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Geriatric care in the United Kingdom: aligning
services to needs
Clive Bowman, Malcolm Johnson, David Venables, Chris Foote, Robert L Kane

Current provision and funding of health and social care
for older people in the United Kingdom are under-
mined by a structural and operational misalignment of
primary healthcare teams, acute hospital trusts, commu-
nity trusts, and social services. The problem has been
compounded by the fact that funding originates from at
least three sources: the NHS, local social services depart-
ments, and personal or insured means. The inevitable
result is obfuscation of responsibilities.

The recent report from the Royal Commission on
Long Term Care, With Respect To Old Age,1 recom-
mends the establishment of a national care commis-
sion to monitor trends, costs, accountability, and the
interests of the consumer and to set national
benchmarks. This builds logically on policy trends sig-
nalled in the government discussion paper Partnership
in Action and Modernising Social Services, which suggest
a national regulatory system and standards.2 3 In this
article we outline a possible solution that integrates
and aligns health and personal care for elderly people
in a practical and incremental manner. To put our stra-
tegic proposals in a contemporary perspective we
briefly outline some present issues.

Shift to residential care
The locus of long term care has shifted from hospital
long stay wards directed by geriatricians to privately
operated community nursing and residential homes,
where medical care is provided by general practition-
ers. The massive expansion of long term care in inde-
pendent homes, now 70% of total provision, has largely
been a consequence of inadequate development of
health and social services. Residents of care homes
often have multiple diseases and significant physical
and mental impairment. Their medical care is
entrusted to general practitioners, many of whom have
had no special training4 and for whom there is little
incentive under present remuneration to provide
appropriate patterns of care. The decreasing commit-
ment of the NHS to chronic care, particularly for frail
elderly patients in long term care, has insidiously been
accompanied by a tendency to define illness as
terminating at the point of hospital discharge. As
lengths of hospital stay fall, older people are at real risk
of missing rehabilitative opportunities5 and of inappro-
priately entering long term care, often on a presumed
temporary basis, without a management plan.

The key to managing chronic illness is active
surveillance and timely intervention. Research shows
that geriatric evaluation and management improves
outcomes and saves money.6–9 Departments of geriatric
medicine have traditionally led the management of
frail older people in hospitals. Indeed, the specialty
grew out of the need to provide medical care for such
long stay patients. With the dissolution of long term
care in the NHS the specialty has increasingly merged
with general medicine, to the extent that geriatricians
now constitute the largest medical subspecialty in acute
adult medicine.10 Increasing specialist commitments
for many general medical specialties and the
inexorable rise in acute medical demands have
resulted in many geriatricians becoming firefighters of
acute exacerbations of chronic disease. They are
unable to lead programmes that encourage mainte-
nance of health and functioning of elderly people. Ris-
ing and inappropriate acute hospital admissions11–13

may partly be a consequence.
Increasing rates of hospital admission have not

been related to improved outcomes for very elderly
people.14 Conversely, outcomes of certain illnesses—
for example, respiratory infection15—may be better
when they are managed in nursing homes rather than
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hospital. Uncertainty about health outcome has
resulted in reduced investment in geriatric services;
insufficient investment has meant that subacute
illnesses in older people are increasingly managed as
full acute care cases. The resultant increasing
workload imposed by nursing home residents on
primary care4 has led to a sporadic evolution of super-
visory medical care contracts for nursing homes.
These contracts are outside traditional primary or
secondary structures16 and, paradoxically, clinical
governance.

Care partnerships
One option for dealing with the increased community
workload would be to commission general practition-
ers (or primary healthcare trusts) to form a structured
partnership with geriatricians and other relevant
specialists. This would provide comprehensive medical
care including health promotion, management of
chronic disease, enhanced nursing home care, and
“watchful waiting.”17 American experience of proactive
care for residents in capitated care systems suggests a
reduced use of hospital resources.18 These potential
partnerships would allow the development of geronto-
logical nurses, care pathways, and improved individual
care through the earlier detection of problems and
home management whenever possible.19

We propose a more comprehensive partnership
solution in which geriatric care consortiums have an
overall responsibility for the care of frail elderly
patients. Models from the United States could inform
the development of such programmes.20 21 Consorti-
ums could be established from a primary care group or
trust,22 a community trust, hospital care of the elderly
department, social services department, or even an
independent provider organisation. Capitation pay-
ments based on the average expected health and social
care costs of patients would be pooled from health and
social care sources. Consortiums would be required to
manage health proactively and could be responsible
for all the medical care of enrolled patients, wherever it
occurred. Threshold entry criteria would be based on
either an individual’s history or contemporary
assessment indicating higher risk for above average
costs—for example, admittance to institutional care.

Pooling of medical funds alone would create incen-
tives to reduce hospital costs by improving primary
medical care but leave the current schism between
medical and social goals. Social goals tend to be more
compensatory, with successful care being considered
that which meets clients’ needs while avoiding any
adverse events. Ideally, both groups would adopt a
more therapeutic set of goals to improve or at least
maintain individuals’ functioning. In the case of long
term care, one measure of success might be simply
slowing the rate of decline.

The idea of pooling social and medical funds that
support frail elderly people may generate anxieties
that social concerns will be discounted. However, the
risks of ignoring potentially correctable problems,
including iatrogenic ones,23 are too real to neglect.
Pooled funding promises more informed quality man-
agement than present systems, which are based on
process regulation.24 The system could identify and
reward organisations achieving better than expected
outcomes; conversely, poorly performing groups could
expect a punitive review. The adoption of a
standardised assessment tool25 would enable outcome
to be monitored and provide the proposed care
commission1 with consistent information from which it
could report trends.25 26

Although the potential of the consortium
approach has attractions for both institutional and
community care more widely,9 its development should
be incremental to allow testing and refining of systems.
The initial threshold for entry into the consortium
service should be transition to nursing home care.
Once experience has been gained from nursing home
cases, the most expensive end of the health and care
spectrum, the threshold could possibly be lowered to
include people with defined impairments of activities
of daily living or specific health and care needs.
Integrated care and the case management approach
have already been shown to reduce personal
dependency and dependence on care.8 Meta-analysis
has supported comprehensive geriatric assessments,6

and a prospective trial over three years applied to
people over the age of 75 concluded that comprehen-
sive geriatric assessment can delay the development of
disability and permanent admission to nursing home
care.27

The fundamental goal of integrating and aligning
services encourages all stakeholders to do the right
thing to best meet individual’s care needs. Undesirable
perverse incentives to shunt funding and general
responsibility for an individual between agencies
would anachronistic. Alignment of health and social
care to serve frail elderly people could be furthered
through incentives to vigorously assess, treat, and reha-
bilitate patients rather than enter them into a geriatric
consortium, with the resultant erosion of individual
health and social care budgets. Geriatric consortiums
could encourage rehabilitation by providing incentives
for re-establishing enrolled patients in the community.
In addition, recognition of the extra requirements of
patients with complex needs would promote health
maintenance. Dissidents need to consider the evidence
for positive approaches28 and the paucity of evidence
supporting neglect.Long term care of elderly people has been shifted to residential homes
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How would consortiums work?
The consortium model can be illustrated by consider-
ing the catchment of a large primary care group and a
combined acute and community trust. The consortium
has 1300 nursing home beds and a local audit has
indicated that improved care of nursing home
residents could release 15 hospital beds, potentially
liberating over £1 million a year.29 General practition-
ers could be paid for clinical sessional time to manage
residential home patients. Remuneration could exceed
the present general medical service’s capitation
payment by perhaps £200 a year. Emergency out of
hours care would be provided by a local general prac-
tice consortium.

Enhancing general medical service payments
would require around £260 000, which would leave
substantial sums for improved consultant medical, spe-
cialist nursing, and various paramedical supports. A
recent survey indicated that prescribing costs for nurs-
ing home residents are more than double those for
community controls,30 and poor prescribing31 in
nursing homes indicates scope for improved treatment
as well as more efficient prescribing. Social service
funding would require little change, but the ability to
vary funding according to the dependency of the
patient would keep funding aligned with need.

Organisational change
British nursing homes are presently configured to pro-
vide long term care but are increasingly being used for
various forms of intermediate or subacute care. Such
forms of care need to be developed to enable homes to
cope with patients whose acute medical needs have
been satisfied but who require convalescence or simple
rehabilitation.32 Nursing homes, if properly supported,
could meet some of these needs more efficiently than
hospitals. The predictable profile of individuals likely
to benefit from such schemes points to further oppor-
tunities for the geriatric consortiums described.33

The development of a register of nursing homes
may facilitate a systematic review of the role of profes-
sional nurses. Such a review is pressing because of the
increasing shortage of fully trained nurses.34 Staffing
notices for nursing homes demand that a registered
nurse is present at all times, irrespective of residents’
actual needs. Introduction of gerontological nurses35

could relieve general practitioners from some of their
routine tasks and bring a much needed consistency to
assessment and planning of care as well as specialist
care management. This coordination of care may allow
more constructive use of medical time and a greater yet
more clearly defined range of duties for care assistants.

Focusing on maintaining health and prevention of
exacerbations in chronic disease and disability is more
likely to relieve current pressures on the health service
than the current approach of injecting money to deal
with seasonal pressures in acute services and for
waiting list initiatives. The approaches outlined here
could enable a care commission,1 and help resolve the
continuing practical and political difficulties of health
and personal care funding.
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Commentary: current system could be made to work
Gerry Bennett

In focusing on the complex issues raised by the unde-
bated and undemocratic expansion of the private
nursing home sector and contraction within public
provision, Clive Bowman and colleagues have struck at
the heart of a malaise within geriatric medicine. Like
the Pied Piper of Hamelin they create a hopeful path-
way, but are there any geriatricians left to follow their
call and is it the right path?

The shift in responsibility for care of old and
physically frail people from NHS hospital long stay to
private nursing home care was more than an ideological
swap of bricks and mortar. Intentionally or otherwise it
helped in the formation of a new consultant group, the
“physician with an interest.” Unfortunately for older
people the interest is rarely in chronic illness, rehabilita-
tion, or prevention of disability. The specialty has
embraced the medical model with great zeal, extolling its
virtues (for example, equal access to acute services
through an appropriate setting) but remaining silent on
the drawbacks (faster discharge with poor planning1;
increased readmission rates; deskilling of specialist
registrars; and the abrogation of responsibility to unpre-
pared and unwilling general practitioners.) This unholy
mess threatens the survival of the specialty.

Using current structures
I don’t disagree with the problem, I differ in the pathway
to a solution. The structured partnership between
geriatricians and general practitioners might seem
attractive, but we already have a system that can be made
to work for the benefit of elderly people. NHS geriatric
units have teams that carry out assessment and
evaluation before making decisions about residential
and nursing home placement, practice rehabilitation in
its broadest sense, and have expertise concerning the
basics of chronic disease management (prevention of
pressure ulcers, continence care, etc). Multidisciplinary
teams have developed flexible ways of working using day
hospitals, outpatient clinics, outreach, specialist (such as
stroke or wound care) programmes, and domiciliary
services. Geriatric medicine is now being rediscovered in
residential and nursing homes, but the bureaucratic
minefield that separates the public and private sectors
effectively deprives residents of appropriate expertise.

Primary care groups could help clear that minefield.
They are structured to draw family and community
health practitioners and social services together in two
important ways: firstly, through funding the full range of
services for elderly people and, secondly, by cooperating
in delivering those services. Primary care groups bear
the same responsibility for quality and partnership as
other parts of the health and social care system2 and will
have a national service framework to help them develop,
with other providers in both public and private sectors,
those service agreements. Why create a separate system
when the current one has not been allowed to respond
effectively? Consortiums were developed in the United
States because they lacked an established geriatric
subspecialty and comprehensive primary care base.

The savings that Bowman et al suggest for their
model may not be as great in reality, and short term
costs (redundancy and redeployment costs, plus the
need to close sufficient beds and lose staff) might defer
any benefit. In addition, costs in general practice may
increase if proactive management translates into
standardised assessments, training protocols, appraisal,
and cost-benefit review. Will the private sector willingly
contribute to these increased costs? And will the differ-
ent cultures, accountabilities, and histories of the key
players reform in the context of a consortium within
any reasonable period? We should look at similar
efforts to create funding and delivery consortiums for
mental health services3 4 for guidance on these and
related issues.

Changing the culture
One question remains which neither Bowman and col-
leagues nor I have addressed. Do geriatricians still want
to work with chronically frail elderly people? They
divested this clinical responsibility surprisingly easily,
and we now have a cohort of consultants with
apparently little incentive to risk losing the mantle of
medical respectability and become involved in chronic
care. What of general practitioners? Financial induce-
ment has never produced sustained changes in
management and care programmes when applied to
only one of the care providers. Clinical and political
will is needed to redirect the focus of attention within
geriatric services away from acute models of care. The
framework of partnership proposed by Bowman et al
would perhaps best be directed at removing the barri-
ers to making geriatric expertise available to people in
residential and nursing homes. It seems sensible to
suggest that entry criteria based on standardised
assessments should routinely involve departments of
geriatric medicine. Nursing homes could be formally
linked to the NHS, allowing innovations such as staff
exchanges and rotations, cross benchmarking, dual
audit, and joint risk management projects. We could
then let clinical governance do its job in a care sector
created outside the NHS yet connected to it. To many
this issue is the past; in reality it is the future.
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Endpiece
A doctor’s reputation
A doctor’s reputation is made by the number of
eminent men who die under his care.

Sir George Bernard Shaw
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