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How will people experience and use intermediate 
services in the future ……… 

1 Simon 
Simon is 55 years old and retired early from a manual job a few years ago due to ill-
health, predominantly respiratory problems.  On retirement, and after a full discussion 
with his GP, Simon was ‘referred’ to the local ‘community matron’ who has worked 
with him to manage his condition and to maximise his ability to live a reasonably 
active life.   

In the past Simon has become very accustomed to responding to respiratory crises 
by having his wife run him down to A&E, particularly when things start to deteriorate 
at night or at the weekend.  On occasion, perhaps 2 or 3 times a year, this has led to 
Simon being admitted to hospital.  Whilst normally this has resulted in fairly speedy 
stabilisation and return home there has been one occasion when his hospital stay 
was significantly prolonged due to him acquiring a hospital infection and becoming 
really quite weak and unable to return home. 

Because of the involvement of the community matron and a specialist community 
respiratory nurse the number of ‘crisis’ events has been reduced.  There are still, 
however, times when Simon needs additional support and for these occasions he 
now has the telephone number of the intermediate service response team.  A call to 
this team results in an immediate (2-3hr) response from an intermediate services care 
manager who has sufficient skills and experience (and a budget) to assess Simon’s 
immediate needs for short term enhanced care at home to see him through the crisis.  
This may be for just 2 to 3 days and will involve additional specialist input or possibly 
just additional home care support to enable Simon’s wife not to become vulnerable 
herself to the inevitable strain that these crisis’ bring. 

These periods of additional support are documented and discussed at the earliest 
opportunity with Simon’s community matron and his records at the GP practice reflect 
fully Simon’s experience and health status each time such an episode of care takes 
place. 

2 Mavis 
Mavis is 85 years old and fiercely independent.  She has brought up a family, cared 
for her husband, John, who has a long term heart problem, and remained active and 
engaged with her friends and neighbourhood through odd jobs and regular 
socialising.  She is mentally alert but aware that she’s not as nimble as she used to 
be. 

However, she recently experienced quite a severe stroke and was admitted to 
hospital immediately where she received expert specialist input that minimised the 
long term effects of the stroke, but none-the-less left her shaken and fearful of what 
might happen as she prepared to go home, and still not able or confident to carry out 
all the tasks and activities she had been able to before the incident. 

On admission to hospital the intermediate service co-ordinator had been alerted to 
the admission and to the fact that Mavis would be unlikely to return home with the 
same level of ability that she had previously had.  There was even the risk that either 
she, or members of her family, might start to think about her being admitted to a 
residential care home. 

 
 



Within 48 hours of Mavis being admitted a care manager from the intermediate 
service had visited the ward and made an initial assessment of her potential needs 
and sketched out a pathway that would meet her individual needs and maximise the 
chances of her returning home with heightened confidence.  The care manager had 
also arranged for a social worker who was part of the intermediate services team to 
undertake a carer’s assessment for her husband in the light of his ongoing care 
needs with a particular focus on the short term. 

The package that was put in place was specially designed for Mavis and consisted of 
an initial period of 2 weeks in a specialist nurse led rehabilitation unit with intensive 
physiotherapy and occupationally therapy input.  During this period John also 
received support from the local Age Concern team who had been asked to ‘keep an 
eye’ on his needs and link back to the intermediate service if any particular issues 
arose. 

Following this period of intensive rehabilitation Mavis returned home with a short term 
reablement package that initially lasted 6 weeks and had a clear set of personal goals 
that would see her able to do most of the things she had been used to.  The result of 
the support she and John had received was that 2 months after the incident they were 
virtually back to normal, although with the added benefit that during the time that John 
had been supported by Age Concern at home new opportunities to enable him to 
become less dependant on Mavis had been identified including a men’s lunch club 
that meant that both Mavis and John continued to well integrated into their local 
communities. 

3 Joan 
Joan is 60 and has lived alone for the last 5 years since her husband died.  Her family 
are grown up and whilst fairly local sometimes find it difficult to stay in touch on a 
regular basis.  On recent visits to her GP she has described herself as being a little 
depressed with low motivation and often spends hours doing very little.  She is 
developing something of a weight problem and can sometimes appear not to be 
looking after herself in the way she should. 

Unfortunately, Joan recently experienced a fall at home.  She was badly shaken and 
bruised and after calling for an ambulance was taken to A&E where they checked for 
any fractures or breaks.  In A&E the intermediate service co-ordinator picked up her 
case and arranged for her to be transferred to a special unit adjacent to the A&E 
Department where she could be supported for up to 48 hours and where a thorough 
assessment could be undertaken. 

A key part of this initial process was for the intermediate services mental health nurse 
to undertake a thorough assessment and thereby to recognise the early stages of 
dementia.  Joan went home after this short stay in the special intermediate services 
unit but was visited within 24 hours by a member of the intermediate service team 
who had the necessary training and skills to co-ordinate a range of home 
assessments and support that would enable Joan to regain some of her confidence 
and to establish an initial set of support arrangements through local voluntary sector 
groups that understood the needs of people with the early stages of dementia. 

 

 

 
 



1 Introduction 
At a time of significant change both nationally and locally the Cheshire Intermediate 
Services Commissioning Group asked the Whole Systems Partnership to support its 
initial work programme (see Appendices 1 & 2 for the terms of reference for the group 
and the project brief for this work), with the aim of developing: 

• A consistent set of definitions and pathways for the intermediate tier – the 
service model; 

• A systematic analysis and modelling of current and future need together 
with a gap analysis comparing need with current capacity in order to 
inform future commissioning intentions. 

The work has been undertaken between January and May 2008 and has involved 
extensive local discussions, two stakeholder workshops (see Appendix 3 for 
workshop outlines and participation), a review of national policy and the development 
of a capacity simulator to inform future commissioning. 

An interim report following the first workshop (held on the 22nd February) was 
prepared and circulated to stakeholders.  Some of the material in that report is 
contained either in the body of this report or as an appendix.  However, this report 
goes further: 

• It refines the initial output following further local discussion and the second 
stakeholder workshop in relation to the definition of intermediate services; 

• It reports on the capacity simulation and projection of future need in line 
with the emerging service model; and  

• It makes recommendations about short and medium term priorities. 

This review should be seen as only the starting point of a major development 
opportunity in both Western and Central & Eastern Cheshire as the move toward 
coterminosity continues.  The service also continues to develop and whilst every 
effort has been made to ensure the information collected during this review is 
accurate, the current disparate and sometimes complex nature of services that 
perform an intermediate service function will mean that work will need to continue 
locally to refine and localise an understanding of the full scope and nature of this 
service. 

2 National context 

2.1 Introduction 
This section sets out a range of national policy documents that relate to the 
development of intermediate services.  In addition, the remainder of this report has 
also taken into account wider policy drivers, in particular: 

• Emerging models of chronic disease management and ‘case finding’; 
• The likely development of ‘urgent care’ centres and models of services as 

part of the national Darzi review within the NHS; 
• Local social care redesign and emerging evidence and drive toward a 

more focussed ‘reablement’ approach for social care needs; 
• The growing demographic pressures from an ageing population; 
• The increasing influence and commissioning role of GPs and primary care 

more generally; 
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• The focus on providing care close to home wherever safe and appropriate 
to do so. 

2.2 Key policy areas 

2.2.1 Out health, our care, our say 
A number of significant links to intermediate care are made, which, in particular: 

• Promote and require integrated joint health and social care managed 
networks and/or teams to support those with the most complex of needs; 

• Identify the need for local intermediate care teams that provide at home 
support to prevent admission and support recovery; 

• Support the use of intermediate step down beds for orthopaedic patients; 
• Highlight the potential to replace acute bed days with less intensive beds; 
• Suggest step down for recuperation; 
• Identify the need for intermediate care to be supported by the integration 

of health and social care services to enable people getting home as soon 
as possible;  

• Set out a vision for a more intermediate care system. 

2.2.2 Commissioning for Health and Well-being 
The Commissioning Framework for Health and Well-being is part of the White Paper 
Our health our care our say implementation.  It is designed to enable commissioners 
to shift investment patterns to earlier targeted interventions that promote health, 
independence and well-being.  The framework sets out eight steps that health and 
social care should take in partnership to commission more effectively.  These include: 

• Putting people at the centre of commissioning - so that  services are 
personal, sensitive to individual need and maintain independence and 
dignity; 

• Understanding the needs of populations and individuals – (through the 
Joint Strategic Needs Assessment); and 

• Assuring high quality providers for all services. 

The framework’s vision for the future includes: 
• A focus on enabling people to do things for themselves (e.g. homecare, 

re-enablement); 
• A greater focus on prevention, early intervention and support for self-care;  
• Making support  more convenient and closer to home; 
• Seamless transition, with services configured around a person’s needs. 

2.2.3 NHS Operating Framework 
The Operating Framework sets out a brief overview of the priorities for the NHS next 
year. It identifies a number of enabling strategies, which help organisations to 
improve services for patients, including empowering patients through choice, 
information and personalisation.  In redesigning care pathways, PCTs should aim to 
create a more personalised service that provides: 

• Choice and control; 
• Health and wellbeing outcomes that are as good as possible for the 

individual and their carers; 
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• Joined-up services; 
• Access and convenience – including care closer to home; 
• A good user experience, where service users feel that their dignity is 

respected; 
• Support for carers by (among other things) taking on board their views 

about the people they care for, and recognising their need for breaks from 
caring.  

2.2.4 NHS Next Stage Review, Interim Report: October 2007 (DARZI) 
“Our aim should be nothing short of creating a world-class NHS that strives 
relentlessly to improve the quality and personalised nature of the services and care 
patients receive”. 

In his interim report Lord Darzi sets out a vision of an NHS that provides care that is 
personalised to the needs and wants of each individual, especially the most 
vulnerable and those in greatest need, providing access to services at the time and 
place of their choice. 

Darzi stated that integrating care is also a key driver of personalisation because, for 
example, there are likely to be fewer appointments on a typical pathway, greater 
familiarity between patient and staff, better information for the patient, and a more 
‘seamless’ experience for the patient. 

This pathway approach will be taken locally for part two of the Review and at the 
heart of this will be the relationship between local government and the local NHS. 
Practice-based commissioners will be encouraged to use NHS funds more flexibly to 
secure alternatives to traditional NHS provision where this would provide a better 
response to an individual’s needs, e.g. through respite care, installing grab rails to 
help maintain independence and self monitoring equipment for people with long term 
conditions. 

Lessons could be learnt from social care about the use of individual budgets about 
how to support and allow eligible service users increasingly to design their own 
tailored care and support packages. 

The results of regional Darzi workstreams are being launched at the time of finalising 
this review with the National response due to be published last toward the end of 
June 2008. The full impact of these developments will need to be taken into account 
in the refinement and implementation stages arising from this review. 

2.2.5 Putting People First (December 2007)  
This concordat sets out the way in which the adult social care system will undergo a 
radical transformation, giving people more control over the services they need and 
supporting independent living. A LA-led partnership with the NHS, other statutory 
agencies, third and private sector providers, users and carers and the wider local 
community will create a personalised, high quality care system which is responsive to 
the individual needs of those who use services and their carers. 

There will be a major shift of resources and practice to prevention, early intervention 
and re-enablement.  Transformation will build on existing tools and technologies to 
support change e.g. the POPPs pilots, DWP’s LinkAge Plus pilots, Individual Budget 
pilots and the work of In Control. 

An integrated approach with local NHS commissioners and providers will aim to 
achieve specific outcomes on issues including: preventative public health policies e.g. 
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fall reduction strategies; hospital discharge arrangements; the provision of adequate 
intermediate care; the management of long term conditions; co-located services- 
social care, primary care and other relevant professionals; community equipment 
services. 

2.2.6 Transforming the Quality of Dementia Care 
The Department of Health Consultation on a National Dementia Strategy has now 
published its initial findings and recommendations, and has requested responses by 
mid-September 2008.  The emphasis within this document is on improving awareness 
of dementia both amongst the general public and care professionals; ensuring the 
condition is diagnosed as early as possible and delivering high quality care and 
support. 

Recommendation 10 of the consultation is to ensure that ‘Intermediate Care is made 
accessible to people with dementia to meet their needs.’  It describes a situation in 
which exclusion from intermediate care services on the grounds that somebody has 
dementia will no longer be acceptable.  There should be no exclusion on the grounds 
of exceeding the normally defined 6 week period, because people with dementia may 
need longer to benefit, and no presumption that people with dementia would not 
benefit from rehabilitation.   

The report states that ‘there is good evidence that people with physical rehabilitation 
needs in addition to mild or moderate dementia do well if given the opportunity, while 
people with severe dementia may need specialist services better geared to meeting 
their mental health needs as well as providing physical rehabilitation.’  To achieve this 
staff working in intermediate care need core training in dementia and access to 
advice and support from specialist mental health personnel. 
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3 What are intermediate services? 

3.1 Background 
Whilst the development of ‘Intermediate Care’ services became an expected part of 
local services following the NHS Plan (2000), services that performed this function 
were already in existence, for example in Central Cheshire with the Hospital at Home 
service.  The original aim of these services was to ‘provide integrated services to 
promote faster recovery from illness, prevent unnecessary acute hospital admissions, 
support timely discharge and maximise independent living’ (so as to reduce 
admissions to long term care).   

The definition adopted for ‘Intermediate Care’ in the NHS Plan was applied to 
services that met all the following criteria: 

• Are targeted at people who would otherwise face unnecessarily prolonged 
hospital stays or inappropriate admission to acute in-patient care, long 
term residential care, or continuing NHS in-patient care; 

• Are provided on the basis of a comprehensive assessment, resulting in a 
structured individual care plan that involves active therapy, treatment or 
opportunity for recovery; 

• Have a planned outcome of maximising independence and typically 
enabling patient/users to resume living at home; 

• Are time-limited, normally no longer than six weeks and frequently as little 
as 1-2 weeks or less; and 

• Involve cross-professional working, with a single assessment framework, 
single professional records and shared protocols; 

• An intermediate care episode should typically last no more than six 
weeks.  

Whilst this definition set some clear boundaries and formed the basis for joint working 
between health and social care significant differences in emphasis have emerged in 
the extent of collaboration and partnership working across Cheshire, as elsewhere.  It 
has been noted (BMJ 329, Aug 2004) that no consistently applied ‘definition’ has 
emerged, hampering a consistent approach to evaluation and firm research evidence 
for what works.  There remains a tension between a ‘narrow’ intermediate care sector 
(distinctives being health/nursing input, often bed based and maximum of 6 weeks) 
with other active rehabilitation or reablement functions. 

Cheshire is seeking to establish a broader definition for Intermediate Services, within 
which Intermediate Care is a key element.  The research evidence above, and 
experience of intermediate tier services developed elsewhere in England, suggests 
that the direction of travel is one where intermediate services are provided in a wide 
range of settings, including peoples own homes, by ‘specialist’ staff and provide for: 

• Time-limited interventions responding to an episode of need; 
• Are provided within a rehabilitative and enabling culture (physical, 

psychological and social) – designed to prevent avoidable hospitalisation 
or entry to long term care; 

• Achieve prevention planning with those whose needs may predictably 
lead to loss of independence or crisis at some point in the short to 
medium term (i.e. 12-24 months). 
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• In the context of a wider preventative, case finding, proactive environment 
in all sectors and across all pathways. 

3.2 Definition 
Intermediate services could therefore be described as any intervention or support for 
adults that provides: 

“A time-limited intervention that will optimise physical and mental health and 
independence based on an assessment of need and clear personal outcomes.” 
The characteristics of intermediate services will be: 

• That access will be gained through a consistent set of assessment and 
eligibility criteria with an emphasis on assessed need not ‘exclusion’ 
criteria; 

• That consistency of assessment and equity of access will be aided by 
there being a single point of access for a range of intermediate services in 
a designated geographical patch including both health and social care 
professionals; 

• That services will be provided at home as the default position unless 
clinical or risk factors dictate otherwise and that maximum use will be 
made of local or neighbourhood facilities as part of an intermediate 
services package; 

• That the service response will be delivered through integrated services 
wherever appropriate; 

• That the ‘time-limited’ nature of the service will be determined in the light 
of an individual’s ability to benefit.  Whilst a 6 week period may be 
adequate for many the service should be open to individuals who may 
need longer to benefit (including those with cognitive impairment) and 
there should be no presumption that the 6 weeks automatically ends any 
period of rehabilitation; 

• That there is planned ‘step-down’ from intermediate services and clear 
pathways between intermediate services, reablement and the 
management of long term conditions in the community. 

This ‘definition’ for intermediate services should also be seen in the light of the 
emerging service model (see section 5 of this report) which defines further what is 
meant by intermediate services.  It also informs the way in which such responses to 
individual need should be organised, whilst continuing to leave local flexibility in 
management and precise scope for intermediate services. 

The impact of securing such a range of services on the local system of care will need 
to be captured and monitored with a robust performance framework, with targets 
clearly set by commissioners.  This would include the monitoring of factors such as 
admissions to long term care and unscheduled hospital bed days.  An initial benefits 
framework is described in the next section of this interim report. 

The capacity, and therefore the commissioning resource, will be a function of local 
needs and existing service configuration.  Gaps in terms of capacity and capability 
are explored in section 6 of this report. 

Together with the definition and characteristics described above these further 
elements (service model, performance expectations and resource) combine to 
provide the basis of a more robust commissioning specification and will support the 
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delivery of effective commissioning functions in line with the approach to strategic 
commissioning being adopted across Cheshire. 

Figure 1 illustrates the likely components of a comprehensive intermediate service.    
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Figure 1 Likely components of a comprehensive intermediate service 

3.3 The growing need for intermediate services – demographic changes 
Establishing the ‘need’ for intermediate services will be a function of a number of 
factors.  Whilst demographic changes will be a key driver the nature of the local 
service model will also be a significant determinant of the ‘optimal’ capacity for these 
services.  In particular, the pathways between the community and hospital or long 
term care in any local care system will be different, for example in the development of 
pathways for specific long term conditions such as dementia, diabetes, coronary heart 
disease and stroke.  Intermediate services need to complement and integrate with 
these pathways rather than duplicate.   

 

 
Figure 2 Relative change in major age-bands for the whole of Cheshire 2008-2016 
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Figure 2 illustrates the expected change in population for key age-bands between 
2008 and 2016.  A significant proportion of people who use intermediate services are 
aged over 85, a group that is expected to increase by approximately 28% over this 
period, representing a steady ‘trend’ of increasing demand from of more than 3% a 
year.  The rate of increase for people between the ages of 75 and 85 is significant but 
not as pronounced, i.e. 16% or approximately 2% a year. 

The simulation of future capacity requirements reflected in section 6 of this report 
takes account of these demographic pressures in a way that is sensitive to the 
Western and Central & Eastern Cheshire demographics. 

3.4 Research evidence 
The original intermediate care planning targets for England (set in the NHS Plan, 
2000) have been met, but it is unclear whether the strategic aims for these services 
have been achieved.  For example there is evidence that many intermediate care 
services are too small, inadequately targeted or insufficiently integrated to achieve a 
whole system change to the care for older people.  The wider dissemination of the 
intermediate care functions could be achieved by incorporating its principles (multi-
agency working, comprehensive assessment and enabling/rehabilitation approach) 
into service specifications for jointly commissioned locally based health and social 
care services. 

Whilst the general lack of a single, clear definition for intermediate care/services 
makes robust evaluative studies difficult there is some evidence for interventions that 
appear to work, including: 

• Early supported discharge works to decrease hospital length of stay 
involving support to address medical rehabilitation and long term planning 
needs.   Benefits can be observed for functional status, well-being and 
individual satisfaction; 

• Geriatric Orthopaedic Rehabilitation – mixed evidence in reducing lengths 
of stay.  However, it is most effective where interventions focus on early 
mobilisation and intensive rehabilitation; 

• Specific interventions – staff education in delirium, transitional care and 
residential rehab, has significant impact on hospital length of stay; 

• Disease management for older people with heart failure reduces hospital 
admissions and increases other benefits (COPD, Cancer, myocardial 
infarction).  Multi-disciplinary and patient management continued with the 
patient and family education. 

• Homecare re-ablement (CSED study) has been shown to result in a 28% 
reduction in commissioned hours of domiciliary care after the intervention 
for those undergoing a phase of re-ablement when compared to a control 
group. 

Building on the research evidence it is suggested that an effective intermediate tier 
service should seek to achieve the following broad objectives: 

• Building up mainstream community capability and capacity to ensure 
robust responses to need that can be met in community settings as 
opposed to hospitalisation; 

• The development of inter-dependence between areas of service provision 
and thereby enabling the most effective and efficient provision of care; 
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• Developing ways of working in the intermediate tier that complements and 
dovetails with emerging models of case management and potentially 
integrated health and social care teams; 

• Promoting the development of an appropriate range of health, social care 
and housing services that emphasise support at home in line with the 
objectives of a well-being strategy; 

• Furthering the continuing debate about the relationship of mental and 
physical ill-health in older people and its implications for the integration of 
other service elements; 

• Integrate the provision of housing and appropriate support functions to 
maintain individuals in the community. 

3.5 What should intermediate services achieve? 
Intermediate services should make a substantial contribution to achieving improved 
health and emotional well-being for older people as set out in the Outcomes 
Framework, ‘Every Older Adult Matters’.  Services should also be developed in such 
a way as to increase choice and control, in line with the framework.  Table 1 reflects 
this outcomes framework and identifies the contributions made to achieving these 
outcomes by intermediate services. 

 
Outcome Intermediate services will: 

Improved 
health and 
wellbeing 

• Provide appropriate care and support in an environment that is 
most conducive to promoting independence, health and well-being; 

• Rapid response elements of services will optimise recovery; 
• Prevent admission to hospital where appropriate and therefore 

minimise risk of increased dependency or hospital acquired 
infections. 

Improved 
quality of life 

• Provide care at home or as close to home as is possible to 
enhance quality of life; 

• Will maximise rehabilitation and reablement with a view to 
maximising independence and therefore quality of life. 

Making a 
positive 
contribution 

• Prevent premature admission to long term care enabling 
opportunities for greater local engagement; 

• Maintain independence and home based support. 
Increased 
choice and 
control 

• Enable service user involvement in care planning and the setting of 
personal outcomes; 

• Facilitate links to mainstream community services and third sector 
organisations. 

Freedom from 
discrimination 

• Ensure equity of access and clear assessment and eligibility 
criteria; 

• Ensure access on the base of need not age or condition. 
Economic 
wellbeing 

• Enable smooth transition through reablement to optimise levels of 
independence and therefore a persons potential to make an 
economic contribution to their local community. 

Maintaining 
personal 
dignity and 
respect 

• Improve people’s experience of hospital care; 
• Provide more care at home where an individual has greater control 

and confidence to work with service providers. 

Table 1 Outcomes Framework for Intermediate Services 
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In support of the Outcomes Framework clear and measurable benefits for 
intermediate services should be identified and form the basis of any performance 
requirements agreed between commissioner and provider.  The initial stakeholder 
workshop held as part of this review considered the nature of these benefits 
(Appendix 4 provides a composite of the groupwork outputs).  The following table 
summarises the benefits from the perspective of service users and carers. 

 
Benefit: Possible measure or means of verifying benefit: 
Increased knowledge of services 
available and extent of choice being 
exercised by the client or patient 

Audit of information made available to individuals 
(clients and carers) to inform choice where 
intermediate services are not in response to crisis 

Joint and integrated assessment of 
need linked (where appropriate) to 
existing assessment mechanisms 

Monitoring intermediate service episodes of care that 
are part of a planned response to escalating need or 
crisis 

Care and case management of a 
clients needs 

Care plans and services users feedback on the 
continuity of care provided 

Care being provided close to home 
with people therefore able to 
remain safe and well within their 
own environment 

The proportion of episodes of intermediate service 
delivered in a person’s own home or as part of a local 
network of services (for example day care, extra care 
housing etc) 

Reduced unscheduled hospital bed 
days 

Global unscheduled hospital bed days for older 
people coupled with supporting analysis of diversions 
from hospital admission, early discharge and re-
admission rates 

Reduced long term care 
admissions 

Global permanent admission rates to long term care 
for older people  

Table 2 Benefits of intermediate services for service users 

In addition to the ‘benefits’ identified above any commissioning specification would 
also need to develop ‘standards’, such as speed of response and quality of 
assessment.  These should be considered at the point of developing specifications 
that respond to the service model and objectives for intermediate services following 
this review. 
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4 Current intermediate services in Cheshire 

4.1 Historic ‘performance’ and the balance of intermediate services 
A base-lining exercise to identify current capacity in intermediate services has been 
undertaken as part of this review.  A wide range of disparate data sources has been 
accessed.  Because of the different sources and occasionally different ‘currencies’ for 
this data this exercise remains as ‘work in progress’ for local commissioners, who 
should seek to continue to refine the ‘inputs’ (including resources) that go to make up 
intermediate services in line with the definition and service model outlined elsewhere 
in this report.   Appendix 8 identifies the source documents that have been used to 
support the development of the simulation tool reflected in section 6 of this report.  
Table 2 summarises some of the high level findings from this analysis. 

 

Western Cheshire Central & Eastern 
Cheshire 

 

Number % or rate Number % or rate 
>85 population (proxy for 
need) 4,700 36% 8,500 64% 

Total intermediate care 
episodes 1,111 233 per ‘000 

>85 pop 4,933 580 per ‘000 
>85 pop 

Intermediate care episodes 
(hospital avoidance, 06/07) 672 143 per ’000 

>85 pop 3,086 363 per ’000 
>85 pop 

Intermediate care episodes 
(supported discharge, 06/07) 439 93 per ‘000 

>85 pop 1,847 217 per ‘000 
>85 pop 

Ratio of hospital avoidance to 
supported discharge 60%/40% 63%/37% 

Bed based episodes of care 397 84 per ‘000 
>85 pop 1,010 119 per ‘000 

>85 pop 

Home based episodes of care 714 152 per ‘000 
>85 pop 3,923 461 per ‘000 

>85 pop 

Ratio of home to bed based 
care 64%/36% 80%/20% 

Table 3 Intermediate care episodes (community activity to support the NHS 
Quarterly LDP returns, 2006/07)1 

It can be observed that Central and Eastern Cheshire reported significantly higher 
levels of intermediate service activity in 2006/07.  This is primarily a reflection of the 
service model (see next section), which, particularly for the East, has included 
services such as COPD and Falls within the scope of intermediate services.  The 
East also has an arrangement for the management of Generic Support workers within 
the intermediate service.   

Performance information reported for 07/08 has also been obtained.  In Central & 
Eastern Cheshire this has suggested a dip in the number of care episodes from 4,933 

                                                 
1 The comparative information in Table 2 should be considered in the context of the subsequent 
description of current service models in section 4.3 of the report. 
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to 4,498 (9% lower).  However, the ratio of hospital avoidance to supported discharge 
remains very similar (64/36 compared with 63/37 in 06/07) and the ratio of home to 
bed based care has shifted slightly in favour of more home based care (83/17 
compared to 80/20).  This further analysis does not suggest a fundamental review of 
the assumptions underlying the simulation model described later in this report. 

The updated performance information for Western Cheshire suggests a significantly 
higher level of activity than in 06/07 (2,813 compared to 1,111).  However, the data 
suggests a 4-fold increase in hospital avoidance care provided at home whilst bed 
based care for supported discharge has reduced radically.  This is not, as far as local 
intelligence gathering can suggest, consistent with service changes and therefore 
brings into doubt the robustness of the data collection and recording making this 
information insufficiently robust to use in updating any modelling assumptions later in 
this report. 

Whilst the overall scale of the service in Central and Eastern Cheshire is significantly 
different there is less difference in the balance of the services.  Hospital avoidance 
accounts for 60% of episodes in the West and 63% in the East, whilst home based 
care accounts for 64% of episodes in the West compared to 80% in the East. 

4.2 Local service maps 
Figure 3 develops the components of the intermediate service elements suggested in 
Figure 1 and translates them into a ‘map’ – from left to right service elements move 
from the less complex to the more complex, and from top to bottom they move from a 
locality-wide service to a service provided in the persons own home.   

This service map can be used as a template to consider the current service models in 
each Cheshire locality and thereby identify any significant gaps. 
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Figure 3 Illustrative service map 

Figures 4, 5 & 6 provide a reflection of this illustrative service map as it relates to 
each of the current localities across Cheshire.  Whilst Central and Eastern Cheshire 
are increasingly being managed as a single whole the historic differences make it 
useful to identify these separately at this stage. 

Services in Central and Eastern Cheshire are broadly similar although there is a 
difference in the management responsibility of the discharge liaison function.  In 
addition, whilst there is ‘capacity’ for community intermediate care placements in 
Central Cheshire this is replaced in the East by additional domiciliary care provision. 
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Whilst the ‘system’ in Western Cheshire would appear to be more comprehensive and 
integrated, earlier evidence relating to activity levels suggests that the service is not 
optimised to meet the full extent of the levels and types of needs that people have.  
The presence of a single point of access is significant, but again there remain 
alternative routes into and out of different parts of the system in the West that limit the 
effectiveness of this part of the system. 

As would be expected when considering the historic development of intermediate 
care there is an emphasis in all three current service maps on more complex services 
that are based at a locality rather than neighbourhood or ‘at home’ level.  Where there 
are services developed ‘closer to home’ these are not always well integrated into a 
care pathway or recognised as a full and integral part of an intermediate ‘suite’ of 
services from a care and case management perspective – there remains too much 
‘baton tossing’ as opposed to smooth transitions. 
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Figure 4 Central Cheshire service map 
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Figure 5 Eastern Cheshire service map 
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Figure 6 Western Cheshire Intermediate Services map 

4.3 Qualitative assessment of current intermediate services 

4.3.1 Introduction 
During the course of this review local stakeholders have been provided with the 
opportunity to reflect on the nature of their intermediate services through one-to-one 
or small group discussions and particularly at the first of the two stakeholder 
workshops.  In addition local material has been reviewed to identify perceived 
strengths or development needs within the service. 

This section reflects the early observations emerging from this work and therefore 
‘dovetails’ with the quantified analysis and comparisons earlier.  Much of this local 
intelligence would be difficult to ascertain from a strictly ‘analytical’ appraisal of 
current services and therefore needs to be given due weight in the development of 
proposals for moving forward. 

4.3.2 Central and Eastern Cheshire 
The principles underpinning intermediate services in Central and Eastern Cheshire 
are: 

• Helping people recover faster and to their full potential following illness or 
injury; 

• Facilitating safe and timely discharge where there is a rehabilitation 
need/potential to improve physical functioning; 

• Preventing unnecessary and avoidable hospital admission for persons 
who have experienced an acute health event that has resulted in a 
change in physical functioning; 

• Enabling terminally ill persons to remain at home. 

There are significant historic differences that mean that the make-up of these services 
differs between the East and Central Cheshire patches.  Distinctives in Eastern 
Cheshire include: 

• The falls co-ordinator and COPD service are managed as part of 
intermediate care and is starting to link with community matrons; 
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• Thee is no single entry point to intermediate services with potential for 
‘shopping around’ and therefore for pathways that do not best meet 
people’s needs; 

• Generic support workers are employed by the Council; 
• Community Support Centres provide significant capacity for intermediate 

care bed based services. 

Distinctive elements in Central Cheshire include: 
• That the ‘Hospital at home’ service was in place mid-90’s, therefore in 

some ways a very long established service area; 
• Less input/focus on admission avoidance, for example no input to A&E; 
• Support at home is provided by generic nursing assistants (different 

model to the East); 
• Bed capacity partly in Community Support Centres but NHS staffed; 
• Poor access to medical advice/input either in the community or hospital – 

but some access to psychiatric liaison. 

Further recognised gaps or ‘dysfunctional’ elements of the intermediate tier in Central 
and Eastern Cheshire include: 

• Mental Health – No CPN support in central or links with designated EMI 
beds; 

• A lack of psychological assessment which could help formulate 
appropriate rehabilitation services and a lack of specialist help in working 
with people with dementia to manage the effects of cognitive impairments 
as well as physical problems; 

• Inequitable ‘Rapid Response’ cover across the patch; 
• Intermediate Service beds are not present in some key locations; 
• The need for more robust Medicines Management Support; 
• Transport; 
• GP cover – further work required to ensure targeted/robust medical cover; 
• Appropriate facilities – are long stay establishments able to meet the 

needs of Intermediate Care patients? 
• Fast access to diagnostics/Consultant opinion – currently inconsistent 

across the patch; 
• Services to meet the needs of those individuals traditionally labelled 

‘social admissions’; 
• Single access for Urgent care to include IC/Tier services. 

Areas in Central and Eastern Cheshire that could be built on include: 
• Range of intermediate care services with multi/interdisciplinary team 

approach and enhanced skills for working with people with a cognitive 
impairment; 

• 24 hour Rapid Response Service, utilising night/evening district nursing 
service; 

• Co-ordinated rehab approach (care management); 
• Integrated Rehab. Team being implemented; 
• Intermediate Care Unit directly managed and staffed by the team; 
• Rehabilitation Assistant role; 

15 
 



• Partnership working and joint funded arrangements; 
• Single point of referral; 
• Nurse Prescribing; 
• Working towards equipping nurses with Advanced Practice skills; 
• Inclusion of Falls Prevention work as integral to Intermediate Care. 

4.3.3 Western Cheshire 
The picture in the West reflects one rather than two histories (although there are 
some distinctives in Ellesmere Port and Neston compared to Chester).  Distinctives 
identified in the Western Cheshire arrangements include: 

• That a single point of access has been established – but doesn’t cover all 
of the intermediate tier & routes in and through the system can be 
‘tortuous’; 

• Therapy staff are managed separately presenting some challenges for 
access; 

• GP ‘Locally enhanced service’ has been agreed to provide medical input 
to community beds (Lightfoot Lodge); 

• There is a single competency framework; 
• There is an historic emphasis on ‘step-down’ and acute sector drive to 

establish intermediate care services; 
• The service would benefit from improved access to consultant opinion; 
• There is potential to build on primary care resource centre proposals and 

co-location of key ‘front-end’ functions (OOH, A&E, SPA).  

Recognised gaps or ‘dysfunctional’ elements of the intermediate tier in Western 
Cheshire include: 

• Fragmentation of services and management structure; 
• Rehab at home is limited due to restrictions in access, especially at night 

time; 
• Weak data and information; 
• Not enough resource to meet mental health need; 
• Professional staff engaged in significant amounts of admin – need more 

adequate support. 

Areas recognised as having potential to build on include: 
• The single point of access could be rolled out across the intermediate tier; 
• Inter-disciplinary working, competency programme could be widened to 

whole system to enable and support mainstream; 
• Case finding – pulling people through the system; 
• Having clinical psychology input. 
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5 Developing a service model 
Figure 7 provides an illustration of the service model envisaged.   
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Figure 7 Illustrative service model 

This emerging service model is based on: 
• Key characteristics of an effective intermediate range of services informed 

by research and best practice; 
• The proposed definition and characteristics required of intermediate 

services described in section 3.2 above; 
• Existing ‘good practice’ identified across Cheshire – building on what is 

working; 
• The views and contributions of individuals in one-to-one discussion and at 

the initial stakeholder workshop (see Appendix 5). 

The key ‘mechanisms’ by which this model can be delivered are: 

1. Access being determined by the development of a single set of clear ‘trigger’ 
mechanisms across mainstream services, hospital and long term care that 
defines clearly when an intermediate service assessment (or urgent response) 
should be undertaken, and that this should reflect holistic (physical and mental 
health) needs. 

2. A single point of contact, 24/7, with clear response times, that consists of an 
assessment function that will identify an appropriate integrated and holistic 
response, either by: 

a. A ‘specialist’ period of support at home or in a bed with direct input 
from specialist intermediate services staff; and/or 

b. The enhancement of input (capacity or capability) for a specified period 
of time in the community with ‘oversight’ from the specialist 
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intermediate services but making use of local community based 
services, either at home or in a bed. 

Suggested characteristics and relationships of an intermediate hub of services to 
mainstream services, that would increasingly operate within an enabling culture, 
would include: 

• An intermediate service hub would be developed and scaled to enable a 
‘critical mass’ of ‘specialist’ intermediate service practitioners, including 
traditional intermediate care such as rapid response (population coverage 
to be determined through modelling approach) but significantly housing 
the assessment function (including skills in complex physical and mental 
health conditions) at the ‘front-end’ of the system; 

• An ability to use a resource to supplement mainstream services 
(increasingly operating on an integrated model) at a time of heightened 
need for an individual client against clear, time limited, outcome oriented 
objectives; 

• A responsibility to train, support and provide advice to mainstream 
services in the delivery of any enhanced ‘intermediate’ service at times of 
need; 

• Adopting a care management/managed care approach for those 
supported within the ‘hub’ or for time-limited periods of additional support 
commissioned through the hub, linked closely to the management of long 
term conditions in the community. 

The following relationships should form a key part of the future service model: 
• With the hospital sector:  specialist intermediate service practitioners 

should operate within the hospital setting both at A&E and within the ward 
setting to ‘case find’ and manage patients through the system and along 
agreed pathways.   

• With the long term care sector:  for permanent residents in nursing and 
residential care there should be a clear trigger that would result in a 
referral to the specialist intermediate service hub, resulting in either 
additional support (over and above what might already be agreed in 
relation to community nursing input) or a short-term admission to a 
dedicated intermediate service bed.  The specialist intermediate service 
hub may also agree specific contracts or spot-purchasing arrangements 
with care home providers to provide dedicated intermediate service beds 
to an appropriate service specification. 

With the wider community:   
• A relationship with community matrons and those managing people with 

long term conditions that builds on their case finding work and the 
identification of triggers and escalation plans that would result in a referral 
to the intermediate services hub; 

• A relationship with General Practice that similarly enables referrals to the 
intermediate service hub; 

• A relationship with social care, particularly where an individual has been 
assessed for admission to long term care – a principle that there should 
be no admissions to long term care without an episode of intermediate 
service, except in exceptional circumstances, should be established. 
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6 Future capacity requirements 

6.1 Introduction 
Previous sections have illustrated how the historic development of intermediate 
services has been characterised in part by the development of a series of service 
elements rather than a coherent ‘system’ of care.  In addition services have been 
developed in relation to available resources in the context of local pressures such as 
delayed discharges in hospital.  However, the emerging evidence base and an 
emphasis in the wider policy context on individualisation, integration, prevention and 
reablement, has enabled us to describe a future service model that builds on the 
strengths and experience of current services, but which moves on to enable the 
development of a genuinely whole system of intermediate services. 

What remains, however, is the question of overall capacity within this system of care 
along with any impact on the wider system that could come into play as the system 
evolves.  In particular it has been important to ask the question as to the impact of 
enhanced or redesigned intermediate services on hospital admissions (and occupied 
bed days) as well as the impact on admissions to residential or nursing home care.  

To address this question the review adopted a system dynamics modelling approach 
that enabled the emerging service to be reflected in a simulation environment that 
was scaled to the current system across Cheshire but could answer some of these 
high level challenges.  Figure 8 illustrates the approach to using simulation to indicate 
future capacity requirements.  The process involved: 

1. The development of a generic capacity simulator that reflected the new 
service model but was populated with ‘average’ data derived from the initial 
base-lining work across Cheshire – i.e. it is not initially ‘optimised’. 

2. The impact of demographic change across Cheshire.  In particular, the growth 
in the size of the older population. 

3. The application of assumptions about pathways and a comprehensive 
intermediate service response that might emerge over a 3 to 5 year period as 
the service model is developed locally. 

4. The identification of an ‘ideal’ or target capacity map for intermediate services 
for a given population. 

5. The ‘scaling’ of this future target to new geographies across Cheshire and the 
identification of the key capacity gaps against the base-lining exercise already 
undertaken. 

‘Key questions’ that can be addressed by the analysis and modelling include: 

1. The approximation of an optimum size for an intermediate service hub. 

2. The overall capacity requirements for the intermediate service. 

3. The contribution that intermediate services could make toward reducing 
hospital unscheduled admissions. 

4. The impact of a comprehensive, optimised service on the long term care 
sector. 
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Figure 8 Approach to using simulation to indicate future capacity requirements for 
intermediate services 

6.2 Modelling assumptions and generic outputs 
Table 4 identifies capacity requirements for any notional 200,000 population within 
Cheshire, based on the type of activity levels indicated earlier in the report.  Its 
purpose is to identify demographic impact on current activity levels and to rehearse 
the relative impact of changing some of the key pathways within the service as they 
relate to the key questions above, in particular: 

• By making access for a significant number of clients to long term care 
placements only possible following a period of intermediate services with 
a consequent reduction in admissions to this sector; 

• By increasing the proportion of people receiving intermediate services as 
an alternative to hospital admission; 

• By increasing the proportion of people who receive a step-down service 
from hospital. 

The data assumptions for the baseline position have been derived as follows: 
• For hospital admissions we have identified the total Cheshire admissions 

for unscheduled care (PCT populations) for the over 65 age group and 
scaled this to a notional population of 200,000 for comparison purposes.  
When considering these outputs it should be noted that comparisons with 
similar locations suggests that Western Cheshire actually has a high rate 
of acute admissions for over 60 year olds as illustrated in Appendix 7 
(approximately 15% above average) whilst Central and Eastern Cheshire 
has an average rate of admissions;  This may suggest greater potential 
for diversion from hospital and therefore additional intermediate care 
capacity in the West; 

• For long term care admissions a similar approach has been taken to that 
for unscheduled hospital admissions, i.e. an average has been taken 
across Cheshire and then scaled to a notional 200,000 population.  The 
comparative position for similar Councils suggests that whilst there is a 
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significant imbalance between nursing and residential care admissions the 
overall rate is close to the comparator group and England-wide averages 
being 747 per 100,000 >65 yr olds compared to 742 for the comparator 
group and 799 for England as a whole; 

• For Intermediate service capacity and referrals the assumptions that result 
in the estimates in Table 4 are those reflected in the text immediately 
following Table 4, i.e. they are based on the new pathways and ‘stretch 
targets’ for intermediate service intervention, not the current service 
capacity.  The latter is reflected in sections 6.3 and 6.4 below. 

 
 Baseline 

(2008) 
Increase by 
2016 due to 
demography 

Targeting 
admissions 

to LTC 

Targeting 
admission 
avoidance 

Targeting 
early 

discharge 

Hospital 
admissions 

6,431pa 7,801 
(+171pa) 7,801 7,298 7,874 

People in 
acute beds 181 220 

(+5pa) 220 
205 

c.5,500 less 
obds  

214 
c.2,000 less 

obds 

Intermediate 
services 
capacity2  

168 209 
(+5pa) 216 251 244 

Hub activity 
(referrals) 

1,760pa 2,203 
(+55pa) 2,273 2,644 2,572 

People in 
LTC 

1,483 1,746 
(+33pa) 1,602 1,776 1,729 

Admissions 
to LTC 

629pa 790 
(+20pa) 722 803 782 

Table 4 Capacity and throughput requirements using ‘average’ data for a notional 
200,000 population within Cheshire3 

The simulation tool does not model every possible impact of these changes but does 
provide an initial indication of the scale and relative impact of these policy options.  
Specific proposals regarding capacity and redesign that would facilitate achievement 
of these targets are reflected in section 7 of this report. 

The assumptions underlying the three different target areas above are: 

Targeting admissions to long term care:  whilst there is much debate about the 
extent to which admissions to long term care can be avoided or delayed there 
does need to be a distinction between residential and nursing care admissions and 
a recognition that there will be some whose admission is inevitable and necessary, 
even if a period receiving intermediate services may go on to improve 
independence, health and well-being in long term care as well as reduce the risk of 
hospital admission.  To produce the estimate in Table 4 a 20% ‘diversion’ figure is 
used. 

                                                 
2 Including bed and community places 
3 The outputs from the respective target areas build from the level expected after demographic 
changes but are simulated but are in isolation from each other in order to provide an indication of 
relative impact of the different potential target areas. 
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Targeting hospital admission avoidance:  currently an equivalent of nearly 15% 
of potential admissions to hospital already receive intermediate services.  There 
continues to be evidence from elsewhere, however, that a significantly higher 
proportion of admission could be avoided, as well as an acknowledgement locally 
that this area remains relatively under-developed in relation to pro-active work or a 
physical presence being available in A&E for example.  To produce the estimate in 
Table 4 above the hospital diversion percentage has been increased to 20% of all 
potential admissions. 

Targeting early discharge from hospital:  currently an equivalent of just over 
10% of hospital discharges receive a period of intermediate service.  However, 
there continues to be pressure on acute hospital beds and a view that more people 
could benefit from this type of service, as well as there being evidence of further 
benefit from reablement services for people who perhaps currently would go home 
to continue to receive a package of care.  To produce the estimate in Table 4 the 
early discharge figure has been increased to 15% of all discharges. 

Table 4 reflects the individual impacts of the different potential target areas.  This 
enables the relative impact to be considered before combining these in a way that 
reflects the overall balance of redesign options and recommendations.  Combined 
scenarios will be reflected in the individual West and Central & Eastern outputs in the 
next section of this report. 

Findings that emerge from an analysis of Table 4 include: 
• Targeting admissions to LTC has a marginal but not over-whelming 

impact on intermediate services capacity (rising from 209 to 216 places 
with a 3% increase in hub activity).  It also slows down rather than 
reverses any increase in LTC admissions as a result of demographic 
changes; 

• Targeting hospital admission avoidance significantly increases 
intermediate services activity levels, for example with a 20% increase in 
hub activity; 

• Targeting hospital discharge reduces acute bed capacity requirements but 
marginally increases acute admissions on an assumption that there will be 
some re-admissions.  It increases intermediate service capacity 
requirements but by less than is the case for hospital admission. 

For a population of 200,000 a throughput of 1,760 referrals a year would equate to 
approximately 34 a week.  Taking into account daily variation but considering a 7 day 
a week service this might mean between 4 and 7 referrals a day.  The increases due 
to demographic changes and the options for increased targeting and throughput, as 
well as scaling this to an appropriate population (West or Central & Eastern) would 
further increase this level of activity.  At present these assessments are being carried 
out in a number of different places using different criteria and thresholds across 
Cheshire.  It is a key recommendation within this review to begin the process of 
consolidating all such referrals and subsequent assessment processes into 
intermediate service hubs. 
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6.3 Modelling outputs for the West Cheshire 
The simulation tool has been developed to reflect the desired future service model, 
which is not currently fully reflected in the existing local service maps.  Local data has 
therefore been used to arrive at approximations for 2008 levels of activity and 
capacity ‘as if’ the model were in place, but at today’s capacity levels.  The 2008 
‘indicative baseline’ column is therefore not an actual.  It does, however, reflect the 
approximated current levels of activity if the new service model were implemented 
without any further development of capacity.  The 2016 column projects this forward 
in line with demography and enhanced targets for intervention, whilst the final 
comment column relates these outputs to the existing service maps and underlying 
data in section 4 of this report. 

Table 5 suggests that for Western Cheshire: 
• There is significant potential to develop further the single point of access, 

ultimately to a level almost three times that experienced in 2006/07; 
• That within this increase there is a short term opportunity to develop 

community based intermediate services with a view to making current bed 
based capacity more effective in meeting the needs of step-down care 
from hospital.  If community based intermediate services prove to be 
effective and other pathway redesign initiatives are put in place there is 
evidence to suggest that current bed based intermediate care capacity 
should not be increased. 

 
 2008 

indicative 
baseline 

2016 
combined 
scenario 

Comment 

Hospital 
admissions4 

6,457 7,282 

Acute bed 
capacity 

182 198 

Hospital admissions in Western Cheshire 
without the revised assumptions in 
intermediate services (i.e. as a result of 
demographic changes only) would be 7,832. 

Intermediate 
care bed 
capacity 

39 67 
Western Cheshire currently has access to 69 
IC beds. 

Intermediate 
care at home 
capacity 

129 225 

Community capacity indicated in Figure 6 of 
this report would appear to be significantly 
below that which is indicated in this simulator 
output. 

Hub activity 
(referrals) 
i.e. activity 1,767 3,067 

Total referrals to intermediate services in 
Western Cheshire in 2006/07 was 1,111 so a 
target figure of c.3,000 is a significant 
increase needing both capacity and process 
reforms. 

People in 
LTC 

1,488 1,623 

Admissions 
to LTC 632 731 

An equivalent level of admissions to LTC in 
2016 compared to 2008 given the change in 
demographics would be c.800 so the figure of 
731 makes a contribution to reducing this 
rate. 

Table 5 Western Cheshire modelling outputs 

                                                 
4 Over 65 unscheduled care admissions. 
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6.4 Modelling outputs from Central & Eastern Cheshire 
The Central and Eastern Cheshire intermediate care systems have traditionally 
developed separately but are increasingly being managed and developed together.  
The simulation outputs reflected in Table 6 therefore take the overall capacity 
requirements across both localities.  The extent to which further ‘localisation’ can be 
achieved within this overall system should not, however, be lost.  For example, there 
are likely to be two intermediate service hubs. 

Table 6 suggests that for Central and Eastern Cheshire: 
• There is potential to further develop bed capacity for intermediate services 

whilst co-ordinating and streamlining the range of community based 
services already provided – with the potential to develop these over the 
medium to longer term; 

• Current referrals would benefit from being better co-ordinated through the 
development of intermediate service hubs and single points of access. 

 
 2008 

indicative 
baseline 

2016 
combined 
scenario 

Comment 

Hospital 
admissions 

15,733 17,774 

Acute bed 
capacity 

443 483 

Hospital admissions in C&E Cheshire without 
the revised assumptions in intermediate 
services (i.e. as a result of demographic 
changes only) would be 19,084. 

Intermediate 
care bed 
capacity 

94 164 
55 intermediate care beds in C&E Cheshire 
are significantly below the indicative baseline 
generated by the simulator. 

Intermediate 
care at home 
capacity 

315 547 

The overall capacity for intermediate services 
at home currently consists of Domiciliary 
Care, community placements and support 
provided by rehab link/team. 

Hub activity 
(referrals) 
i.e. activity 4,306 7,474 

2006/07 referrals to intermediate care in C&E 
Cheshire were 4,933, approximately 15% 
higher that the indicative baseline.  However, 
there is no central point and future levels are 
could rise significantly. 

People in 
LTC 

3,627 3,956 

Admissions 
to LTC 1,539 1,780 

An equivalent level of admissions to LTC in 
2016 compared to 2008 given the change in 
demographics would be nearly 2,000 so the 
figure of just below 1,800 makes a 
contribution to reducing this rate. 

Table 6 Central and Eastern Cheshire modelling outputs 

6.5 Costs and benefits of intermediate services 
In January 2006 the University of Leicester (Nuffield Research Unit) and the 
University of Birmingham (HSMC) published a major national evaluation of the costs 
and outcomes of intermediate care for older people on behalf of the Intermediate 
Care National Evaluation Team.  The study covered 5 sites, 37 different services and 
2,253 episodes of care for whom a range of data was collected. 

A summary of the key findings as they relate to the costing of intermediate care 
services are: 
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• That residential services have a higher cost than non-residential services 
and that admissions avoidance schemes have lower costs than supported 
discharge schemes; 

• Most demographic characteristics of clients are not good predictors of 
cost; 

• Clinical severity of the patient is also a good indicator of cost; 
• A larger gain in quality of life was seen for residential (rather than non-

residential) and for admission avoidance (rather than supported 
discharge) services; 

• The scenario that delivers best short term gain but at highest unit cost 
was residential (i.e. bed based) alternatives to hospital admission. 

The costs per patient of using intermediate care for admission avoidance or 
supported discharge, compared to there not being such services, is illustrated in 
Table 7.  This shows that it is slightly more expensive to provide intermediate care in 
supported discharge cases compared to there not being such a service, but less 
expensive if you provide intermediate care instead of incurring the cost of an 
admission to hospital.   

The report acknowledges that the ‘model’ used to develop these outputs is sensitive 
to different assumptions about the costs of both hospital and intermediate care 
settings (although the sample used to produce these outcomes was significant).  For 
example ‘Unit Costs of Health and Social Care (2007)’, published by the PSSRU, 
suggests a unit cost of £220 a day for a nurse-led inpatient unit with medical cover 
used for early discharge schemes which is almost identical to the national average 
hospital cost per day of £223 for all patient rehabilitation stays excluding patients with 
brain injuries. 

 
 Admission avoidance Supported discharge 

Admission to intermediate 
care £3,329 £3,995 

Cost if no intermediate 
care service is available £3,614 £3,806 

Difference: -£285 +£189 

Table 7 Expected cost per patient 

Local models of care and the impact of more recent policy initiatives and redesign 
workstreams (for example reablement) will affect how these conclusions are 
interpreted and applied in Cheshire.  A key part of the next stages recommended in 
this review entails the development of robust and costed commissioning portfolios 
that tie costs and benefits more closely together.  The work referenced here can 
provide a helpful basis on which to build, although it would also be beneficial to 
identify and seek out costs of services that best match those envisaged in Cheshire. 
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7 Recommendations 

7.1 Short term priorities 
A Commissioning Group for Intermediate Services was established toward the end of 
2007.  It’s first task has been to oversee a review of current services that would work 
towards: 

• A consistent set of definitions and pathways for the intermediate tier – the 
service model; 

• A systematic analysis and modelling of current and future need together 
with a gap analysis comparing need with current capacity in order to 
inform future commissioning intentions. 

An interim report has been produced (at the end of March) that summarises the 
emerging definition and service model together with the approach being developed to 
translate the mapping work into a dynamic model of capacity assumptions that will 
inform future long term investment in these services.  The initial report was the 
product of a series of one-to-one and small group discussions, data gathering and a 
stakeholder workshop. 

Work is in hand to provide the Commissioning Group with a final report in the middle 
of June.  However, this short statement identifies a number of areas where 
investment could be made during 2008/09 on a non-recurrent basis in the context of 
LPSA2 targets to reduce hospital bed days for unscheduled care.  The suggestions 
made have emerged from the review to date but do not yet reflect the fully worked up 
capacity requirements expected to emerge from the translation of mapping 
information into a more dynamic modelling tool.  They are also targeted at activities 
that reduce hospital bed days, can have relatively short term impact and can use non-
recurrent resources to fund them. 

The suggestions in this paper reflect: 
• What works in the light of gathered evidence; 
• Perceived gaps in current services; 
• The service model that is emerging from the review. 

Whilst an indication of impact is provided it will be important to monitor this in order to 
inform the ongoing development agenda for intermediate services.  Any project 
funded should therefore contain an element of robust evaluation. 

The table on the following page identifies: 
• The suggested area of development (including where this might be 

targeted); 
• The rationale for this suggestion and the nature of expected impact, which 

should in turn inform the focus of evaluation for each project if funded; 
• An indication of the scale of impact (high/medium/low) and the timescale 

over which this impact will be felt (short/medium/long term).   
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Suggested area of 
investment: 

Why? With what impact? 

Increasing the number of people 
discharged to intermediate 
services from the acute sector 
thus significantly reducing lengths 
of stay for this key client group. 

Impact Timescale 

Short term input to existing 
intermediate care teams by 
mental health/clinical 
psychology 
specialists/nurses with a 
view to building knowledge 
and confidence in 
managing clients with 
mental health needs. 

Existing intermediate 
services often exclude 
people with mental health 
needs whilst evidence from 
the literature suggests that 
investment in training in 
this area can be highly 
effective. H M L S M L 

This move may relieve any short 
term capacity constraints in 
existing bed based intermediate 
services and potentially increase 
the number of people with MH 
needs who access intermediate 
services. 

Impact Timescale 

Consider using current 
spare capacity in 
Community Support 
Centres with short term 
addition of appropriately 
trained staff to provide 
additional support, 
particularly in caring for 
those with dementia. 

Current plans for re-
modelling the capacity and 
use of CSC’s in the light of 
lower occupancies and 
changing models of care 
has meant that spare 
capacity is currently 
available. 

H M L S M L 

Speeding up access to 
intermediate services in the east 
at discharge and as an alternative 
to hospital with consequent 
increase in saved admissions or 
early discharge. 

Impact Timescale 

Investment in any 
necessary IT, 
communications or 
information resources to 
establish a single point of 
access in Eastern 
Cheshire, possibly linking 
to the night/evening district 
nursing service. 

There is currently no single 
point of access to 
intermediate services in the 
east meaning that on 
occasion there is ‘shopping 
around’ for services and 
potential delays in access. 

H M L S M L 

Improved throughput in 
intermediate services would 
increase their capacity and 
therefore the number of people 
who could be discharged early 
from hospital. 

Impact Timescale 

Identify and invest in 
signposting and improved 
pathways from intermediate 
services to mainstream and 
community support 
initiatives on a pilot basis – 
select location willing and 
able to undertake short-
term pilot. 

Capacity utilisation within 
intermediate services will 
be partly determined by the 
ability to ‘discharge’ people 
effectively back to 
mainstream services. 

H M L S M L 

Research evidence from other 
locations suggests that up to 40% 
of admissions to hospital through 
A&E could be avoided – one 
evaluated service in Bolton has 
demonstrated reduced 
admissions through A&E of 17%. 

Impact Timescale 

Undertake a pilot and/or 
evaluation of patients 
entering A&E in Central 
Cheshire who could be 
managed in an 
intermediate service to 
avoid a hospital admission. 

Historic development of 
intermediate services in 
Central Cheshire has been 
focussed on hospital 
discharge processes with 
there being no current input 
to A&E. 

H M L S M L 
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Suggested area of 
investment: 

Why? With what impact? 

Increased likelihood of referral to 
intermediate services at all 
points. 

Impact Timescale 

Pilot the provision of 
sessional GP input to 
intermediate services in 
Central and/or Eastern 
Cheshire to champion the 
service to hospital 
consultants. 

Currently a perceived gap 
in service leading to 
reduced confidence 
amongst hospitals staff to 
refer to intermediate 
services. H M L S M L 

Reduced need for admission to 
hospital for diagnostics and 
improved throughput in 
intermediate services. 

Impact Timescale 

Develop and implement 
revised protocols and 
pathways for accessing 
simple diagnostic 
procedures without referral 
or admission to hospital. 

Evidence of inconsistency 
and delays in obtaining 
diagnostics for clients who 
otherwise do not need to 
be admitted to hospital. 

H M L S M L 

Improved access and therefore 
increased throughput for 
intermediate services reducing 
hospital admissions and speeding 
discharge. 

Impact Timescale 

Consider short term 
investment required in 
Western Cheshire to 
extend the ‘reach’ of the 
single point of access. 

Current single point of 
access in the West is not 
comprehensive leaving 
significant numbers of 
referrals not covered with 
the potential for delays and 
poor access. 

H M L S M L 

Improved throughput and 
reduced delays in hospital 

Impact Timescale 

Spot purchasing of EMI 
beds whilst community 
capacity and competencies 
to support these clients at 
home is enhanced 

To reduce delays currently 
experienced in hospital and 
to compensate for know 
shortages in existing bed 
based service for this client 
group 

H M L S M L 

Likely to reduce admissions to 
hospital if service is available 
outside current hours of operation 

Impact Timescale 

Extension of rapid 
response ability to respond 
‘out of hours’ and at 
weekends 

Current services do not 
operate over extended 
hours potentially resulting 
in avoidable admissions 

H M L S M L 

 

7.2 Longer term redesign and capacity building 

7.2.1 Generic themes 
Recommendation 1:  To establish a short term task group to identify the triggers that 
would result in a referral to an intermediate service including the development of 
appropriate information for potential referrers that is consistent, readily available and 
easy to use.   
Recommendation 2:  In response to the recently published ‘Transforming the Quality 
of Dementia Care’ to undertake a time-limited review across all intermediate service 
components to assess current and future projections of need against current 
provision of specialist psychiatric and psychological input to mainstream intermediate 
services for people with mild and moderate mental health needs, and to establish an 
integrated approach to implementation alongside other service developments. 
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Recommendation 3:  To put in place over the short-term the criteria and 
mechanisms to provide people considered as likely to need residential or nursing care 
within the ensuing 6 to 12 months with a period of intermediate service intervention 
with a view to delaying, averting an admission to long term care, or if admitted to 
reduce the likelihood of admission to hospital from a care home. 
Recommendation 4:  To establish a time limited project/review to explore the 
implications of developing a reablement focus for mainstream social care with a view 
to ensuring smooth transition between intermediate services and reablement and to 
therefore minimise over-lap or duplication.  
Recommendation 5:  Build on early experience in Eastern Cheshire and elsewhere 
with regard to the links between community matrons and intermediate services with a 
view to informing the links and triggers for referral between these two service areas. 
Recommendation 6:  Identify existing competency framework(s) in use in Cheshire 
and adapt/adopt for use across the health and social care community for intermediate 
services distinguishing clearly between competencies for specialist and generalist 
staff (consider extending this to include reablement in the context of the social care 
reform).  Specific note should be made to ensure that people with additional mental 
health needs are included and are able to access intermediate services.  The 
competency framework should be used to identify training and development needs on 
a joint basis across the health and social care workforce, and in both statutory and 
voluntary sectors. 
Recommendation 7:  To link with the recent development of the older people’s 
housing strategy to explore the relationship between these areas and ensure that the 
housing and support needs of older people during an episode of intermediate care 
are recognised and met. 
Recommendation 8:  Establish a consistent programme management approach to 
implementing change with separate work programmes across Western and Central & 
Eastern Cheshire but with opportunities (6 monthly) for joint learning events. 
Recommendation 9:  To establish a short term task group to develop a benefits and 
performance framework that will support commissioners in the evaluation and 
monitoring of intermediate services as they are developed as well as to refine and 
develop data collection requirements from intermediate care in line with Department 
of Health requirements. 

7.2.2 Western Cheshire recommendations 
Recommendation 10:  Translate this review document into a specific and joint 
commissioning statement for Western Cheshire PCT and the new Local Authority to 
be adopted at the commencement of the new Local Authority.  The document to 
identify clearly the resources allocated for intermediate services given the proposed 
service model contained in this document and to make specific investment proposals 
for 2009/10 in line with the key development priorities identified in this review. 
Recommendation 11:  Undertake a further intensive review of patients using 
intermediate care beds within the system to ascertain the extent to which alternative 
home based intermediate services could be developed by shifting some of these 
resources whilst retaining that bed based capacity that is essential for the most 
complex patients. 
Recommendation 12:  Develop an integrated community based intermediate service 
response from existing domiciliary care and home based rehab and rapid response 
including consideration of access to/employment of therapy staff within the 
intermediate service.  Particular consideration within this review should be given to 
the 24/7 nature of this service. 
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Recommendation 13:  To use the information in this review to begin the process of 
‘re-scaling’ the single point of access in Western Cheshire with a view to an extension 
of its ‘reach’ and availability. 
Recommendation 14:  Explore the possibility of developing the current A&E rapid 
response function into a more pro-active ‘front-end’ primary and/or community care 
led unit – possibly with a 24/48 hour ‘bed’ based capacity adjacent to or within the 
immediate A&E environment.  This would enable the development of intermediate 
services, divert people from hospital and contribute to the Urgent Care reviews 
currently underway. 
Recommendation 15:  Review existing medical/psychology input with a view to 
enhance this element of the service during 2009/10.   
Recommendation 16:  Review current management arrangements for the broader 
intermediate service, including therapy skills, and simplify/unify. 

7.2.3 Central & Eastern Cheshire recommendations 
Recommendation 17:  Translate this review document into a specific and joint 
commissioning statement for Central & Eastern Cheshire PCT and the new Local 
Authority to be adopted at the commencement of the new Local Authority.  The 
document to identify clearly the resources allocated for intermediate services given 
the proposed service model contained in this document and to make specific 
investment proposals for 2009/10 in line with the key development priorities identified 
in this review. 
Recommendation 18:  Building on the development of a single set of referral criteria 
and triggers for intermediate services develop proposals for Single Points of Access 
to intermediate services in East and Central Cheshire in line with the service model in 
this review. 
Recommendation 19:  Build a single competency framework for generic support 
workers and generic nursing assistants in Eastern and Central Cheshire respectively 
with a view to developing a single integrated community based support workforce in 
each locality. 
Recommendation 20:  Review the management arrangements for the discharge 
liaison team in Central Cheshire with a view to integrating them into the current 
intermediate service arrangements. 
Recommendation 21:  Explore the possibility of developing a pro-active ‘front-end’ 
primary and/or community care led unit – possibly with a 24/48 hour ‘bed’ based 
capacity adjacent to or within the immediate A&E environment.  This would enable 
the development of intermediate services, divert people from hospital and contribute 
to the Urgent Care reviews currently underway.  A priority for Central Cheshire but 
also an opportunity for the East. 
Recommendation 22:  Develop, with clinicians, the role and contribution for clinical 
and medical input (including psychology and psychiatry) with a view to investment 
during 2009/10 to provide community based medical (GP/physician/psycho-
geriatrician) input to the service including speedy access to diagnostic/consultant 
opinion. 
Recommendation 23:  Review the Hospital at Home service in Central Cheshire to 
determine development needs in the light of a wider intermediate service brief with 
the option of a more integrated health and social care service. 
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Appendix 1:  Cheshire Intermediate Services 
Commissioner Group – Terms of Reference and initial 
work programme 

1 Introduction and background 
This short paper sets out the remit for an Intermediate Services Commissioner Group, 
which will operate as a sub-group of the Health and Social Care Board.  The rationale 
for establishing the group is: 

• To fulfil a commitment by the Services to Older People Group in April 
2007 to undertake a joint review of intermediate services; 

• To build on the time-limited investment in intermediate care of £365,000 
during 2007/08 as part of meeting the LPSA2 target of reducing 
unscheduled bed days by 22.74%; 

• To support the delivery of the proposed intermediate care/rehab target as 
part of the 2008/09 Local Area Agreement to support people at 
home/reduce hospital/institutional care; 

• To develop a more consistent set of definitions and access routes for the 
intermediate tier; 

• To respond to the Local Authority’s CSCI Annual Performance 
Assessment which identified the need to ‘continue to improve the 
provision and access to intermediate care services’; 

• To ensure the co-ordination of existing work that impacts on the 
development of intermediate tier services and to consider the impact of 
the intermediate tier on related services; 

• To take forward the commitment of PCTs and the Council to undertake 
joint commissioning activity in key service areas and therefore to identify 
and encourage joint or integrated provision; 

• To facilitate and direct the development of integrated provision in this area 
of service. 

It is recognised that future arrangements for Partnership working will be affected by 
the decision concerning the creation of two Unitary Authorities, and alignment of PCT 
boundaries to these new arrangements, across Cheshire.  However, it is the strongly 
held view amongst the group that developing a high level and consistent approach to 
developing the intermediate tier is a critical step and will aid both future authorities 
and the existing PCTs to develop services. 

In this context, however, it is recognised that the life of the Commissioning Group 
may be limited.  It is therefore proposed that it’s initial remit is for a period of 12 
months and that a full review of it’s role is then undertaken. 

2 Terms of reference 
The outline terms of reference reflect the key areas of the commissioning cycle, 
namely: 

1. To analyse (predominantly by drawing together existing ‘intelligence’) the ‘as 
is’ in terms of capacity, activity, resource use and local and national policy in 
such a way as to inform a judgement regarding current arrangements. 



2. To assess future likely demand and the impact of alternative future strategies 
or policy decisions through capacity modelling and undertaking appropriate 
impact analysis. 

3. To develop a common agreement as to the key principles and building blocks 
for the intermediate tier in Cheshire alongside a ‘gap analysis’ against the 
analysis of the ‘as is’. 

4. To develop a high level ‘commissioning strategy’ that partners will be able to 
sign-up to as an overarching statement of the direction of travel. 

5. To champion the further development of the intermediate tier across Cheshire 
in a consistent and co-ordinated way and to develop a consistent approach to 
the commissioning of these services in a way that ensures an optimal 
contribution to improved health and wellbeing for the people of Cheshire 
through integrated provision wherever appropriate.   

6. To share related work that will impact on the development and future 
commissioning of intermediate tier services and to develop and co-ordinate 
the delivery of an integrated plan for the commissioning of intermediate tier 
services. 

7. To develop and employ a performance and monitoring framework to inform 
strategic commissioning that links to the main information sources that help in 
developing an understanding of the nature and impact of intermediate 
services. 

8. To undertake any necessary consultation or involvement of service users and 
other stakeholders in the review of current intermediate tier services. 

3 Governance 
The group will, as noted above, report to the Health and Social Care Board.  It will 
develop a ‘Programme Management’ approach including clear activities, deliverables 
and milestones against which progress in achieving it’s goals will be reviewed.  The 
group will not, however, replace any existing governance arrangements with regard to 
decisions about or investment/dis-investment that are the rightful responsibility of 
partner agencies.  Wherever possible the group will co-ordinate joint consultation 
exercises where decisions and recommendations affect more than one partner. 

4 Membership 
The key organisations contributing to the membership of the group are West Cheshire 
PCT, Central and Eastern Cheshire PCT and Cheshire County Council.  Members of 
the group are: 

Neil Ryder, Joint Director of Commissioning 
Helen McCairn, Cheshire County Council 
Di Dunkerley, Cheshire County Council 
Paul Donovan, Cheshire County Council 
Sandra Shorter, Cheshire County Council 
Jane Coleville, Cheshire County Council (Phys Dis lead) 
Jane Westley, Cheshire County Council (OPMH lead) 
Sue Noyce, Central & Eastern Cheshire PCT 
Bernadette Bailey, Central & Eastern Cheshire PCT (with Sue Noyce deputising) 
Tracy Ault, Central & Eastern Cheshire (Mental Health lead) 
Graham Atkinson, Western Cheshire PCT (to nominate appropriate members) 
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In addition to this group a ‘reference group’ would be convened at key points 
throughout the initial 12 months of the group’s activities to consist of: 

• Services users/members of the Older People’s Reference Group; 
• Service providers involved in urgent care, mental health or other 

associated service areas; 
• Practice based commissioners. 

5 Initial work programme 
The table below identifies the initial activity of the group: 

 
Workstream Means of delivery Outcome Timing 
Identification of best 
practice, research, and 
evidence of what works 
to inform local 
discussion 

Desk work and sharing 
of findings in the 
context of the 
development of the 
vision and service 
model 

Clarity on what works 
and what elements of a 
future intermediate tier 
for Cheshire are key 
building blocks 

January 08 

Developing a vision 
and service model for 
the intermediate tier 
across Cheshire 

Facilitated workshop 
and development of 
document including 
clear intermediate tier 
functions and 
pathways 

Single statement of 
service model and 
‘template’ for local 
application 

January 08 

Gathering of existing 
information and 
analysis 

Meeting with existing 
information holders 
and assimilating this 
into a consistent set of 
data to inform the 
review 

Greater clarity on the 
overall capacity and 
resource used to 
deliver the intermediate 
tier  

January & 
February 08 

Undertaking local ‘gap 
analysis’ against the 
service model 

Building on analysis to 
identify current service 
configuration and 
identifying gaps in 
capacity and/or 
capability. 

Clarity on potential 
areas of development. 

February 08 

Development of an 
Integrated 
Commissioner 
‘prospectus’ of 
intermediate tier 
services that meet the 
needs of the people of 
Cheshire 

Working with the 
Commissioner Group 
and relevant support 
officers to translate the 
material emerging from 
the above into a clear 
statement of 
commissioning intent 
(separate and joint) 

A Commissioning 
Prospectus for 
Intermediate Services 
across Cheshire. 

February – 
March 08 
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Appendix 2:  Project brief for support to Intermediate 
Services workstream 

1 Introduction & background 
This proposal has been written in the context of the formation of a Joint 
Commissioner Group for the development of an Intermediate Services strategy, which 
will work toward: 

• A consistent set of definitions and pathways for the intermediate tier – the 
service model; 

• A systematic analysis and modelling of current and future need together 
with a gap analysis comparing need with current capacity in order to 
inform future commissioning intentions. 

A national review of intermediate care undertaken in 2005 suggested that whilst these 
services had established themselves as a new national community care service 
designed to bridge the gap between hospital and home, and that initial intermediate 
care planning targets for England had been met, that it remained unclear as to 
whether the strategic aims for these services had been achieved.  It noted that: 

• There was evidence that many intermediate care services are too small, 
inadequately targeted or insufficiently integrated to achieve a whole 
system change to the care for older people; 

• Wider dissemination of the intermediate care functions could be achieved 
by incorporating its principles (multi-agency working, comprehensive 
assessment and enabling/rehabilitation approach) into service 
specifications for jointly commissioned locally based health and social 
care services. 

The balance between maintaining a distinctive range of intermediate functions that 
facilitate the effective transition between home and hospital (or long term care) and 
an agenda that demands greater integration with mainstream community services 
and specialist input remains a key challenge. 

The Commissioning Group has, with the support of WSP, established a set of Terms 
of Reference and an initial work programme that will be considered by the Health and 
Social Care Board in mid-January.  This proposal is designed to provide dedicated 
support to that process in the first 3 to 4 months of that process. 

2 Proposal 
From the early discussions at the initial Commissioning Group for Intermediate 
Services the following key objectives/outcomes have been identified: 

1. A gathering/updating of intelligence regarding evidence and best practice in 
the delivery of intermediate tier services. 

2. The co-ordination and alignment of information about intermediate tier 
services that will act as a baseline for moving forward. 

3. The sharing and development of consistency in the way we describe and 
understand the key components of intermediate services cross Cheshire. 

4. The modelling of need and future scenarios to guide commissioning 
intentions. 
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The Commissioning Group would act as the coordinating/Steering Group for this 
work.  The following table indicates the type of input that would be required for each 
element of the proposed approach. 

 
Phase: Activities: Outcomes: 

P
ha

se
 1

 

Conducting 1-to-1 or small group 
discussions with selected key individuals to 
determine expectations and current 
understanding of an intermediate tier of 
services 
Gathering and updating knowledge on 
national policy and best practice of 
relevance to intermediate care 
Holding a stakeholder workshop with the 
goal of establishing the broad 
commissioning expectations for an 
intermediate care service 
Developing, sharing and obtaining sign-up to 
the output from the workshop 

An up to date statement of 
policy and best practice 
relevant to the service area 
An ‘as is’ description of 
current intermediate services 
A consensus regarding the 
outcomes and benefits 
expected from an 
intermediate care service 
together with the strategic 
objectives for such a service 

P
ha

se
 2

 

Filling the gaps in information requirements 
identified in phase 1 and aligning information 
with the emerging future model to enable the 
development of a strategic simulation model 
that enables future scenarios to be tested 
Working with the Commissioning Group to 
test and validate this process through a short 
series of focused discussions 

The development of a 
statement of future needs 
and an initial assessment of 
the gap between this and 
current services (sensitive to 
local geography and need) 
using the simulation tool and 
further analysis. 

P
ha

se
 3

 

Undertaking a second stakeholder workshop 
to consider the emerging findings and test 
the initial gap analysis  
Translating the output from the modelling 
and the second stakeholder workshop into a 
clear statement of the key principles and 
building blocks for an intermediate tier of 
services for Cheshire and a set of initial joint 
strategic commissioning intentions 

A clear statement of the 
desired service model and a 
set of commissioning 
intentions that are sensitive 
to local baselines and need 
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Appendix 3:  Workshop Programmes & participants 

Workshop 1:  22nd February 2008 

Objectives for workshop: 
• To review and develop our current understanding of the intermediate tier – 

the definitions, overall structure and expected outcomes and benefits for 
service users; 

• To share an initial baseline of information and views about current and 
future developments across the intermediate tier; 

• To begin the process of developing a future service model. 

Outline programme 
Coffee/tea 10.45 

Welcome and introductions 11.00 

What is the intermediate tier – lessons from research and policy 11.05 

Identifying outcomes and benefits for an intermediate tier (groupwork) 11.30 

Plenary discussion and consensus building 12.15 

LUNCH 12.45 

Market place – what does the intermediate tier look like across Cheshire?   1.30 

Brief feedback from market place – things to build on, gaps to fill   2.30 

BREAK   2.45 

Developing a future service model – groupwork   3.00 

Feedback and plenary discussion from groupwork   4.00 

Next steps   4.20 

CLOSE   4.30 

 

 

Attendance list: 
 

Surname First  Job Title  Organisation  
AN Other    Age Concern Age Concern 
Atkinson  Gordon Project Support and information officer Cheshire County Council  
Ault Tracey Commissioning Manager Central & Eastern Cheshire PCT 
Bailey Bernadette Commissioning Manager Central & Eastern Cheshire PCT 
Baker Ruth  Secretary to Helen McCairn Cheshire County Council  
Birnie Sandra Matron Ellesmere Port Hospital  
Colville Jane Senior Manager Disability Commissioning Cheshire County Council 
Connolly Sheelagh  County Manager - Community (Older People) Cheshire County Council  
Davies Cathy Mental Health Lead Commissioner Western Cheshire PCT 
Donovan Paul  Locality Manager, Modernisation Cheshire County Council 
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Surname First  Job Title  Organisation  
Edwards Toby Therapies Manager Central & Eastern Cheshire PCT 
Evans Jacqui Locality Manager  Cheshire County Council  
Gisborne Paul The Whole Systems Partnership  
Gillespie Chris  In-Patient Manager  East Cheshire NHS Trust 
Hall Jane Locality Manager Western Cheshire PCT 
Harrison Anna Commissioning Manager Western Cheshire PCT 

Hurley Joanne Clinical Service Manager 
Cheshire & Wirral Partnership 
Trust  

Johnson Rose Team Manager 
Health Related Assessment 
Team 

Jones Julie Community Physiotherapy Manager Western Cheshire PCT 
Kass Sally Head of Occupational Therapy  Ellesmere Port Hospital  
Lacey  Peter The Whole Systems Partnership  
Lowe Joanne Occupational Therapist  Ellesmere Port Hospital  

Lugg Debbie Team Manager - Oakmere Older Peoples CMHT 
Cheshire & Wirral Partnership 
Trust  

March  Roger Cheshire & Wirral Service Manager  Alzheimers Society  
Marriott Anne Locality General Manager - Vale Royal Central & Eastern Cheshire PCT 
Marsh Laura Head of Commissioning Western Cheshire PCT 
McCairn Helen Innovation Forum Project Team Leader Cheshire County Council 
McNamee Mick Locality Manager (Purchasing) Cheshire County Council  
Millard Jan  Team Manager Cheshire County Council  
Minshall Lisa Intermediate Care Team Manager Central & Eastern Cheshire PCT 
Moore Karen Intermediate Care Co-ordinator Western Cheshire PCT 
Nightingale Eric OPN Core Member OPN Core Member 
Noyce Sue Commissioning Health Care Project Lead Central & Eastern Cheshire PCT 
Paine Tracy Operations Director Belong, CLS Care Service 
Patterson Tina Team Manager - Hollins View Cheshire County Council  
Pordes Philippa Matron Emergency Care Division  Mid Cheshire Hospital  
Pratt Susan Head of Community Rehab OT Western Cheshire PCT 
Rep from Brunel   
Richardson Ray OPN Core Member OPN Core Member 
Ridgeway Jane  Quality and Capacity Manager Cheshire County Council  

Rodgers Julie Team Manager - Chester OP CMHT 
Cheshire & Wirral Partnership 
Trust  

Ryder Neil Director of Joint Commissioning Western Cheshire PCT 
Salisbury Bernie Director of Nursing and Operations  East Cheshire NHS Trust 
Seddon  Carol Divisional Manager Medicine, East Cheshire NHS Trust 
Shorter Sandra Senior Manager, Older People Cheshire County Council 
Sidebotham Andrew Associate Director, Business Development  Mid Cheshire Hospital  

Taylor Tom 
Team Manager - Single Point of Access, Rapid 
Response Western Cheshire PCT 

Tyrrell Irene OPN Core Member Central & Eastern Cheshire PCT 
Walter Jill Chief Executive - Age Concern  Age Concern 
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Workshop 2:  22nd February 2008 

Objectives for workshop: 
• To respond to and reflect on the output from the first workshop in order to 

refine the emerging service model; 
• To consider an initial ‘simulation’ of future capacity requirements in the 

light of the baseline for intermediate services already established and the 
future service model. 

Outline programme 
Coffee/tea 12.45 

Welcome and introductions   1.00 

Feedback and summary from first workshop   1.05 

Groupwork to confirm and challenge the emerging service model   1.30 

Plenary discussion and consensus building   2.15 

BREAK   2.45 

Presentation of capacity simulation   3.00 

Groupwork to refine the questions being asked and test the simulation   3.30 

Plenary feedback and discussion   4.20 

Next steps   4.40 

CLOSE   4.45 
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Appendix 4:  Workshop 1 benefits framework – Composite groupwork outputs 
 

 For service users: For organisations: For professionals and staff: 
What are the 
benefits? 

- Better information to inform choice 
- Consistency of service offering – wider 

access, equitable care 
- Heightened awareness and control 
- Joint assessment – NHS and social care 
- Tailor made, person centred, individualised 

care 
- Early intervention/escalation plans 
- Timely – speed up care process 
- Better response to need 
- Care closer to home delivered by staff they 

know 
- Environment more conducive to reablement 
- Optimising health and well-being  
- Maintained independence, reduced 

admissions to long term care 
- Reduced risk of hospital infections 
- Identification of long term plans/care 
For Carers: 
- Greater access to supportive services 
- Support at home therefore more control 
- BUT greater reliance on carers? 

- Greater efficiency 
- Preventing duplication 
- Clear pathways 
- Income streams will be challenged – free 

or charged for?  PbC tariff? 
- Reducing bed occupancy in the acute 

sector 
- Reducing length of stay in hospital 
- Reducing numbers entering long term care 
- Fewer ‘revolving door’ patients 
- Extended professional roles 
- Better capacity, less duplication 
- Better use of skills 
- Framework for robust risk taking to secure 

better outcomes 
- Less duplication, better use of resources – 

saved costs 
- ‘Lean’ 
- Meeting performance targets 

- Information on services 
- Access to appropriate services – 

seamless care pathway 
- Job satisfaction 
- Maximum use of professional skills 
- Sharing expertise 
- Not working in silos 
- Whole system approach 
- Application of key skills to secure 

engagement, e.g. for people with 
mental health needs 

- Increased role for advocacy 
- More appropriate use of skills 

How would 
you evidence 
these 
benefits? 

- Use of SAP 
- Patient experience feedback 
- Evidence of compliance with care pathway 

assessment, care plan, monitoring and case 
management 

- Focus group activities 
- Quality of life index – long term benefits? 
- Choices available 
- Surveys/quality standards 
- Quality of Life outcomes 

- Admission rates and emergency bed days 
- Hospital avoidance/long term care 

avoidance/delay 
- Length of stay and occupancy 
- Delayed discharges 
- Audit of pathway 
- Ambulance routes/referrals 
- Need longitudinal work - 6wk/9mth checks 
- More quality based work 
- Cost benefits 
- Savings in social care 

- Staff satisfaction feedback 
- Retention 
- Recruitment process 
- Competency framework 
- Progress of generic workers 
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Appendix 5:  Workshop 1 service model components 
GROUP 1 
Characteristics of a future service model: 

• One management structure; 
• Integrated health and social care model with consistent policies and procedures; 
• Joint finance agreements – clearly agreed; 
• Single point of access; 
• Defined service criteria and service components; 
• Integrated care pathway – continuity of case management throughout patient 

journey; 
• Engagement of all key stakeholders; 
• Rapid access to diagnostics; 
• Identification of bed numbers and locations via bed modelling process and 

nursing/residential units established; 
• Range of professional and generic support worker inputs including mental health 

workers, community matrons, integrated medical workforce and pharmacy 
support across secondary and primary care, i.e. beds and community support; 

• Robust unified information system; 
• Consistent approach; 
• Services based in primary care centres; 
• 24/7 service with back-up from night service; 
• Locality based model with beds and care at home organised on a locality system, 

i.e. not one large intermediate care unit per area; 
• Streamlined palliative care; 
• Clear transport arrangements; 
• Follow-up maintenance is connected. 

Key questions identified: 

1. How are developments to be funded? 

2. What timescales should we work to? 

3. How do we recruit and retain care staff? 

4. Do we need a PR approach? 

5. How will we develop an integrated IT system? 

 

GROUP 2 
Characteristics of a future service model: 

• Needs led/person centred; 
• Equal access; 
• Awareness, promotion and consistent information; 
• Appropriate location; 
• Seamless integration, truly interdisciplinary – ‘virtual team’, clear pathway; 
• Whole system reablement response between hospital and community; 



• Ownership and authority; 
• Regular monitoring of outcomes. 

Elements of the service model: 
• Team to respond to crisis; 
• Team to deal with day to day needs with clear risk escalation plans in place for 

crisis; 
• 3rd sector partners; 
• Psychology/psychiatry/CPN; 
• Therapy/specialist input – Physio, OT, SALT, Podiatry, dentistry, optician, 

Audiology ….. 
• Housing and assistive technology; 
• Social work, nursing, Community Matrons; 
• Independent living services; 
• Rapid access to medical diagnostics; 
• GP specialist; 
• Pharmacy; 
• Preventative services – health promotion, falls …. 
• Generic care assistants and domiciliary service. 

 

Local single point of 
referral

Patient/client

Rapid response, heightened, time limited
De-escalation plan to day to day support

Option 1

Option 2

Increase 
resource

Access to 
separate team

Day to day support
Trigger against escalation plans

Heightened response

‘Intermediate services’

 
‘Step-up’ element of future model, based on West Cheshire SPA approach 

 

 

GROUP 3 
Characteristics of a future service model: 

• Focus on ‘level 4’ but part of a continuum – needs to be rooted in ‘level 3’; 
• Time-limited person centred responses; 
• Enablement should underpin culture at all levels; 
• Need to address ‘disempowerment’ of generic, community and hospital services 

through the creation of specialist teams; 
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• Localism v’s specialism; 
• Skill up all staff. 

Key components of a future intermediate tier of services: 
• 24/7; 
• Timely assessment; 
• Holistic assessment to include wider group, e.g. dietician, mental health, 

pharmacist etc, then engaging mainstream services in delivering person centred 
care; 

• Responsive service for immediate need; 
• Consistent approach; 
• Learn to trust colleagues; 
• Localised, multi-disciplinary health and social care teams all skilled to deliver care 

using a model of concentric circles with home at the centre, then the local area 
with specialist centre; 

• Establish benchmark for performance management – ‘Opportunity Locator’ 
benchmarking tool to measure how we compare in delivering care closer to 
home. 

 

 

“Cornerstone”
Assessment and 

single point of 
access

Prevention

Slow stream

Education

Hospital 
discharge

Good discharge 
planning with 

links back to the 
hospital

Rapid Response

Urgent Care

Unplanned Care

Access to 
diagnostics

Home or 
bed based 

care
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Appendix 6:  Collaboration agreement with Brunel University 

Purpose and participants 
Purpose of agreement:  to establish a learning and development collaboration between the 
parties in respect of the application of modelling approaches to health and social care issues. 

Named individuals:  the named individuals are Peter Lacey (Whole Systems Partnership), 
Neil Ryder (Joint Director of Commissioning, Cheshire County Council, Western Cheshire 
PCT and Central and Eastern Cheshire PCT) and Peter Taylor (Project Manager, Research 
Into Global Healthcare Tools (RIGHT) Project, Brunel University). 

Other collaborating participants:  Helen McCairn, Denise Brown and Alan Allman 
(Cheshire County Council), Jim Hughes (Westerns Cheshire Primary Care Trust), Dr Tillal 
Eldabi, Dr Mohsen Jahangirian and Dr Aisha Naseer  (Brunel University) and Paul Gisborne 
(Whole Systems Partnership). 

Background 
The RIGHT project is a large feasibility study exploring the application of modelling 
techniques across the health and social care sector with the aim of identifying the potential 
for developing a tool that will assist in the identification of appropriate modelling techniques 
for specific issues and challenges.  A significant element of this initial feasibility study is work 
with exemplar sites across the UK who are actively using specific modelling approaches to 
address a range of strategic and operational issues. 

The Whole Systems Partnership is a consultancy with particular interests in the use of 
modelling techniques to support its work in strategy and partnership development.  It’s senior 
consultants have over 20 years combined experience of using system dynamics modelling 
with clients, including several significant strategic modelling projects with Cheshire County 
Council. 

Cheshire County Council Social Services Department have adopted a systems modelling 
approach to address a number of strategic commissioning challenges over recent years.  
Currently this approach is being applied to the development of Intermediate Services across 
Cheshire, in partnership with the two Cheshire PCTs.  Western Cheshire PCT is also 
engaged in the development and application of modelling approaches to identify ‘at risk’ 
patients and therefore inform capacity requirements and service redesign as well as being 
linked into the North West Intelligence Consortium.   

Initial activities and benefits 
The partnership is designed to build longer term benefits to participants through a learning 
process that informs and evaluates the use of modelling techniques, initially in the case of 
the Intermediate Services review being conducted by WSP across Cheshire, but potentially 
across a wider range of mutual interests.   

This collaboration will enable the following activities and benefits to accrue: 
• Cheshire partners in the collaboration will give the Brunel University RIGHT 

project observer status in activities associated with the Intermediate Services 
strategic review. 

• WSP will involve the RIGHT project, within the context of an appropriate non-
disclosure agreement, in the development of materials and modelling associated 
with the Intermediate Services strategic review. 
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• Brunel University will apply any evaluation framework used as part of the RIGHT 
project in a retrospective appraisal of the Intermediate Services Review with a 
view to incorporating this into their feasibility study and will feed this back to the 
local partnership, probably in the form of a short workshop session in June or 
July 2008. 

• Brunel University will invite Cheshire partners to its consultation workshops as a 
means of engagement in the wider RIGHT project and as a route to longer term 
knowledge transfer. 

Period of agreement and review date 
It is hoped that this initial phase of collaboration will form the basis for a longer term learning 
and development collaboration in the context of the RIGHT project proceeding to full project 
status.  However, it is suggested that this agreement be reviewed after 6 months in the light 
of such developments. 
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Appendix 7:  Comparison of health and social care activity 

1 Introduction 
The comparisons undertaken to support the initial model assumptions are as follows: 

• Council supported residents in CSSR and independent care homes at 31 March 
2007 

• Council supported admissions to registered residential and nursing care 
• Emergency admissions to acute hospitals 
• All admissions to acute to acute hospitals 

The comparator authorities are from the Audit Commission family of authorities which 
includes Cheshire.  For admissions to acute hospitals we have used relevant PCTs from 
within the audit commission family of authorities. 

2 Council supported residents in CSSR and independent 
residential care homes5 

Chart 1 shows the number of council supported residents, aged 65 and over, in CSSR and 
independent residential care homes per 100,000 population aged 65 and over, for the Audit 
Commission family of authorities.  The same rate for England as a whole is 1,595 per 
100,000 population. 
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Chart 1 

                                                 
5 Source: http://www.ic.nhs.uk/  
 

xv 
 

http://www.ic.nhs.uk/


3 Council supported residents in CSSR and independent 
nursing care homes6 

Chart 2 shows the number of council supported residents, aged 65 and over, in CSSR and 
independent nursing care homes per 100,000 population aged 65 and over, for the Audit 
Commission family of authorities.  The same rate for England as a whole is 766 per 100,000 
population. 
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6 Source: http://www.ic.nhs.uk/ 
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4 Council supported admissions to registered residential 
care7 

Chart 3 shows the number of council supported admissions to registered residential care 
homes per 100,000 population aged 65 and over, for the Audit Commission family of 
authorities.  The same rate for England as a whole is 515 per 100,000 population. 
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Chart 3 

 

                                                 
7 Source: http://www.ic.nhs.uk/ 
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5 Council supported admissions to registered nursing care8 
Chart 4 shows the number of council supported admissions to registered nursing care homes 
per 100,000 population aged 65 and over, for the Audit Commission family of authorities.  
The same rate for England as a whole is 284 per 100,000 population. 
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Chart 4 

                                                 
8 Source: http://www.ic.nhs.uk/ 
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6 All acute admissions aged 60 and over9 
Chart 6 shows the number of all acute admission episodes, aged 60 and over, per 1,000 of 
population10 (all ages) by PCT for year 2006/07.  The same rate for England as a whole is 
108.6 per 1,000 population.  The PCTs have been selected to correspond to the Audit 
Commission family of local authorities. 
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9 Source: http://www.ic.nhs.uk/ 
10 Source: Population: The Health and Social Care Yearbook 2006/07 
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Appendix 8:  Data sources and service map used to underpin 
the report 

The following list indicates the ‘data-sets’ and reports from which the summary information 
about intermediate services capacity has been derived.  This information has been provided 
to the Commissioning Group in electronic form with hyperlinks from an index to each 
document, along with contact details of who provided the information. 

 
Document Description 
Eastern Cheshire PCT Annual Report 2005/06 
Correction to Eastern Cheshire PCT Annual Report 2005/06 
CEC PCT Annual Report 2006/07 
CEC PCT Community Bed Model 
IC activity Central Cheshire PCT 2006/07 
IC activity East Cheshire PCT 2006/07 
Cheshire PCTs IC activity and capacity data 2006/2007 
Acute hospital activity and LOS aged 65‐74 
Acute hospital activity and LOS aged 75+ 
West Cheshire PCT Intermediate Care Data undated 
Report on Intermediate Nursing Care July 2006‐July 2007 
East IC staffing 
West IC staffing 
Long term care placements 2007 
Financial IC data 2007/08 
Activity and capacity  data for IC 
Intermediate Care Service Map 
West capacity data 
West Integrated Service Improvement Plan 2005 

 

The following pages provide an initial service map to the extent possible given the variety of 
information sources which will need to be built on to produce a comprehensive and 
integrated commissioning statement of resource as recommended in the body of the report. 
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Current ‘map’ of services: 
WEST: 

Service Function Capacity/staffing Provider
Domiciliary care Support at home 85hrs scsw, 270hrs csw + co-ordinator and admin 

support 
LA 

Rapid Response Urgent intervention in community or A&E to 
prevent unnecessary hospital admission 

10-12 people in the community and 4 in CSC rehab 
units.  10-12 assessment per day. 
2.4 Nurses, 1.7 Physios, 1 OT, 1.5 social care 
assessors, 3.3 support staff 

PCT 

Diamond Unit (intermediate 
nursing care team) 

Bed based step-down intermediate care 
provision 

24 beds 
2 rehab co-ordinators, 1.5 Physio, 1.5 OT 

Acute Trust 

Rehab Link To avoid hospital admission or long term 
care placement, reduce level and 
requirement for care packages and enable 
people to remain safe at home 

16 CSC beds (Lightfoot Lodge, Chester & Sutton 
Beeches) 
1 bed Callin Court (Extra Care Housing) 
1 Nursing rehab bed – Prospect House 
1 Mgr, 5.35 Rehab co-ordinators, 0.8 Psychology, 
1.14 Physio, 1.19 OT, 2.16 Rehab Senior Home Care 

LA 

Ruby Ward Bed based, nurse-led step-down 
intermediate care provision 

25 beds Acute Trust 

Tarporley Hospital Nurse-led, GP cover beds for people not 
requiring consultant led care 

In agreement with local GP  

Single Point of Access Telephone support to GPs, health care 
workers and community service providers for 
urgent unplanned care of adults (M-F/8-6) 

1 Mgr, 3.2 nurse co-ordinators, 1.6 support assistants PCT 
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EAST: 
Service Function Capacity/staffing Provider
Rapid Response Assessment and provision of individual 

package of support at home or in an 
intermediate care bed – including coverage 
for A&E and COPD 

1 Nurse Mgr, 10wte 
Nurses, 3.4wte social 
workers, 1.6wte admin 

PCT 

Rehab Link Team Provision of rehabilitation programmes in a 
range of settings including falls assessment 
and prevention 

0.5wte rehab lead, 2 
OTs, 1wte nurse, 2.5wte 
social workers, 1.2wte 
admin 

Across the service: 
0.5wte Rehab lead, 2 
OTs, 2 Physios, 1 
Trainee Asst Practitioner, 
0.8wte psychiatric Nurse, 
0.5wte GP, 1 support 
worker co-ordinator, 3 
senior support workers 
(85 hrs), 16 support 
workers (423hrs pw) 

 

Discharge Liaison Team Facilitate safe effective discharge of patients 
from hospital to a community setting 

  

Intermediate Care Beds To support the above teams 28 residential beds across Central & Eastern 
Cheshire 
12 Nursing home beds in Eastern Cheshire (10 in 
Macclesfield and 2 in Congleton) 

 

Community placements To support the above teams 47 placements per month  
Domiciliary care Support at home 85hrs scsw, 373hrs csw + co-ordinator and admin 

support 
LA (£250k funding from 
PCT) 

 

CENTRAL: 
Service    Function Capacity/staffing Provider
Rapid Response Assessment and provision of individual 

package of support at home or in an 
intermediate care bed 

  PCT

Rehab Link Team Provision of rehabilitation programmes in a 
range of settings including falls assessment 
and prevention 

  

Hospital at Home To prevent unnecessary admission to 
hospital or hospice 

  

Intermediate Care Beds To support the above teams 28 residential beds across Central & Eastern 
Cheshire 
12 Nursing home beds in Crewe 

 

Community placements To support the above teams 40 placements per month  
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