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What is secondary care for?  

Currently  
Expertise 
Inpatient beds for acutely ill 
Procedures 
Specialist investigations  
Traditionally, outpatients  
Rehabilitation 
Training 



What is it actually used for?  

All of the preceding list plus  
 
Crisis management 
Asylum 
Safety net  
Holding place 
Reassurance 



Ageing population -England 

Life Expectancy 1901 
– 49 F, 45 M 
– 1.3 M over 65 (5% of population) 

Life Expectancy 2008 
– 82 F, 77 M, 50% living to 80 
– 8.1. M over 65 (19% of population) 
– 5% over 80 

Life expectancy at 70 is now 17 years for men and 19 
for women 

Start of the NHS in 1948, 48% died before 65 
Now its <18% 

 



We continue to live longer on average, but over the last 50 years, the trend has 
moved from a ‘rectangularisation’ (from young to old) to an a ‘elongation’ 
(from old to older) of the age distribution in the population 
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BMJ June 2010 “Number of Oldest Old 
Doubles” – now 2.1% are over 85 
 
By 2033, 1 in 4 over 65 with biggest increase in oldest 
old.  



The success story of population 
ageing: A cause for celebration? 
  Better social conditions, housing, nutrition 
• Better work-place safety 
• Higher wealth 
• Better child and maternal health 
• Better public health 
• Better preventative health interventions 
• Better curative medical treatment 
• Better management for long term conditions 

      
Better potential for  individuals to flourish       

and have a long and active life 
 



Older people less healthy/more 
dependent? 
Health survey for England 

– 1 in 3 over 65 reported no longstanding illness 
– 60% over 65 reported no illness limiting lifestyle 
– 1 in 2 women over 80 reported no limiting illness 
– No change over 20 years 

Census 
– 40% of 65 to 74 “good health”, 37% “fairly good” 
– Over 85, 60% F and 70% M “good or fairly good” 
– No change over 20 years 

General household survey 
– Cut toenails, wash, stairs, housework, bags, cook etc 
– Over 65s, no increase in dependency over 20 years 

English Longitudinal Study of Ageing 
Healthy Life Expectancy at 65 (2005): 15 years F,  13 years M. 
But Overall prevalence of  illness/impairment in 
population rises with population ageing 
      Only 6-7% of over 65s in Western Europe are 
“dependent” 
 

 



Long Term Conditions: Already, 40% over 65 have 2 LTC and 16% have 3 +. 
Biggest growth is on high intensity high cost users with multiple co-morbidity 



General Hospital Case-mix (England) 
60% of admissions 
70% of bed days 
80% of delayed transfers 
80% emergency readmissions 
80% deaths in hospital 
Are in over 65s 
40% of bed days are in people over 80(data from 

SW Region) 

What type of older patients  in those beds?... 
 



Hospital case mix-England 
In over 65s, 75% bed days in those with  1+ LTC 
5% of local population >65: 40% of bed days 
25-30% malnourished on admission 
25-30% incontinent during admission 
80% of those discharged to step down services are over 65 

(480,000 per annum) 
2/3 of people in receipt of home care services have been in hospital 

in past 18 months 

So health and social care interdependent ++ 
As are secondary and community health services 
 



“We need to make services age-proof 
and fit for purpose” 

Philp 2007 
   “If we design services for people with 

one thing wrong at once but people 
with many things wrong turn up, the 
fault lies not with the users but with 
the service, yet all too often these 
patients are labelled as inappropriate 
and presented as a problem” 

Rockwood 2005 
 

Are our services, values and skills in line 
with this reality? 



Dementia 

Typical 500 bed DGH 
5000 admissions over 65 each year 
3000 with mental disorder 
On snapshot -220 beds will be occupied by   
someone over 65 with a mental disorder 

– 96 depression 
– 102 dementia 
– 66 delirium 



Possible solutions  
Never deny older people facilities of general 

hospital if needed,  but use only for care 
which is complex, specialised, episodic 

So: 
– Better LTC Management (e.g. Kings fund) 

– Integrated Care (e.g. Nuffield, Kings Fund) 

– Right resource in right part of system at 
right time 

– Focus on “prevention” 

Will that make any difference??  
 



Does better community care work to 
reduce demand?  (limited evidence)  
Practitioners with special interest eg GPwSI providing out 

patient services -=-no evidence on cost effectiveness 
or clinical effectiveness 

Specialist outreach clinics-as clinically effective   
Telemedicine –limited evidence  
Intermediate care, post acute –better functionality, same 

cost.   
Hospital at home  - as clinically effective, no cost savings.  
But Patient Satisfaction high with services closer to 

home  



Some options  
Community matrons –(evaluation showed no 

benefit.)  
Predictive risk modelling eg PARR tools etc  -

awaiting more research 
Specialist nurses in community 
More self management  
Better liaison between specialist consultants 

and primary care team. 
Ambulatory care located in community  
Investigations and procedures in community      



More options  

• Up skilling of general practitioners about  acute 
illness 

• Better out of hours care in general practice 
• End of life care planning, preferred place of 

care 
•  Care Homes –better management LTC, 
      Advanced Care Planning  and training of staff. 
•  Public health issues –obesity, alcohol etc   
 
 
 
 



More options  

Front door assessment in the hospital –
MDT-OT , PT, SW and medical 
assessment , rapid discharge to 
community facilities –reablement, 
virtual ward, hospital at home, rapid 
access clinics.  

   
 Better discharge planning from hospital 
reduce LOS   



My own experience 

• Care Home strategy  --? Implementation  
• Clinical Leadership of Community matrons 
• Community clinics-problems of IT, access to 

notes 
• Rapid access clinics  
• Virtual ward –inadequate medical cover  
• Operational difficulties of being a “pioneer” 
• Transforming Community Services  
• Domiciliary visits 
• Closer working with GPs     



Did it make a difference?  

• Still a relentless rise in admissions. 
 

• Need a whole system approach, with a 
proper pathway , involving community 
services, acute hospital, GPs , social 
services , specialist physicians.  

• This is a BIG JOB and not easy   



A case study 

 Mrs Smith , widowed, aged 87, lives alone in a 
terraced house. Bed is downstairs, she has a chemi 
loo and a commode in her front room. Her daughter 
lives nearby and pops in every day, she has a carer 
in the mornings to help her get dressed and make 
her breakfast. She has MOW 5 days a week. She has 
been mildly forgetful, has heart failure, type 2 
diabetes and osteoarthritis. She takes 15 medicines 
a day.  

Her carer arrives one morning-she uses the keysafe- 
and finds Mrs. Smith in her chair, in her night 
clothes. She is unable to move out of the chair and 
has been incontinent. She is confused.  



What does Mrs Smith need?  

A medical diagnosis –why is she 
immobile and confused?  

Medication review  
Functional assessment. 
Rehabilitation to restore function.  
Further social assessment to see if she 

needs any more service sin the future.  
Carer assessment –is her daughter 

coping?   



How will those things best be 
done?  
  
 need for urgency (delirium)  
 
Will need investigations (blood tests , 

possible CXR, ecg)  
 
Needs access to Multi disciplinary team.  



Finally  

Aiming to reduce hospital admissions 
can be ageist  

We need to redesign hospitals to do the 
job needed  

Many of the things we do in hospitals 
can be done elsewhere 

More research is needed. 
More emphasis on reducing LOS may pay 

more immediate dividends.   
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