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1 Introduction 

1.1 Background 

This strategic statement was commissioned by Sarah Shingler, Head of 
Intermediate Care, Salford PCT.  The brief set out for WSP was: 

“To script the commissioning strategy and service development profile for 
Intermediate Care services on behalf of Salford PCT and Salford City Council 

describing the means by which the strategic statement will be achieved.”  

It represents an initial statement reflecting the April 2008 starting off point, 
recognising that to achieve the strategic goals and performance ambition will 
be a process of evolution.  It acknowledges where further work is required in 
order to achieve a continued step change in this service area. 

It has been developed by the appraisal of: 
• Existing local documentation and wider strategic papers; 
• Emerging proposals and papers made available during the course 

of the writing; 
• Specific discussions with Sarah Shingler both prior to and during 

the drafting of the statement; 
• The wider national policy context. 

The rationale for this strategic statement is set against the background of: 
• The repositioning and reconfiguration of the intermediate care and 

intermediate Tier 2 services in a more assertive and challenging 
role in secondary prevention, and the continued need for a 
reduction in avoidable admissions to hospital and reductions in long 
term care placements; 

• The need to establish a single point of access for referrals to the 
intermediate services which then facilitates an appropriate 
response; 

• The need to move increasingly to a network style of functional 
approaches, necessitated by a more pluralist system of care, and 
the need to ensure coherence and positive interaction between 
different elements of the system to ensure both strategic objectives 
and personal outcomes are achieved; 

• The need for an active and integrated rehabilitation strategy to 
support current policy development in promoting independence and 
citizenship through early case finding and preventative interventions 
through step up developments. 

This strategic statement has been formulated from the existing various 
documents made available locally, the knowledge that has accrued from the 
development process undertaken during the ‘Section 31 Agreement’ work, 
recent agreed service developments and finally the modelling work developed 
to appraise impact on capacity and beds in the Salford Acute system.  The 
process to develop this statement has been led by Sarah Shingler, Head of 
Intermediate Care. 

This strategic statement will be used to ensure that performance requirements 
from each part of the intermediate system are made more explicit for this initial 
stage.  However, these need further local development.   
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A three-dimensional approach to performance measurement is described, 
namely: 

i. Measurement against the degree of achievement against the strategic 
themes in section 2. 

ii. Measurement against the achievement of the economic and redesign 
modelling reflected in section 4. 

iii. Service outcomes set against the seven outcomes framework of ‘Our 
health, our care, our say’. 

The strategic statement seeks to identify: 
• The strategic system objectives for development of the intermediate 

care/tier of services (the what); 
• The means by which these strategic objectives are being 

addressed (the how); 
• The potential for impact on the current model of care and profile of 

bed capacity; 
• An initial three dimensional benefits realisation framework for the 

service including performance requirements; 
• The explicit manner by which access and exit from the intermediate 

system is to be determined. 

It also: 
• Sets the whole in the context of both national and local policy 

imperatives; 

 
• Complements the Section 75 agreement by describing the 

underpinning strategic objectives and delivery mechanisms; and 
• Begins to systematise the collection of service elements into a 

coherent whole, rationalising the management system to sustain its 
delivery. 

1.2 Definitions 

This strategic statement is predicated on the following definitions: 
Intermediate services (including intermediate care) are “those covered by 
the strategic model design and the section 75 agreement.  They will be 
provided in a range of settings including people’s own homes and will 
provide for time-limited interventions; as response to an episode of need; 
within a rehabilitative and enabling culture (physical, psychological and 
social); designed to prevent avoidable hospitalisation or entry to long-
term care; achieving prevention interventions with those whose needs 
may predictably lead to a loss of independence or crisis at some point in 
the short to medium term (i.e. 12-24 months)”. 
Intermediate Care is a sub-set of this wider terminology and is defined as 
services that meet the following criteria: 

• Are targeted at people who would otherwise face unnecessary 
prolonged hospital stays or inappropriate admission to acute 
inpatient 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 
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active therapy, treatment or opportunity for recovery through 
enablement; 

• Have a planned outcome of maximising independence and 
typically enabling patients and service users to resume living 
at home, are time-limited, normally no longer than 6 weeks and 
frequently as little as 1 to 2 weeks or less; 

• Involve cross professional working, within a single 
assessment framework, single professional records and 
shared protocols. 

The above definitions have been used in distinguishing service elements 
described in this strategic statement. 

2 Strategic themes 

2.1 Key local objectives for the strategic statement 

The overall strategic objectives for the development of intermediate tier 
services and intermediate care in particular, have to be seen in a broad health 
and social care policy context (described later in this section).  However, the 
specific local strategic objectives are identified as: 

a. Building increased capability and capacity in primary and 
community settings through skills and workforce development, the 
improvement of the estate, relocation and the specific redesign of 
services. 

b. Developing a single point of access to a range of intermediate 
services that offer intervention and re-enablement functions 
designed to promote independence and citizenship. 

c. Ensuring a wider menu of choice than historic referral routes for 
avoidable hospital admissions and/or long-term care admission. 

d. Providing clarity of the pathways for emergency, urgent and non-
urgent referrals by establishing criteria and systems which reflect 
these pathways. 

e. Delivering integrated intermediate services to the most vulnerable, 
complex and at risk individuals. 

f. Putting in place a comprehensive multiple functional model to 
ensure choice, depth and breadth in service functions and 
outcomes focus. 

g. Balancing local and strategic delivery that reflects complexity, 
demand and the balance between step up and step down. 

h. Achieving person centred planning through high class and inclusive 
personal planning and goal setting methodologies – delivering a 
citizenship approach. 

i. Ensuring value for money is achievable for both the individual 
service and the need to use PbC/strategic resources in the best 
possible way. 
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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; 
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• Health and wellbeing outcomes that are as good as possible for the 
individual and their carers; 

• 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, eg through respite 
care, installing grab rails to help maintain independence, 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. 

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. 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. 
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2.3 Research and emerging ‘evidence base’ 

This strategic statement is grounded in extensive research including the most 
recent work undertaken by national leaders in the field.  This research 
highlighted some of the major deficits encountered in the current services such 
as: 

• Baton tossing not baton passing; 
• Lack of mainstream enabling home support services to continue the 

work begun in intermediate care; 
• Routine data collection and analysis was inadequate; 
• No aggregation of user centred goal setting to inform the 

‘market’/functional shaping necessary to reflect a personalised 
service profile. 

The above characteristics have been similarly reflected in the local 
approach.  However, action is currently being undertaken to: 

• Enhance the critical mass of the intermediate services, 
underway through both redesign and additional investment; 

• Improved targeting by more effectively ‘routing’ referrals to 
points of access for an assessment of need, and targeting 
intervention; 

• The initial design of a benefits realisation approach, which will 
facilitate individual goal planning development in this coming 
year. 

Further work to respond to the national research outcomes will be 
undertaken in the business plan for 08/09. 
Key points from the national review can be summarised as: 

• The intermediate care planning targets for England have been met, 
but it is unclear whether the strategic aims for these services have 
been achieved; 

• 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; 

• 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. 

This strategic statement builds on these recommendations in the light of both 
wider research into ‘what works’ and local experience in the development of 
intermediate care services.  The resultant approach has therefore taken fully 
into account: 

• The range of literature evidence available beyond the national 
review; 

• The national policy framework for intermediate care; and finally 
• The views of ‘shapers’ (clinical and policy) on the future 

configuration of intermediate care services. 

The resultant strategic statement is therefore evidence based and strong in 
supporting the performance framework for the stakeholders. 
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2.4 External policy context and drivers for changes 

This strategic statement also took into account wider policy drivers and analysis 
that described the nature and scale of need for intermediate care services.  For 
example, it recognised: 

• Emerging models of chronic disease management and ‘case 
finding’; 

• The growing demographic pressures from an ageing population; 
• The increasing focus of Hospital Trusts on acute medical 

interventions therefore placing pressure on discharge processes; 
• The increasing influence and commissioning role of GPs and 

primary care more generally; 
• The focus on providing care close to home wherever safe and 

appropriate to do so. 

Emerging models of care and increasing expectations of integration have been 
key drivers in re-design of services in Salford and underpin the statements in 
this document. 

2.5 Local Context 

2.5.1 Developing integrated delivery 

Reflecting the requirements of ‘Our health, our care, our say’ to improve 
community based health and social care and join up services at a local level, 
the PCT and the City Council are establishing eight ‘Integrated Care Teams’ for 
older people and adults.  Each team will comprise an integrated, co-located 
community district nursing and social work service aligned to the Practice 
based Commissioning clusters.  Two teams have already been set up and 
there are plans to integrate the Active Case Management service with the 
Integrated Care Teams.  These teams are now complemented by the 
development of an intermediate single point of access to assess provision in 
line with the objectives set out here. 

Evaluation of the first team evidenced simpler access to services, better co-
ordination of activity/less duplication, improved performance (increased number 
of assessments, response times and provision of service), more joint working 
(formal and informal) and improved knowledge/skill sharing.  A user/carer 
survey, staff survey and views from local GPs evidenced improved satisfaction 
of the new service.  All the teams will be in place by January 2009. 

In addition, plans are at an early stage for a phased transfer of hospital social 
workers into intermediate care to form an integrated discharge assessment 
team1 with the Transfer of Care Liaison Team (ToCLT), which will also be 
integrated into intermediate care.2 

 
1 For patients in elderly care, medical and orthopaedic wards. 
2 50% of ToCLT’s time will continue to be dedicated to providing District Nurse Liaison 
support to the Acute Trust. 
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2.5.2 Intermediate Services Section 753 agreement (formerly Section 31 
agreement) 

The Salford Partnership Board for Older People (now the Partnership Board for 
Older Citizens) commissioned and subsequently approved an Agreement for 
the management and provision of intermediate services across Salford, which 
was adopted in April 2007 and will operate in shadow form from June 2008.  
The Agreement is subject to annual reviews. 

The intermediate services covered by the Agreement provide time-limited 
intervention in a range of settings (including people’s own homes), within a 
rehabilitative culture and are designed to prevent untimely hospitalisation or 
entry to long term care. 

The Agreement was developed following a wide ranging ‘consultation’ process 
with local stakeholders including several ‘focus group’ discussions with service 
users, citizens, senior managers and practitioners and on the basis that the 
following values would be upheld within the service: 

• To encourage innovative and service user focused services 
designed through pooled resources to increase operational 
flexibility, and which reflect service users’ cross-boundary needs 
rather than the constraints of funding located in different silos. 

• To facilitate integrated decision making through the bringing 
together of resources that reflect the breadth of needs that service 
users have. 

• To strengthen partnerships through the pooled arrangements. 
• To improve understanding across services as to the purpose to 

which funds are put in service delivery and hence to minimise 
duplication and achieve shared outcomes. 

The partners to the Agreement are adopting an integrated performance 
framework, which will ensure that they can assess how far they are delivering 
the outcomes for older people set out in the Agreement.   

2.5.3 Unscheduled care strategy – SHIFT 

In June 2007 terms of reference were drawn up for an Unscheduled and Urgent 
Care Commissioning Board, the aim of which was to enable the effective 
operation of the functions and processes to support the PCT's commissioning 
decisions about unscheduled and urgent care. The Board would act within the 
SHIFT Change Management and Delivery Project, becoming the focus for the 
existing project specific Integrated Service Teams (IST) within SHIFT. 

Work to review and define, or redefine, pathways into and out of Rapid 
Response and other intermediate care services would feed into SHIFT as one 
its objectives was to confirm contemporary capacity requirements as an update 
to the SHIFT bed modelling. One of the approaches to take forward the work 
was to confirm and establish a stakeholder working group to deliver the work 
streams of the implementation plan that fitted within the SHIFT IST processes. 
The project lead would report to the Unscheduled Care Commissioning Board 
on a monthly basis.  That Board informs the SHIFT Service Change and 
Delivery Board and the PCT’s Professional Executive Committee. 

 
3 A Section 75 budget refers to arrangements between NHS bodies and local authorities to 
pool budgets into single commissioning arrangements as laid down in the National Health Act 
2006. 
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2.5.4 LDP approach and relevant context 

A submission has been made to expand the current intermediate care services 
(ICS) to make them fit for purpose and robust enough to deliver the complex 
agenda as outlined in the section 75 agreement.   Resources will be used to  

• Increase intermediate bed capacity by 15; 
• Extend the working hours of the ICS teams to cover weekends and 

out of hours periods; 
• Improve the skills of staff in ICS and recruit highly skilled 

practitioners to drive forward both avoidance of inappropriate 
admissions, and reduction in LOS for earlier access to rehabilitation 
and re-ablement. 

The impact of these additional services will include:  
• Reduction in number of patients admitted to long term care from an 

acute setting; 
• Reduction in inappropriate A&E attendances  (and positive impact 

on A&E 4hour wait target); 
• Reduction in delayed discharges – planned care across patient 

pathways; 
• Contribution to the delivery of the SHIFT model; 
• Contribution to the national agenda: care closer to home; Darzi 

report – improved patient choice, providing high quality services;  
NHS plan – up-skilling the workforce to deliver the care of the 
future; and  

• Freeing up acute beds (and contribution to achievement of 18week 
initiative); and reduction in acute beds. 

2.5.5 Practice based Commissioning 

A draft paper Salford PCT Principles for PBC was submitted to the PCT Board 
in January.  The paper set out a vision for Practice based Commissioning in 
Salford and listed the core principles that it should be based upon. 

In outlining the role and content of the PbC Governance Framework the paper 
suggested that the framework should make clear its transparent decision-
making mechanisms that demonstrate commissioning along patient pathways 
including prevention interventions and how it will use existing powers to use 
NHS funds more flexibly to secure alternatives to traditional NHS provision 
within and without the ’menu’ of flexibilities determined by the PCT.   

In relation to joint commissioning, the intention is to move all joint 
commissioning arrangements to a Section 75 pooled commissioning budget. 
Further work will be required to establish how these budgets will relate to PbC. 

The role of the PCT in the first instance will be: 
• Build the partnership arrangements; 
• Influence and advise PbC and act as their agents; 
• Support PbC so they are represented at the Partnership Board; and 
• Facilitate the link between PbC and the Partnership Board. 
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3 The means to achieve the strategic themes 

3.1 Service model 

There is a range of intermediate tier services already operating in Salford and 
work is on-going to fill in the gaps or to re-design the system where the existing 
services do not comprise a critical mass.   

Appendix 1 aims to set out a clear profile of the services currently operating at 
the intermediate tier level.  These services are the subject of the “Partnership 
Agreement for the management and provision of Intermediate Services 
(Section 31)4”, which was adopted in April 2007 and will operate in shadow 
form from June 2008. 

The services described include those which fulfil the criteria for intermediate 
care as defined in ‘HSC 2001/01: LAC (2001)1 Intermediate Care’, as well as 
other  intermediate services which also deliver time-limited interventions; 
respond to episodes of need; are provided within a rehabilitative culture; and 
are designed to prevent unnecessary or untimely hospitalisation or entry to long 
term care. 

The appendix provides a brief description of each service; its role and 
objectives and the criteria for accessing the service.  It also includes 
information on how the performance of the service might be measured.  
Broadly, referrals could be seen as falling into three pathways, as below, i.e.:  

• An immediate pathway required for diagnostics and interventions 
that cannot be community based or at home and are likely to be life 
threatening.  

• An urgent pathways for diagnostics or consultant/specialist nurse 
opinion and advice including risk assessment and management 
plan and stabilising individuals with non life threatening symptoms. 

• A routine, non-urgent pathway for diagnostics, assessment, rehab 
and recuperation, case finding, prevention of admission to long 
term care. 

To expedite effective screening, triage and appropriate response a single point 
of access (24/7) is being developed for all community based referrals allied to 
the integrated discharge assessment team.  This will facilitate a more assertive 
and managed approach to ‘avoidance’ of inappropriate responses.  The 
expansion and redesign of the service base is allowing for greater breadth and 
depth in the functionality of provision. 

The single point of entry is a base for accepting all referrals to Intermediate 
Care and has a senior Intermediate Care Clinician.  Its role will enable: 

• A speedy response; 
• Planned and managed care with the right person in the right place 

at the right time; 
• Improved communication flows; 
• Reduced avoidable and inappropriate responses; 
• Provision of safe and outcome oriented responses; 
• Ensuring care is provided as close to home as possible. 

                                            
4 Now Section 75. 
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3.2 Specific service objectives 

The following table sets out the objectives and outcomes described in the 
Section 75 Agreement as those which the partners are committed to achieve 
through the delivery of intermediate services.  The table begins to map how the 
current services contribute to achieving those objectives and outcomes. 

 

Objectives/outcomes How will the objectives be 
achieved? 

Promote independence, wellbeing and 
social inclusion 

• Intermediate care services – 
rehabilitation, enablement and 
prevention of premature 
admission to long-term care. 

• Intensive Home Support Service 
Offer an informed choice in how and 
where care is delivered 

 

Reduce duplication in assessment and 
information collection 

• Partly through SEP 

Operate within an explicit shared risk 
framework 

• GP Admission Avoidance Scheme 

Provide person centred care through 
joined up packages of care 

• Transfer of care DN liaison team 
• Community Rehabilitation Team 
• GP Admission Avoidance Scheme 
• Swinton Hall 
• The Limes 
• Heartly Green 
• COPD (CAST) 

Reduce delays in transfers of care by 
instituting safe and timely discharge 
arrangements 

• Supported discharge service 
• Transfer of care DN liaison team 
• COPD (CAST) 
• Transitional beds 

Prevent unnecessary admissions to 
hospital by offering appropriate crisis 
support and easier access to diagnostic 
facilities 
 
(DN: Not sure whether access to 
diagnostic facilities applies to all) 

• Rapid Response 
• GP Admission Avoidance Scheme 
• Swinton Hall 
• Heartly Green 
• COPD (CAST) 
• IV Therapy Team 

Reduce direct admissions to nursing and 
residential care 

• Intensive Home Support Service 
• Rapid Response 
• Community Rehabilitation Team 
• The Limes 
• Swinton Hall 
• Heartly Green 

Do not stigmatise older people or their 
carers and are particularly sensitive to the 
needs of traditionally marginalised groups 
including older people with mental health 
needs and those from black and ethnic 
minority groups 

• MH resources associated with IC 
– badged clinician 
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Objectives/outcomes How will the objectives be 
achieved? 

Recognise the particular needs of carers 
and work with carers to continue their 
caring role when this is their wish 

• COPD (CAST) 
• Early supported discharge 
• Rapid Response 

Provide value for money.  

 

4 Capacity requirements and impact analysis 

4.1 Estimating future capacity requirements 

A methodology has been developed locally to identify the potential capacity 
requirements for meeting the needs of people who currently enter hospital, if 
alternative pathways were available.  This has been based on detailed activity 
analysis for 2006/07 at the level of specific HRGs and diagnoses (for Salford 
Royal Foundation Trust and other acute hospitals admitting Salford patients).  
The modelling has identified individual assumptions for each HRG or diagnosis 
with regard to the potential for admission avoidance and the potential for 
reductions in hospital length of stay for early discharge. 

The alternative provision in intermediate care capacity is then estimated using 
target lengths of stay and occupancy levels (i.e. improved efficiency over and 
above current levels).  The summary from this exercise has concluded that 
there is an ultimate requirement in intermediate care for 154 bed equivalents 
compared to the existing 90 with more of an increase in non-bed based 
services as summarised in the following table. 

 
 Current Potential 
Physical beds 58 73 
‘Virtual’ beds 32 81 
TOTAL 90 154 

 

These targets would mean a shift in bed based capacity from 64% to 48%.  The 
significant increase in virtual beds is being provided through increased staffing 
in community teams as part of the LDP process.  The increase in physical bed 
capacity will be realised through LDP. 

4.2 Impact 

The modelling above has also provided an indication of the impact of these 
shifts on the acute sector.  In summary they are: 

• A reduction in acute bed capacity requirements for these patients of 
46 beds in SRFT (and a further 5 beds in other Trusts); 

• A reduction in acute spells of 1,077 (1,022 in SRFT) at a potential 
tariff saving of £1.6M5. 

There has currently been no impact modelling for reductions in admissions to 
long term care. 

                                            
5 No saving has been estimated for reduced tariff from early discharge where there may be 
some marginal savings where discharge will in future take place before the trim point. 
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4.3 Sensitivity of modelling assumptions 

In order to explore the sensitivity of the projected intermediate care capacity 
requirements to the underlying assumptions of the model a system dynamics 
model has been developed.  This has enabled the changes envisaged to be 
introduced over a realistic timescale and provides a means for providing a 
possible range of outcomes dependant on the success or otherwise of the 
service model.  The SD model (see Appendix 2 for representation of the model) 
uses an aggregated set of assumptions and tests for: 

1. The extent of improvement in efficiency within intermediate care in 
respect of either length of stay or occupancy levels. 

2. The extent to which the targets for diversion or early discharge are met. 

The approach would have the potential to explore other assumptions and 
variables such as any change in the number of referrals from the community, 
as well as having the potential to be expanded to explore such factors as the 
impact on admissions to long term care. 

The approach to this modelling has been: 

1. To model the current assumptions on LOS, occupancy and activity 
levels in the intermediate care service to replicate the current capacity 
of 90 bed equivalents. 

2. To simultaneously (but over a period of time): 

a. Increase the ‘efficiency’ of the existing service by reducing 
gradually the length of stay and increasing the occupancy. 

b. Increase the referrals from hospital (step-up or step-down) in 
line with your spreadsheet assumptions (again gradually over 
time). 

The result from four separate ‘runs’ of this simulation is represented in the 
figure below.  The output reflects a 4 year period (208 weeks) where year 1 is 
‘historic’; year 2 represents the initial period of increased admissions from 
hospital diversion and step-down (achieving 60% of the target) and the 
increased efficiency within the current intermediate care service and years 3 
and 4 represent continued progress toward the increased admissions from 
hospital diversion and step-down. 
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 Description Target IC beds 
Scenario 1 Baseline assumptions 1636 
Scenario 2 No improvement in IC efficiency 225 
Scenario 3 No progress beyond 60% of acute sector targets 125 
Scenario 4 Scenarios 2 & 3 combined 171 

The four scenarios are illustrative of the range of possible outcomes given 
relatively ‘extreme’ assumptions.  They therefore provide an indication of the 
importance of key activities and of the key areas for performance monitoring as 
the new service model is rolled out.  If, for example, improved efficiency in 
intermediate care is achieved and only 60% of the target for additional 
admissions from the acute sector were achieved the increase in bed 
equivalents required would be approximately half that currently envisaged.  
Equally if the new referrals were achieved and there were no improvement in 
efficiency the number of bed equivalents would need to be approximately 
double that currently envisaged. 

4.4 Performance monitoring to achieve revised capacity requirement 

This modelling suggests the importance of ensuring robust and timely 
monitoring of these key high level performance/activity measures and an 
ongoing process of re-evaluating the assumptions and the underlying ‘model’. 

Four key variables should form the basis of initial ‘high level’ monitoring, as 
indicated in the table below.  Suggested targets and milestones are included 
that are a reflection of the systems model illustrated above.   

 
Measure Baseline Target Timescale 
Intermediate Care beds 
– occupancy 85% 95% Between April 2008 

and April 2009 
Intermediate Care beds 
– length of stay 20 14 Between April 2008 

and April 2009 

Additional referrals as 
alternative to hospital 0 

54 per month 
81 per month 
90 per month 

April 2009 
April 2010 
April 2011 

Additional referrals as 
step-down from hospital 0 

125 per month 
186 per month 
210 per month 

April 2009 
April 2010 
April 2011 

 

Other ‘high level’ indicators could be added such as: 
• Achievement of efficiency targets in intermediate care ‘virtual beds’; 
• Changes in global referral rates from the community; 
• Outcome indicators such as the destination of clients after 

intermediate care (there is a need to establish a baseline for this 
before agreeing a local target and means of achievement). 

Finally, using the above suggested measures, tariff costs and investment data 
in intermediate care services it would be possible to construct ‘value for money’ 
outcomes. 

                                            
6 There is a small discrepancy of 9 beds in this baseline compared to the local modelling for 
which a reconciliation is being sought. 
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4.5 Further considerations and potential for model development 

There is inevitably a broader range of factors that will influence intermediate 
care capacity and its potential impact on the wider system of care.  These 
include, for example: 

• Socio-demographic changes over time, i.e. the rate at which 
demand may increase over time; 

• Advances in drug treatments that may make alternatives to hospital 
possible in a higher percentage or range of cases that can 
modelled; 

• Further changes in secondary care pathways, particularly in the 
treatment and support of people with long term conditions; 

• Pathways of care that may lead directly from the community to long 
term care without entering hospital and ways to improve the ability 
of the service to cater for these clients with consequent capacity 
and system requirements; 

• The potential for there to be more ‘preventative’, or early 
intervention and case finding requiring intermediate services that 
would not otherwise enter hospital with consequent capacity and 
system requirements; 

• Whether equal ‘success’ can be achieved in changing patient 
pathways for Salford patients who enter non SRFT acute care; 

• The modelling takes account of >65 year olds only for some HRGs 
and includes patients aged 18 and over for more chronic conditions.  
There would therefore be the need for a marginal ‘uplift’ for the 
needs of other people under the age of 65; 

• Should the modelling take account of/estimate the needs of older 
people with mental health needs and other socio-demographic 
changes known to be affecting demand for intermediate services. 

Further modelling work to profile a range of potential scenarios should be 
undertaken in this initial year of operation particularly to reflect: 

• The emergence of evidence from the single point of entry data; 
• The application of a case finding approach through the local 

integrated teams which will enable early identification and 
step-up interventions. 
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5 Outcomes Framework & benefits realisation 

In conjunction with the evolving services model, the strategic statement enables the realisation of a benefits framework based on the 
outcomes set out in ‘Our health, our care, our say’.  Additional  work to  populate the table  further needs to be undertaken. 

5.1 Outcomes for Intermediate care services 

 

Outcome Community 
Rehabilitation 

Team 

Rapid Response GP Admission 
Avoidance 

Scheme 

Supported 
Discharge 

Swinton Hall The Limes 
Intermediate 

Care Unit 
Improved 
health and 
wellbeing 

Maximising the 
quality of 
intervention and 
care provided – 
within the patient’s 
own home 

Serious and life-
threatening 
illnesses excluded 
before transfer to 
IC services 

Prompt 
assessment likely 
to ensure most 
appropriate care to 
address immediate 
presenting problem 

Reducing the risk 
of hospital-based 
infection 

Avoiding  the need  
for acute hospital 
episode to address 
mild acute illness 

Maximising the 
quality of 
intervention in a 
safe environment 
to improve 
functioning  

Improved 
quality of life 

Maximises 
independence and 
discharge plan 
supports 
maintenance 

Systematic medical 
assessment will 
uncover any 
‘background’ 
problems 

Timely medical 
assessments  
improve clinical 
safety and identify 
underlying illness 

Proactive approach 
to offering 
rehabilitation and 
development of 
new skills 

Targeted 
intervention 
ensures 
maximising skills 
and independence 

Reducing the 
likelihood of 
hospital 
admissions or 
unmanaged 
deterioration in 
quality of life 

Making a 
positive 
contribution 

Prevents 
premature 
admission to long-
term care thus 
enabling 
opportunities for 
greater local 
engagement 

  Maintaining
independence and 
home based 
placement 

 Prevents 
premature 
admission to long-
term care thus 
enabling 
opportunities for 
greater local 
engagement 

Prevents 
premature 
admission to long-
term care thus 
enabling 
opportunities for 
greater local 
engagement 
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Outcome Community 
Rehabilitation 

Team 

Rapid Response GP Admission 
Avoidance 

Scheme 

Supported 
Discharge 

Swinton Hall The Limes 
Intermediate 

Care Unit 
Increased 
choice and 
control 

Longer periods of 
intervention allow 
for effects of long-
term conditions 

Facilitates links to 
mainstream 
services 

  Actively manages
and improves 
access to a 
pathway of care in 
mainstream 
services 

 Actively manages 
and improves 
access to a 
pathway of care in 
mainstream 
services 

Actively manages 
and improves 
access to a 
pathway of care in 
mainstream 
services 

Freedom from 
discrimination 

     Direct phone
referrals, from any 
community 
professional, 
ensures urgent 
access to ‘step up’ 
service when crisis 
requires it 

Selective against
criteria of need not 
age 

 No age 
discrimination 
against availability 

 

Economic 
wellbeing 

Has the potential to 
maintain longer 
period of 
intervention with 
consequences for 
economic 
wellbeing 

      Improves likelihood
through early 
intervention of 
maximising skills/ 
opportunities 

Maintaining 
personal 
dignity and 
respect 

  Prompt
assessment likely 
to ensure most 
appropriate care to 
address immediate 
crisis 

Multidisciplinary 
assessment of 
medical/personal 
care needs in own 
home  adds to 
respect and 
personalisation 

Increases 
opportunity for 
access to a range 
of services 

Individualised 
planning 
customised to 
need 

Individualised 
planning 
customised to need 
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5.2 Outcomes for the wider intermediate tier of services 
 

Outcome Transfer of Care 
District Nurse 
Liaison Tea 

Intensive Home 
Support Service 

COPD (CAST Transitional bed Hartley Green  

Improved 
health and 
wellbeing 

Reducing the risk 
of hospital-based 
infection by timely 
discharge 

Facilitates 
learning/e-learning 
skills and 
behaviours to 
improve 
confidence and 
self-management 

Reducing the 
likelihood of 
hospital 
admissions or 
unmanaged 
deterioration in 
quality of life 

   

Improved 
quality of life 

Smooth transfer of 
care to appropriate 
service/care 
package  

Optimises skills
and capability to 
sustain  living 
independently at 
home  

 Greater emphasis 
on early and 
preventative 
intervention 

 

   

Making a 
positive 
contribution 

       Improving the
likelihood of 
independence and 
therefore 
involvement in civic 
society 

Increased 
choice and 
control 

Liaison role 
ensures access to 
appropriate 
community 
services 

Actively manages 
and improves 
access to a 
pathway of care 

Reducing the 
likelihood of 
hospital 
admissions or 
unmanaged 
deterioration in 
quality of life 
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Outcome Transfer of Care 
District Nurse 
Liaison Tea 

Intensive Home 
Support Service 

COPD (CAST Transitional bed Hartley Green  

Freedom from 
discrimination 

Selective against 
criteria of need not 
age 

    

Economic 
wellbeing 

Patients eligible for 
continuing care are 
identified 

Improves likelihood 
of maximising 
skills/ opportunities 

    

Maintaining 
personal 
dignity and 
respect 

Improved 
experience of 
hospital care and 
experience through  
efficient, 
personalised  
discharge process 

Increases 
opportunity for 
access to a range 
of services 

    

 

[Continuation of above table…] 

Outcome  SHIFT
development 

monies 

MH resources 
associated with 

IC – badged 
clinician. 

Furnished 
Tenancies 
(Housing) 

Improved 
health and 
wellbeing 

   

Improved 
quality of life 

   

Making a 
positive 
contribution 
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Outcome SHIFT 
development 

monies 

MH resources 
associated with 

IC – badged 
clinician. 

Furnished 
Tenancies 
(Housing) 

Increased 
choice and 
control 

   

Freedom from 
discrimination 

   

Economic 
wellbeing 

   

Maintaining 
personal 
dignity and 
respect 
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6 Next steps 

6.1 Performance appraisal 

This strategic statement suggests a three dimensional approach to the 
appraisal of performance, namely: 

i. Measurement against the additionality that is gained against the 
more generic strategic themes described in Section 2 – this 
recognises that other policy areas will also be making differential 
contributions to them, i.e. it is not the exclusive contribution of 
intermediate care that affects the outcomes and benefits. 

ii. The measurement of ‘gain’ against the modelling work which has 
the potential to identify ‘best value’ in the economic benefit to be 
achieved through SHIFT. 

iii. The service ‘outcomes’ seen against the outcomes framework 
suggested in ‘Our health, our care, our say’ and which will 
complement the personalised culture to be promoted through the 
services, aligned with personal goal setting as a working 
methodology. 

Further work now needs to be undertaken to begin to incorporate this approach 
into a framework to support/identify the necessary information collection and 
analysis on a regular basis. 

6.2 Mechanisms for engagement 

Developing methodologies that can genuinely reflect the voices of service 
users and carers who receive intermediate services, and which demonstrably 
influence their delivery, is challenging.  It is the intention that work will now be 
initiated on developing an infrastructure based on: 

• ‘Satisfaction’ questionnaires; 
• Sample ‘auditing’ of personal experience and quality of life 

outcomes; 
• ‘Thematic’ group discussions in particular service areas. 

It is recognised that this is both a ‘cultural’ approach and a systematic gathering 
of perceptions and views on a regular basis.  Work is ongoing. 

6.3 Summary 

A substantial change process is underway to reconfigure pathways, access and 
respond to an intermediate range of services that act as the ‘bridge’ between 
hospital, long term care and loss of independence.  This statement sets out the 
ambition and intentions of the partnership to put in place standards and an 
outcomes framework that will support the overall objectives behind the strategic 
statement. 

It is anticipated that further reports will be presented at six monthly intervals to 
the Partnership Board initially focussing on the outcomes framework as it is 
further developed and populated. 
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Appendix 1:  Summary of current services 

1 Services that fit within the definition of intermediate care 

 
Service Objectives Eligibility criteria How measured 
Community Rehabilitation Team7 
Capacity: 5 days - 135 places.   
Provides input/support to Falls Clinic, 
Secondary Care Amputee Clinic and to 
IC beds within the community in Swinton 
Hall and The Limes.  
Will extend support if necessary on 
individual assessment for up to 12 
weeks8 (to provide more lengthy periods 
of intervention to long term conditions);  
discharge to generic community services 
if appropriate; and provide a 
maintenance plan on discharge. 
Referrals can be made from any health 
or social care professional. 

• To screen, assess and implement 
rehabilitation programmes for 
patients within their own home 
(including residential and nursing 
homes) in order to enable and 
maintain individuals within their own 
environment.  

• To maximize independence to 
prevent premature admission to long 
term care. 

• To orchestrate smooth transition to 
main stream service where 
appropriate when care complete. 

• Registered/resident of Salford 
 
• Aged 18+ 
 
• Be medically stable and able to 

undertake a rehabilitation 
programme 

 
• Clients/patients with complex health 

needs in their own home following a 
referral from non-inpatient hospital 
location. 

Monthly evaluation;  
PIs; Waiting List; review 
of Caseload Profile; 
patient satisfaction 
survey. 

                                            
7 Hours to be extended as per OBC. 
8 Aim of service is to provide intermediate care. The extension of care plans moves this element out of intermediate care. 
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Service Objectives Eligibility criteria How measured  
Rapid Response9 
Capacity: 7 days up to 8.00pm (provide 
night sits if appropriate); in A&E every 
day, including weekends from 10.00am 
until 6.00pm, to ‘step down’ patients into 
the community; 20 places – at home.  
The Rapid Response team takes 
referrals from A&E, Early Clinical 
Decision Unit (ECDU) and the Medical 
Assessment Unit (MAU) and referrals 
are also taken from any professional in 
the community to ‘step up’ patients into 
the service, or an IC bed.  Rapid 
Response has a response time of two 
hours and will keep people in the service 
for up to two weeks.   
Rapid Response endeavour to remain on 
Green status to enable prompt, timely 
assessment.   
Direct telephone calls are accepted for 
this service. 
Refer to generic community services as 
appropriate on discharge. 
Includes IV therapy team. 

• To assess and implement treatment 
and support care packages for 
people in crisis (health or social) in 
order to maintain people at home 
(for up to 2 weeks) and to prevent 
unnecessary admission to 
hospital/long term care.  

• To provide input/support to Falls 
Clinic 

• To support COPD team at weekend 
• To undertake short term IVs  
• To support Intermediate Care beds 

within the community.  
• To orchestrate smooth transition to 

main stream service where 
appropriate when care complete. 

 

• Registered/resident of Salford 
 
• Aged 18+ 
 
• Have an acute health/social care 

crisis in own home or in any of the 
acute assessment units.  

  
• Referrals must have been by any 

qualified health or social care 
professional within the last 24 hours. 

 
 
 

Monthly evaluation; PIs; 
response times; patient 
satisfaction survey; 
review of service delivery 

                                            
9 Hours to be extended as per OBC. AP Team to be part of RRT as per OBC. 
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Service Objectives Eligibility criteria How measured  
GP Admission Avoidance Scheme 
The project will be operational between 
the hours of 10am and 8pm Monday to 
Friday excluding Bank Holidays. SEP will 
have a senior, experienced clinician 
available 10am-8pm Monday-Friday 
known as the Badged Clinician. Three 
identified GPs will work within the Rapid 
Response Team of Salford’s ICS 
working 10am-4pm, 4pm-8pm or 2pm-
6pm shifts to ensure the hours of 10am-
8pm are covered with extra GP 
availability in the peak afternoon period. 
Experienced PCT salaried and Out of 
Hours GPs who have worked previously 
alongside A&E staff will join the 
multidisciplinary Rapid Response Team 
of Salford’s ICS for a period of 3 months 
to set up the service. From here 
Advanced Practitioners will provide the 
clinical assessments and management 
plan. 
The ICS GP’s will support the Rapid 
Response Team in the medical 
management of the patient in the home 
whilst the Rapid Response Team provide 
nursing, therapy and social support as 
required.  

• To divert GP referrals from the 
hospital to the Single Entry Point 
(SEP) for Intermediate Care. 

• To provide a multidisciplinary 
assessment in the patient’s own 
home to determine the level of 
support required. 

• To allow the patient to be supported 
in the comfort of their own home 
during an episode of illness. 

• To provide an Intermediate Care bed 
as an alternative to hospital when 
the patient cannot be maintained in 
his or her own home. 

• To stagger necessary hospital 
admissions by supporting the patient 
in their own home until an 
appropriate hospital bed is available. 

• To increase the community GPs’ 
confidence in Salford’s Intermediate 
Care Service (ICS) so that in the 
future they consider support from 
ICS before contacting the hospital. 

 

• Aged 18 years or over 
• Registered with a Salford GP 
• Patients from other local PCTs can 

access the service only by prior 
arrangement 

NOTE: Exclusion Criteria 
• Surgical; Acute Gynaecological; 

Acute Psychiatric Cases 
• Infectious Diseases 
• Fall- Head Injury or major trauma 

requiring orthopaedic intervention 
• Ischaemic Chest Pain/Dysrhythmias 
• Acute GI bleed 
• Patients requiring blood transfusion 
• Acute stroke/TIA 
• Sudden headache 
• Decreased conscious level 
• First fit/status epilepticus 
• Suspected PE/Pneumothorax 
• Acute Asthma 
• Diabetic Ketoacidosis/hyperosmolar 

coma 
• Acute Overdose 
• The majority of patients whose vital 

signs fall outside the normal ranges 
or >2 on MEWS  
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Service Objectives Eligibility criteria How measured  
Supported Discharge 
Capacity: 5days; 65 places; 32 beds. No 
night cover. 
Screen, assess and implement 
rehabilitation programmes for Salford 
patients being discharged from SRHT 
and other outlying hospitals. 
Up to 6 weeks - will extend if necessary 
on individual assessment. 

• To proactively identify patients within 
SRHT to enable early supported 
discharge from hospital.  

• To orchestrate smooth transition to 
main stream service where 
appropriate when care complete. 

• Registered/resident of Salford 
 
• Aged 18+ 
 
• Have rehabilitation needs. 
• Client’s/patients with rehabilitation 

needs following discharge from an 
in-patient hospital location 

Monthly evaluation; PIs; 
Waiting List; patient 
satisfaction survey. 

Swinton Hall 
Capacity: 18 beds.  
Step down Intermediate Care Unit for 
patients who are medically stable who 
require a nursing home environment 
(typically 2-3 weeks), with clear, defined 
goals and treatment plan, including 
rehabilitation and discharge. 
Medical support from salaried GP or 
contracted General Practice. 
Step-up admission assessment via 
Rapid Response 
These patients are in for a defined 
period.   
 

• To maximize independence to 
prevent premature admission to long 
term care. 

• To prevent unnecessary hospital 
admission and facilitate early 
discharge. 

• To assess, plan, implement and 
evaluate treatment and rehabilitation 
for those patients who are not safe 
to stay at home during their 
health/social crisis and do not 
require hospital admission. 

• To provide effective transfer from 
secondary care for those patients 
who are medically stable but are not 
ready to return home and require 
further intervention/rehabilitation. 

• To orchestrate smooth transition to 
main stream service where 
appropriate when care complete, 
with effective discharge planning. 

• Registered/resident of Salford 
 
• Aged 18+ 
 
• Be medically stable 
• Have a health or social crisis 
• Have a mild acute illness that may 

not be suitable for Rapid Response 
• Intermediate illness – requiring 

nursing care and supervision 

Monthly evaluation: PIs; 
Discharge Monitoring; 
Response times.  
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Service Objectives Eligibility criteria How measured  
The Limes Intermediate Care Unit 
Capacity: 13 IC beds within a 30 bedded 
residential unit.   
The Limes is a multi purpose building 
and also offers planned and emergency 
respite (LA). It is supported by Rapid 
Response nurses and by generic 
District Nursing. 
Medical support provided if necessary 
from salaried GP or contracted General 
Practice. 
Will admit for up to 6 weeks with a 
projected discharge plan. 
Referrals as for Rapid Response or by 
any member of the MDT. 

• To maximize independence thus 
preventing premature admission to 
long term care. 

• To screen, assess and implement 
rehabilitation programmes for 
patients requiring a supportive 
environment within a residential 
setting  

• To provide assessments to 
determine future needs for 
individuals. 

• To orchestrate smooth transition to 
main stream service where 
appropriate when care complete. 

• To undertake effective discharge 
planning. 

• Registered/resident of Salford 
• Aged 60+ with registration for one 

person 50+ 
• Be medically stable and able to 

undertake a rehabilitation 
programme. 

 
• Have predominantly physical 

rehabilitation needs.  

Monthly evaluation: PIs; 
Discharge Planning; 
Delayed Discharges 
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2 Services that fit within the wider definition of the intermediate tier 

 
Service Objectives Eligibility criteria How measured 
Transfer of Care District Nurse 
Liaison Team 
[Drafting Note: Role of team is changing 
– see Transfer of Care SW paper] 
Coverage: 5 days. 
DN Liaison role includes visiting A&E 
and ECDU 2-3/day to collect referrals 
and send information to appropriate DN 
teams. 
Transfer of care role includes identifying 
patients for IC beds and initiating referral 
process to SEP. 
The team also co-ordinate Marie Curie 
/overnight sitting service and the Enteral 
Feeding service.  The team ‘case 
manages’ clients known to District 
Nurses through their hospital stay. 
Have open referral system.  
Will refer onto generic community 
services on discharge. 
This team responds to requests for 
district nursing discharge support for 
Salford residents throughout Salford 
Royal Hospitals Trust. 

• To ensure a smooth and timely 
transfer of care.   

• To ensure effective use of acute 
beds, 

• To encourage discharge planning on 
admission and appropriate referrals 

• To enhance timely assessments.  
• To monitor delayed discharges and 

to work within the multi-disciplinary 
team across the acute and 
community trust, linking in with 
Social Services.   

• To identify and encourage 
appropriate referrals to intermediate 
care.  

• In patients who have been identified 
as having nursing needs on transfer. 

• In patients who are known to the 
district nursing service. 

• In patients who require nursing 
equipment on transfer. 

• In patients who have complex health 
needs and interface with the wider 
multi-disciplinary team. 

• Patients who are considered a 
delayed discharge. 
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Service Objectives Eligibility criteria How measured  
Intensive Home Support Service  
(DQ: Or Intermediate Home Support 
Service) 
Capacity: 7 days; up to 10.00pm; 150-
160 service users at any point in time.  
(Supported for up to six weeks). 
The team works with service users to 
determine their longer term home care 
needs and how they can be 
appropriately met. 
Access: Via any adult community, 
specialist or hospital social work teams, 
integrated health and social care team or 
intermediate care services. 

• To provide short term support to 
encourage people to regain their 
skills and confidence to enable them 
to remain at home. 

• To ensure appropriate ongoing 
assessment of need over a six week 
period whilst providing support for 
personal care.  

 

• Resident adult population qualifying 
under FACS criteria at risk of loss to 
independence. 

 

 

COPD (CAST) 
The team receives referrals and case 
finds patients who are in the EAU/A&E to 
prevent unnecessary hospital admission 
and reduce length of stay.  They provide 
follow up care at home.  They link closely 
with RR/TOCLT and the Evening District 
Nursing Service.  Referrals from 
EAU/A&E. 
Existing care package must be 
reinstated in preparation for discharge 
(or suitable package initiated). Discharge 
when stable and back to baseline refer to 
appropriate service if necessary on 
discharge. Patients and carers agree to 
discharge.  

• To reduce length of stay for COPD 
patients who have been admitted to 
Salford Royal.   

• To prevent unnecessary hospital 
admission.   

• Patients experiencing exacerbation 
of COPD. 

• Patients must be able to maintain 
their safety. 

 

 

Transitional beds 
 

To provide access to short term care 
beds for people awaiting a final care plan 
– either care within their own home or a 
care home. 

  

Hartley Green 
Independent sector 29 beds   
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Service Objectives Eligibility criteria How measured  
SHIFT development monies • To enhance the intermediate service 

in order to reduce and eliminate the 
need for the Acute Transitional Care 
Ward. 

  

Furnished Tenancies (Housing) 
Four flats for emergency short term 
placement. 
Supported by the Intensive Home 
Support Service 

   

Salaried GP (1wte) and Community 
Geriatrician 

• To support the Intermediate Services 
on a sessional basis as required. 
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Appendix 2:  Modelling framework and illustration 
The following diagram represents the structure of the simulation model used to develop the 
sensitivities described in section 4 of this report.  It identifies: 

• Two stocks of intermediate care beds or bed equivalents (the boxes or stocks) 
which, together with the actual or target occupancy levels, determine the actual 
capacity required; 

• A flow into and out of these stocks (the pipes) representing the admission and 
discharge rates from this capacity.  These rates are determined by:  

• The length of stay (LOS); 
• The rates of referral from various sources. 

• The influence (represented by the relationships between different elements on the 
left of the Figure) of additional admissions to intermediate care from either step-up 
or step-down from hospital. 

 

Virtual beds occupiedReferrals to virtual beds

Baseline step down 
referrals to virtual beds

Leaving virtual beds

LOS in IC virtual beds

Virtual beds needed Productivity of virtual beds

Baseline step up 
referrals to virtual beds

IC beds occupied

~

LOS in IC beds

Leaving IC beds

IC beds needed
~

Occupancy in IC beds

Referrals to IC beds

Baseline referrals to IC beds

Targetted admission 
avoidance spells

~

Percent adm avoidance 
target achieved over time

Percent adm avoidance to IC bed

Admission avoidance patients

Additional admissions to virtual 
beds from adm avoidance

Additional admissions IC 
beds from adm avoidance

~

Percent early discharge 
target achieved over time

Targetted early 
discharge patients

Percent early 
discharge to IC bed

Early discharge patients

Additional admissions to IC 
beds from early discharge

Additional admissions to virtual 
beds from early discharge

Total IC capacity required
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