for 25 people would equate to one low level visit/item of service 
per week.  The model allocates 30,000 units of resource a year.  If a single low-level 
intervention were, for example, costed at £10 this would equate to an annual budget of £300k. 
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2.3.3 Community Hospitals 

Whilst community hospitals are not identified separately in the model it has been 
considered as a significant part of the context for making judgements about future 
options.  Data for admissions, length of stay and occupancy for Monmouth and 
Chepstow Community Hospitals suggested significant capacity could be made 
available for more active reablement or intermediate care.  The following table 
illustrates the effective admissions per month to GP beds given the prevailing 
occupancy and lengths of stay between April and September 2001. 

 
 Beds Occupancy LOS Calculated 

admissions 
per month 

GP beds at Monmouth 25 64% 19 26 
GP beds at Chepstow 22 66% 17 26 

Table 2 Community hospital occupancy and length of stay (April to Sept 2001) 

The literature on Community Hospitals suggests that an optimum length of stay 
for reablement/intermediate care is in the order of 14 days.  Occupancy levels in 
community hospitals should also achieve at least 85%.  This would suggest the 
potential for a further 21 admissions per month to Monmouth and a further 15 per 
month to Chepstow, a combined increase from 52 to 88 (+69%).  This equates to 
approximately 16 additional beds being available. 

Reablement options 2 and 3 (avoiding admission and reducing delayed 
discharges) suggest a combined caseload of 21 people at any one time (with 
different lengths of stay for each intervention.  If all of these people were in a 
community hospital (not necessarily appropriate but illustrative) then this would 
require 20 beds. 

3 Conclusion and possible next steps 

The process of bringing the team together to explore the way in which they 
individually understood the system of care in which reablement can play a 
significant part was in itself a positive experience.  The learning identified in this 
report now represents a new part of the corporate memory of a team that spans 
organisational boundaries and can only serve to improve future partnership 
working. 

The process of building the simulation model was not without its difficulties in 
identifying consistent and comprehensive data sources.  This is a common 
difficulty in exercises of this sort and reflects the different approaches to 
information gathering and reporting that takes place in different organisations for 
sometimes very different purposes and ‘customers’.   

Neither consistency or comprehensiveness was possible to the extent that would 
be required for significant investment in services to be made without further work 
and without new ways of monitoring and evaluating services being put in place.  
The work has, however, provided an indication of the relative benefits, in the 
context of existing services, of different reablement options. 

In taking the work forward it is therefore recommended that: 

• The team should consider the outputs of this work to determine 
whether it provides a basis on which to focus further work in one or 
more of the reablement options, for example in exploring the 
opportunities inherent in options 2 and 3 to make use of existing 
capacity in community hospitals; 
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• The team should consider whether the modelling approach and any 
future focus of the work suggests the need for changes to the make-
up of the team; 

• The team should build on the approach initiated at the second 
workshop to identify target groups, interventions and desired outputs 
at the relevant points identified in the model; 

• The team should identify points in the system where information 
needs to be collected in a different way to enable more effective 
monitoring of the system as now understood; 

• Wider contextual issues identified at the outset of the project should 
be revisited to explore whether they present significant threats or 
opportunities to progress in developing reablement services and if so 
what action may be necessary to address these. 
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Appendix – Modelling assumptions 

1 Introduction 

The assumptions made in the model are based on information that was available 
within the timescale of the project and supplied by local sources.  They are also 
informed, where necessary by data from other systems.  Within the model it 
would be possible to test some of these assumptions using ‘sliders’ to adjust 
these assumptions. 

2 Delaying increased dependence/at risk population 

Over 60 year-old population is 20,248.  It is known that 26.9% of population is 
suffering limiting long term illness (85,201 x 0.296 = 25,219).  If half of those 
suffering long term illness are over 60 this would equate to 12,610 or 62% of over 
60 year olds. 

This is used as a proxy for people living ‘at risk’ (12,610) with the remainder 
(7,638) living independently without significant risk of suffering a crisis. 

Also 62% of any growth in the over 60 population (established as the equivalent 
of 31 pcm over the five year period) is reflected in this split. 

It is assumed that 2% of those ‘at risk’ experience some sort of crisis point each 
month. 

3 Hospital treatment 

3.1 Admission 

Of those experiencing a crisis point each month it is assumed that 10% are 
normally admitted as an emergency admission to an acute hospital.   

Admission rates by age group for Monmouthshire residents has been obtained, 
however, lengths of stay have had to be estimated for age groups from English 
National averages.  In addition the proportion of admissions that are non-elective 
have been estimated based on data from English averages.  The following table 
demonstrates how this information has been derived. 

 

Age group 

Admissions % non-
elective 

Number 
non-

elective 

LOS Bed days Occupied 
beds 

66-75 2,814 70% 1,970 10.5 20,683 57 
76-85 2,631 75% 1,973 14.1 27,823 76 
86+ 1,103 80% 882 17.7 15,618 43 
Over 65 6,548 74% 4,825 13.3 64,124 176 

Table 3 Estimates of occupied beds for Monmouthshire residents based on 
Monmouthshire admissions rates and England modelshire averages for LOS 

The model describes a situation in which people are treated but may then 
become delayed and experience an extended length of stay for a variety of 
reasons.  Estimating the split of occupied beds between active treatment and 
delayed transfers has been informed by known rates of delayed transfers of care 
and is based on as assumption that 10% of people become delayed and that the 
average length of stay for the 90% who are discharged on completion of 
treatment is 12 days whilst the additional length of stay for those who become 
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delayed is on average a further 13 days.  This results in approximately 17 of the 
beds being occupied by people whose transfer of care is delayed. 

4 Support after a hospital admission 

Older people who have had a hospital admission can be expected to be 
readmitted at some point in the future for a related or unrelated incident.  An 
initial assumption is made that the length of time before readmission would be an 
average of 6 months but would double to 12 months with additional support. 

5 Reablement options 

Four different reablement options have been identified as part of the workshop 
process: 

1. Delaying increased dependence through assessment and support for 
independent living (reducing the number of people at risk); 

2. Avoiding unnecessary hospital admission through diversion from hospital; 

3. Minimising delayed transfers of care; 

4. Maintaining levels of independence after an admission to hospital. 

The model uses the concept of a unit of input equivalent, for example, to a 
physiotherapy session, a home visit or some other supported activity.  It then 
suggests: 

• The intensity of support measured by a monthly equivalent number of 
units for each of the four inputs; 

• The relative cost of such a unit for each of the four inputs; 

• The likely duration of such input. 

The following table indicates the initial assumptions made. 

 
 Intensity of 

input (units 
per month) 

Relative 
cost of input 

Likely 
length of 

input 
(months) 

Resource 
commitment 
per person 

Delaying increased 
dependence. 4 1 12 48 

Avoiding unnecessary 
hospital admission. 120 2 

0.1  
(3 days) 24 

Minimising delayed transfers 
of care. 60 1.5 

0.7  
(21 days) 63 

Maintaining levels of 
independence after hospital. 8 1 9 72 

Table 4 Assumptions about relative resource use associated  with each 
reablement option 

 


