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After years of relative neglect, the Government is giving significant priority to improving services for older people. This has been accentuated by the realisation that issues affecting all client groups - such as trolley waits, failure to meet waiting list targets, and cancelled operations- are often linked to problems stemming from existing service provision for older people. They often receive inappropriate and poor care: a lack of alternatives often leading to unnecessary hospital admission in the first place; "bed-blocking" subsequently occurring because community-based health and social services are insufficient in scope or organisation to enable appropriate and effective rehabilitation.

Following the report of the Royal Commission on Long-term Care [1] we have now had, in quick succession, the publication of guidance on Intermediate Care [2], followed by the National Strategic Framework for Older People [3]. The aims of all of these documents point to nothing short of a major revolution in the way care and services for older people are considered, developed, organised and delivered. 

To implement the many recommendations it is essential that local health and social care communities can determine the type and volume of different services required, and to generate commitment to the changes from everyone involved.  

The Balance of Care Reference Group is an informal association of some 40 health and social care organisations with, between them, different responsibilities for planning, developing and managing services for older people. It was established through a common interest amongst participants in searching for a better way to tackle the complexity of the issues in this field. They recognise that addressing only those bits of the problem that happened to be at the top of the agenda at any one time is not the best way to proceed. They also find that quick and dirty measures to alleviate short-term pressures in the system are invariably upset by medium-term repercussions causing problems in other parts of the system. Fundamental, underlying structural problems often remain neglected as no single organisation or individual has complete control or responsibility to tackle them - and they are very complicated. The only way forward in this situation is to take a whole systems approach [4].

The group takes its name from the Balance of Care approach [5], a whole-systems methodology which incorporates both the conceptual and practical elements of setting out local strategies and mapping out service development plans. 

Members of the group are all heavily involved in addressing some of the very explicit requirements of the Intermediate Care circular:

· Identify the key players in the process (what are the relevant organisations, professional skills, and individuals to be harnessed?)

· Develop a service baseline (who are the people who should be receiving services; and how many of them there are likely to be in the future? Where are they are currently situated within the system, and how does this need to be changed?).

· Clinical involvement (how can clinicians and other health and social care professionals be helped to critically consider new ways of operating together; ways which might be potentially very different from existing practice?)

· The design of new and existing services (what are suitable and preferable forms of care and treatment; and how do these translate into future resource requirements in terms of service types, volumes and costs?).

· Involving service users (listening - and responding - to the views of users and carers). 

Put bluntly, no organisation can now get away with merely outlining their aspirations for a better service at some distant point in the future, accompanied by broad brush estimates of future service requirements. And without a whole systems approach and related analysis, there is a danger that the NSF and Intermediate Care initiatives could become millstones round the NHS neck rather than panaceas.

There are, in addition, major training consequences for health professionals in terms of their awareness and understanding of what the new services might be and how they can be made to work in the local context. 

Last, but not least, there are the views and desires of service users and carers to be incorporated into the process. As with professional training, appropriate - and meaningful - methods of doing so are not "bolt-on" extras to the planning process, but must be an integral part of it from the outset. This is particularly the case if we want to be able to offer choice in the services on offer.

· The theory may sound fine, but how does it work in practice? Working as the Balance of Care Group the authors have been involved in several local level projects in recent months, largely focusing on planning aspects of intermediate care. 

How many people require the new services? 

There is no historical data to fall back on, since comprehensive services have not been provided in the past. We have found the use of point prevalence surveys of older patients in existing acute care facilities particularly helpful and have used the Appropriateness Evaluation Protocol (AEP) [6]; a validated instrument to survey patients against defined clinical criteria. It can indicate whether the patient’s admission would have been necessary if other services had been available, and whether the patient still needs services that can only be provided by an acute hospital. The results can be surprising: for example, in Coventry, a survey of medical patients aged 75 and over in the Walsgrave hospital indicated that as many as 33% of patients might have avoided admission to acute care in the first place. Additionally, on the day of the survey, 73% no longer required acute medical care (as opposed to rehabilitation or long term care, which might take place in other settings). We are finding similar results in other locations, highlighting the potential for major change in the locus of services for older people. 

What services are we already providing?

Frequently service provision is not recorded in a way that allows identification of how much is available to a given client group. All health authorities are now being asked to prepare service baselines by the end of July. In Brent and Harrow health authority we found that this was a complex exercise, requiring re-analysis of previously collated data to identify – or estimate – those parts which were targeted at older people. Some of the most difficult data to obtain relate to the costs of services; there is often considerable argument about the bases used by different agencies for calculating these, but some working agreement needs to be thrashed out if development plans are to be consistent and coherent across organisations.

Are the clinicians and care professional involved?

In Coventry, a major element of the work has also involved mapping out elements of how the clinical organisation of services needs to be managed and developed. This requires close working with clinical staff - of all disciplines - to understand what the respective roles and methods of working might be. In general, it is easy to agree on that "inter-disciplinary working" is the best way forward for handling the complex needs of older people; it is much more difficult to attempt to put that into practice. Workshops and other methodologies to develop common perceptions and understanding of what services can be provided, by whom, and to whom are critically important if any proposed service changes are to be implemented and have an effect.

What do the users want?
The work in Coventry has also involved incorporating not only representatives of older people's organisations (such as Age Concern) in workshops, but running a workshop specifically targeted at older people themselves through the aegis of the local Better Government for Older People initiative. This proved a very worthwhile opportunity for listening to not only what they were saying and wanted to see in Coventry, but for learning about their perceptions and understanding of different schemes and initiatives already in place. Interestingly, the concept of intermediate care was well understood; many older people readily identified, and supported it, as a modernised version of "convalescent care".
What are the workforce and facility requirements, and what will it all cost?

It is not yet clear what service models are likely to be adopted in the majority of places. There are continuing uncertainties about which skills are required to support rehabilitative services, but nevertheless health and social care organisations are starting the process of developing appropriate workforces. 

The Balance of Care Group was involved in this issue last year at the national level; undertaking illustrative analyses of potential national workforce requirements [4]. An expert panel met to develop appropriate intermediate care "patient categories" and associated care pathways and, from this we derived initial estimates of the additional workforce requirements. We were fortunate in this to have access to point prevalence data developed by BoC Reference Group members in Berkshire which allowed us to quantify the potential demand. Initial calculations suggested increase of around 15% in all types of therapy staff, sufficient to raise concerns about availability. 

More recently Brent & Harrow health authority, together with Harrow Social Services and other local organisations, participated in a series of Balance of Care workshops to design potential care pathways for different "intermediate care groups". While neither exhaustive nor definitive in their existing state, figure 2 shows an estimate of the potential workforce requirements stemming from provision of intermediate care for people aged 75 years and older (this in a locality with a total population of over 200,000). The purpose of the workshops was not to produce a "cut and dried" plan; it was more to offer people coming from different clinical and non-clinical disciplines and perspectives a means through which ideas on appropriate care could not only be shared and discussed, but their resulting resource implications quantified. However it is worth noting that the Harrow exercise highlighted – and quantified – the potential for generic rehabilitation assistants, which can reduce the demand for scarce specialist therapy staff.
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Figure 2

The UK is not the only country where these debates on intermediate care are taking place. The Balance of Care approach is currently being used to develop intermediate and long term care options in the Basque region of Spain, and has been used in other work for the EU Commission.

Further developments of the approach

The Balance of Care approach is constantly under review and development; indeed, one of the main reasons for the Balance of Care Reference Group is precisely to assist in that process. The approach supports many other aspects of the care process for older people including the ability to provide a framework for reviewing and assessing specific sub-specialty and inter-specialty areas such as stroke care. It also provides a focus for the development and application of the joint assessment process and the technical aspects that arise in terms of information systems and technologies. The important contribution the approach can make here is the means to maintain a focus on the purpose of any information system developments; relating them back to the clientele and services they are supposed to be supporting.

Finally, an important characteristic of the approach is that while it is adaptable and flexible to accommodate different local circumstances and issues, it also provides a consistent and rigorous methodology and framework. This means not having to reinvent the wheel with every application which, in turn, offers major advantages for local decision making processes and promotes the ability to learn lessons and share experience from elsewhere.
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Appendix 1: A simplified diagram of the Balance of Care model
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This describes care options  - combinations of services – to meet particular types of need. For example, people in the "supported discharge" category might include arthritic patients recovering from a fall, while those classified as "rehab/ recovery" would include those recovering from a stroke. 


Their medical and social characteristics can be defined in terms of assessment criteria that are used to determine care pathways (although at a much higher level of aggregation here, since we are concerned only with the resource requirements, rather than the detail of the care to be provided). Note that there may be more than one care option for any patient group.


These pathways, in turn, will require different mixes of skills-based services as well as bricks and mortar facilities  - some of which may be provided by more than one agency in a locality. 
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