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Executive Summary 

This project was undertaken by the Whole Systems Partnership on behalf of the Mid & 
West Wales Health and Social Care Collaborative Board, in February and March 2014.  
The objectives for the work were to help local partners: 

 To develop a fully evidenced costed proposal for the Intermediate Care Fund 
established by Welsh Government 

 To ensure alignment of the proposal with the Statements of Intent for integration of 
services for older people developed for the Hywel Dda and Powys Health Board 
areas 

Following the engagement event, local plans were further refined, to develop a programme 
which: 

 Matched proposed investment to WG allocations for each county 

 Was based on a realistic assessment of the ability of the system to implement 
change, and in particular on challenging but reasonable part year implementation 
profiles for major investments in new staffing and/or beds.  A briefing note setting out 
the basis for this analysis of part year effect was produced and is shown in Appendix 
4 

 Contained both ‘invest to go further’ and ‘invest to join up’ developments for each 
county 

 Included a number of work areas common to several or all the counties, to provide 
the basis for a regional work programme for 2014/15. 

The Collaborative Board now has the opportunity to lead work to strengthen the strategic 
basis for intermediate care across the region, and to ensure that the potential impact of the 
ICF funding, including its ability to deliver benefits across the whole system, is better 
understood and evidenced. 

In particular, it is recommended that the Board should develop and agree a work 
programme including the following strands: 

 The development of baseline information, consistent and comparable over time and 
across localities, on current intermediate care activity and spend across the region, 
and an assessment of the degree to which the current system compares to a fully 
optimised ideal.  Appendix 7 provides an example of an initial approach to this, and it 
is proposed that this should be progressed within the ‘Component 3’ work on 
development of wider integration strategy for older people’s services 

 The development of a region-wide programme implementation and monitoring 
framework that ensures feedback and learning for the system and those working in it 
(based on the governance structures outlined in the ICF submission) 

 Work on financial modelling in relation to the investments made using ICF funding, 
including early identification of potential bridging costs in 2015/16 and subsequent 
years required to deliver optimised intermediate care in each locality, the nature and 
scale of the savings which can potentially be delivered to the system by optimising 
intermediate care, and options for future financial arrangements to support ongoing 
intermediate care delivery. 

 Commissioning of external evaluation of the ICF 

 Work to improve engagement of key stakeholders in the next stage of development 
of intermediate care in M&WW, including primary care, third sector networks, current 
and future potential independent sector providers, older people and carers 
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1 Introduction 

This project was undertaken by the Whole Systems Partnership on behalf of the Mid 
& West Wales Health and Social Care Collaborative Board, in February and March 
2014.  The objectives for the work were to help local partners: 

 To develop a fully evidenced costed proposal for the Intermediate Care Fund 
established by Welsh Government 

 To ensure alignment of the proposal with the Statements of Intent for integration 
of services for older people developed for the Hywel Dda and Powys Health 
Board areas 

A briefing meeting with Welsh Government for local partners and stakeholders was 
held on 13 February 2014 to set the scene for the work.  A local engagement event 
was then held with the Board and other key stakeholders on 20 February 2014, 
focusing on the development of a shared language for intermediate care and an initial 
exploration of a potential framework for the proposal, and region-wide priorities for the 
deployment of the fund. 

This report provides a summary of the work done on the project. The proposal was 
submitted to Welsh Government on 7 March 2014 and revised on 18 March 2014.  A 
copy of the final proposal is attached to this report as Appendix 1. 

2 Context for development of ICF proposals 

2.1 The Intermediate Care Fund 

The Intermediate Care Fund was announced by Welsh Government in December 
2013 and provides one-year funding in 2014/15: 

 To encourage integrated working between local authorities, health and housing 

 To support older people, particularly the frail elderly, to maintain their 
independence and remain in their own home. 

The key objectives of the ICF are described in WG guidance as: 

 To improve care co-ordination between social services, health, housing, third 
and independent sector, to focus on preventative care and to avoid 
unnecessary hospital admission or delayed discharge for older people, 
particularly the frail elderly 

 To promote and maximise independent living opportunities (including ensuring 
increased provision of timely home adaptations) in response to referrals from 
health and care services 

 To support recovery and recuperation by increasing the provision of reablement 
services (at home or through the provision of step-down/ convalescence beds in 
the community setting). 

2.2 The policy context 

  Key national policy documents informing the context for this work include: 

 Intermediate Care Fund 

 Setting the Direction (Welsh Government, February 2010) 

 Sustainable Social Services (Welsh Government, February 2011) 

 Delivering Local Health Care (Welsh Government, July 2013)  

 A framework for delivering integrated health and social care for older people 
with complex needs (Welsh Government, July 2013) 

 

http://wales.gov.uk/topics/health/publications/socialcare/guidance1/care-fund/?lang=en
http://www.wales.nhs.uk/sitesplus/documents/829/setting%20the%20direction.pdf
http://wales.gov.uk/docs/dhss/publications/110216frameworken.pdf
http://wales.gov.uk/docs/dhss/publications/131101planen.pdf
http://wales.gov.uk/docs/dhss/consultation/130823consultationen.pdf
http://wales.gov.uk/docs/dhss/consultation/130823consultationen.pdf
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2.3 Local statements of intent 

The July 2013 framework guidance required Health Boards, together with Local 
Authority partners, to sign off and publish a joint ‘Statement of Intent’ on integrated 
care for older people with complex needs by the end of January 2014. 

The statements developed within Mid & West Wales are referenced below and 
provided the local context for the development of proposals for the ICF: 

 Statement of Intent – Hywel Dda 

 Statement of Intent – Powys (PCC/PtHB, February 2014) 

3 The current system – local intelligence and insights 

Prior to the engagement event face-to-face and telephone discussions were held with 
a number of people in each partner organisation (the list of those interviewed is 
shown in Appendix 2).  The information derived from these conversations cannot be 
considered comprehensive but, nonetheless, provided some initial statements 
reflecting local distinctives and opportunities on which to build.   

At the engagement event, these initial statements were shared and participants were 
able to ‘confirm and challenge’ the overview of the current system. A list of those 
attending the event is shown in Appendix 3. 

The themes that arose from these discussions are summarised in the following 
sections. 

3.1 The current system of care and support 

 Rurality is an obvious factor influencing the development of service models and 
options for implementation, including in relation to: 

o Development of local third sector networks and capacity 
o Recruitment of staff for in house services 
o Market development and management for services commissioned from 

external providers in the independent or third sectors 
o Travel time and costs for service users and staff 
o Linkages between acute services, often delivered out of area, and local 

community based intermediate care 

 Services are often fragmented: 
o Between health and social care 
o Between services for older people and mental health 
o Between primary care and secondary care 

 Commissioning/ planning capacity is scarce, with implications on the ability of 
organisations to address: 

o Development of future strategy 
o Market management  
o Engagement of third and independent sectors in planning and delivery 

 The market for ongoing support (home care and care homes) is in need of 
development – quality is currently variable with many small providers unable to 
deliver complex support 

 The culture is too often based on ‘doing to …’ older people and shifting to ‘doing 
with …’ will be slow and difficult 

 Volunteering is recognised as a valuable part of the system, but in practice 
remains underdeveloped 

3.2 Resource issues 

 Cost pressures mean there is great temptation to spend on short term capacity 
issues at the expense of doing what’s right in the longer term 

http://www.wales.nhs.uk/sitesplus/862/opendoc/230584/&DA75C46B-B987-F591-C69EDD356D14DC37
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 Unscheduled care pressures mean the current system isn’t sustainable 

 Existing spend is not always well monitored or evaluated with the risk of 
“dangling services” delivering inefficient or inappropriate services  

 In many cases housing stock is not appropriate as a setting for care and 
support without some modification 

3.3 Current intermediate care services  

 The intermediate care sector in Mid and West Wales has developed differently 
in each County (and with variations within Counties) 

 Community Resource Teams are in place in some areas, but 
o Not everywhere has them (Hywel Dda does, Powys does not) 
o The service model for CRTs is not consistent (reablement is delivered 

by teams within CRTs in some areas, while in others enablement teams 
work alongside CRTs with the latter delivering ongoing care packages) 

 Links with primary care are variable and there are generally low levels of step 
up referral to intermediate care services  

 There is a lack of 24/7 working 

 Handovers from hospital to intermediate care teams (and vice versa) are 
inconsistent both in nature and in effectiveness 

 Some existing protocols (eg for ambulance services), or in other cases lack of 
protocols, are potential barriers to delivery of intermediate care to prevent 
hospital admissions 

 Primary care engagement with intermediate care is variable, with few referrals 
made to step-up care from primary care and perceived reluctance on the part of 
primary care to support patients discharged to step down primary care from 
hospital 

 There is inequity in outcomes of existing interventions across the patch – 
achieving equity may require different solutions/ serve models 

3.4 The strengths of the current system 

 M&WW has a relatively self-reliant and healthy older population, and strong 
communities which provide a network of support and mutual help for their 
members 

 Staff are resourceful, resilient, and used to working together on a day to day 
basis (rurality being a key driver for this) 

 Some (but not all) intermediate care functions are already in place in all 
localities.  There is a range of services in place including flexi-beds, domiciliary 
enablement and admission avoidance, so that ICF proposals are not starting 
from a zero base 

 There is therefore an understanding of the role of intermediate care, its 
connections to the wider system (housing, carers support, community 
development etc) and its potential benefits 

 Cost pressures are significant but not currently seen as insurmountable 

 Community development and the role of third sector support is recognised and 
valued (although underdeveloped in many areas) 
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4 The ICF proposal 

In each local authority area, an initial list of potential projects to be included in the ICF 
proposal was identified. 

These were assessed by the project team and an initial list of potential themes and 
joint priorities presented at the engagement event for discussion, as described in the 
sections below. 

4.1 Overarching programme themes: ‘invest to go further’ and ‘invest to 
join up’ 

The initial assessment identified two interlinking themes, with particular relevance to 
the strengths of the current systems in M&WW as discussed above: 

 Investment in additional capacity to deliver intermediate care functions – 
described in the proposal as ‘invest to go further’ and located within the third 
(red) ring of the figure below 

 Investment in wider community-based services to strengthen resilience and 
create whole systems that are more supportive of intermediate care – described 
in the proposal as ‘invest to join up’, and located in the outer area of Figure 1 
below 

 

 
 
 

Figure 1  Simple system map for intermediate care in M&WW 

 
This approach was discussed and supported at the engagement event. 
 

4.2 Detailed planning for the ICF proposal 

Following the engagement event, local plans were further refined, to develop a 
programme which: 

 Matched proposed investment to WG allocations for each county 

 Was based on a realistic assessment of the ability of the system to implement 
change, and in particular on challenging but reasonable part year 
implementation profiles for major investments in new staffing and/or beds.  A 
briefing note setting out the basis for this analysis of part year effect was 
produced and is shown in Appendix 4 
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 Contained both ‘invest to go further’ and ‘invest to join up’ developments for 
each county 

 Included a number of work areas common to several or all the counties, to 
provide the basis for a regional work programme for 2014/15. 

A spreadsheet setting out the elements of the plan for each county is attached as 
Appendix 5.  The sections below highlight the identified shared work areas, and 
provide examples of the local projects included in each area. 

4.3 Shared work areas – invest to go further 

4.3.1 Additional core intermediate care capacity 

Projects to increase local capacity to deliver the core intermediate care functions of 
rapid response and reablement, including: 

 Therapy inputs to reablement in Pembrokeshire and Carmarthenshire  

 Domiciliary care support for reablement in Ceredigion, Pembrokeshire and 
Carmarthenshire 

Objectives: 

 To deliver reablement support to more older people 

 To reduce pressure on hospital services by facilitating earlier discharges 

 To support proposed additional intermediate care beds (see below) 

 To improve the quality of intermediate care interventions through increased 
integration of therapy services into reablement 

Who is involved in delivery? 

 Health Boards 

 Social care 

4.3.2 Single point of access/ rapid response 

Projects to improve short term responses, including short term interventions for older 
people in crisis, including: 

 Single point of access developments in Powys and Ceredigion 

 Increased rapid response capacity in Carmarthenshire 

Objectives: 

 To deliver more timely interventions in the community to older people in crisis, 
including those at risk of admission to acute care 

 To reduce unscheduled hospital admissions 

 To improve the quality of response for older people seeking care and support, 
through an integrated single point of access for health, social care, housing and 
third sector support 

Who is involved in delivery? 

 Health Boards 

 Social care 

 Third sector networks 

4.3.3 Integrated twilight services 

Projects in Pembrokeshire, Carmarthenshire and Ceredigion to provide responsive 
transport home from hospital and very short term support in the home to older people 
who are otherwise at risk of admission but who are fit for discharge 

 The project in Ceredigion is based on integration of domiciliary and third sector 
support, providing an opportunity to test an approach which embeds third sector 
support in the core intermediate care model, and which extends beyond the 
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initial ‘home from hospital’ period to deliver home safety and falls prevention 
advice to service users and carers 

Objectives 

 To reduce short term unscheduled admissions to hospital 

 To improve quality of experience for older people and their carers 

 To improve links between preventative services and intermediate care 

Who is involved in delivery? 

 Health Boards 

 Social care 

 Third sector networks 

4.3.4 Increasing workforce effectiveness and team integration 

 Projects in Hywel Dda to pilot development of a new ‘health and social care 
worker’ role, to support future integration of intermediate care teams 

 Organisational development work in Powys to support integration of community 
teams including health, social care and third sector support 

 In Powys, provision of equipment to reduce the need for double handed working 

Objectives: 

 To increase staffing efficiency and free up existing capacity 

 To improve co-ordination of care and support 

 To address recruitment pressures for community staff 

Who is involved in delivery? 

 Health Boards 

 Social care 

4.3.5 Increasing intermediate care bed capacity 

All localities identified the need to provide additional intermediate care bed capacity 
for step down and/or step up care.  This will build on the existing successful 
development of flexi-beds commissioned from local care homes to deliver 
intermediate care – in Ceredigion, the proposal is to review existing local authority 
care homes to assess their potential for intermediate care in future.  Support for 
additional beds will be delivered by the additional community reablement capacity 
also included in the proposals. 

Objectives: 

 To facilitate discharge from hospital and provide a more homely setting for 
reablement 

 To increase the capacity of intermediate care to support people with complex 
needs not able to remain at home (or to return there) for reablement 

Who is involved in delivery? 

 Health Boards 

 Social care 

 Housing  

4.4 Shared work areas – invest to join up 

4.4.1 Housing and telecare improvements 

Work to improve the quality and suitability of housing for vulnerable older people, to 
reduce risk of future crisis and to create environments which facilitate the delivery of 
intermediate care at home.  This includes: 
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 A regional Care and Repair programme across M&WW to deliver small 
adaptations and ‘handy man’ services, working with community services to 
identify and target people with the greatest levels of need. 

 Other housing improvements including (Pembrokeshire) development of 
dementia move-on flats, (Carmarthenshire) extra care housing units, (Powys) 
solar energy installations for social housing 

 Additional provision and management of telecare solutions to older people living 
at home 

Objectives: 

 To reduce risk for vulnerable older people 

 To increase the proportion of care and support, including intermediate care, that 
can be delivered in the home 

Who is involved in delivery? 

 Social care 

 Housing (including social housing and independent sector housing providers) 

 Care & Repair Wales 

4.4.2 The supportive community 

Projects to improve the resilience of local communities and their ability to support frail 
older people to access and enjoy their normal network of community and family 
relationships. This includes: 

 In Pembrokeshire, community innovations grants for small projects (eg Solva 
Community Council’s village appraisal) 

 In Carmarthenshire, work on dementia friendly communities 

 In Powys, a Local Area Co-Ordination pilot 

Objectives 

 To strengthen the network of community links to and increase community 
resilience 

 To reduce pressure on acute services by increasing the ability of local 
communities to support and manage older people at risk of crisis 

 To improve quality of life for vulnerable older people and their carers 

Who is involved in delivery? 

 Social care 

 Community development 

 Third sector networks 

 Local communities 
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5 Intermediate care within the whole system – comments 

and recommendations for future work 

While the potential benefits of intermediate care are recognised within M&WW, little 
evidence was available in the course of the project which could be used either to 
provide an analysis of baseline activity and outcomes, or as a basis on which to 
evaluate proposals for investment to secure additional capacity. 

In common with many other areas, intermediate care in M&WW has developed on a 
piecemeal basis, often as a result of one-off funding arrangements. The results are 
that: 

 There is no common language for intermediate care across M&WW 

 Intermediate care is delivered by health and social care, but with variable levels 
of integration between them, and with little integration of the third sector or 
housing services 

 There is no consistent or robust information base on levels of need, or on 
current intermediate care activity/ performance 

 There is no consistent or robust basis for constructing proposals or evaluating 
costs and benefits for further development of intermediate care services 

The development of the ICF proposal has highlighted these gaps in the current 
system, but also provides a starting point for work to address them.  The sections that 
follow set out some initial suggestions for how this work could be developed. 

5.1 A local definition for intermediate care 

There is no agreed definition of intermediate care in use across M&WW, which leads 
to confusion about what is covered (are hospital convalescence beds intermediate 
care or not?  Does it include health services or just social care? Is telecare 
intermediate care or not?) 

An agreed local definition of intermediate care would enable localities to identify their 
current similarities and differences, and the gaps in current provision that will form the 
priorities for future service development. 

A suggested definition, for local discussion and refinement: 

 Intermediate care consists of a range of short term, time-limited care and 
support interventions delivered to people in crisis who are vulnerable to a loss 
of independence without this additional input. 

Implicit in this definition are the assumptions that: 

 Additional input may be provided by statutory agencies, voluntary or third sector 
provision or support from family and carers. 

 By ‘independence’ we mean an ability, appropriate to someone’s situation and 
with appropriate care and support, to be a part of their normal network of 
community and family relationships 

Figure 2 below, extracted from a recent review of intermediate care evidence 1 , 
provides a practical checklist for identifying current services that should be 
considered to be delivering an intermediate care function. 

                                            
1 Pearson, Mark, et al. National Institute for Health Research (2012) 

Intermediate care : a realist review and conceptual framework.  
SDO Project ; 10/1012/07 
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Figure 2  A practical checklist for intermediate care functions, from Pearson et al (2012) 

5.2 Intermediate care – a functional approach 

In practice, intermediate care will fulfil one or more of a range of functions in the 
whole system.  Developing a common language, based on functions, can help 
overcome the differences in organisational structures, team names and management 
arrangements across the region, and allow M&WW to compare service models, 
performance and outcomes over time and between localities. 

Intermediate care functions include: 

 Rapid response – very short term (up to 7 day) input to prevent a hospital 
admission 

 Reablement – up to 6 weeks’ input in response to a range of needs: 
o As an intake function prior to agreement of a new homecare package 
o As an intake function prior to a new permanent admission to a care 

home 
o Following a review at which a significant change in care needs has been 

identified 
o As a step-up function in response to a person experiencing a short term 

crisis in the community 
o As a step-down function following a person’s admission to hospital, to 

support recovery and recuperation 

Intermediate care functions may be delivered in the client/ patient’s home, or in a 
homely setting (such as the flexi-beds in care homes already in place across M&WW, 
commissioned from the independent sector).   

5.3 Accessing intermediate care – the common point of access 

In an optimised system, access to any intermediate care function is via a common 
point of access (which ideally also provides a single access point to all forms of 
community care and support including community nursing, emergency duty teams for 
social care etc).  People in need, their carers or professionals who are already 
supporting them can access the service via one contact number (telling the story 
once).  On the basis of that conversation the individual is offered rapid response, 
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advice and information, or signposting to another service, as appropriate.  Where 
applicable, an integrated assessment will then be carried out by an appropriate 
person who will then either refer to or plan for the most suitable response and 
intervention.     

5.4 Developing an information base for intermediate care 

While the projects included in the ICF proposal clearly address gaps in the current 
system of intermediate care and in the wider community, there has been little robust 
assessment of the level of need in the local population, or of the potential impact of 
investment on the system as a whole. 

In general it has simply been assumed that more capacity will result in 
‘improvements’, but without an analysis of what that will mean in terms of, for 
example: 

 How much additional activity or capacity the investment will deliver over time 

 The impact of increased intermediate care on other parts of the system (acute 
hospitals, community hospitals, home care, care homes, etc) 

 The impact over time on overall spend and/or cost pressures (eg whether 
increased spend on Rapid Response will deliver an overall saving to the system 
through reducing admissions) 

 The recurring cost implications of developments initially funded non-recurrently 

 The ability of the investment to accommodate future demographic change 

 Future workforce requirements (for intermediate care and for the services on 
which intermediate care has an impact) 

 Future market development for third and independent sector providers 

This is understandable (and not unusual), given the extremely tight timescale for 
production of the ICF submission and the fact that there is no consistent, or readily 
available information, about the intermediate care being delivered in M&WW.   

Intermediate care is not assessed relative to potential need within the population or 
for each function (What % of potential admissions are picked up by Rapid Response? 
What % of new home care referrals receive intake reablement? How much unmet 
need is out there?) 

Some activity and performance reporting, connected to individual services, is 
produced, but in some cases provides information about levels of inputs (hours of 
care delivered, bed days occupied) rather than on outcomes (admissions avoided, 
new care packages avoided).   

In other cases, some outcome measures are reported (people with reduced care 
hours after reablement) but not others (what were the outcomes for the rest?  Did 
reablement result in people receiving increased hours of home care, but as an 
alternative to a care home admission?) 

Given the central importance of intermediate care to future whole systems, and the 
strategic focus on intermediate care required to meet national policy, the 
development of a more robust information base to support future commissioning and 
operational performance management should be a priority for M&WW. 

Appendix 6 sets out some high level analysis of frailty and demographic change in 
M&WW to provide an indication of the potential impact of demographic change within 
the populations on intermediate care needs. 

Appendix 7 sets out a potential approach to identifying baseline levels of intermediate 
care activity by function, and relating these to other activity within the whole system to 
develop a sense of relative optimisation of the current system. 
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5.5 Integration in intermediate care – beyond health and social care 

Current policy both in Wales and in the rest of the UK is that intermediate care should 
‘as standard’ be delivered by an interdisciplinary team including health and social 
care professionals.  The work in Hywel Dda to pilot new integrated support worker 
roles in delivery of intermediate care, included within the ICF proposal, will provide an 
opportunity to move beyond basic parallel working to a more fully integrated model.  

In M&WW, the potential of the third sector to provide support as part of the 
mainstream intermediate care offer (rather than being seen as an add-on provided in 
parallel to, but separate from, health and social care) has already been identified and 
the ICF submission includes proposals for twilight services to be developed with third 
sector support fully integrated into the service model. 

Similarly, the role of housing in ensuring that people can receive intermediate care in 
a safe and supportive setting is well understood.  The ICF proposals contains 
proposals for housing interventions in both the ‘invest to go further’ stream (ie with 
housing interventions delivered as part of the intermediate care service model via 
quick-response adaptations, etc) and in the ‘invest to join up’ stream (improving 
housing for older people at risk of future crisis, thus creating more favourable 
environments for intermediate care if and when it is needed in future). 

There is an opportunity here for M&WW to develop a genuinely distinctive and 
innovative intermediate care system that builds on local strengths (community 
resilience, a tradition of self-reliance and interdependence) and which could help 
tackle some of the risks inherent in shifting care from hospital to community settings 
(clinical and public resistance to new models of care, risk-averse planning, etc) 

5.6 The wider picture of integration 

The Collaborative Board has commissioned work to identify opportunities for 
developing collaborative and integrated activity in relation to older people’s services 
(this work will be supported by Whole Systems Partnership).   

It should be borne in mind that intermediate care is only one area in which integration 
in M&WW can be deepened and strengthened. The extended project (‘Component 3’) 
will address the wider system of care and support for older people.  However, it can 
build on the work done in relation to the development of the ICF bid, as described in 
this report, for example by using work on the development of integrated information 
systems for intermediate care (the need for which is described in section 5.4 above, 
with a suggested approach set out in Appendix 7) as a means of exploring the 
potential for a wider approach to integrated commissioning across the system. 
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6 Conclusions and recommendations 

The ICF submission has been a valuable catalyst for thinking about the next steps in 
the development of intermediate care in M&WW.   

The Collaborative Board now has the opportunity to lead work to strengthen the 
strategic basis for intermediate care across the region, and to ensure that the 
potential impact of the ICF funding, including its ability to deliver benefits across the 
whole system, is better understood and evidenced. 

In particular, it is recommended that the Board should develop and agree a work 
programme including the following strands: 

 The development of baseline information, consistent and comparable over time 
and across localities, on current intermediate care activity and spend across the 
region, and an assessment of the degree to which the current system compares 
to a fully optimised ideal.  Appendix 7 provides an example of an initial 
approach to this, and it is proposed that this should be progressed within the 
‘Component 3’ work on development of wider integration strategy for older 
people’s services 

 The development of a region-wide programme implementation and monitoring 
framework that ensures feedback and learning for the system and those 
working in it (based on the governance structures outlined in the ICF 
submission) 

 Work on financial modelling in relation to the investments made using ICF 
funding, including early identification of potential bridging costs in 2015/16 and 
subsequent years required to deliver optimised intermediate care in each 
locality, the nature and scale of the savings which can potentially be delivered 
to the system by optimising intermediate care, and options for future financial 
arrangements to support ongoing intermediate care delivery. 

 Commissioning of external evaluation of the ICF 

 Work to improve engagement of key stakeholders in the next stage of 
development of intermediate care in M&WW, including primary care, third 
sector networks, current and future potential independent sector providers, 
older people and carers 
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Appendix 1: ICF submission, 18 March 2014 (revised) 

 
Before completing this form please read the Intermediate Care Fund Guidance, available 
at: 
 
http://wales.gov.uk/topics/health/publications/socialcare/guidance1/?lang=en  
 
It is strongly recommended that you discuss your proposal with Welsh Government 
officials before applying for funding.  

 
Any enquiries relating to, and submissions of, applications should be sent to:  
IntermediateCareFund@wales.gsi.gov.uk  
 
 
Alternatively, any enquires arising regarding applications is available on 02920 82 5860 

 
 
 
 
 
 
The deadline for applications to be submitted is Midday 7 March 2014.  
 
 
All applications will be acknowledged via e-mail within 1 week of receipt. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PART 1 PROPOSAL DETAILS 
 
A: Outline 

http://wales.gov.uk/topics/health/publications/socialcare/guidance1/?lang=en
mailto:IntermediateCareFund@wales.gsi.gov.uk
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Proposal Title Mid & West Wales Health & Social Care Collaborative 
Board 
Intermediate Care Fund proposal 
7 March 2013 

Lead Local Authority  
Carmarthenshire County Council 
 

Senior Responsible Officer Martyn Palfreman, Regional Programme Manager 
 
Social Care, Health and Housing 
Carmarthenshire County Council 
3 Spilman Street 
Carmarthen 
 SA31 1LE 
 
Tel: 01267 228978  
Mobile 07880 504028 
 
Email MJPalfreman@carmarthenshire.gov.uk  
 

Other 
organisations/partners 
involved in delivery  

Pembrokeshire County Council 
Ceredigion County Council 
Powys County Council 
Hywel Dda University Health Board 
Powys Teaching Health Board 
Carmarthenshire Association of Voluntary Services 
Pembrokeshire Association of Voluntary Services 
Ceredigion Association of Voluntary Services 
Powys Association of Voluntary Services 
Private sector organisations involved in the delivery of 
the range of intermediate care and supporting functions 

Estimated total cost of 
proposal  

ICF Revenue  
 
 

ICF Capital 
 
 

 

Estimated Start and Finish date of proposal 

 
April 2014 – March 2015 
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B: Description and Fit against Criteria 
 
Note: Please be as concise as possible, within a maximum of 150 words for each 
section below. The table in the guidance sets out the eligibility criteria against which 
proposals will be considered.  
 
NOTE WHERE YOUR PROPOSAL CONTAINS SEVERAL SCHEMES PLEASE USE THE 
SUMMARY TABLE ATTACHED AT ANNEX 1.   
 
 

BRIEF OVERVIEW / SUMMARY OF PROPOSAL: (summarising  aims, objectives 
and milestones)  

To improve outcomes for vulnerable older people in Mid & West Wales through two 
interlinked programmes: 
 
Investing to go further 

 Increased integrated intermediate care capacity, both to prevent admissions 
and to maximise people’s independence following a crisis 

 Further development of flexi-bed capacity and small scale housing 
improvements  

 
Investing to join up 

 Work to build community resilience, creating environments receptive to 
intermediate care, and which contribute to its sustained success 

 
The key strands of work within each of these programmes, with examples of the 
individual projects which will be delivered locally within each, are shown in Part 2 - 
further information 
  
Milestones 

 By June 2014 we will have: 
o Analysed whole system impact of existing and planned intermediate 

care services 
o Assessed scope for further development beyond 2014/15 
o Arrangements for redeploying whole system savings realised through 

improved levels of intermediate care  

 By April 2015 we will have: 
o Intermediate care services in place with capacity to deliver improved 

outcomes and additional whole system impact  
o Improved housing to reduce risk for older people  
o Evidence of benefits to the wider system of ‘investing to join up’ 

 

 

STRATEGIC ALIGNMENT: Briefly outline how this programme of work will align with 
Welsh Governments strategic aims for Social Services 

 
Sustainable Social Services identifies services for older people as a priority area for 
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integrated working, requires the provision across Wales of effective reablement 
services, jointly managed by health and social care and  argues strongly for a 
maintained focus on recovery and rehabilitation, seeing care as support services as 
short term and maximising real control over daily living choices.  
 
The Statements of Intent for the Delivery of Integrated Health and Social Care 
Services for Older People with Complex Needs, produced for both of our Health 
Board areas, emphasised the importance of Intermediate Care as part of wider, 
joined up services to promote the independence and wellbeing of older people in our 
region. We welcome the availability of additional funding to support the development 
of new initiatives. We believe that our evidenced commitment to improving and 
extending integration will deliver improved efficiency (and thereby reduce cost 
pressures in the system) and improved outcomes for service users, with more people 
supported in their own homes and taking part in the life of their own local 
communities. 
 
 

 

INTEGRATION: How will the programme of work demonstrate better integration 
across delivery partners within the region? 

The programmes are based on achieving effective integration of health and social 
care agencies, housing, and the voluntary/ third sectors.  Additional intermediate care 
capacity will be delivered through ongoing remodelling of services and integrating the 
health and social care workforce to enable flexible and timely provision of 
interventions, through pilots across Hywel Dda and as part of the wider integration 
agenda in Powys.  
 
We will seek to build engagement with primary care, championing practices that make 
good use of intermediate care and supporting others to develop their confidence to do 
the same. 
 
Alongside this we recognise the pivotal contribution of the private sector to 
intermediate care services. Building on existing foundations, we will adopt a strategic 
approach to commissioning of intermediate care and other services, seeking to 
effectively manage and develop the market and involve providers in identifying and 
implementing sustainable solutions to the care needs of today and tomorrow.  
 
 

 
 

TRANSFORMATIONAL MODELS OF CARE: How will new service models be 
mainstreamed into future delivery models? 

The ‘invest to go further’ programme will add additional integrated capacity for 
intermediate care.  This spans the key functions: Rapid Response, step up and step 
down enablement (at home or in a flexible bed, including intake prior to new care 
home packages or admission to a long term care home placement). 
 
Work is ongoing to identify the potential level of sustainable savings achievable in 
2014/15 and longer term.  However, the release of efficiencies takes time and is not 



Mid & West Wales Health and Social Care Collaborative Board Whole Systems Partnership project report 
Collaboration and Integration in Older People’s Services: March 2014 
Intermediate Care Fund 
 

v 

  

uniform across health and social care. There is a key risk, therefore, that if additional 
Welsh Government funding is not available in 2015/16, improvements in intermediate 
care will not be sustainable and potential savings to the system as a whole will not be 
realised. Accordingly, Welsh Government is asked to consider additional funding in 
2015/16 to help manage this risk and increase the sustainability of the change across 
the system. 
 
 

 
NEW/ ADDITIONAL SERVICES: How will you demonstrate this programme of work 

is in addition to existing provision? 
Invest to go further: 

Baseline measures of intermediate care capacity, activity and outcomes, and 
projections for the impact of funded development during 2014/15, will be developed in 
Q1 in terms of staffing establishment, new interventions, impact on admissions and 
ongoing services etc. 
 
Invest to join up: 

This programme will provide resources both for direct investment in innovative 
community-based support, targeted at frail older people, and additional capacity to 
develop future strategy for integration which will have a direct impact on the frail older 
population for example in effective market management to increase housing choice 
and quality, and in developing integration of dementia with mainstream older people’s 
services  

 
C: Delivery of Benefits: 
 
The Fund can be used to build on existing good practice and to increase the scale of 
provision of integrated services across Wales. It can also be used as pump-prime funding 
to assist transformation and change and to test out new models of delivery. 
 
The next three boxes indicate the key objectives of the Fund. For these, and the additional 
evidence box, please set out, within a maximum of 150 words for each section, the 
benefits your proposal will deliver, how this will be done and when they will be realised. 

 
IMPROVING PREVENTATIVE CARE AND AVOIDING UNNECESSARY HOSPITAL 
ADMISSION AND DELAYED DISCHARGE OF OLDER PEOPLE, PARTICULARLY 
THE FRAIL ELDERLY: 

Increased integrated Rapid Response capacity will reduce unscheduled admissions to 
hospital.   

 Key objectives 
o to achieve increased Rapid Response capacity, working towards the 

achievement of an optimised function in which 15% of potential 
unscheduled over 65 medical admissions are avoided through provision 
of alternative support 

o to increase use of Rapid Response by primary care.   
 
Increased integrated reablement capacity will support earlier discharge and reduce 
use of hospital beds by people who could be effectively reabled at home and/or in a 
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homely setting. 

 Key objectives 
o to achieve capacity by March 2015 sufficient to ensure that no-one 

receives reablement in a hospital bed 
o to achieve capacity by March 2015 to ensure that no-one with 

reablement potential moves direct from a hospital bed to a long stay 
care home placement without a period of reablement  

 
The ‘invest to join up’ programme will increase community resilience and low level 
preventative care. 

 
 

PROMOTE AND MAXIMISE INDEPENDENT LIVING OPPORTUNITIES: 

 
The programme includes work on housing improvements enabling a greater 
proportion of intermediate care to be delivered in the person’s home as opposed to a 
bed and/or to reduce risk in the home (consequently reducing the risk of future crisis 
leading to an intermediate care need).  
 
Care and Repair provision will be delivered on a ‘fast response’ basis and indicators 
of performance and outcomes developed in Q1 to ensure funding is used effectively. 
A regional delivery plan, including target numbers for each county, will be agreed by 
the end of Q1. 
 
Alongside its ‘invest to go further’ proposals for increasing intermediate care capacity, 
each county has developed a range of locality-specific ‘invest to join up’ proposals 
aimed at increasing community resilience and openness to intermediate care as a key 
part of the whole system.  The Board will facilitate sharing of these plans to 
encourage counties to work together as far as possible and to spread and share good 
ideas.   

 

SUPPORT RECOVERY AND RECUPERATION BY INCREASING THE PROVISION 
OF REABLEMENT SERVICES: 

Increased integrated reablement capacity will support earlier discharge and reduce 
use of hospital beds by people who could be effectively reabled at home and/or in a 
homely setting. 

 Key objectives 
o to achieve capacity by March 2015 sufficient to significantly reduce 

numbers of people occupying a hospital bed who could appropriately be 
discharged to reablement in the community Target to be set in Quarter 1 

o to achieve capacity by March 2015 to ensure significant reduction in the 
number of people with reablement potential moving directly from a 
hospital bed to a long stay care home placement without a period of 
reablement - Target to be set in Quarter 1 

 
Additional flexible bed capacity will be developed in each part of the region, in 
partnership with the local independent sector and (in some areas) through review of 
existing local authority care home stock to identify the potential for remodelling and 
outsourcing 
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 Key objective 
o to commission additional flexible intermediate care beds, as required to 

deliver future capacity requirements as outlined above, by October 2014 

 
EVIDENCE OF YOUR PROPOSAL DELIVERING BENEFITS 

Relevant recent research underpinning the proposals includes: 

 National audit of intermediate care report 2013 (NHS Benchmarking Network, 
2013) 

 Intermediate care: a realist review and conceptual framework. (NIHR, 2013) 
 
The proposals also draw on work by Whole Systems Partnership in Western Bay, 
which has included the development of a systems model supporting a full business 
case for the development of the intermediate tier across the region. 

D:  Delivery Arrangements 
 
i) Governance Arrangements 
 

What is the governance framework for delivering this proposal? How will all partners 
be involved in oversight and delivery?  
The Mid and West Wales Health and Social Care Collaborative Board 

(MWWHSCCB) has strategic responsibility for delivering an ambitious programme of 
health and social care integration across the region. Comprising senior 
representatives of all 6 partner organisations the Board is supported by a Regional 
Programme Manager and oversees a range of collaborative initiatives which are 
funded through the Regional Collaboration Fund, Delivering Transformation Grant and 
other funding streams. A full membership list is included in Part 2 – further 
information. The Board meets on a monthly basis. It reports to Chief Executives of the 
4 local authorities and 2 Health Boards via regional Chief Officer meetings, which 
regularly focus on health and social care integration. Progress is also reported to 
Leaders and Chief Executives via the WLGA Regional Partnership Board and to the 4 
Local Service Boards. 
 
An Older People’s Programme Board (OPB) will be established to oversee the 
delivery of the Statements of Intent for integrated health and social care for older 
people in both the Hywel Dda and Powys HB areas. Delivery of the ICF programme 
will be a particular focus in 2014-15. Building upon an existing regional Heads of Adult 
Services group, the Board will also comprise MWWHSCCB Lead Directors for the 
Older People’s workstreams (local authority and health), other health representatives, 
housing colleagues and regional representatives of the third and independent sectors. 
Early priorities will include: 
 
1. Review of the activity and spend profile within the 4 county areas and across the 

region, and dialogue with Welsh Government to finalise the profile by late April/ 
early May 2014 

2. Finalisation of the regional performance/ outcomes framework and key targets by 
June 2014 

3. Alignment of the ICF programme with other relevant programmes including the 
scoping of future collaborative opportunities in older people’s services and delivery 
of Integrated Assessment, Planning and Review 

http://www.nhsbenchmarking.nhs.uk/CubeCore/.uploads/icsurvey/NAIC%202013/NAICNationalReport2013.pdf
http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_10-1012-07_V01.pdf
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4. Development of an outline evaluation framework and commissioning of external 
support to develop it further 

5. Identification of appropriate programme management capacity at local and 
regional levels, with direct reporting to the Regional Programme Manager 

The OPB will meet monthly and receive reports from each county area. It will closely 
monitor performance against commitments, quantify outcomes and address emerging 
risks to delivery. Exception reports will be provided to MWWHSCCB on a monthly 
basis. The OPB will authorise quarterly claims to Welsh Government for release of 
ICF funding. 
 
Local progress will be monitored by existing multi-sector boards or forums in each 

county area. Monitoring activity will mirror 1, 2, 3 and 5 above at the local level. 
County progress reports will be submitted to the OPB every month. 
Carmarthenshire County Council as Lead Authority for the Region will coordinate and 
service the above activity. 
 
Figure 1: ICF Mid and West Wales governance arrangements 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

List the key milestones i.e. the main things that will be done to deliver the programme 
of work. Note payments will be made against evidence of delivery against these 
milestones. Without detailed milestones we will be unable to schedule payments. 
Key Milestone Indicative delivery date 

Baseline assessments of current intermediate 
care capacity, activity, whole system impact and 
unit costs 

Initial work completed: to be 
reviewed and updated by end of 
March 2014 

Quarterly staffing and activity profiles for June 2014 

Local Service Boards 
(Carmarthenshire, Ceredigion, 

Pembrokeshire and Powys) 

Regional Partnership Board for Central & South West 
Wales 

(WLGA) 

Mid and West Wales Health and Social Care 
Collaborative Board 

 

Powys Health and 
Adult Social Care 

Integrated 
Leadership Board 

Mid and West Wales Chief Executives 

 

Older People’s Programme Board  

(OPB) 

Pembrokeshire 
ICF Programme 

Board 

Carmarthenshire 
Health and Social 

Care Board 

Ceredigion 
Health, Social Care 

and Wellbeing 
Executive 
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implementation of additional capacity 

Integrated performance assessment framework 
for intermediate care 

June 2014 

Additional capacity in place to deliver Rapid 
Response function 

March 2015 (67% part year effect 
in 2014/15) 

Additional capacity in place to deliver enablement 
function 

March 2015 (67% part year effect 
in 2014/15) 

 
Additional flexible intermediate care beds 
commissioned from independent sector 
 

March 2015 (67% part year effect 
in 2014/15) 

Additional care and repair activity delivered Throughout year, to delivery plan 
agreed by June 2014 

Engagement plan with primary care agreed and 
delivered 

Throughout year, to engagement 
plan agreed by June 2014 

‘Invest to join up’ plans developed for each 
county and agreed by Board (to maximise 
opportunity for share/ spread) 

June 2014 

‘Invest to join up’ impact report and regional 
event 

February 2015 

Integrated workforce developed for intermediate 
care delivery 

Throughout year, in line with 
planned implementation profile for 
additional capacity and capacity 
to develop existing workforce 

Please state any key risks identified and mitigation measures proposed  
 
Risk Mitigating Action 
Recurring funding not available to support 
ongoing intermediate care capacity 
expansion 

 Potential scope of whole system savings 
to be assessed by June 2014. 
 

Inability to recruit additional intermediate care 
workforce 
 

 Scope for some redeployment of existing 
in house care staff in parallel with 
increased outsourcing of ongoing 
domiciliary care 

 Development of new health and social 
care worker role (in Hywel Dda) and 
Double to Single-Handed Care Project 
(in Powys) reduces need for duplication 
of visits and increases staffing efficiency 

 Integration of third sector into 
intermediate care delivery teams 
provides opportunity to develop more 
flexible roles 

Inability to realise whole system savings 
generated by increased intermediate care 
activity (eg through reduction in hospital 
capacity, new contracting arrangements with 
hospital providers outside health Board area, 
etc) 
 
 

 Work on organisational integration to 
include consideration of pooled budgets 
and formal partnership agreements to 
enable savings to be redeployed to fund 
future investment 

 Modelling work to be undertaken to 
identify potential for release of savings/ 
reduction in cost pressures 
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Inability to agree on future integration model 
within local areas 

 Relational analysis to be undertaken 
April 2014 to identify critical factors  

Failure to engage clinicians in change 
programme 

 Integration strategy development to 
include specific work with primary and 
secondary care clinicians 

Please confirm that you have the following  
(If not yet in place please indicate when you expect them to be in hand): 
Proposal management arrangements in place yes 

 

Evaluation Framework developed  
 

In development, and to 
be signed off by Board 
by end of June 2014 

Necessary Impact Assessments carried out In development, and to 
be signed off by Board 
by end of June 2014 

 
 
 
ii) Monitoring and Evaluation 
(Please include in your answer, key performance indicators (KPIs) and whether a 
measurement baseline has been established.  

Briefly outline your plans for how you will monitor the progress and evaluate the 
achievements of the programme 

 
Quarterly report to Collaboration Board by delivery team (Regional Programme Manager 
has lead responsibility) 
 
Performance assessment for the programme will draw on existing measures already in 
place around the system and used within both health and social care (eg the One Powys 
Plan performance framework and reablement scorecards in place in Powys and 
Carmarthenshire, with the objective of facilitating comparison across the region. Existing 
KPIs will be used where appropriate to monitor progress and outcomes from the ‘invest to 
go further’ programme: examples are shown in the table below. 
 
External evaluation will be commissioned to provide an independent assessment of the 
effectiveness of the programmes and of their impact on the whole system.  Costs for this 
external evaluation have been included in this submission. 
 

Description of indicator Baseline 
Expected future 

state 
Frequency of data 

collection 
Unscheduled admissions to hospital 
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Rapid Response interventions  

Enablement interventions – new starts 

New care home packages: 
Numbers starting new packages with/ 
without intake reablement 

New care home placements: 
Numbers entering direct from hospital 
with/ without reablement 

% of reablement interventions delivered 
at home/ in flexible intermediate care 
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bed 

Readmission rates/ outcomes over time 
for people following reablement 

What arrangements are you proposing to capture and cascade the lessons from this 
programme?  

 
Quarterly reporting to include ‘lessons learnt’ sections. This, together with performance 
data, will form the basis for development of dialogue with WG on potential for funding to 
be delivered over 2 years to achieve sustainable implementation profile. 
 
For the ‘invest to join up’ programme, proposals include a regional report and learning 
event in early 2015 (co-produced with third/ voluntary sector stakeholders, service users 
and carers) to share outcomes, celebrate successes and examine critical factors in 
achieving sustainable change. 
 

 
 
 
 
E: Funding Details 
 
The £50 million Fund (£35 million revenue, £15 million in capital) is available for the 
2014-15 financial year only and cannot be extended after the 1st of April 2015 
 

Please provide details of funding required: 

A brief explanation of activity should be provided as appropriate. Please provide in the 
table below an overview of revenue and/or capital costs for your proposal.  
Revenue Funding Q1 Q2 Q3 Q4 Total 

IC capacity 396 660 792 792 2641 

IC bed development 129 215 257 257 858 

Invest to join up 296 494 593 593 1975 

Evaluation   50 50 100 

Regional programme support 13 13 13 13 52 

Total revenue funding for quarter  834 1382 1705 1705 5626 
Capital Funding Q1 Q2 Q3 Q4 Total 

IC beds and community housing 
improvements 422 703 844 844 2812 

TOTAL FUNDING 1256 2085 2549 2549 8438 

 
 

Additional Information 
Capacity modelling for 2014/15 

 
Proposed 2014/15 investment to increase intermediate care capacity has been 
modelled at 67% of current estimated full year cost.  

In 14/15 the part year effect is equivalent to 67% of full year costs. This represents a 
realistic but challenging profile of implementation, with the new services working at 
full capacity by the end of the year but with an S-shaped ‘adoption curve’ in year, to 
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allow for a build-up of activity from April 2014. 

The part year effect recognises: 

Time taken to recruit additional staff 
Time taken between recruitment and operational deployment of new staff 
Time taken after operational deployment to reach full effectiveness (the ‘learning on 
the job’ period) 
Time taken for new referral routes to be developed, communicated and used by 
referrers (this will apply to work needed to build all referral routes including for 
example referrals to intermediate care by primary care, hospital staff, ambulance 
services, users and carers) 
 
Integration 
Each element within our programme will have passed the ‘I4 test’ – meaning 
essentially that it includes appropriate contributions from all 4 partners (health, 
housing, social care, third sector) which are fully integrated to deliver a seamless 
service to the user and/or carer. Third sector support will be planned and delivered 
alongside health and social care as part of mainstream intermediate care. 
 

 

 
 
 

What funding and other resources, if any, will contributing partners commit to the 
delivery of the proposal? 

 

The ‘invest to go further’ programme is based on the ongoing sustainability of 
additional intermediate care capacity in terms of its ability to release resources 
elsewhere in the system. 

For intermediate care, this may include savings related to: 

Reduction in admissions to hospital 
Reduction in admissions to permanent care home placements# 
Reduction in new ongoing homecare packages 
Reduction in length of stay in hospital following an admission 
Reductions in intensity of ongoing care packages  

It is expected that: 

Part year implementation in 14/15 will deliver part year system savings, with a 
variable lag between more intermediate care and resultant savings depending on 
where in the system the impact is felt and the potential for cash releasing savings to 
be realised over time. 
The part year savings achieved can be set against the increased costs of delivering 
the services from 15/16 onwards, once the part year effect is removed (ie on the basis 
that all developments are fully operational and delivering at 100% from April 2015 
onwards).  The need for additional bridging costs for 15/16 will be modelled in the 
course of programme implementation, and discussed with Welsh Government as part 
of programme monitoring arrangements 
The full year savings realised from 15/16 onwards will support sustainable delivery on 
a recurring basis. 
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Are you applying for other Welsh Government funding to deliver this proposal? 

No 
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PART 2:  FURTHER INFORMATION 

 
For this part of the application you are given the opportunity to expand upon the summary 
information provided above. This may include further details on the background, 
governance, rationale and forecast benefits of the proposal. 
 

(ma 
As evidenced above, strong foundations exist in Mid and West Wales for the delivery 
of integrated care. The opportunity afforded through the ICF to develop Intermediate 
Care services as part of a wider model provides an exciting and logical way forward 
as we build sustainable services for the future and deliver the commitments made 
within our Statements of Intent. 
 
Delivering a consistent programme over a diverse region that spans 2 Health Board 
areas poses some challenges. Commonalities include, for example: 

 rurality 

 strong community resilience 

 a growing older population 

 acute resource pressures 
 
There are also differences in approach and priority both between Powys and Hywel 
Dda footprints, and within the counties in the Hywel Dda footprint. The recent 
recommendation within the Williams report for a merger between Powys County 
Council and teaching Health Board provides an example of where distinct agendas 
will need to be pursued. 
 
However, our collective commitment to the principles of a service model, based on 
genuine integration and prevention, underpin our proposal. All partners have signed 
up to the priorities of ‘investing to go further’ and ‘investing to join up’ even though the 
routes to achieving this will differ.  
 
These variations in approach will allow flexibility to meet the needs of local 
communities and also provide opportunities for testing out different approaches and 
sharing intelligence around what works (or doesn’t) and why. Our proposed 
governance arrangements, which include a multi-agency Delivery Group, will have a 
key role to play. Our commitment to develop a robust internal performance 
framework, validated by external evaluation, will allow us to generate the information 
required to properly assess the impact of the changes we are making. This will inform 
future financial and service planning and validate the lessons learned for 
dissemination within the region and more widely across Wales and beyond. 
 

7 Shared work areas – invest to go further 

  

7.1 Additional core intermediate care capacity 

 Projects to increase local capacity to deliver the core intermediate care functions 
of rapid response and reablement, including: 

 Therapy inputs to reablement in Pembrokeshire and Carmarthenshire  
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 Domiciliary care support for reablement in Ceredigion, Pembrokeshire and 
Carmarthenshire 

 Objectives: 

 To deliver reablement support to more older people 

 To reduce pressure on hospital services by facilitating earlier discharges 

 To support proposed additional intermediate care beds (see below) 

 To improve the quality of intermediate care interventions through increased 
integration of therapy services into reablement 

 Who is involved in delivery? 

 Health Boards 

 Social care 

  

7.2 Single point of access/ rapid response 

 Projects to improve short term responses, including short term interventions for 
older people in crisis, including: 

 Single point of access developments in Powys and Ceredigion 

 Increased rapid response capacity in Carmarthenshire and Pembrokeshire 

 Objectives: 

 To deliver more timely interventions in the community to older people in crisis, 
including those at risk of admission to acute care 

 To reduce unscheduled hospital admissions 

 To improve the quality of response for older people seeking care and support, 
through an integrated single point of access for health, social care, housing and 
third sector support 

 Who is involved in delivery? 

 Health Boards 

 Social care 

 Third sector networks 

  

7.3 Integrated twilight services 

 Projects in Pembrokeshire, Carmarthenshire and Ceredigion to provide 
responsive transport home from hospital and very short term support in the 
home to older people who are otherwise at risk of admission but who are fit for 
discharge 

 The project in Ceredigion is based on integration of domiciliary and third sector 
support, providing an opportunity to test an approach which embeds third sector 
support in the core intermediate care model, and which extends beyond the 
initial ‘home from hospital’ period to deliver home safety and falls prevention 
advice to service users and carers 

 In Pembrokeshire the County Council will be working with the third sector to test 
collaborative approaches to developing the twilight service and linking it with 
reablement and rapid response 

 Objectives 

 To reduce short term unscheduled admissions to hospital 

 To improve quality of experience for older people and their carers 

 To improve links between preventative services and intermediate care 

 Who is involved in delivery? 

 Health Boards 

 Social care 

 Third sector networks 
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7.4 Increasing workforce effectiveness and team integration 

 Projects in Hywel Dda to pilot development of a new ‘health and social care 
worker’ role, to support future integration of intermediate care teams 

 Organisational development work in Powys to support integration of community 
teams including health, social care and third sector support 

 In Powys, provision of equipment to reduce the need for double handed working 

 Objectives: 

 To increase staffing efficiency and free up existing capacity 

 To improve co-ordination of care and support 

 To address recruitment pressures for community staff 

 Who is involved in delivery? 

 Health Boards 

 Social care 

7.5 Increasing intermediate care bed capacity 

 All localities identified the need to provide additional intermediate care bed 
capacity for step down and/or step up care.  This will build on the existing 
successful development of flexi-beds commissioned from local care homes to 
deliver intermediate care – in Ceredigion, the proposal is to review existing local 
authority care homes to assess their potential for intermediate care in future.  
Support for additional beds will be delivered by the additional community 
reablement capacity also included in the proposals. 

 
In Pembrokeshire two intermediate care flats will be developed as part of the 
Crymych Extra Care facility forming an IC ‘hub’ for the north of the County. The care 
and support provider will have a reablement ethos and will deliver flexible and 
responsive care into the scheme. The new scheme consolidates the GP practice, 
Community resource teams, health centre, day centre provision and extra care. The 
development will also strongly link with the third sector as part of our preventative 
approach. 

  

 Objectives: 

 To facilitate discharge from hospital and provide a more homely setting for 
reablement 

 To increase the capacity of intermediate care to support people with complex 
needs not able to remain at home (or to return there) for reablement 

 Who is involved in delivery? 

 Health Boards 

 Social care 

 Housing  

  

8 Shared work areas – invest to join up 

8.1 Housing and telecare improvements 

  

 Work to improve the quality and suitability of housing for vulnerable older 
people, to reduce risk of future crisis and to create environments which facilitate 
the delivery of intermediate care at home.  This includes: 
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 A regional Care and Repair programme across M&WW to deliver small 
adaptations and ‘handy man’ services, working with community services to 
identify and target people with the greatest levels of need. 

 Other housing improvements including development of dementia move-on flats 
(Pembrokeshire), supported accommodation and extra care housing 
(Carmarthenshire) and solar energy installations for social housing (Powys) 

 Additional provision and management of telecare solutions to older people living 
at home 

  Objectives: 

 To reduce risk for vulnerable older people 

 To increase the proportion of care and support, including intermediate care, that 
can be delivered in the home 

 Who is involved in delivery? 

 Social care 

 Housing (including social housing and independent sector housing providers) 

 Care & Repair Wales 

  

8.2 The supportive community 

 Projects to improve the resilience of local communities and their ability to 
support frail older people to access and enjoy their normal network of community 
and family relationships. This includes: 

 In Pembrokeshire, community innovations grants for small projects (eg 
Community Councils undertaking ‘village appraisal’ and being  able to respond 
to  local initiatives with local solutions) 

 In Carmarthenshire, work on dementia friendly communities 

 In Powys, a Local Area Co-Ordination pilot 
Objectives 

 To strengthen the network of community links to and increase community 
resilience 

 To reduce pressure on acute services by increasing the ability of local 
communities to support and manage older people at risk of crisis 

 To improve quality of life for vulnerable older people and their carers 
Who is involved in delivery? 

 Social care 

 Community development 

 Third sector networks 

 Local communities 

  
Mid and West Wales Health and Social Care Collaborative Board – membership 

 Jeremy Patterson, Chief Executive, Powys County Council 

 Bruce McLernon (Chair), Director of Social Care, Health and Housing, 
Carmarthenshire County Council 

 Jake Morgan, Director for Children & Schools, Pembrokeshire County 
Council 

 Pam Marsden, Director of Adult Care, Pembrokeshire County Council 

 Parry Davies, Strategic Director for Care, Protection and Lifestyle, 
Ceredigion County Council 

 Amanda Lewis, Strategic Director, People, Powys County Council 

 Kath Davies, Director of Planning, Strategic Integration, Therapies & Health 
Science, Hywel Dda University Health Board 

 Sarah Jennings, Director of Strategic Partnerships, Hywel Dda University 
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Health Board 

 Bruce Whitear, Interim Director of Planning, Powys teaching Health Board 

 Martyn Palfreman, Regional Programme Manager 
 
Heads of Service from across the Region attend quarterly meetings as Associate 
Members 
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PART 3:  CONFIRMATION 

 
Please sign, date and return this completed form to the address shown below: 
 
I confirm that the proposal outlined here has been agreed and authorised and if funding is 
awarded, it is ready to proceed in the 2014 / 2015 financial year. 
 
 
Signature: 

 
 
 
 

 
Name: 

 
 
 
 

 
Chief Executive and / or Chief Financial Officer: 

 
 
 
 

 
 

Date: 

 
 
 

 
 
 

 

 

  



Mid & West Wales Health and Social Care Collaborative Board Whole Systems Partnership project report 
Collaboration and Integration in Older People’s Services: March 2014 
Intermediate Care Fund 
 

xx 

  

 Appendix 2: Interviewees 

 

Organisation Name  
M&WW Health and Social Care Collaborative 
Board 

Martyn Palfreman  

Carmarthenshire County Council  Bruce McLernon 
Sheila Porter (joint with Health Board) 

Ceredigion County Council Parry Davies 
Sue Darnbrook 
Melanie Evans 
Heather West 

Pembrokeshire County Council Pam Marsden 
Chris Harrison 

Hywel Dda Health Board Sarah Jennings 

Powys County Council Gerry Davidson (joint with Health Board) 
Joy Garfitt 
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Appendix 3:  Engagement event programme and attendees 

 

Mid & West Wales Health and Social Care Collaborative 

Board 

Intermediate Care Fund 

Engagement workshop 

Thursday 20 February 2014, 2.00 to 4.30pm 

 

Objective: 

To plan the M&WW submission to WG for the Intermediate Care Fund, through: 

 Reviewing the current delivery of intermediate care in M&WW 

 Exploring the potential for investment to achieve sustainable change 

 Assessing the ability of the system to implement change in 2014/15 

Outline programme: 

Welcome and introductions (Martyn Palfreman)   2.00 

Purpose and goals of the project (Lucy O’Leary)   2.10 

Breakout:  confirm and challenge   2.30 

Plenary feedback   2.50 

BREAK   3.10 

Initial plans for ICF deployment (LO’L)   3.20 

Breakout:  impact assessment   3.30 

Feedback and plenary   4.00 

Next steps   4.25 

Close   4.30 
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Attendees: 

Organisation Name  
M&WW Health and Social Care Collaborative 
Board 

Martyn Palfreman  

Carmarthenshire County Council  Bruce McLernon 
Dylan Owen 

Pembrokeshire County Council Pam Marsden 

Hywel Dda Health Board Sarah Jennings 

Powys Health Board Bruce Whitear 

Powys County Council Amanda Lewis 

Care & Repair Mark Warren (Carmarthenshire) 
Tina Mills (Pembrokeshire) 

Associations of Voluntary Organisations Amanda Reid (Ceredigion) 
Trish Buchan (Powys) 
Debbie Bence (Carmarthenshire) 
Michelle Copeman (Pembrokeshire)  

Whole Systems Partnership Peter Lacey 
Simon Pickford 
Lucy O’Leary 
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Appendix 4: ICF funding and part year effects – notes on 

implementation profiling and whole system savings 

 

4 March 2014 

 

1 Implementation profiles for intermediate care proposals 

and part year effects 

Each of the four counties within M&WW has proposed developments which will result 
in: 

 Increases in the capacity of intermediate care services (including rapid 
response and/or enablement functions) through expansion of staffing 
establishments in 2014/15 

 Increases in bed numbers available to provide a setting for intermediate care 
(including both step up and step down care: there is a mix of proposals 
including increased capacity commissioned from independent sector providers 
as flexi-beds in local care homes and increased in-house provision) 

In developing the regional ICF submission, a part year effect has been applied to the 
proposed costs for these developments, recognising the time that will be required to 
achieve the transformation of the service model and to achieve full operational 
capacity in the new services. 

In 14/15 the part year effect is equivalent to 67% of full year costs. This represents a 
realistic but challenging profile of implementation2, with the new services working at 
full capacity by the end of the year but with an S-shaped ‘adoption curve’ in year, to 
allow for a build-up of activity from a zero base in April 2014. 

The part year effect recognises: 

 Time taken to recruit additional staff 

 Time taken between recruitment and operational deployment of new staff 

 Time taken after operational deployment to reach full effectiveness (the 
‘learning on the job’ period) 

 Time taken for new referral routes to be developed, communicated and used by 
referrers (this will apply to work needed to build all referral routes including for 
example referrals to intermediate care by primary care, hospital staff, 
ambulance services, users and carers) 

An allocation of 20% of the part year activity costs has been added back to account 
for transitional costs of implementation (recruitment, training, etc). 

 

                                            
2 50% would be a more prudent estimate of achievable part year activity (and is being used in other 
regions to model intermediate care development) but 67% has been applied here in recognition that 
the developments are building on existing work and that recruitment can begin in March 2014 to 
provide a flying start for the new year 
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2 Ongoing sustainability 

The ICF funding requires assessment of the ongoing sustainability of the new 
developments in terms of their ability to release resources elsewhere in the system. 

For intermediate care, this may include savings related to: 

 Reduction in admissions to hospital 

 Reduction in admissions to permanent care home placements# 

 Reduction in new ongoing homecare packages 

 Reduction in length of stay in hospital following an admission 

 Reductions in intensity of ongoing care packages  

The ICF submission does not currently include an assessment of the likely level of 
savings that may result from the proposed developments over time3, but it would be 
expected that: 

 Part year implementation in 14/15 will deliver part year system savings, with a 
variable lag between more intermediate care and resultant savings depending 
on where in the system the impact is felt and the potential for cash releasing 
savings to be realised over time. 

 The part year savings achieved can be set against the increased costs of 
delivering the services from 15/16 onwards, once the part year effect is 
removed (ie that all developments are fully operational and delivering at 100% 
from April 2015 onwards).  There is likely to be a bridging ‘cost gap’ in 15/16, 
which would need to be met from WG funding or from other sources if the 
intermediate care developments are to be maintained 

 The full year savings realised in 15/16 then provide the basis for sustainable 
delivery on a recurring basis. 

 

3 Risks 

The risks associated with these assumptions include: 

 Inability to achieve 67% part year effect in implementing the planned changes, 
resulting in reduced system savings and increased bridging costs in 15/16 

 Additional costs if implementation can be achieved more quickly than envisaged 
in the submission – this may however be offset by increased system savings in 
year and a reduced bridging requirement in 15/16. 

 Inability to reach agreement on future budget integration/ resource shifts (ie 
ability to shift savings made by organisation A to fund inputs by organisation B 
that deliver the savings) 

These are described in the ICF submission but will need to be tackled in detail at 
local level as developments are planned and delivered to ensure maximum potential 
for sustainable improvement. 

 

LO’L 

4 March 2014 

 

  

                                            
3 Some proposals include some initial assessment of potential savings, but these are in most cases 
not yet developed to a high level, and not set in the context of the overall likely need for intermediate 
care in the area (ie the difference between extra capacity and the optimum level of intermediate care 
in each area)  
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Appendix 5:  Project spreadsheet 

 

Total for M&WW

£

REVENUE

Invest to go further 723,000     722,000         822,000     1,205,500               3,472,500          
Increasing IC Capacity 218,000             399,000                  445,000              868,500 1,930,500                       

Single Point of Access 134,000             67% PYE Single Point of Access 61,000                     67% PYE Reablement - domiciliary care element 240,000              67% PYE Rapid Response 311,550 67% PYE

Doub le to single working project 50,000                67% PYE

Reablement - domiciliary care element 

(TInt team) 338,000                  67% PYE Reablement - therapy input 125,000              67% PYE Reablement: Domiciliary care element 257,950

Staff integration/ organisational 

development 34,000                67% PYE Reablement - third sector element 80,000                67% PYE Reablement: Therapy element 100,000

Information and advice 33,500

Wellbeing centres 100,500 67% PYE

Mobile working 65,000

Twilight services 80,000                     67,000                34,000 181,000                          

Local pilot including third sector 

mainstream input 80,000                     67% PYE Local pilot 67,000                67% PYE Local pilot 34,000

Transitional costs for IC capacity 43,000                Allowance of 20% of plan 96,000                     
Allowance of 20% of 

plan 108,000              
Allowance of 20% 

of plan 100,000 347,000                          

Health and Social Care Workforce 

transformation Local pilot for new roles 41,000                     Local pilot for new roles 64,000                Local pilot for new roles 50,000 155,000                          

Increasing IC bed capacity 419,000             82,000                     98,000                100,000 699,000                          

Additional flexi-beds for step up and 

step down care 419,000             67% PYE

Review of LA care homes including 

suitability as flexi beds                       82,000 67% PYE

Additional flexi-beds for step up and 

step down care 98,000                67% PYE

Additional flexi-beds for step up and 

step down care 100,000

Care and Repair management 43,000                                      24,000 40,000                53,000 160,000                          

Invest to join up 745,000     50,000           407,000     800,000                   2,002,000           
Commissioning/ strategic planning 200,000             50,000                     90,000                75,000                                  415,000                          

Housing strategy/ planning/ project 

management 150,000             

Intermediate care strategy 

development                       50,000 

Additional capacity for 

commissioning/ market management 90,000                Strategic planning 75,000

Commissioning plan to address 

demographic change 50,000                

Community/ service development 545,000             -                           317,000              725,000                                1,587,000                       

Telecare support 150,000             

Innovations grants to support 

community innovation 50,000                Complex Care Discharge Team 250,000

Accommodation review and 

improvement 100,000             Brokerage development 60,000                TASC - case management capacity 100,000

Community capacity building 295,000             

Telecare support - community OT 

service 92,000                Third Sector Brokers Development 25,000

Band 4 development 35,000                Transport capacity 50,000

Workforce development 35,000                Dementia/ carers 100,000

COPD development 45,000                Telecare and Equipment 200,000

Evaluation 26,000       14,000           21,000        39,000 100,000                          

RCF additional allocation 5,000          15,000           18,000        14,000 52,000                 

Total revenue 1,499,000 801,000         1,268,000  2,058,500               5,626,500                       

CAPITAL

Care and Repair 135,000     75,000           125,000     165,000 500,000               

Other housing related capital 614,000     325,000         509,000     864,000 2,312,000           

Housing 614,000             

Capital element of RRAPS/ Safe Warm 

& Secure/ Home Safety/ 

handyperson/ telecare 186,000                  Dementia move-on flats 175,000              DFGs 250,000

Additional capital for housing 

improvements 139,000                  Intermediate care flats 324,000              

Supported Accommodation/Extra 

Care 500,000

Housing support 10,000                Equipment Store improvements 60,000

Additional (non-allocated) 54,000

Total capital 749,000              400,000                   634,000               1,029,000                             2,812,000           

ICF Proposals - Powys ICF Proposals - Ceredigion ICF Proposals - Pembrokeshire ICF Proposals - Carmarthenshire
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Appendix 6:  Modelling future population need 

1 Introduction 

1.1 A population based approach 

Identifying the need for intermediate care in a local area will inevitably start from an 
analysis of the current and future population of older people, who will account for the 
majority of demand for this form of care and support.  However, simply using 
numbers of older people and projecting this forward to indicate an increase in need 
does not necessarily give an accurate indication of future demand on services.   

The main reason for this is the effect of increasing life expectancy and healthy life 
expectancy that can be expected in the short to medium term as an extension of 
current trends.  It is acknowledged that there is significant uncertainty in the longer 
term about the effect of current life styles on morbidity and associated health 
problems, although investing in preventative services and ensuring optimum 
reablement and rehabilitation remains an important component of service 
development.  However, in the short term there is good reason to expect that within 
the growing older population there will also be an increasing number of people who 
are perfectly healthy.  Indeed, these people may be considered a resource in that 
they are also likely to be more available for caring roles within their immediate family 
and community settings.   

WSP has developed an approach to high level an assessment of need within the 
older population that recognises three groups of people: 

 Those who are over the age of 65 but who remain healthy; 

 Those who are over the age of 65 but who have self-reported on census returns 
that they have some health problems; 

 Those who might be considered frail in line with prevalence data recently 
suggested by Clegg (2013)4. 

1.2 Frailty 

The most vulnerable, and therefore those most likely to require significant levels of 
support from health and social care services, are those we typically describe as being 
frail.  In recent years a clinical consensus on what constitutes frailty has been 
emerging, for example, the National Confidential Enquiry into Patient Outcomes and 
Death and other published papers defined frailty as when patients display any 3 of 
weight loss, exhaustion, weak grip strength & low physical activity.  Other ‘definitions’ 
also reflect nutritional status, mental health and cognition.   

Most recently, however, Clegg et al have reviewed this material and suggested that 
“frailty develops as a consequence of age-related decline in many physiological 
systems, which collectively results in vulnerability to sudden health status changes 
triggered by minor stressor events.”  The authors describe how there is overlap, but 
no equivalence, between frailty and either disability (the loss of an activity of daily 
living) or co-morbidity (more than one of nine common long term conditions). 

To put this clinical definition into a wider health and social care context in such a way 
as to identify those most in need we suggest that a description, based on this idea of 
frailty, could be detailed as being: 

                                            
4 Clegg, A. Et al  ‘Frailty in older people’  The Lancet, Vol 381, pp752-62 
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People who find themselves in a situation where they are vulnerable to a loss 
of independence due to existing or newly occurring health or social care 
needs and who are not in a position, either at a point in time or over an 
extended period of time, to support themselves without additional input.  This 
additional input may be provided by statutory agencies, voluntary or third 
sector provision, or support from family and carers. 

Understanding the needs of a group of people in this way can then be translated into 
the type of characteristics that service responses should adopt, namely: 

 A recognition of reduced resilience to small events – meaning that rapid 
response is critical; 

 A recognition that slow and sometimes sub-optimal recovery comes with frailty 
– therefore the importance of realistic goals for reablement and rehabilitation; 

 That frailty tends to ‘accumulate’ and therefore decisions and preferences about 
end of life care are important; 

 The importance of relational resources in the life of someone who is 
increasingly frail – therefore the importance of support to carers and the 
development of service models that retain an element of community. 

Adopting this approach to understanding frailty as a sub-set of the older population 
also enables us to quantify potential population levels of need.   
 

Age Group Estimated prevalence: 

65-69 4% 

70-74 7% 

75-79 9% 

80-84 16% 

85+ 26% 

Table 1 Prevalence rates for frailty in a typical population (after Clegg et al) 

Table 2 translates this estimated prevalence into the four local populations, adjusting 
for local variation in health status evidenced through differences in the balance 
between total life expectancy and healthy life expectancy at 65, and the ‘unhealthy’ 
population as defined by those self-reporting their situation on census returns.  As 
can be seen, the frail population accounts for roughly 7-9% of the >65 population 
whilst there are a further 25-30% of the population who whilst not frail may be inclined 
to need some form of support.   
 

 Total over 
65s (2013) 

Estimated 
unhealthy 

over 65s 
(2013) 

% unhealthy 
(includes 

frail) 

Estimated 
frail over 65s 

(2013) 

% frail 

Powys 32,800 11,086  33.8%        2,478  7.6% 

Ceredigion 16,840 5,404  32.1%        1,205  7.2% 

Pembrokeshire 28,670 9,418  32.9%        2,090  7.3% 

Carmarthenshire 40,780 15,871  38.9%        3,553  8.7% 

Total Hywel Dda 86,290 30,693  35.6%        6,847  7.9% 

Total M&WW 119,090 41,779  35.1%        9,325  7.8% 

Total Wales 601,130 273,517  45.5%      60,904  10.1% 

Table 2 Estimates of local over 65 cohorts (2013) (population by age group source: 
DAFFODIL) 
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As an indication of the level of need the estimates in Table 2 can be compared with 
the uptake of services provided by social services. Table 3 does this for each of the 
three localities (source: DAFFODIL).  Whilst there is a correlation between the 
numbers supported by social services and the frail elderly population, the former is 
likely to include some people who are not ‘clinically’ frail and the latter will include 
some who fund their own care.  However, the comparison does suggest a degree of 
fit between these two groups of people, and also suggests that the current system of 
ongoing support has roughly the same level of ‘reach’ across all four counties, with 
some variation in the balance between residential and community support.   

In relation to intermediate care, this could indicate that roughly similar levels of 
optimisation across the region in terms of its current impact on social care (eg the 
degree to which intermediate care is reducing admissions to long term care hoe 
placements and/or ongoing home care, for example).  More work will be required to 
identify the current impact of intermediate care on ongoing social care services (and 
other sectors of the whole system) and therefore the scope for additional investment 
to deliver additional impact.   
 

 

Over 65s 
supported 

(residential, 
2013) 

Over 65s 
supported 

(community
, 2013) 

Total 
supported 

by LA 
(2013) 

Total 
estimated  

frail 

Supported 
per 1,000 

estimated 
frail 

Powys           640            2,237  2,877  2,478          1,161  

Ceredigion           351               824  1,175  1,205             975  

Pembrokeshire           460            1,946  2,406  2,090          1,151  

Carmarthenshire           784            2,589  3,373  3,553             949  

Total Hywel Dda        1,595            5,359  6,954  6,847          1,016  

Total M&WW        2,235            7,596  9,831  9,325          1,054  

Wales      11,687          43,911  55,598  60,904             913  

Table 3 Comparison of frailty estimate with the number of people supported by social 
services (source: DAFFODIL) 

1.3 Future estimates of need 

Building on this population-based approach to identifying need we are able to use 
population projections to understand increases in demand that might be expected 
were there to be no change in the service model in pace across M&WW.  These 
projections are based on the understanding of frailty outlined above, and are sensitive 
to gender and age profiles for each locality.  These are identified in Table 4. 
 

 Total >65s Estimate of frail population 

2013 2017 Change 2013 2017 Change 

Powys 32,800 36,130 10.2% 2478 2766 11.6% 

Ceredigion 16,840 18,090 7.4% 1205 1316 9.2% 

Pembrokeshire 28,670 30,940 7.9% 2090 2304 10.2% 

Carmarthenshire 40,780 43,850 7.5% 3553 3859 8.6% 

Total Hywel Dda 86,290 92,880 7.6% 6847 7478 9.2% 

Total M&WW 119,090 129,010 8.3% 9325 10245 9.9% 

Wales 601,130 646,980 7.6% 60904 66410 9.0% 

Table 4 Future needs based on demographic projections, healthy life expectancy and 
estimated prevalence of frailty 

It can be seen from Table 4 that, in all localities, the rate of increase in the frail older 
population exceeds that for the over 65 population.  This is due to projected changes 
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in the age structure and larger increases in the oldest age groups, where the 
prevalence of frailty is greatest, than in the ‘young old’. 

Figure 3 shows the rate of projected change in the numbers of frail people in each of 
the M&WW localities over 5 years, compared to each other and to Wales as a whole.  

 

Figure 3  Projected change in frail population, 2014-2017, compared to 2013 baseline 

1.4 Conclusions 

 
This high level assessment, based on a simple model of healthy, unhealthy and frail 
cohorts within the overall over 65 population, can help to set the scene for assessment 
of the future potential change in demand for intermediate care.  For M&WW, the 
change in the frail older population is projected to be between 8-12% over 5 years from 
2013-2017. Basing projections on changes in population size alone will be likely to 
underestimate future levels of need for intermediate care within the population. 
 
However, the impact of this demographic change need to be set in the context of the 
degree to which current intermediate care services are meeting current need, and the 
gaps between current provision and an optimised level. 
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Appendix 7:  Developing baseline information for 

intermediate care development  

1 Why is this needed? 

The case for intermediate care rests on its ability to deliver services that are valued 
by their users, and which deliver improved efficiencies to a system under increasing 
pressure for scarce resources.  Developing an effective and integrated system to 
provide information and intelligence about the performance of the ‘intermediate tier’ 
should be seen as an essential tool for local service commissioners, planners and 
providers. 

In common with most areas, information on current activity and unit costs in the 
intermediate tier is not consistently collected or reported across M&WW.   

However, information that is available across the system can be used to develop a 
relatively simple baseline analysis of the extent to which intermediate care is currently 
delivered within each locality, and compared to a model representing a potential 
optimised service. 

2 Addressing gaps in current information – a pragmatic 

approach 

The sections that follow set out a series of simple data collection tools that can form 
the basis for discussion with local information and finance leads, and operational 
managers of services delivering intermediate care functions.  

While some items will be readily available from robust data sets (for example, 
unscheduled admissions by county of residence over time), others will not be 
collected or reported in a format that can currently be analysed to the level needed.  
In this case, operational managers will normally be able to provide working estimates 
of the system ‘on the ground’. 

An example of this is the current split of reablement interventions by function.  While 
those systems that do exist are likely to report reablement caseloads at a point in 
time, or total reablement starters per month, assessing optimisation requires this to 
be broken down by function, so that it can be compared to the levels of activity in 
acute care, social services, and so on. 

Table 5 below shows the kind of information that can be sourced as initial estimates 
from operational teams, and which can provide a rich source of intelligence for 
baseline assessment.  Here, Anyshire Reablement Service’s information system can 
produce a total number of reablement starters, which averages 56 per month over the 
baseline period.  The table has been used to discuss with operational leads how they 
would expect this to break down by function in a typical month, based on their 
experience and that of their staff: 
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Anyshire Reablement Service 

  
New starters per month 

referred from hospital 
New starters per month 

referred from community 

Total by 
function   

Delivered 
in the 

client's 
home 

Delivered in a 
flexi-bed 

Delivered 
in the 

client's 
home 

Delivered in a 
flexi-bed 

Home care intake (receiving 
reablement prior to a 
potential new package of 
home care) 

    15 3 18 

Care home intake (receiving 
reablement prior to a 
potential new admission to 
permanent care home 
placement) 

4 3 2 3 12 

Home care review (receiving 
reablement because a 
significant increase in home 
care hours has been 
proposed) 

    2 0 2 

Other step up reablement (to 
avoid admission to hospital) 

    1 0 1 

Other step down reablement 
(following an admission to 
hospital) 

18 5     23 

Total by mode of referral/ 
delivery 

22 8 20 6 56 

Table 5  Sample data collection tool for intermediate care activity by function 

 

Although this is clearly not a statistically robust set of data, and there are potential 
sources of bias and inaccuracy, this quick analysis provides a new level of activity 
information able to be related to the rest of the whole system, which can be revisited 
and tested over time, and acts as a starting point for thinking about potential gaps in 
provision, underused referral routes, staffing issues, and so on. 

3 Intermediate care budgets 

3.1 Current spend 

Each locality has developed its community intermediate tier functions in a different 
way.  Table 6 provides a template for spend by each sector on community 
intermediate care functions (i.e. excluding any reablement delivered in hospitals). 

This can provide the basis for comparison of spend (eg per 1,000 projected frail older 
people) and exploration of the variance between areas – this may relate to local 
factors including rurality, market development etc, but may also indicate differences in 
current ‘reach’. 
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  Total spend 
£000, 2013/14 

Health spend 
£000, 2013/14 

Social care 
spend £000, 

2013/14 

% spend 
health: social 
care, 2013/14 

Example £1,455k £751k £704k 52:48 

Powys     

Ceredigion     

Pembrokeshire     

Carmarthenshire     

Total     

Table 6  Template for actual spend on intermediate tier services (2013/14) as 
identified in local documentation 

3.2 Unit costs 

Unit cost information provides an essential basis for assessing the potential impact of 
intermediate care investment on the costs in the whole system, for example in 
understanding the potential of an investment in home care intake reablement to 
deliver savings through reducing ongoing home care packages. 

Developing initial estimates of unit costs for intermediate care will require an analysis 
of the average input per case.  This is normally possible from existing management 
information of hours of care delivered. 

This will then support high level comparisons of the costs of additional intermediate 
care capacity with the projected changes in activity elsewhere in the system that this 
will create, enabling local partnerships to understand the potential contribution of 
intermediate care to the management of whole system costs over time (and 
recognising the impact of demographic change) 

4 Assessing baseline intermediate care optimisation 

4.1 Introduction 

The sections that follow describe the characteristics of an optimised system, and 
provide a template for M&WW counties to compare their baseline performance to this 
‘gold standard’.   

4.2 What does optimised intermediate care look like? 

The optimised intermediate tier in the sections that follow is expressed in terms of 
expected rates of activity, and while it is assumed that it will be delivered on the basis 
of maximal locality integration it does not assume a particular staffing structure or skill 
mix: this will be for localities to explore.  

There are a range of examples that demonstrate the potential for intermediate care 
services, although it is fair to say that no single ‘best practice’ model for the 
intermediate tier has emerged.  However, practice emerging from areas who have 
pioneered the development of intermediate tier services has enabled a picture of an 
optimised intermediate tier to be developed for the intermediate tier functions covered 
in this report, with the following characteristics: 

 Common access point: 100% of all new contacts relating to intermediate care 
are directed through a common access point. 



Mid & West Wales Health and Social Care Collaborative Board Whole Systems Partnership project report 
Collaboration and Integration in Older People’s Services: March 2014 
Intermediate Care Fund 
 

xxxiii 

  

 Rapid Response: 15% of potential unscheduled medical admissions for >65 
year olds are diverted to Rapid Response. 

 Home care intake: 100% of all potential new homecare clients receive 
reablement. 

 Care home intake: 50% of all potential new care home admissions moving there 
direct from hospital receive reablement 

 Review reablement: 100% of homecare clients for whom a potential significant 
change is identified receive reablement. 

 Hospital ‘reablement waiters’: - no-one occupies a hospital bed who could 
appropriately be discharged to reablement in the community 

 Residential intermediate care: no-one receives reablement in a residential bed 
(eg a flexi-bed) if they could appropriately receive reablement in their own home 

4.3 Demand management (common access point) 

Function: enquiries about, and potential referrals to, intermediate care are directed 
to a single access point for initial information gathering and top level assessment, to 
support an consistent approach to referral management and any exclusion criteria 

Optimised level: 100% of all new contacts relating to intermediate care are directed 
through a common access point 

 
 Baseline 

new RR 
referrals 

pw  

Baseline RR  

referrals 
through CAP  

pw  

Baseline 

reablement 
referrals pw 

Baseline  

reablement 
referrals PW 
through CAP 

Baseline % 

of referrals 
through 

CAP 

Distance 

from target 

Example 7 3.5 69 5 11.2 -88.8% 

Powys       

Ceredigion       

Pembrokeshire       

Carmarthenshire       

Table 7 Estimates of current rapid response function and distance from target 

4.4 Rapid Response 

Function: people are diverted from hospital to the community Rapid Response (RR) 
service for an intensive period of care and support. 

Optimised level: 15% of potential unscheduled medical admissions for >65 year olds 
are diverted to Rapid Response. 

Note that here it assumed that 50% of admissions diverted to rapid response would 
have gone on to be admitted – this assumption can be further explored and tested 
locally 

Table 8 shows activity within existing services that perform the rapid response 
function and distance from target in each locality. 
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 Baseline 

diversions to 
RR pw 

Baseline 

saved 
adm’ns pw 

(@ 50%)   

Baseline 

unsched >65 
adm’ns pw 

Baseline % 

adm’ns 
saved 

Target 

% of 
adm’ns 

saved 

Distance 

from 
target 

Example 7 3.5 69.3 5 15 -10% 

Powys       

Ceredigion       

Pembrokeshire       

Carmarthenshire       

Table 8 Estimates of current rapid response function and distance from target 

4.5 Intake reablement (potential new homecare clients) 

Function: potential new homecare clients receive a time limited package of 
reablement before a care plan is agreed. 

Optimised level: 100% of all potential new homecare clients receive intake 
reablement. 

Table 8 shows activity within existing services that perform the intake reablement 
function and distance from target in each locality. 

 
 Baseline 

homecare intake 
starts pw 

Baseline 
homecare 

referrals pw   

Baseline % 
of referrals 

to intake 

Target % of 
referrals to 

intake 

Distance 
from target 

Example 30 32.1 93 100 -7% 

Powys      

Ceredigion      

Pembrokeshire      

Carmarthenshire      

Table 9 Estimate of current intake intermediate care activity and distance from target 

4.6 Intake reablement (potential new care home admissions) 

Function: potential new admissions to a care home receive a time limited package of 
intermediate care before a care plan is agreed, with a particular focus on people 
being discharged from hospital. 

Optimised level: It is unlikely that all potential new admissions to care homes will be 
suitable for intake intermediate care: some people will have already spent a long time 
in the care system and their needs will be well known.  It is suggested that the initial 
focus of intake intermediate care for potential new care home placements should be 
on people referred for care home placement direct from hospital.  This will include a 
mix of people previously not known to services and those who are known, but whose 
needs have changed significantly over the course of their hospital admission. 

As a starting point for further work, it is suggested that a potential aspiration could be 
that: 

 50% of direct care home admissions from hospital are diverted to intake 
intermediate care 

 25% of those diverted are diverted to an intermediate care bed, and 75% to a 
domiciliary service 

 50% of care home intake interventions are successful (ie the service user is 
prevented from admission to a care home on exiting the intake service) 
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 Any diversions who were not previously receiving home care will need an 
ongoing package of home care on exiting the intake service if they are not 
admitted to a care home 

 
 Baseline 

care home 

intake starts 
pw 

Baseline care 
home transfers 

from acute pw   

Baseline % 
of transfers 

to intake 

Target % of 
transfers to 

intake 

Distance from 
target 

Example 0 5 0 50 -50% 

Powys      

Ceredigion      

Pembrokeshire      

Carmarthenshire      

Table 10 Estimate of current intake intermediate care activity and distance from target 

4.7 Review reablement 

Function: homecare clients assessed at a review as requiring a significant increase 
in homecare package or transfer to a care home or extra care housing receive a time 
limited package of reablement before any changes to the care plan are agreed. 

Optimised level: 100% of clients for whom a potential significant change is identified 
receive review reablement. 

 
 Baseline 

review 
cases 

pw  

Baseline 
homecare 

reviews 
pw   

Baseline 
reviews pw 

IDd as 
significant 

Baseline % 
of IDd 

cases to 
reablement  

Target % of 
IDd cases to 
reablement 

Distance 
from 

target 

Example 2 6.7 3.4 59% 100% -41% 

Powys       

Ceredigion       

Pembrokeshire       

Carmarthenshire       

Table 11 Estimates of current review intermediate care activity and distance from 
target 

4.8 Hospital ‘reablement waiters’ 

Optimised level: no-one occupies a hospital bed who could appropriately be 
discharged to reablement in the community 

 
 Baseline new 

patients starting 
to wait pw  

ALOS days for 
waiters   

Example 11.8 69.3 

Powys   

Ceredigion   

Pembrokeshire   

Carmarthenshire   

Table 12 Assumptions for post-acute activity suitable for intermediate care 
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4.9 Step up and step down reablement 

Function: this covers step down care (reablement following a hospital admission) 
and step up care (reablement in response to a crisis, which may follow on from an 
initial ‘rapid response’ intervention, to prevent an admission and/or referral for 
ongoing packages of care). 

Optimised level: The greater the optimisation of rapid response, the less demand 
there will be for step-down support (admissions will be reduced, but those remaining 
are likely to have a greater level of need).  This means that estimating an optimised 
level for both step-up and step-down intermediate care activity is dependent on the 
impact of other forms of intermediate care. 

The template can form the basis for exploration of differences between areas, but 
does not suggest a target level in an optimised system.   

 
 Baseline new 

step down 
cases pw  

Baseline unsch 

adm’ns pw   

Baseline new 

step down % of 
unsch admns 

Baseline 

new step up 
cases pw  

Baseline new 

step up cases 
pa per 1000 frail 

Example 18 128.0 14.1% 47 514 

Powys      

Ceredigion      

Pembrokeshire      

Carmarthenshire      

Table 13 Estimates of current domiciliary intermediate care 

4.10 Residential intermediate care beds 

Function: beds in residential care homes used for intermediate care. 

Optimised level: The optimal balance between delivery of reablement at home and 
in a flexi-bed or other bed is likely to differ across areas, but as a principle it is 
suggested that no-one should receive reablement in a bed if they could have received 
it at home (eg if timely adaptations had been provided, or if this option had been 
considered by the reablement team). 

 
 Baseline 

new home 

reablement 
starts pw  

Baseline new 
bed 

reablement 
starts pw 

% of 
reablement 

starts at 
home 

Reablement 
starts in bed 

suitable for 
home   

% of starts in 
bed suitable 

for home 

Example 7 5 58% 1.5 30% 

Powys      

Ceredigion      

Pembrokeshire      

Carmarthenshire      

Table 14 Estimate of current activity in bed based intermediate care 


