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Introduction

Ageing populations are a key issue for health care planning in many European countries. Older people incur substantially higher health costs, and these costs increase further for the very old. The demographic trends have therefore given rise to concerns that there will be corresponding increases in demand for health care, and that these could increase further if people experience longer periods of illness and disability as they live longer.

However recent research indicates that the demographic change has been accompanied by rapid change in the health status of the population. In the US this was first substantiated by a major longitudinal study by Manton et al [1] which identified significant year on year reductions in disability levels amongst the over 75 population, at a rate that appeared sufficient to cancel out rises in disability from increased numbers of older people [2].

This raises various issues regarding the appropriate requirement for services for older people. Concerns that very elderly populations might lead to ever escalating hospital treatment costs also appeared mistaken, in that disproportionate demands for hospital services have also been observed amongst ever older age groups. In Sweden, Lagergren [3] has shown that health and social care costs continue to concentrate in the last two years of life. Similarly in the UK Dixon et al have shown that the number of acute hospital bed days in the last 3 years of life does not increase with age [4]: in other words the demands on acute hospital services are related to the number of years until death, not the number of years since birth, and changes in the age distribution per se will not increase demand.

In these circumstances the direction of health policy can shift from quantitative increases in services to qualitative changes in the way services are delivered, with increasing focus on the use of preventive and home based care options to support and reinforce the expectations of older people for a longer and healthier old age.

Intermediate and Integrated Care

To release resources from the acute hospital sector and increase the emphasis of keeping care close to home, various recent service developments in the UK have been built around the notion of Intermediate Care. This form of care aims to treat patients in settings other than mainstream primary and secondary care, through the introduction of new services and changes to patient care pathways. The principle objectives are to prevent acute hospital admission and to ensure early discharge when the acute phase of treatment is complete. Unlike conventional services, intermediate care is not designed around separate organisations or even a single budgetary resource, but is a collection of service elements that may be managed by different agencies, including health, social services and the independent sector.

Although intermediate care has been described in the literature, and the various emerging models of care defined [5], the systems approach it requires is not a familiar one to many health service managers. Many initial developments concentrated on capacity changes in particular the introduction of intermediate care beds in community hospitals, with the aim of providing rehabilitation services for patients recovering from an acute illness or trauma. 

It quickly became apparent, however, that there were many other patients whose needs were not best met by continued stay in acute hospital beds. They did not require ‘intermediate care’, on the broad definitions above, but did clearly have continuing care needs. In many cases they would have been identified as requiring admission to a care home, but a place had not been arranged. 

These issues reflect the way in which health services have been organised in the UK. There has been much comment on comparisons with other systems, most recently with Kaiser Permanente in California, which uses half the acute bed days for major conditions, a level of usage that is low by UK standards even when the US casemix is allowed for [6]. However these systems have the additional provision and care practices in place that can make an integrated approach to care a viable option. 

For managers to address these complexities requires a change in approach. Foote and Stanners [7], looking at these issues from the viewpoint of redesigning care for older people, summarise this as requiring “an ability to view things as systems and understand how systems behave”. This is not just about ensuring that resource requirements are soundly analysed but involves a recognition that the behaviour of people should be at the heart of any approach, not least because it is the choices made by clinicians and care professionals that determine whether any new investment delivers the intended benefits.

Thus there is a need to move beyond concepts of intermediate care and generate approaches that are truly integrated.

Developing a Whole Systems Perspective
The Balance of Care methodology [8], a needs based approach to planning of future services, has been further developed to address these issues.

The generic Balance of Care model is defined in terms of dependency groups within which people will have similar service requirements. For any given dependency group there may be a range of appropriate care options that can be specified; definitions of these will be subject to local circumstances and requirements. Depending on how people might be allocated across those options, there will be different resource implications for volumes, costs and types of services to be provided - and different impacts on the agencies responsible for providing them. The Balance of Care model enables extensive - and fast - policy testing to see what these effects might be.
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Figure 1 
A Balance of Care Model of Intermediate Care Alternatives

Figure 1 illustrates the structure of the planning issues that the Balance of Care approach addresses. A client group - in this case older people - is classified into a series of dependency groups. For each dependency group a variety of appropriate care options can be specified and the implication for combination of resources on the supply side calculated and considered. As the focus of the approach is on helping to plan future requirements, it is possible to explore the potential resource implications of new models of care which people may want to introduce alongside existing care packages.

In this 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 bed based care - some of which may be provided by more than one agency in a locality.
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Figure 2 
Rich Picture of Process Flow

To operationalise such a model requires much data about the types of patients presenting throughout the health care system and the current and potential alternative care and treatment responses. Figure 2 describes in generic terms the way patients move in and out of hospital settings, the various alternatives that might be considered when redesigning services, and the data types that could inform specification and quantification of alternatives. It is important to look across the range of alternatives: the successful adoption of whole systems approaches requires that consistent and complementary change in both capacity and process occurs at all points.

Point Prevalence Surveys

To address the whole system issues in a context of incomplete data, point prevalence surveys, supported by workshops to interpret the data and explore the implications for future service development and clinical practice have been undertaken.

The main aim of the surveys is to gauge the extent to which the existing admissions and discharge systems might contribute to patients being either unnecessarily admitted to hospital or delayed in their discharge from it when they are medically fit for discharge (or functionally stable). Although data are collected from patient casenotes, the survey is not an audit of existing clinical practice, but an attempt to understand whether, given 'perfect availability' of a range of alternative and supporting health and social services in other settings, there is (or could be) an alternative location for care for the patient either on the day of admission or on the day of the survey. It is assumed that such services would be available for all people who would be most likely to benefit from them. These would either avoid their admission to acute care altogether, or accelerate their discharge and recovery from it.

Typically all adult medical and orthopaedic patients, who are the major groups for whom alternative care options may be available, are included in the survey, plus other groups that are of concern or interest to local clinicians and managers. The survey itself is undertaken on a single day, thus the results are only as representative as the day itself; however as discussed later there appears to be less variation in observed case mix than might be expected.

Surveys include the use of the Appropriateness Evaluation Protocol (AEP), a validated instrument that has been used successfully to provide criteria for evaluation of current practice. It was developed in the USA and has been adapted in this country and Europe [9]. It has been validated and found to be reliable tool [10]. It enables an analysis of the reasons for admission as well as those for continuing stay, highlighting the underlying processes and any causes for delay. The clinical criteria used relate to:

On admission

•Severity of illness eg unconscious, unable to move (fall), acute bleeding

•Intensity of service eg surgery with general anaesthesia, regular monitoring, IV therapy

On the day 

•Medical services

•Nursing services

•Patient condition eg acute confusion, other acute states, coma, fever


Some Typical Results

Figure 3 shows the age distribution in a typical acute hospital survey. 75% of the inpatients are over 65, and over half over 75. This reflects the greater propensity for older people to need admission, and their longer lengths of stay, so that bed usage, even in an acute hospital setting, is dominated by older people. In this particular example we also found that:

· 12% of all patients surveyed were admitted outside AEP criteria

· 43% of all patients were outside AEP criteria on the day, many in a rehabilitative stage of care, or waiting to go home
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Figure 3 
Age Distribution of Acute Hospital Patients
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Figure 4
There is significant correlation of AEP status with age, as demonstrated by figure 4. This reflects the extent to which frail older people, often with multiple pathology and complex care needs, utilise acute hospital services since alternative capacity and processes have yet to be developed. 

These results taken from a single survey are by no means untypical of the levels found elsewhere in the UK. Although each Balance of Care exercise undertaken in a local health economy will have different data elements linked to the management decisions at issue, there are common components and some comparison is possible.

While it is not possible to statistically test the variation between different survey results (due primarily to differences in survey populations), nevertheless there is a consistency between them. Clinicians have commented that the case mix across wards may also be relatively similar day to day, and some have predicted very accurately the proportions of their patients lying outside AEP criteria. 

	
	Outside AEP 
on admission
	Outside AEP 
on the day

	East Berkshire
	15%
	47%

	Cambridge
	16%
	47%

	Oxfordshire
	20%
	49%

	East Surrey
	15%
	50%

	NW Surrey
	16%
	57%


Figure 5 
Comparisons of AEP Status of Medical Patients


Figure 5 compares AEP status amongst medical patients in five separate surveys undertaken between 2001 and 2003. The values are close and to the extent that they vary may reflect the availability of particular facilities and related processes. In some ways they characterise the current nature of the UK hospital service and confirm the enormous scope for whole system changes. 


Discussion

To the author’s knowledge there is no one location in the UK that has successfully introduced comprehensive ‘integrated’ services for older people, but to the extent that some pioneering local health economies claim substantial progress, the use of AEP point prevalence surveys could provide valuable benchmarks of the extent of service and clinical process change. 

Although we can demonstrate the potential for change, and in the individual projects will usually identify medium term service investment plans and linked changes to care pathways that move some way in this direction [11], we do not yet know how far it is practicable to go, in terms both of clinical and patient preferences. However we do find that the local projects tend to set similar strategic directions, again reflecting the current state of development of the UK health service, including:

· link separate initiatives supporting patients in their own homes: intermediate care, rapid response services, intensive nursing care and management of long term conditions
· identify and resource the social care element, especially for patients with long term conditions
· develop the medical role eg comprehensive geriatric assessment
· sort out rehabilitation roles and locations
· enhance provision for EMH (elderly mental health)
Benchmarking using AEP criteria could lead to the description and quantification of a balanced service configuration that could deliver a whole system approach.
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