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About Four Seasons

• 200+ care homes in England
• 20000 staff
• Services:

– General and EMI personal and 
nursing care

– Younger adult services
– Specialist services (through 

Huntercombe Group)
– Long stay, respite and intermediate 

care services

• Significant financial resources 
available for new developments



Key Issues

• In the wrong place at the wrong time 

• The need for change

• Joint Commissioning

• Sustainable commissioning

• Providing care at or near home

• What might true partnership look like?



• In 2000 55% of all cancer deaths occurred in hospital. 0% of a study of 
28 patients preferred to die in hospital.

• At any one time 30% of all patients on a general medical ward do not 
clinically need to be there. There is just no suitable alternative

• “Intermediate care could have an important role but requires new 
resources, strong leadership, and dedicated medical time to ensure that 
it is care of equivalent quality in an alternative environment, not 
simply cheaper care”
David Black – consultant geriatrician; Mike Pearson – Royal College of 
Physicians. BMJ 2002

• A marginal reduction in the total number of emergency bed days 
masks the fact that the number of hospital admissions are increasing, a 
fact which is only mitigated by some success in reducing average
length of stay

In the wrong place at the wrong time



Many people are not receiving appropriate care in an appropriate setting 
the following statistics are depressed because many Councils operate a 
quota system to limit placements in care homes or the provision of 
intensive home care irrespective of need or choice or appropriateness 

• Assuming one person per household is in receipt of assistance, only 
1.2% of people over 65 years old are receiving intensive home care 
(98,197 households)

• For every one person supported intensively at home 2 people are 
receiving care in a care home. This accounts for 4.5% of the population

• 92 % of people over 65 years get no support to remain at home  

Reference CSCI, Adult Social Care Performance , Councils Assessment of Progress in 
2005-06

In the wrong place at the wrong time

• In 2005-06 there were 125,000delayed discharge placements the 
equivalent of 834 per authority per council per annum
Reference CSCI, Adult Social Care Performance , Councils Assessment of Progress in 
2005-06



The need for change- what Councils say

The most frequently mentioned risks and barriers to 
achieving Councils strategic visions were:

1. Implications of funding shortfalls in the NHS generally, 
and from local PCT recovery plans in particular. (48) 

2. Lower levels of funding available for social care from 
within councils due to reductions in Government 
grants, reduced financial settlements or overspends 
across the council. (33)

3. Growing demand for services due to demographic 
pressures, especially for older people’s and learning 
disability services. (47)



The need for change- what Councils say

4. Reorganisation of social care services and in health 
creating organisational turmoil, weakened staff morale 
and stretched management capacity. (30)

5. Recruitment and retention issues. (25)

6. Ability to achieve value for money in contracts with the 
independent sector. (20)

7. Effective implementation of IT system (23)



The need for change- what the sector 
says about the current situation

• Poor infrastructure of home care and community 
services
– Poor co-ordination and communication
– Low pay “Cinderella” services
– High staff turnover. Inconsistent quality

• Poor Commissioning
– Single organisation or sector
– Inappropriate skill-set, selection, training and performance 

management of commissioners
– Internal organisational focus
– Not an “assembly of all the talents”



The need for change- what the sector 
says about the current situation

• Tendering for lowest cost rather than best quality 
at agreed price

– Always delivers poor value for money

– Inappropriate admissions due to inadequacy of 
support/skills at home or in residential setting

– Delayed discharge due to no robust alternatives, 
poor communication, lack of planning, poor 
community infrastructure



Joint Commissioning

• “Doing not talking”

• Pooled budgets

• Single management structure

• Aligned outcomes and incentives

• Robust, time-limited project management



Sustainable Commissioning

• Link Commissioning to 5 – 10 years Needs Assessment.

• Commission for Best Value not Lowest Cost.

• Invest in your Commissioners.

• Preferred Partners in Broader Commissioning Vehicle.

• Smart and Agile Procurement.

• Commission Outcomes not Products/Services.

• Careful Evaluation Inputting into Flexibility of Commissioned 
Contract and Ongoing needs assessment.

• Be prepared to disinvest if service is no longer fit for purpose.



What if ?



Providing care at or near home
Infrastructure difficulties

• More suitable for selected patient groups

• Recruitment and retention of staff

• Robustness

• Care pathways

• Lone worker

• Safety

• Quality Assurance

• Regulation?

• Cost and Value for money



Now

Home
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Average 
length
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Foundations of success

• Integrated urgent and emergency care hospital admission 
avoidance system

• Supporting patient at home whenever safe and possible

• Single point of access and assessment

• Care pathways designed by the local healthcare system to 
assure the patient navigates efficiently through the system

• Predictive discharge tools and discharge liaison

• Collaboration and partnership with range of synergistic 
care providers e.g Age Concern, Healthcare at Home

• Engagement of GPs, community matrons, social workers 
and paramedics



Four Seasons Solutions and Resource

• Intermediate Care

– 3 levels of specialist intermediate care

– Level 1 – Traditional step-up:step-down rehab

– Level 2 – Specialist orthopaedic and neuro-
rehabilitation rehab

– Level 3 – Medically staffed sub-acute medical facility

• Palliative Care

– All homes trained in Gold Standards Framework and 
Liverpool Care Pathway for the Dying



Four Seasons Solutions and Resource

• Neuro-rehabilitation – extensive specialist 
experience using the resource of our specialist 
Huntercombe Hospitals Division

• Dementia assessment and care

– Four Seasons Specialist Dementia Service

– All staff trained in Dementia Care Mapping

– Tailored environment including sensory corridors, 
rooms and gardens



Perhaps?
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It’s not rocket science

“Our own review of intermediate care services found there 
were a growing number of effective, person-centred 
services based on partnership around the country. The 
review also revealed that successful projects have a lot in 
common. They have a commitment from the top as well as 
vision, drive and leadership in putting that into practice. 
They have shared objectives, effective co-ordination, clear 
professional accountability and an eye for practical detail.”

DoH website Sept 07



Thank you for your attention.


