Hilltop Manor Intermediate Care Centre

Short-term solutions that make
a long-term difference

Intermediate
Care
Services

What is this service
and what does it do?
Our Discharge to Assess (D2A) and Rehabilitation
service in Staffordshire provides safe and timely transfers
of medically stable patients from an acute hospital to our
Hilltop Manor Intermediate Care Centre, for a full and
comprehensive assessment of their longer-term health
and social care needs.
Patients also receive intensive support from a Multidisciplinary Therapy
(MDT) team to provide targeted interventions that will maximise
independence.
The MDT team at Hilltop Manor consists of: enhanced GP services,
Physiotherapist, Occupational Therapist and Community Psychiatric
Nurse.

This service currently has 20 beds.

Number
of beds

20

It’s commissioned by NHS Stoke-on-Trent CCG and NHS
North Staffordshire CCG.
Working in partnership with provider trusts has enabled us to create
a facility that meets the needs of patients who do not need to be
in hospital, yet are not ready to return home. The result? Reduced
pressure on hospital beds, improved performance for the local health
system, significant savings and an excellent patient experience.
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These are
our outcomes
over the
last year*

had a DST for CHC

of patients left this service having
completed their therapy goals

Average length of stay for all
patients was 28 days
Our cost is £750 per week versus the
approximate £2,800** it costs per week
per patient in an NHS acute hospital bed
An annual difference of
approximately £106,000 per
bed per week
A 20-bed unit with us helps
save the NHS an estimated £2.1
million a year

*Data taken between September 2016 and August 2017. **The average weekly cost for an NHS acute hospital bed per week

This image is used for illustration purposes only.

Read Cyril
and Doreen’s
story

Cyril and his wife Doreen were taken to hospital following a series of falls. Both
residents had suspected urinary tract infections and were malnourished.
They had received an initial diagnosis from the hospital,

admitted to

Hilltop Manor Intermediate Care Centre and began a course of antibiotics
and core strengthening exercises – to avoid a fall happening again.
Cyril and Doreen were given rooms side by side and spent time using

rehabilitation kitchen and equipment. With supervision and
therapy from our staff and MDT team they regained their strength
our

and weight.
After just 2 weeks Cyril and Doreen were mobile again and had built up

confidence in managing everyday tasks. Our Assessment Unit
and MDT team were happy for them to return home, with 4 care calls
a day from a community care agency.
their
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Hours

Within 24 hours
Referral.
Pre-admission assessment.

What a
typical patient
journey looks
like with us

Admission.

First few days

Days

Introduction to Discharge Manager and Therapy Team.
First weekly MDT.
Develop goals and identify need for further assessments or referrals.

From 2-6 weeks
Establish and maintain links with the community.

Weeks

Home visit, assessment and order equipment for safe transfer.
Final discharge MDT, completed Patient Passport forwarded on and
discharge – either home, to the community or final care destination.

Hilltop Manor Intermediate Care Centre
High Lane, Chell, Stoke-on-Trent, Staffordshire ST6 6JN

To find out more about our
Intermediate Care Services please contact
Paul Hayes, National Director
Commissioning Operations UK
T: 07823 531 432
E: commissoning.operations@fshc.co.uk
www.fshc.co.uk

