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The NHS Benchmarking Network is the in house benchmarking 
service of the NHS promoting service improvement through 
benchmarking and sharing good practice.

The British Geriatrics Society (BGS) is a professional association 
of doctors practising geriatric medicine, old age psychiatrists, 
general practitioners, nurses, therapists, scientists and others 
with a particular interest in the medical care of older people and 
in promoting better health in old age. The society, working closely 
with other specialist medical societies and age-related charities, 
uses the expertise of its members to inform and influence the 
development of health care policy in the UK and to ensure the 
design, commissioning and delivery of age appropriate health 
services. The society shares examples of best practice to ensure 
that older people are treated with dignity and respect and that 
wherever possible, older people live healthy, independent lives.

The Association of Directors of Adult Social Services (ADASS) 
represents Directors of Adult Social Services in councils in 
England. As well as having statutory responsibilities for the 
commissioning and provision of social care, ADASS members 
often also share a number of responsibilities for the commissioning 
and provision of housing, leisure, library, culture, arts and 
community services within their Councils.

The College of Occupational Therapists Specialist Section for 
Older People (COTSS-OP) is passionate about older peoples’ 
independence, well-being and choice. COTSS-OP provides 
professional and clinical information on all aspects of occupational 
therapy practice related to older people. Through Clinical Forums, 
the COTSS-OP aims to encourage evidence based practice and 
provide guidance on occupational therapy intervention in the 
areas of: acute and emergency care, intermediate care, dementia, 
falls, mental health and care homes.

The core mission of the Royal College of Physicians is to 
promote and maintain the highest standards of clinical care. 
One of the ways it does this is through engaging Fellows and 
Members in all parts of the UK in national clinical audit across a 
range of conditions and services, in hospitals and in community 
settings. The College’s clinical audit work has a particular 
focus on the needs of frail elderly people and those with 
chronic conditions and improvements are delivered through 
partnerships with other professional bodies, patient groups and 
voluntary sector organisations.

The Royal College of Nursing (RCN) is the voice of nursing across 
the UK and is the largest professional union of nursing staff in 
the world. The RCN promotes the interest of nurses and patients 
on a wide range of issues and helps shape healthcare policy by 
working closely with the UK Government and other national and 
international institutions, trade unions, professional bodies and 
voluntary organisations.

AGILE is a Professional Network of the Chartered Society of 
Physiotherapy and membership is open to therapists working 
with older people - whether qualified physiotherapists, assistants, 
students or associate members of an allied profession. Within 
AGILE our mission is to deliver the highest possible physiotherapy 
practice with older people. The aims of AGILE are to promote high 
standards in physiotherapy with older people through education, 
research and efficient service delivery, to provide a supportive 
environment for its members by facilitating the exchange of ideas 
and information and to encourage, support and co-ordinate 
relevant activities regionally and nationally.

The Patients Association is a national health and social care 
campaigning charity which has been in existence for 51 years. Our 
motto is ‘Listening to Patients, Speaking up for Change’. We strive to 
ensure that patients’ views and experiences are heard. Themes from 
our national Helpline, large scale surveys and casework influence 
our campaigns. We also work with NHS organisations to facilitate 
service improvement through our national project work and staff 
training. We advocate for better access to accurate and independent 
information for patients and the public; equal access to high quality 
health and social care; and the right for patients to be involved in all 
aspects of decision making regarding their care and treatment.

The Royal College of Speech and Language Therapists (RCSLT) 
promotes the art and science of speech and language therapy – 
the care for individuals with communication, swallowing, eating 
and drinking difficulties. The RCSLT is the professional body for 
speech and language therapists in the UK; providing leadership 
and setting professional standards. The College facilitates and 
promotes research into the field of speech and language therapy, 
promote better education and training of speech and language 
therapists and provide information for members and the public 
about speech and language therapy. 

NHS England create the culture and conditions for health and 
care services and staff to deliver the highest standard of care and 
ensure that valuable public resources are used effectively to get 
the best outcomes for individuals, communities and society for 
now and future generations.
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Professor John Young,  
National Clinical Director 

for Integration and Frail 

Elderly, NHS England

Some solutions can be hidden in plain 
sight. Those of us closely connected with 
intermediate care will certainly see these 
services as an important part of the solution 
for our overheated health and social care 
system. Perhaps it requires a time of austerity 
and an ageing population for the potential of 
intermediate care to be drawn into focus. The 
National Audit of Intermediate Care provides 
this focus. It allows us to take stock; to pose 
and receive answers to two fundamental 
questions: can intermediate care deliver good 
outcomes at an affordable cost; and, is it 
making a difference?

The audit is sufficiently mature (now in 
its third year), and sufficiently large (75 
commissioners; 124 providers, 472 services 
and 12,022 service users responses), for these 
questions to be reliably tackled. And the 
answers are frustrating! 

The outcomes of intermediate care (and bear 
in mind that this person-level outcome data 
is rarely available for most other health care 
sectors) are reassuringly good. The majority 
of users become sufficiently independent to 
return/remain at home. The patient reported 
care experience is strikingly better than other 
health care sectors. Costs seem reasonable: 
average costs were calculated as £1,045, 
£1,722 and £5,549 per episode of care for 
home based, re-ablement and bed based 
services respectively. The costs for home and 
re-ablement look particularly attractive, and 
the bed based cost is similar to continued 
care in hospital but, of course, the person 
is now in a more appropriate rehabilitation 
environment, and a bed has been released 
in the hospital for a new acute care episode. 
Importantly, we have good evidence from 

the audit that crisis response services really 
can temper the pressure for emergency 
admissions. Only 10% of the 60,384 people 
discharged from the 60 crisis response 
services participating in the audit required 
admission to hospital. And the response times 
for these services were amazing: a national 
median wait time from referral to assessment 
of just two hours. This level of responsiveness 
is essential for the hyperacute nature of the 
frailty related presentations of falls, delirium 
and immobility. Many congratulations to those 
teams! Surely every health and social care 
economy should be commissioning this type 
of service for its population?

But, and it’s a big but, the three successive 
years of audit data confirm that intermediate 
care is essentially stuck. There is no hint of 
the necessary expansion in intermediate 
care capacity that is so urgently required. 
The national intermediate care investment 
(including re-ablement) is obdurately the 
same at around £3 million per 100,000 
population. Its scale, from a whole system 
perspective, remains simply too modest to 
make the difference that is needed. This is 
despite the apparent system wide confidence 
in intermediate care implied by the audit 
finding that the use of joint health and social 
care funding (Section 75 funding) is steadily 
increasing (21% in 2012; 32% in 2013; 38% in 
2014). This fundamental lack of capacity in 
intermediate care remains a critical choke 
point in the whole system and is shown 
diagrammatically below.

Whole system flow
National Audit of Intermediate Care 2014

Intermediate care capacity
Approx £3m per 100,000 population

(50% of required capacity)

The Acute Hospital
Front End Back   End

6% of  
referrals  

to IC  
from A&E

Average  
wait for  

IC approx. 
6 days

1:   Foreword 
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Remember, when we talk about the “hospital 
is full” what we really mean is that the 
“community is full” and patients needing 
urgent and emergency care are spilling 
over into the front end of the hospital, or 
backed up in a queue for discharge, waiting 
for space in community services. The audit 
demonstrates that there is insufficient 
intermediate care capacity for a prominent 
presence in A&E (an estimated 30% of acute 
admissions might be avoidable), and the 
average waiting time for a place in a home 
based intermediate care service is currently 
six days (higher than previous years). Undue 
waiting in hospital is highly damaging for 
older people. A wait of more than two days 
negates the additional benefit of intermediate 
care, and seven days is associated with a 
10% decline in muscle strength, hardly an 
advantage for people with frailty for whom 
muscle weakness is a defining characteristic. 
Perhaps these unnecessary waits in hospital 
explain the increasing lengths of intermediate 
care stay reported in the audit, and so the 
whole system deteriorates. Yet, some hope 
emerges in the between-locality spread of 
the intermediate care investment. Some 
places have achieved an intermediate care 
commissioning value of over twice the 
national average. This implies that larger 
volume services are realistic. 

This audit is an essential tool for local health 
and social care communities to reflect on 
practices. Commissioners may wish to use the 
information to scale up some teams; merge 
others. For providers incremental changes to 
team skills and structure perhaps reflecting 
on the important finding from this audit that 
the multidisciplinary teams with the broadest 
team membership are associated with the 
best outcomes. Individual teams should take 
note of the PREM findings (similar to last year) 
that many users of intermediate care services 
report less involvement with care decisions 
than they would like.  

What else? There are two new challenges 
we might reasonable place at the feet of the 
Audit Steering Group. Firstly, in the world 

of lumpers or splitters, the National Audit of 
Intermediate Care has quite reasonably split 
the audit results into the four index services 
(crisis response; home based; bed based; 
and re-ablement). Yet, increasingly we will 
wish to assess the wholeness of intermediate 
care as a vital system function embedded 
and closely integrated within other health 
and social care services. Secondly, there is a 
major learning opportunity within this large 
audit to locate the health and social care 
communities who are distinctive outliers in 
terms of the co-incidence of best outcomes, 
best patient experience and best productivity. 
With the permission of these sites, informative 
case studies might be constructed to the 
benefit of all of us who care about improving 
intermediate care services. 

Professor John Young,  
National Clinical Director for the  
Frail Elderly and Integration

Consultant Geriatrician  
Bradford Teaching Hospitals  
NHS Foundation Trust
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The National Audit of Intermediate Care 
(NAIC), now it its third year, provides a 
unique, “bird’s eye” view of intermediate care 
commissioning and provision in England. 
The organisational level of the audit covered 
four service categories (crisis response, 
home based intermediate care, bed based 
intermediate care and re-ablement services) 
for the second year running, enabling a 
comprehensive picture of services that 
support, typically older, people after leaving 
hospital or at risk of being sent to hospital to 
be built up, and allowing changes between 
the years to be reviewed. As in previous 
years, this section of the audit highlighted the 
very wide variation in service configuration, 
scale and performance between services in 
different areas of the country.

The successful service user level audit 
undertaken in 2013 has been extended 
in NAIC 2014 to include a service user 
questionnaire for home based services, in 
addition to a service user questionnaire for 
bed based services and Patient Reported 
Experience Measures (PREM) for bed, home 
and re-ablement services. The large data set 
gathered has enabled the audit to consider 
in more detail the profile of intermediate 
care service users and, importantly, to begin 
to assess the factors that may impact on 
outcomes.  

The key themes evident from NAIC 2014 are 
as follows:

Integration

As discussed at last year’s NAIC conference, 
intermediate care is at the forefront of 
the integration agenda with the NHS and 
Local Authorities having worked together 
to commission and provide intermediate 
care services for many years. In 2013, the 
Better Care Fund (BCF) was introduced to 
encourage closer working between health and 
social care through the wider use of pooled 

budgets. NAIC 2014 demonstrated that the 
use of formal Section 75 pooled budget 
arrangements is on an upward trend.

During 2014 a new “national expectation” 
of a 3.5% reduction in emergency 
admissions was set by NHS England as 
part of the BCF requirements, in addition 
to five key performance metrics. The whole 
system performance goals monitored by 
commissioners for intermediate care (see 
Quality Standards section 7.2) align closely 
with the BCF metrics including total  
non-elective admissions to hospital, permanent 
admissions of older people to care homes 
and delayed transfers of care, suggesting 
commissioners see intermediate care as a  
key component of their strategy to meet the 
BCF targets. 

Patient reported experience of intermediate 
care

Over 4,600 PREM forms were received from 
home and bed intermediate care services and 
re-ablement services. The results showed 
a very high level of satisfaction with these 
services. In particular, the proportion of 
service users who felt they were treated with 
dignity and respect was high (more than 89%) 
across all three service categories (section 
6.3). A new question was introduced on 
whether service users felt less anxious since 
having the service and over three quarters of 
service users agreed, suggesting services are 
having a positive impact on mental health. 

The results reflect the hard work and 
compassion of front line staff in intermediate 
care services. However, as is always the case 
with such surveys, some areas for potential 
improvement were highlighted particularly  
in communication with service users about 
their care, timing of visits, shortage of staff 
resulting in rushed visits and communication 
with family members. 

2: Executive summary 
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Demand and capacity

In NAIC 2012, it was calculated that 
intermediate care capacity needed to 
approximately double to meet potential 
demand (NAIC 2012 Report). In common 
with the findings in NAIC 2013, although 
a small number of health economies are 
investing at high levels, particularly in home 
based intermediate care services, there is no 
evidence in the 2014 audit of a national trend 
towards materially higher investment levels in 
intermediate care (section 6.4). 

The split of step up and down capacity is 
similar to last year for home based services 
(section 6.5). Bed based services have shown 
a slight reduction in the proportion of referrals 
from acute trusts although this may be due 
to the change in the bed based sample this 
year. In contrast, re-ablement services have 
reported a marked increase in the proportion 
of step down activity. Although this change 
may indicate closer working between 
secondary care and Local Authorities, it may 
also be putting pressure on step up capacity 
in re-ablement in some localities.

Service accessibility

Waiting times, highlighted as an area for 
improvement last year, remain a concern in 
NAIC 2014 (section 6.5). The average time 
from referral to assessment for crisis response 
services has increased from 7.3 hours (NAIC 
2013) to 8.9 hours (NAIC 2014). A fast 
response from these services is clearly key to 
achieving the goal of admission avoidance. 
The average waiting time from referral to 
assessment is now over 6 days for home and 
5 days for re-ablement services. Waits for bed 
based services are static at around 3 days 
from referral to commencement of service. 
Given the high proportion of service users 
waiting in hospital beds these waiting times 
represent a lost opportunity for efficiency 
gains in secondary care as well as creating a 
poor care experience for service users that 
may impact on the effectiveness of their 
rehabilitation (An estimate of post-acute 

intermediate care need in an elderly care 
department for older people, Young J, Forster 
A, Green J, 2003).

The findings on worsening waiting times 
reinforce the view that current levels of 
capacity are insufficient to meet demand.

Use of resources

Length of stay has increased in home based 
intermediate care services by 1.9 days to 30.4 
days and in bed based services by 1.1 days to 
28.0 days (section 6.6). The duration of stay 
for re-ablement services at 32.7 days is very 
close in the NAIC 2013 result. The increase 
in length of stay in bed based services may 
reflect the increase in dependency of service 
users in this service category this year (see 
section 6.9, intermediate care outcomes). 
Data on change in dependency is not yet 
available for home based and re-ablement 
services. New analysis of service user data 
this year found no relationship between 
length of stay and outcomes for either bed or 
home based services. 

Appropriateness of skill mix

A new finding for NAIC 2014 suggests a 
strong positive link between outcomes and 
the number of different staff disciplines the 
service user came into contact with, in both 
bed and home based intermediate care 
services (section 6.7). The finding is consistent 
with research that supports the effectiveness 
of multi-disciplinary team working (Smith, 
Harrop, Enderby, Fowler-Davies, Exploring 
Differences between Different Intermediate 
Care Configurations. A Review of the 
Literature, 2013).

As highlighted last year, mental health 
workers are rarely included in the 
establishment of intermediate care services. 
However, the proportion of services 
confirming that all members of the team 
have received training in mental health and 
dementia care has increased in all service 
categories this year (section 7.3, table 7.3.8). 
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The picture for “quick and ready” access 
to specialist mental health skills is more 
mixed, with the proportion stating “yes” 
in crisis response and bed based services, 
lower than last year (section 7.3, table 7.3.6). 
As discussed at the NAIC conference in 
November 2013, given the prevalence of 
dementia in older people, there is clearly 
further improvement to be made in this area.

Dependency and outcomes within 
intermediate care

As noted above, average dependency on 
admission into bed based services has 
increased in NAIC 2014 (section 6.9).

The data collected through the service user 
questionnaire suggested the vast majority of 
people experienced a positive outcome; 92% 
of service users in home based care and 94% 
in bed based care maintained or improved 
their level of functioning across a range of 
everyday activities. Evidence was found 
in both bed and home based intermediate 
care services that women, who make up 
two thirds of service users, are, on average, 
more independent than men on admission to 
intermediate care and make bigger outcome 
gains (calculated as change in outcome 
measure scores between admission and 
discharge), despite the fact than female 
service users are, on average three years older 
in bed based services and two years older 
than men in home based services (sections 
6.8 and 6.9). 

The relationships between age and starting 
dependency (section 6.8) and between 
age and outcome were considered in the 
audit (section 6.9). For both bed and home 
services, the results showed that the starting 
level of dependency is in the same range 
regardless of age and that older people are 
no less likely to improve, confirming that 
intermediate care is effective across the full 
age range of service users.
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3: Introduction 

The National Audit of Intermediate care 
is now in its third year of reporting. The 
presentation of the results has changed 
this year. This report is a stand-alone 
report providing a summary of the findings 
from both the commissioner and provider 
aspects of the audit. The report explores 

the key themes and trends over three years 

of the audit. In addition to a review of the 

commissioner level audit, the report provides 

comparison of the results for the four service 

categories included in the provider level 

audit; crisis response services, bed based 

intermediate care services, home based 

intermediate care services and re-ablement 

services. Results on compliance with quality 

standards for commissioners and providers 

are also included. In addition to this summary 

report, there are stand-alone reports 

describing the detailed findings from the 

commissioner and provider levels of the audit. 

The reports can be found at:  

www.nhsbenchmarking.nhs.uk/National-Audit-

of-Intermediate-Care/year-three.php

The reports present findings from data 

collected during 2014 in respect of 2013/14. For 

comparison, data collected through the audit 

in 2013 in respect of 2012/13 is referenced.

The audit is a partnership project between 

the British Geriatrics Society, the Association 

of Directors of Adult Social Services, AGILE - 

Chartered Physiotherapists working with older 

people, the College of Occupational Therapists 

- Specialist Section Older People, the Royal 

College of Physicians (London), the Royal 

College of Nursing, the Patients Association, 

the Royal College of Speech and Language 

Therapists, and the NHS Benchmarking 

Network. A Steering Group (Appendix 1) 

comprising representatives from the partner 

and participating organisations guided the 

audit. Project management, data collection, 

analysis and event management were provided 

by the NHS Benchmarking Network.

Terminology

Throughout the three year period of the 

audit, the same definitions of intermediate 

care have been used to ensure consistency 

of approach. As the terms ‘intermediate care’ 

‘rapid response’, ‘rehabilitation’, ‘re-ablement’ 

and ‘enablement’ can mean different things 

in different areas around the country, a plain 

English explanation was developed for NAIC 

2013 and has been used again in NAIC 2014 

(see box).

This explanation is consistent with the 

definition of intermediate care provided by 

the Department of Health (Intermediate 

Care - Halfway Home, DH 2009); “a range of 

integrated services to promote faster recovery 

from illness, prevent unnecessary acute 

hospital admission and premature admission 

to long-term residential care, support timely 

discharge from hospital and maximise 

independent living”. This definition has been 

used to decide which health and social care 

services should be included in the National 

Audit of Intermediate Care.
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NAIC 2014

The content of NAIC 2014 builds on the learning 

from the first two years of the project. Feedback 

received from participants was considered 

and the Steering Group agreed the following 

developments for 2014:

• To keep crisis response as a section of the 

audit in its own right, as this is providing 

valuable benchmarking information on  

these services.

• To continue to keep home based 

intermediate care services and re-ablement 

services as separate sections for the time 

being due to the differing nature of activity 

currencies used in monitoring these services.

• A continued emphasis on quality and 

identifying what works best in  

intermediate care.

• Continuing to examine variation and 

effective use of resources in  

intermediate care.

• Development of a standardised outcome 

measure for home based intermediate  

care services.

• Services were given the option of “opting-

in” at the registration stage of the audit 

to the service user element. Home based 

intermediate care services were given the 

option of either completing both the new 

service user questionnaire and the PREM,  

or opting in to the PREM only. 

• Further refinement of the PREM for bed 

based, home based and re-ablement 

services, and a change in the open narrative 

question asked of service users/carers.

• Development of detailed case studies of 

high performing intermediate care services, 

including updates to those case studies 

identified in previous years. 

What is intermediate care?

Intermediate care services are provided 
to patients, usually older people, after 
leaving hospital or when they are at risk of 
being sent to hospital. The services offer a 
link between places such as hospitals and 
people’s homes, and between different 
areas of the health and social care system 
– community services, hospitals, GPs and 
social care.

What are the aims of intermediate care?

There are three main aims of 
intermediate care and they are to:

•  Help people avoid going into hospital 
unnecessarily;

•  Help people be as independent as 
possible after a stay in hospital; and

•  Prevent people from having to move 
into a residential home until they really 
need to.

Where is intermediate care delivered?

Intermediate care services can be 
provided to people in different places, 
for example, in a community hospital, 
residential home or in people’s  
own homes.

How is intermediate care delivered?

A variety of different professionals can 
deliver this type of specialised care, from 
nurses and therapists to social workers. 
The person or team providing the care 
plan will depend on the individual’s 

needs at that time. 



NHS England has endorsed the 2013 audit 

and actively encouraged CCGs to take part in 

NAIC 2014. The endorsement was included in 

all marketing material sent to potential audit 

participants. Also in 2014, HQIP announced that 

the National Audit of Intermediate Care had 

been included on the 2014/15 Quality Accounts 

list. It is mandatory for NHS Trusts to produce 

a quality account every year which details the 

Provider’s participation in clinical audits. As the 

NAIC has now been included on the HQIP list, 

providers must take part in the audit, unless they 

have a sound rationale for not participating. 

Further, the Department of Health (DH) this 

year has been working with the NHS to produce 

reference costs for intermediate care services. 

In developing the reference costs definitions 

for intermediate care, the DH has referenced 

extensively the definitions used for the NAIC, and 

the new reference costs guidance now aligns 

with the NAIC definitions. For Trusts, this should 

mean that they are applying the same principles 

for the reference costs as for NAIC, for the health 

funded elements of intermediate care. 

Both the 2012 and the 2013 audit reports were 

welcomed by the DH and NHS England as an 

important contribution to our understanding of 

how intermediate care services have developed 

nationally and the key issues that need to be 

addressed in future policy discussions. At a local 

level, the audit reports and online benchmarking 

toolkit have stimulated considerable debate 

amongst commissioners and providers about 

the future development of intermediate care 

within the context of varying health and social 

care service configurations, and has assisted 

with providing evidence for local service reviews. 

Nationally, this year, with the announcement of 

the £3.8 billion Better Care Fund, participating 

in NAIC 2014 will give local health and social 

care economies valuable insight and evidence to 

support their bids against the fund.

Objectives

The objectives of the NAIC 2014 are:

1. To assess progress against the NAIC quality 

standards established in the first two years 

of the audit.

2. To assess performance at the national and 

local level against the key performance 

indicators and outcome measures included 

in the audit. 

3. To review and continue to develop the 

PREM introduced in 2013. 

4. To develop standardised outcome measures 

for home based intermediate care services, 

building on those developed for bed based 

intermediate care services in 2013.

5. To continue to share good practice in 

intermediate care services.

6. To inform future policy development within 

the DH and NHS England.
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4.1: Scope

The four categories of service defined for the 

2013 audit have been used again in 2014; crisis 

response, bed based intermediate care, home 

based intermediate care and re-ablement. 

The defining features of these categories 

(setting, aim of service, period of service and 

nature of workforce) are set out in a table at 

Appendix 3. Crisis response is distinguished 

by the short term nature of the interventions; 

up to 48 hours only. Bed based services are 

distinguished by their setting. Home based 

intermediate care services are provided to 

service users in their own homes by a multi-

disciplinary team but predominantly health 

professionals. Re-ablement is provided to 

service users in their own homes by a multi-

disciplinary team but predominantly social 

care professionals. These categories were 

developed to ensure comparability when 

benchmarking and to allow for the different 

units of currency used in health and social care 

(for example to record activity). The definitions 

were circulated widely to audit participants.

Although feedback suggests increasing 

integration between health and social 

care, it was decided to keep home based 

intermediate care services and re-ablement 

services separate again in 2014. However,  

the Steering Group will continue to keep 

service definition categories under review,  

as the audit evolves.

4.2: Eligibility, recruitment and registration

All commissioners and providers of 

intermediate care across the NHS in England, 

Wales and Northern Ireland were invited 

to participate in the audit.  NHS Scotland 

decided not to participate due to a separate 

national intermediate care work programme. 

Letters inviting organisations to register 

were sent to the Boards of all CCGs, Local 

Authorities, Health & Wellbeing Boards and 

Trusts in the NHS, together with a detailed 

proposal for the audit. 

As in previous years, the audit operated using 

a subscription model with commissioners 

able to register on behalf of their health 

economies and an option for providers to sign 

up independently, should their commissioner 

decline to participate. The fees for participating 

remained as the same for NAIC 2013.

Organisations were asked to register online, 

with commissioners asked to list the providers 

covered by their subscription. Providers were 

then requested, via automated emails, to go 

online and register the services they wished 

to be included in the audit under the four 

categories discussed above. At registration 

stage, all providers were also asked whether 

they wished to “opt-in” to the service user 

element of the audit. 

4.3: Audit structure and content

The audit was structured with organisational and 

service user level components. As in the previous 

years of the study, the organisational level audit 

included separate sections for commissioners 

and providers of intermediate care. 

Commissioners were asked to provide a 

response covering all intermediate care 

services commissioned in their health 

economy. Questions for commissioners 

covered the following topics:

•   Quality standards (based on Intermediate 

Care - Halfway Home, DH 2009)

•  Services commissioned

•  Access criteria

•  Intermediate care funding

•  Bed based activity

•  Home based activity

•  Re-ablement activity

4:   Methodology 
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Providers were asked to give responses 

for each service identified at registration. 

Questions, which varied to some extent for 

each of the four service categories, covered 

the following topics:

•   Quality standards (based on Intermediate 

Care - Halfway Home, DH 2009)

•  Services provided

•  Funding 

•  Activity

•  Workforce

Audit questions underwent some refinement 

from 2013 to 2014 where required, for 

example, to clarify definitions. However, 

changes were kept to a minimum to ensure 

comparability between years. 

The format and content of the service 

user level audit for 2014 was changed 

slightly from that undertaken in 2013. NAIC 

2013 concentrated upon a service user 

questionnaire for bed based services, a PREM 

for bed based services, and a PREM for both 

home and re-ablement services, with slightly 

different questions developed to reflect the 

different settings of care. Bed based services 

were requested to complete service user 

questionnaires for 50 consecutive admissions 

to services, and hence 50 PREM forms 

administered, and PREM forms administered 

to 250 consecutive discharges for home 

and re-ablement services. In 2014, following 

feedback from participants, this was changed 

as follows:-

•  A new home based service user 

questionnaire was developed for home 

based intermediate care services (see 

section 4.4 below for a description of its 

development) and services were requested 

to administer this to 100 consecutive 

admissions to the service. 

•  Home based services were requested 

to administer the PREM form to 100 

consecutive discharges from the service. 

This was reduced from 250 in NAIC 2013 as 

feedback suggested that 250 was too large 

a sample to complete in the timescale.

•  Re-ablement services were requested 

to administer 100 PREM forms to 100 

consecutive discharges from the service.

•  As mentioned earlier, services had to “opt-

in” at the registration stage to the service 

user element of NAIC 2014. This year, 

home based services were able to choose 

whether they administered the service user 

questionnaire and the PREM, or just the 

PREM only. 

Bed based intermediate care services were 

required to administer the service user 

questionnaire to 50 consecutive admissions, 

and hence ask service users to complete  

50 PREMs, as in 2013.

4.4:  Development of the service user 
questionnaires and PREM for NAIC 2014

Service user questionnaire development for 
NAIC 2014

The service user questionnaire for bed based 

services was unchanged from NAIC 2013. 

A new service user questionnaire for home 

based intermediate care services was 

developed by the Steering Group. The 

outcome measures included for home based 

intermediate care services were as follows:

1. Discharge destination: Questions were 

included on the service user’s normal living 

arrangements and discharge destination 

so that change in the dependency level 

of living arrangements could be used as a 

proxy outcome measure. This approach was 

used successfully in NAIC 2012 & 2013.
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2. Sunderland Community Re-ablement 
Scheme (adapted from the Derby Outcome 
Measure): The Steering Group reviewed a 

number of outcome tools currently in use in 

home based intermediate care services. As 

in NAIC 2013, much debate was generated 

about which outcome measure to use. It 

was agreed that the tool currently used by 

the Sunderland Community Re-ablement 

Scheme (adapted from the Derby Outcome 

Measure) would meet the needs of a 

standardised outcome measure for home 

based intermediate care services. The 

Steering Group decided to supplement this 

outcome measure with two elements of the 

Therapy Outcome Measures (TOMs).

3. Therapy Outcome Measure: It was 

agreed to use the ‘Participation’ (social 

engagement) and ‘Wellbeing’ elements 

from the Therapy Outcome Measure tool. 

The Therapy Outcome Measure is a well 

validated tool which facilitates a cross-

disciplinary method of gathering information 

on a broad spectrum of issues associated 

with therapy and rehabilitation. It has been 

used in many research studies and is in use 

in many therapy services across the NHS. 

Permission to use both outcome measures was 

sought and agreed.

In choosing these tools for inclusion in the 

audit, the Steering Group is not endorsing 

the use of these particular tools over other 

possible tools. The Group is merely making a 

practical suggestion that services standardise 

around a commonly accepted and utilised 

tool, as a way of moving the agenda on the 

measurement of effectiveness forward.  

The outcome measures used in NAIC 2014  

will be reviewed by the Steering Group 

following feedback from participants on ease 

of use and relevance.

The service user questionnaire was designed to 

be used prospectively to overcome some of the 

technical limitations of retrospective samples. 

A draft of the service user questionnaire for 

home based intermediate care services was 

piloted by home based intermediate care 

services in Bolton, Brighton & Hove, and 

Bristol. Feedback from the pilot sites was 

used to refine the questions and develop the 

instruction booklets for participants. 

PREM development for NAIC 2014

The PREM was first utilised in NAIC 2013 

following development by the Steering 

Group with the Patients Association and 

rigorous testing with service users. Following 

completion of the 2013 audit, further analysis 

of the 2013 PREM data was undertaken 

by the Academic Unit of Elderly Care 

and Rehabilitation, Bradford Institute for 

Health Research and some suggestions for 

improvements made. 

The Bradford analysis enabled redundant 

questions to be removed and replaced by  

six new questions for the bed PREM and 

four new questions for the home PREM. The 

Steering Group reviewed a number of additional 

PREM questions by first identifying whether 

the PREM questions would be suitable for bed 

based intermediate care services, home based 

intermediate care/re-ablement services and/or 

both. The identified redundant questions were 

included, as were questions developed by the 

Picker Institute for the Integrated Care agenda, 

questions from the Adult Social Care Outcomes 

Toolkit (ASCOT) developed by the University of 

Kent; four level self-completion questionnaire 

(SCT4), and from the Subjective Index of 

Physical and Social Outcome (from Trigg et 

al 2000) – SIPSO as being the most relevant 

question set for intermediate care. 

At this stage, the consensus group were asked 

to suggest new questions to cover aspects 

of intermediate care not covered by existing 

questions; in particular, a new question tackling 

the issue of social isolation was formulated. 

Once questions had been identified by the 

Steering Group as suitable for inclusion in a long 

list, further short lists and the final lists of bed 



and home PREM questions were developed 

through the use of the Delphi Technique. In 

addition, all questions were coded to one of 

four domains to ensure that all aspects of care 

were covered, as perceived by the Steering 

Group. The four domains were experience, 

activity, participation and wellbeing. 

Once the short list had been agreed, these 

were rigorously tested by service users in 

both bed and home based intermediate care 

services by the Patients Association.  

The PREMs were further refined following  

the testing by service users. 

All PREM question wording used an “I” rather 

than “you” statement following the approach 

adopted by National Voices.

The open narrative question

Feedback from participants on the wording 

of the open narrative question in NAIC 2013, 

suggested that that participants might 

interpret the question as being compulsory. 

The open question had been worded in NAIC 

2013 as “We are always trying to improve our 
services. Please would you tell us one thing 
we could improve that would have made 
our service better for you” For NAIC 2014, 

the Steering Group agreed that this should 

be re-worded to “Do you feel that there 
is something that could have made your 
experience of the service better?” Yes/No  
“If yes, please could you detail here …” 

4.5: Data collection

The data collection process was managed by the 

NHS Benchmarking Network with data collection 

for the organisational level audit taking place 

between 27th May 2014 and 25th July 2014. Data 

were requested for 2013/14 outturn only. 

Data collection for the organisational level 

audit was via a bespoke web based data entry 

audit tool, completed directly by participants, 

as in previous years. The website and data 

base are hosted within the NHS secure N3 

network. Access to the tool was controlled via 

unique identifiers and passwords assigned to 

individuals as part of the registration process. 

The audit tool included guidance on how 

to complete the audit and assistance with 

definitions. Data collection was also supported 

by a telephone helpline to deal with specific 

queries. Over 220 queries were received by 

the helpline, enabling the NHS Benchmarking 

Network team to provide advice on issues such 

as whether or not a service should be included 

as intermediate care and how to manage data 

entry for particular service configurations. 

There were 15% fewer queries than for NAIC 

2014, suggesting that participants are requiring 

less help to complete the data collection. 

The data collection for the service user level 

audit was via paper forms completed by 

clinicians (for the bed and home based service 

user questionnaires) and services users for 

the PREM forms between 22nd May and 29th 

August 2014. Service users were provided with 

freepost envelopes to return the PREM forms. 

All forms were returned to the Document 

Capture Company who scanned and collated 

the data and provided a data file to the NHS 

Benchmarking Network for inclusion in the 

audit analysis.

No patient identifiable data was collected in 

any section of the audit.

4.6: Other data sources

Data on CCG registered and weighted 

populations were requested at the registration 

stage. For those CCGs requiring additional 

help, the population data were extracted 

from NHS England 2014-15 and 2015-16 CCG 

Allocations – Overall CCG weighted populations 

(Gateway reference number: 01356). This was 

used in the calculation of benchmarks per 

100,000 population within the analysis of the 

commissioner data. This was the most up-to-

date list of population figures available at the 

time of publication. 
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5.1: Participation

As in previous years, involvement in the audit 

was voluntary through a subscription model. 

There was a high level of engagement with a 

total of 90 commissioning groups registering 

their health and social care economy to join the 

audit (compared to 92 in 2013). The number of 

commissioning groups who went on to provide 

data for the commissioner level audit was 75. 

Some organisations made joint submissions; the 

total number of individual CCGs participating 

was 89 and Local Authorities, 47.

Data was provided by 472 services registered 

by 124 providers (60 crisis response, 142 home 

based intermediate care services, 200 bed 

based services and 70 re-ablement services).  

A total of 3,548 service user forms were 

returned from 114 bed based intermediate 

care services and 1,739 completed PREM 

forms were received direct from service users 

in 140 bed based services.  For home based 

intermediate care services, 80 different services 

returned a total of 3,830 service user forms and 

2,073 completed PREM forms were received 

direct from service users in 101 services.  832 

completed PREM forms were received from 

service users in 37 re-ablement services. In 

total, 7,378 service user forms and 4,644 PREM 

forms were returned.

For NAIC 2014, the Healthcare Quality 

Improvement Partnership (HQIP) announced 

that the National Audit of Intermediate Care 

was to be included on the 2014/15 Quality 

Accounts list. Given that it is mandatory 

for NHS Trusts to produce a quality 

account every year detailing the provider’s 

participation in clinical audit, providers 

of intermediate care services should be 

participating in the audit. The NAIC Helpline 

received a number of queries requesting 

assistance from providers in interpreting 

whether they should be participating. 

NHS England has endorsed the 2013 audit 

and encouraged CCGs take part in NAIC 2014. 

This was reflected on the marketing material 

sent out to potential audit participants. 

5.2: Completeness of data

The level of completeness of the audit by 

providers was generally high as summarised in 

the tables in Appendix 4. Commissioner data 

was less complete which is discussed further 

in section 3.1 of the NAIC Commissioner 

Report 2014.

5.3: Data validation

Validation controls were implemented on 

several levels within the data collection 

tool. Information buttons containing data 

definitions to ensure the consistency of 

data supplied were available throughout the 

tool. System validation was implemented to 

protect the integrity of the information being 

recorded (e.g. allowable ranges, expected 

magnitude, appropriate decimal places and 

text formatting). Integrity checks were also 

incorporated into the underlying database 

structure, for example, the use of uniqueness 

constraints to prevent the creation of 

duplicate records.

Work was undertaken with participants via 

the helpline throughout the registration and 

data collection phases to ensure services 

complied with the audit definition of 

intermediate care and were included in the 

correct service categories.

Review of the charts generated from the 

data analysis identified a number of outlying 

positions that may indicate incorrect data 

and these data items were queried directly 

with participants. 60 separate queries were 

raised with providers and 60 queries were 

raised with commissioners. There were less 

validation queries than last year suggesting 

that audit participants were becoming 

more familiar with data definitions and 

requirements. 

5:   Participation and data quality 





This section discusses the key themes evident 
from the results of NAIC 2014, which can be 
found in detail in the separate commissioner 
and provider reports. Trends over the 
three years of the audit (where available) 
and comparison of the results for the four 
service categories included in the audit, are 
considered.

6.1: Profile of audit participants

In 2014, the number of commissioning groups 

who provided data was 75. Some organisations 

made joint submissions; the total number 

of individual CCGs participating was 89 and 

Local Authorities, 47 (compared to 19 Local 

Authorities taking part in NAIC 2013). 

As the audit is voluntary, the organisations 

participating will change year on year.  

It is estimated that 65% of the CCGs involved 

in 2014, also completed the audit in 2013.  

In addition, the involvement of Local 

Authorities has increased significantly this  

year and this has influenced the nature of  

the provider services included. 

124 provider organisations participated in the 

audit, covering 472 separate intermediate care 

services. It is estimated that approximately 

50% of the NAIC 2014 sample took part in 

NAIC 2013.

The impact of improved Local Authority 

participation is evident in the increase in the 

proportion of care homes (and decrease in 

proportion of community hospitals) in the 

sample of bed based intermediate care units 

covered by the audit in 2014.

6.2: Integration

In 2013, the National Collaboration for Care 

and Support published Integrated Care and 

Support: Our Shared Commitment. This was 

followed in June 2013 with the announcement 

of the BCF “a single pooled budget for 

health and social care services to work more 

closely together in local areas, based on a 

plan agreed between the NHS and Local 

Authorities”. CCGs were asked to agree 

five year strategies, including a two year 

operational plan that covers the BCF through 

their Health and Wellbeing Board. 

A benchmarking project on integrated care 

being undertaken by the NHS Benchmarking 

Network suggests that intermediate care is  

a key work stream within the integration 

agenda in many areas, with 57% of Integrated 

Care Boards having responsibility for 

intermediate care. 

The whole system performance goals 

monitored by commissioners for intermediate 

care (see Quality Standards section 7.2) align 

closely with the BCF performance metrics 

including total non-elective admissions to 

hospital, permanent admissions of older 

people to care homes and delayed transfers 

of care. The list of BCF metrics also includes 

the proportion of older people (65 and over) 

who are still at home 91 days after discharge 

from hospital into re-ablement rehabilitation 

services. The inclusion of this metric highlights 

the key role for intermediate care in delivering 

the integrated care agenda.

At the strategic level of the health and social 

care system, responses in NAIC 2014 to 

questions related to the degree of integration 

were similar to NAIC 2013, with the exception 

of financial arrangements which suggest 

increasingly close working following the 

announcement of the BCF. Multi-agency 

boards are in place in 69% of health 

economies (70% in NAIC 2013). 

6: Summary of NAIC 2014 results 
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Use of formal Section 75 pooled budget arrangements is on an upward trend from 21% in NAIC 

2012 to 32% in NAIC 2013 and 38% this year. Strategic planning is undertaken jointly by health and 

local government by 88% of participants (90% last year). Local strategic plans are now in place in 

65% of responding organisations (48% NAIC 2013).

At the operational level, last year 57% of the re-ablement services completing the audit stated the 

service was integral to intermediate care with staff operating and managed together. This figure 

has risen to 59% in this year’s audit.

At perhaps the most important level, the service user level, people raised some concerns about 

lack of joined up services including too many different carers and poor communication and  

co-ordination between services, highlighting the challenge of making integration work at the 

frontline of service provision.

6.3: Patient experience of intermediate care services

In addition to the organisational level audit, as part of NAIC 2014, home, bed based and re-

ablement services took part in the service user level audit and PREM. The development of these 

instruments for the 2014 round of the audit is described in detail in section 4.4 of this report. 

Participation in the PREM in NAIC 2014 is summarised as follows:

Service 
category

Total number of organisations 
participating in the PREM Total PREM forms returned

Home 101 2,073

Bed 140 1,739

Re-ablement 37 832

As noted in section 4.4, the “bed” and “home” versions of the PREM are slightly different but 

an important question in both asked whether the service user felt they had been treated with 

dignity and respect. As illustrated in figure 6.3.1, 95.9% (NAIC 2013 95.7%), 89.4% (NAIC 2013 

93.1%) and 94.6% (NAIC 2013 93.9%) responded “yes-always” for home, bed and re-ablement 

services in NAIC 2014, respectively. For home based intermediate care and re-ablement services 

these results are close to the bar of 95% suggested by John Young, National Clinical Director for 

Integration and Frail Elderly, NHS England in his foreword to the NAIC 2013 report.  
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Figure 6.3.1: PREM question: Overall, I felt I was treated with respect
and dignity while I was receiving my care from this service
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The PREM questions also provide an insight into how involved the person receiving the service 

and/or their families/carers are in decisions about their care and treatment plans. On involvement 

in setting aims, getting answers from staff on important questions, and involvement in discussions 

and decisions, people in bed based services reported lower scores than people in home and 

re-ablement services. The results for the question “I was as involved in discussions and decisions 

about my care, support and treatment as much as I wanted to be” are shown in figure 6.3.2. 

All service categories were below the 95% target on this metric with 79.6%, 60.7% and 75.6% 

answering “Yes-definitely” for home, bed and re-ablement services in NAIC 2014, respectively.

Figure 6.3.2: PREM question: I was as involved in discussions and
decisions about my care, support and treatment as I wanted to be
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A new PREM question was introduced this year to gauge the impact of intermediate care on 

social isolation: “I feel less anxious / less worried since having this service”. The results for this 

question were generally positive with only 1.5%, 2.7% and 1.8% of service users answering “I 

disagree” to this statement for home, bed and re-ablement services in NAIC 2014, respectively 

(see figure 6.3.3).

Figure 6.3.3: PREM question: I feel less anxious /
less worried since having this service
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Bed based services score slightly lower across most of the common PREM questions.





Figure 6.4.1: Commissioner budgets for intermediate
care per 100,000 weighted population (mean)
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6.4: Demand and capacity

As part of NAIC 2012, estimates of potential demand for both step up and step down intermediate 

care services were made based on the number of emergency admissions in 2011/12 for people 

over 65 years of age, estimates of the proportion of inappropriate admissions and estimates 

of the need for post-acute care. The analysis suggested intermediate care capacity might be 

around half that required to avoid inappropriate admissions and provide adequate post-acute 

care for older people. Despite a continuing upward trend in emergency admissions (BCF historic, 

baseline and denominator data, NHS England), NAIC 2013 provided little evidence nationally that 

investment and capacity in intermediate care had increased in 2012/13.

In 2013/14,  the mean budget for home based intermediate care per 100,000 weighted population 

was £1.0 million (figure 6.4.1). However, two health economies, not taking part in NAIC 2013, 

invest materially more in home based intermediate care services than other health economies 

(approximately five times the average). When these two commissioner responses are taken out of 

the NAIC 2014 sample, the reporting on investment in home based intermediate care services is 

similar to last year (mean of £0.8m). The mean investment level for bed based intermediate care 

is slightly below the level reported by the NAIC 2013 sample at £1.2 million per 100,000 weighted 

population, with the re-ablement result very close to NAIC 2013 reported figure at £0.7 million per 

100,000 weighted population (see figure 6.4.1).

Although a very small number of health economies are investing at high levels, particularly in 

home based intermediate care services, there is no evidence in the audit of a national trend 

towards materially higher investment levels in intermediate care. 

 

Commissioners reported an average number of beds commissioned per 100,000 weighted 

population of 23.7 (NAIC 2014 sample). The result was 26.3 beds per 100,000 weighted 

population for the NAIC 2013 sample.
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Activity data provided by commissioners confirms home based services as the highest volume of 

the service categories (figure 6.4.3) with an average number of referrals per 100,000 weighted 

population of 1,014 (2013/14). As noted above, home based activity is influenced this year by 

two CCGs who invest heavily in home based intermediate care. Reduced referrals to bed based 

services (averaging 224 referrals per 100,000 weighted population for 2013/14) are consistent 

with the lower average number of beds commissioned by the NAIC 2014 sample (provider data 

suggests bed occupancy remains constant at 85%). Re-ablement referrals per 100,000 weighted 

population show an average of 583 for 2013/14, and crisis response, 618. 

Figure 6.4.2: Beds commissioned per
100,000 weighted population (mean)
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Figure 6.4.3: Referrals per 100,000 weighted population (mean)
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6.5: Service accessibility

The accessibility of alternative, community based services, particularly in a crisis situation, is a 

key issue for health economies attempting to reduce emergency admissions. Last year, the audit 

reported increased pressure to fill existing intermediate care capacity (particularly beds) with 

people leaving hospital, squeezing the capacity available for admission avoidance.

Referral sources

The referral sources data for 2013/14 is summarised in figure 6.5.1. As last year, crisis response 

services show a wide spread of referral sources suggesting these services are well integrated in 

health and social care economies. For home based intermediate care, the proportion of referrals 

from acute trusts in 2013/14 was similar to previous years (29%), consistent with the conclusion that 

around one third of home based capacity is used for step down care. Re-ablement services have 

seen a shift towards step down care in this year’s sample, with 44% of referrals from acute trusts 

compared to 35% reported in 2012/13. The increased focus of re-ablement on step down care may 

be being influenced by the BCF metric “Proportion of older people (65 and over) who were still at 

home 91 days after discharge from hospital into re-ablement/rehabilitation services”. However, the 

pressure to accommodate an increased flow of services users from secondary care, may be at the 

expense of step up re-ablement capacity in some local areas.

In contrast, bed based intermediate care units show a reduction in step down referrals from 68% 

to 60%. This may be due to the change in the sample of bed based units towards care homes 

reflecting historic referral patterns to these type of units, with higher numbers of referrals from GPs. 

Figure 6.5.1: Referral sources
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Waiting times

A second important aspect of accessibility is how long people wait for a service.

The average time from referral to assessment for crisis response services has increased from  

7.3 hours (NAIC 2013) to 8.9 hours (NAIC 2014). As in NAIC 2013, the median value was 2 hours. 

The average waiting time from referrals to assessment (in days) has increased for home based 

intermediate care (now over 6 days) and re-ablement services (now over 5 days) in 2014, as 

illustrated in figure 6.5.2. 

With a third of home and re-ablement service users waiting in hospital beds (figure 6.5.1), the delays 

represent a lost opportunity to reduce length of stay as well as creating a poor care experience for 

services users that may impact on the effectiveness of their rehabilitation (An estimate of post-

acute intermediate care need in an elderly care department for older people, Young J, Forster A, 

Green J, 2003).

For bed based services, the average time from referral to assessment was the same as last year at 

1.3 days and the average time from assessment to commencement of service was 1.4 days giving a 

total waiting time of approximately 2.7 days (2.9 days in 2013).

Figure 6.5.2: Average waiting time referral to assessment
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Opening hours

The profiles of opening hours for each of the four service categories are similar to the results 

reported in NAIC 2013 with no obvious shift towards 24/7 working. As might be expected bed 

based intermediate care services are more likely than other service categories to accept admissions 

24/7 (43%), with another 43% of the bed based sample operating an extended hours model. 

“Extended hours” means earlier than 9 am and/or later than 5 pm but not 24/7.

Extended hours is the most common model for crisis response services (69%) with 24% operating 

a full or limited 24/7 model and only 7% operating 9 am to 5 pm. Extended hours is also the most 

popular model for home based and re-ablement services (54% and 69% respectively), although 

32% of home and 26% of re-ablement services still operate 9 am to 5 pm. 



6.6: Use of resources

Cost per service user

The cost per service user was calculated by dividing the total annual service budget by the 

individual numbers of service users admitted/accepted in the period. The mean values for 2013/14 

were £1,045, £5,549 and £1,722 per annum for home, bed and re-ablement services respectively. 

The figures are in line with those reported in NAIC 2013 for 2012/13 (see figure 6.6.1).

The cost per service user for bed based intermediate care services is approximately five times 

more than for home based services. For re-ablement, the cost per service user is approximately 

65% higher than home based services despite the high proportion of support workers in the 

re-ablement skill mix (figure 6.7.3). This may be due to the higher intensity of input evident in 

re-ablement with the average input comprises 36 contact hours per service user compared to 13 

contacts per service user in home based intermediate care.

Average length of stay

The costs per service user will be affected by the average length of stay, as a high length of stay 

will reduce the throughput of service users and therefore increase the cost per person. In the NAIC 

2014 sample, average length of stay, as reported in the organisational level audit, has increased in 

home and bed based intermediate care services to 30.4 days (up from 28.5 days in NAIC 2013) and 

28.0 days (up from 26.9 days in NAIC 2013) respectively (figure 6.6.2). The duration of stay for  

re-ablement services at 32.7 days is very close to the NAIC 2013 result (32.4 days).

The duration of service in crisis response services has decreased from 137 hours (5.7 days) in 

2012/13 to 90.3 hours (3.8 days) in 2013/14. This may reflect a better understanding of the NAIC 

definition of crisis response services amongst audit participants this year.

Figure 6.6.1: Cost per service user
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Figure 6.6.3: Service user data: Change in total Modified
Barthel score against length of stay (bed based)
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Length of stay was apparent as a concern for service users in the responses to the PREM open 

narrative question, with some people feeling rushed out of services.

For all four service categories the results show a huge range in responses for length of stay (NAIC 

Provider Report 2014), raising the question of whether longer stays result in better outcomes. From 

the service user data, work was undertaken to assess whether any relationship could be found 

between length of stay and outcomes. Figure 6.6.3 shows a scatter plot of the length of stay of 

service users in bed based intermediate care against their outcome as measured by the change in 

their total Modified Barthel score. The chart shows that the range of gains in functioning made are 

similar for most people but some people achieve the gains faster than others. A similar result was 

found for home based services.

Figure 6.6.2: Average length of stay
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Figure 6.6.3: Service user data: Change in total Modified
Barthel score against length of stay (bed based)
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Intensity of input 

The intensity of input for service users in home based intermediate care and re-ablement services 

was considered in the audit. For home based services the number of contacts per service user was 

calculated, “contacts” being the common currency used in health community services as defined by 

the Department of Health for the purposes of reference costs. For re-ablement services the number 

of contact hours was used as the common currency. Hence the two service categories cannot be 

directly compared.

For re-ablement, the mean number of contact hours per service user (36 hours) is down 15% 

between the NAIC 2013 and 2014 samples (figure 6.6.5), although as noted above, length of stay 

has not changed (figure 6.6.2). In contrast, home based services show an increased mean number 

of contacts per service user of 13.2 contacts (up 12%), consistent with the increase in length of stay 

in this service category. 

Productivity

Due to the different currencies used by the service categories noted above, different productivity 

metrics were calculated for crisis, home based intermediate care and re-ablement services.

For crisis response, the number of assessments per clinical wte was used as a measure of 

productivity, giving a mean value of 105 per annum for NAIC 2014 (up 7% from NAIC 2013 (figure 

6.6.6)). For home based services, the measure used was contacts per clinical wte with a mean value 

of 646 per annum (very close to the previous year value) as illustrated in figure 6.6.7. In re-ablement 

services, contact hours per wte showed a reduction to 663 contact hours per annum (835 contact 

hours per annum in NAIC 2013 (figure 6.6.8)).

Figure 6.6.4: Mean contacts per
service user (home based IC)
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Figure 6.6.5: Mean contact hours
per service user (re-ablement)
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Figure 6.6.6: Mean asssessments
per clinical wte (crisis response)
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Figure 6.6.7: Mean contacts per
clinical wte (home based IC)
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Figure 6.6.8: Mean contact
hours per wte (re-ablement)
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6.7: Workforce

Staffing levels

Staffing levels have reduced across all service categories in NAIC 2014 sample. For home based 

and re-ablement services the number of wtes per 100 service users were 2.5 and 4.6 respectively 

compared to 2.8 and 5.5 respectively in NAIC 2013 (figure 6.7.1).  The higher staffing levels in re-

ablement reflect the greater intensity of input per service user in re-ablement (see section 6.6). The 

number of clinical wtes per bed has reduced from 1.5 in NAIC 2013 to 1.3 in NAIC 2014 (figure 6.7.2).

These findings were echoed in service user responses  to the PREM open narrative question 

where a key concern raised was a perceived shortage of staff resulting in rushed visits and 

unpredictable and inappropriate visit times.
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Figure 6.7.3: Mix of disciplines within 
intermediate care services
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Appropriateness of skill mix to clinical need

The workforce in crisis response, home based and bed based intermediate care services are 

dominated by registered nurses and health care support workers (figure 6.7.3). In contrast, social 

care support workers make up 55% of the re-ablement workforce, although this high proportion 

may reflect the way participants were asking to complete the audit where services are integrated, 

by splitting out the re-ablement and home based intermediate care elements. Crisis response and 

home based services have, on average, a higher proportion of OT and physiotherapy input than 

bed based and re-ablement services.

As identified in NAIC 2013, mental health workers are rarely included in the establishment of 

intermediate care teams. However, the proportion of services confirming that all members of 

the team have received training in mental health and dementia care has increased in all service 

categories this year (section 7.3, table 7.3.8). The picture for “quick and ready” access to specialist 

mental health skills is more mixed, with the proportion stating “yes”in crisis response and bed based 

services, lower than last year (section 7.3, table 7.3.6).

Figure 6.7.1: WTEs per
100 service users
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Figure 6.7.2:
Clinical WTEs per bed
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In addition to the skill mix from the organisational level audit shown in figure 6.7.3, data was 

reviewed from the service user audit that allowed outcomes to be compared to the number of staff 

disciplines the service user came into contact with during their intermediate care stay. For bed and 

home based services, the changes in Modified Barthel and Sunderland scores respectively were 

plotted against the number of staff types involved in the service user’s care, with both the bed and 

home results showing a clear positive relationship (figures 6.7.4 and 6.7.5). This finding is consistent 

with research that suggests intermediate care provided by multidisciplinary teams is effective 

(Smith, Harrop, Enderby, Fowler-Davies, Exploring Differences between Different Intermediate Care 

Configurations. A Review of the Literature, 2013).

Medical cover

The proportion of home based services relying on the service user’s own GP for medical cover 

appears high (72% NAIC 2014, 71% NAIC 2013) when reviewed against the levels of dependency 

of service users being cared for by these services (NAIC Provider Report 2014, section 5.6). Bed 

based services also show reliance on service user’s own GP in 14% of services. The gold standard for 

effective frailty management is a process known as “comprehensive geriatric assessment” (CGA) 

which is known to reduce mortality, institutionalisation and hospital admission and requires a fully 

staffed interdisciplinary team (British Geriatrics Society. Comprehensive Assessment of the Frail 

Older Patient. BGS, 2010). Given the uneven nature of the teams suggested by the skill mix data in 

the audit, it may be that the full benefits of CGA are not being realised.

 

6.8: Service user audit demographics and dependency

Service user questionnaires were completed in home and bed based intermediate care services  

in NAIC 2014. The bed based service user questionnaire was unchanged from NAIC 2013,  

allowing year on year comparisons to be made which are considered in detail in the NAIC Provider 

Report 2014. As described in section 4.4, the home based service user questionnaire is new this 

year. It should be noted that the bed and home service user questionnaires utilise different standard 

outcome measures; Modified Barthel for bed based services and the Sunderland Community Re-

ablement Scheme (adapted from the Derby Outcome Measure) for home based services, which 

limits the ability to make comparisons between the service categories.

Figure 6.7.4: Change in Modified
Barthel score against number of sta� types 

involved in providing care (bed based IC)
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Figure 6.7.5: Change in Sunderland
score against number of sta� types involved

in providing care (home based IC) 
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There was a high level of participation in the service user section of the audit, as follows:

Service 
category

Total number of organisations 
participating in the service user audit Total service user forms returned

Home 80 3,830

Bed 114 3,548

 

Service user sample demographics

The gender split of the service user samples in the two service categories was very similar; for 

home based service 36:64, male to female and for bed based services 35:65, male to female. 

Figure 6.8.1 compares the age profile of service users between bed and home based intermediate 

care services. As can be seen from the figure, bed based service users are, on average, older with 

a mean age of 82 years compared to 80 years for home based services. In bed based services 

23% of service users are over 90 years of age, with the eldest recorded in the sample being 110 

years old, compared to 16% over 90 years old in home based services, where the oldest person 

was 105 years old.

Analysis was undertaken to consider whether the starting dependency (as measured by the 

Modified Barthel or Sunderland score on admission) was different for men and women. In bed 

based services the mean starting Modified Barthel score for women was 55.7 and for men 53.3, 

the higher score for the Modified Barthel index meaning the female group was, on average, slightly 

more independent. The same was the case in home based services, the mean Sunderland score for 

women being 13.2 compared to 14.0 for men, suggesting the female group was again slightly more 

independent (note that the Modified Barthel and Sunderland scoring systems work in opposite 

directions).

Figure 6.8.1: Comparisons of service user age profile
between bed and home based services
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The pattern of admission sources for bed and home based sources is illustrated in figure 6.8.2.

Consideration was also given to the level of dependency of service user groups arriving from 

different care settings. In bed based intermediate care services, those arriving from home (home, 

residential care home and nursing care home) showed an average Modified Barthel score on 

admission of 53.1, compared to 55.1 from other care settings (predominantly from acute trusts).

Those from other care settings were therefore, on average, more independent than those arriving 

directly from home. For home based services, the Sunderland scores for the two groups from 

different settings were virtually identical at 13.5.

The hypothesis that there might be a relationship between age and starting dependency level was 

reviewed. In figure 6.8.3, the Modified Barthel score on admission is plotted against age for the bed 

based service sample. The chart shows, as noted above under age profile, that most service users 

are old but the starting level of dependency is in the same range regardless of age. For home based 

services the picture is similar. 

Figure 6.8.3: Modified Barthel score on admission against age in bed based services
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Figure 6.8.2: Admission source comparison of bed and home based services
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6.9: Intermediate care outcomes 

Outcomes: change in Modified Barthel and Sunderland scores

The standardised outcome measures used were the change in the Modified Barthel score for bed 

based service users and the change in Sunderland score for home based service users.

92% of people in home based care and 94% in bed based care maintained or improved their score 

on the outcome measures.

For bed based services in NAIC 2014, the average total score on the Modified Barthel on admission 

was 55 points and on discharge, 74 points, giving an average movement of 19 points. This compares 

with admission and discharge scores of 57 points and 77 points, respectively in NAIC 2013, giving 

an average change of 20 points. The findings suggest an increase in the dependency level of 

people in the bed based service user sample this year. 

For home based intermediate care services the average total score on the Sunderland tool on 

admission was 13.5 points and on discharge, 9.0 points, giving an average movement of 4.5 points. 

Data was not available for NAIC 2013 for home based services.

The outcomes for male and females were reviewed, in light of the finding in section 6.8 that in both 

bed and home services women are, on average, slightly more independent on admission than men. 

In bed based services the average gain for women was 18.1 (change in Modified Barthel score) and 

for men, 16.5, suggesting women make greater gains than men. The same pattern was observed in 

home based services where women made an average change in Sunderland score of 4.2, compared 

to 3.8 for men.

The outcomes for service users admitted from home were compared to those admitted from 

other care settings. For bed based services, the average change in the Modified Barthel score was 

16.1 for those coming from home compared to 17.9 for those from other care settings. This result 

suggests those from other care settings, on average make bigger gains despite starting from a 

“more independent” baseline than those arriving directly from home (section 6.8). For home based 

service the difference in outcomes between the two groups was pronounced. The average change 

in Sunderland score for those arriving from home was 3.0, compared to 5.3 for those coming from 

other care settings. Again those from other care settings appear to be making bigger gains, in this 

case despite their equal starting points (identical starting scores, section 6.8).

The relationship between age and outcome was considered. Figure 6.9.1 shows a plot of the change 

in Modified Barthel score against age for the bed based service user sample. The chart shows that 

people are no more or less likely to achieve gains in independence as they get older. A similar result 

was found for home based intermediate care services.

Figure 6.9.1: Service user data: Change in Modifed Barthel score against age
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Destination on discharge

Destination on discharge data was collected for crisis response, home and bed based intermediate 

care services (figure 6.9.2). All three service categories show around two thirds of service users 

going home or staying at home (63% for home, 65% for bed based services and 71% for crisis 

response services) following the intervention by the service. As would be expected, service users 

in bed based provision are more likely to be discharged to an acute hospital (14.6%) or care home 

(12.8%).  Home based intermediate care and crisis response showed similar proportions of service 

users discharged to acute care (9.4% and 9.9% respectively) and to care homes (4.1% and  

2.9% respectively).

Figure 6.9.1: Service user data: Change in Modifed Barthel score against age
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Figure 6.9.2: Destination on discharge
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7.1: Introduction

Guidance for intermediate care services was 

set out by the DH in the National Service 

Framework for Older People (DH 2001). 

Further guidance, entitled Intermediate Care - 

Halfway Home was published by DH in 2009. 

The National Service Framework for Older 

People set out key guiding principles for the 

provision of intermediate care services:

• Person-centred care

• Whole system working

• Timely access to specialist care, and

• Promoting a healthy and active life.

Halfway Home updates the original guidance 

and recommends that health and local 

government organisations, with a shared 

vision, should undertake strategic planning 

for intermediate care jointly. The guidance 

recommends a core multidisciplinary 

intermediate care team, which is led by 

a senior clinician, ideally with one overall 

manager, and closely linked to re-ablement 

services in social care. The key target groups 

for intermediate care, people who would 

otherwise face unnecessarily prolonged 

hospital stays or inappropriate admission to 

acute inpatient care, long term residential  

care or continuing NHS in-patient care,  

remain the priority.

Last year saw the publication of Integrated 

Care and Support: Our Shared Commitment, 

National Collaboration for Integrated Care 

and Support, May 2013. This document sets 

out a vision for integrated care which is highly 

pertinent to intermediate care services, which 

are at the forefront of greater integration 

between health and social care at both the 

commissioning and service provision levels.

Halfway Home was used to develop quality 

standards for commissioners and providers 

for the national audit in 2012. For 2013,  

the quality standards were reviewed by the 

Steering Group and minor amendments 

made to clarify some of the questions and to 

reflect the inclusion of social care re-ablement 

services in the audit. The questions were 

unchanged for 2014.

The following section sets out the results for 

the quality standards audit for 2014.

7.2: Results: Quality standards for 
commissioners

As explained in section 6.1 above, in 

comparing the 2014 results for quality 

standards to earlier years, it should be noted 

that the sample of commissioners completing 

the audit in the three periods (NAIC 2014, 

2013 and 2012) were different. 

Commissioner governance and strategy 
standards

The responses for governance and strategy 

standards are set out below. Commissioners 

continue to make progress with compliance in 

most areas, in particular, 65% of respondents 

now have a local intermediate care strategic 

plan (up from 48% in 2013). The small drop in 

the percentage of areas with a multi-agency 

board for intermediate care (69% compared 

to 70% last year) may be due to some areas 

have subsumed intermediate care into a wider 

Integration Board. 

7: Quality standards 
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Of those that had carried out a JSNA that 

addresses the need for intermediate care,  

65% had been updated in the last two 

financial years (compared to 83%) last year. 

Of those that have a local intermediate care 

strategic plan, 79% had been updated in the 

last two financial years (compared to 90% last 

year). 

Commissioner participation standards

As in NAIC 2013, the views of patients and 

their carers on current services and any plans 

for future service developments have been 

actively sought by 85% of commissioners.  

The most popular method for seeking service 

user views was patient surveys (used by 82% of 

respondents). Focus groups were used by 60% 

and board representation by 27%. All these 

methods have increased in popularity since 

2013, particularly board representation, up 

from 17% in 2013.

Commissioner pathway standards

The percentage of intermediate care services 

having a single point of access has remained 

at around the 60% mark over the three years 

of the audit (61% NAIC 2014, 62% NAIC 2013 

and 61% NAIC 2012). Of those that have not 

commissioned a single point of access,  

37% have considered but excluded the idea.

The number of commissioners not specifying 

the use of a shared assessment framework 

has reduced from 43% in NAIC 2013, to 34% 

this year. Locally developed frameworks have 

become the most commonly used framework 

in 2013/14 (see figure 7.2.1). 

(1) The phrase “or quality assurance” was added for NAIC 2013 and 2014.

(2) The question has been changed since 2012 when the wording was “Has a JSNA been carried out for intermediate care?”. 
This may have resulted in more participants giving a positive response in subsequent years where intermediate care is 
included within a document with a wider scope.

Table 7.2.1:  
Governance and strategy quality standards

NAIC 2012
% stating Yes

NAIC 2013
% stating Yes

NAIC 2014
% stating Yes

Is there a multi-agency board for 

intermediate care?
63% 70% 69%

Has clinical governance or quality assurance 

been incorporated into service specifications? 

(note 1)

92% 81% 84%

Is strategic planning for intermediate care 

undertaken jointly by health and local 

government?

86% 90% 88%

Has a Joint Strategic Needs Assessment that 

addresses the need for intermediate care 

been carried out? (note 2)

29% 46% 49%

Is there a local intermediate care  

strategic plan?
47% 48% 65%

Is there a single intermediate care manager 

co-ordinating all intermediate care provision 

across the CCG or Local Authority area for 

which the services are commissioned?

47% 34% 33%



Commissioner performance management standards

Halfway Home emphasises the importance of commissioners monitoring performance at both a 

strategic level, in terms of the impact of intermediate care investment on the whole health and 

social care economy, and at the operational level, by regularly reviewing service performance.  

Whilst progress has been made this year in annual monitoring of service performance  

(73% compliance, compared to 57% in 2013), less commissioners are reviewing whole system 

performance goals this year (59%, down from 66% in 2013).

 

For the commissioners that have set whole system performance goals, the common metrics utilised 

are set out in figure 7.2.2. More than 80% of commissioners that monitor performance, now look at 

non-elective hospital admissions, delayed transfers of care and admissions to long term care. The 

inclusion of these metrics as BCF metrics is likely to increase the utilisation of these key measures 

by commissioners.
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Table 7.2.2:  
Performance management quality standards

NAIC 2012
% stating Yes

NAIC 2013
% stating Yes

NAIC 2014
% stating Yes

Have performance goals have been set and 

measured for the whole of the health and 

social care system?

65% 66% 59%

Have goals that reflect the quality of the 

service and the users' experience been set?
77% 67% 66%

Have indicators to monitor the delivery 

of service performance been developed 

and reviewed at least annually for each 

intermediate care service you commission?

87% 57% 73%

Figure 7.2.1: Assessment framework used (commissioner response) 
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Where commissioners monitor the delivery of service performance of individual intermediate care 

services, the use of key measures is shown in figure 7.2.3.
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Figure 7.2.2: Whole system performance goals
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Figure 7.2.3: Key measures monitored by commissioners
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7.3: Results: Quality standards for providers

As for commissioners, in comparing the quality standards results for providers with last year,  

it should be noted that the sample of providers in 2014 is different from the NAIC 2013 sample 

(section 6.1). 

Provider participation standards

Levels of service user participation in service development remain high, as shown in table 7.3.1.

Provider clinical governance quality standards

Research suggests that intermediate care provided by multi-disciplinary teams is effective (Smith, 

Harrop, Enderby and Fowler-Davies. Exploring Differences between Different Intermediate Care 

Configurations. A Review of the Literature, 2013.) With the exception of crisis response, all service 

categories have reported increased compliance with holding regular MDT meetings in 2014.
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Table 7.3.1:  
Views of patients and their carers on current 
services and any plans for future service 
developments have been actively sought

NAIC 2012
% stating Yes

NAIC 2013
% stating Yes

NAIC 2014
% stating Yes

Crisis response services N/A 92% 89%

Home based IC services 83% 87% 92%

Bed based IC services 91% 92% 96%

Re-ablement services N/A 87% 96%

Table 7.3.2: Are multi-disciplinary team (MDT) 
meetings held once a week?

NAIC 2012
% stating Yes

NAIC 2013
% stating Yes

NAIC 2014
% stating Yes

Crisis response services N/A 80% 80%

Home based IC services 95% 87% 95%

Bed based IC services 98% 93% 98%

Re-ablement services N/A 57% 77%



The frequency of clinical governance meetings is considered as a proxy for good governance. 

As defined in Halfway Home clinical governance includes risk management, clinical audit, critical 

incident reporting and staff training. In 2014, over 69% of all services reported holding clinical 

governance meetings monthly. The proportion of services not holding clinical governance or 

assurance meetings were generally lower than last year; 2% for crisis response (4% in NAIC 2013), 

6% for home based (5% in NAIC 2013), 4% for bed based (6% in NAIC 2013) and 13% for re-

ablement services (19% in NAIC 2013).

Systems for incident reporting for intermediate care services are in place as illustrated in  

table 7.3.3. The profile of responses generally shows improved compliance for relevant  

incidents this year. 

Provider pathway standards

Although 34% of commissioners do not specify the use of a shared assessment framework  

(section 7.2), such frameworks are used in most services according to providers (see table 7.3.4 

below). Locally developed assessment frameworks are favoured by providers in all service 

categories, other than re-ablement, where 42% use the single assessment process. 
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Table 7.3.3: Incident report systems 
% stating Yes

Crisis 
response

Home 
based IC

Bed based 
IC

Re-
ablement

Emergency transfer 98% 91% 86% 69%

Falls 98% 99% 97% 94%

Hospital Acquired Infection 89% 88% 91% 67%

Medication errors 100% 97% 99% 94%

Pressure sores 100% 98% 99% 84%

Safeguarding concerns 100% 100% 100% 100%

Unexpected death 100% 96% 99% 96%

Other 98% 90% 92% 76%

Table 7.3.4:  
Assessment frameworks used 
% stating Yes

Crisis 
response

Home 
based IC

Bed based 
IC

Re-
ablement

Common assessment framework 14% 14% 15% 2%

Single assessment process 30% 24% 24% 42%

Locally developed  

assessment framework
45% 54% 49% 33%

Other shared assessment framework 5% 4% 7% 8%

No shared assessment  

framework used
7% 5% 4% 15%
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Table 7.3.5 shows compliance with care plan quality standards for each service category.. 

Table 7.3.5: 
Use of care 
plans 
% stating Yes

Crisis 
response

2013

Crisis 
response

2014

Home 
based IC

2013

Home 
based IC

2014

Bed 
based IC

2013

Bed 
based IC

2014

Re-
ablement

2013

Re-
ablement

2014

Is an 

intermediate 

care plan 

documented 

for each 

individual?

94% 98% 97% 99% 98% 100% 97% 98%

Is a 

responsible 

team 

member (or 

key worker) 

identified to 

ensure the 

care plan is 

carried out?

92% 91% 96% 95% 93% 96% 95% 96%

Do all 

individual care 

plans include 

a review 

at regular 

intervals 

within six 

weeks or less?

84% 95% 97% 98% 98% 99% 95% 98%



45

Quick and ready access to specialist skills showed variation between the types of intermediate 

care services, with bed based services, on average, having better access to specialist skills (table 

7.3.6). Both home based intermediate care and re-ablement services have improved their access 

to specialist skills in 2014. For both crisis response and bed based services, the position has 

worsened this year.

Table 7.3.6: 
Access to 
specialist 
skills 
% stating Yes

Crisis 
response

2013

Crisis 
response

2014

Home 
based IC

2013

Home 
based IC

2014

Bed 
based IC

2013

Bed 
based IC

2014

Re-
ablement

2013

Re-
ablement

2014

Speech and 

language 

therapy

62% 49% 53% 63% 76% 71% 42% 53%

Mental health 

and dementia 

care

72% 55% 53% 60% 78% 76% 53% 63%

Specialist 

elderly care 

(geriatrician)

54% 60% 45% 49% 74% 65% 34% 49%

Podiatry 56% 39% 43% 55% 71% 68% 46% 40%

Dietetics 56% 51% 48% 56% 77% 71% 34% 42%

Continence 

advice
76% 74% 72% 83% 83% 88% 57% 70%

Pharmacy 74% 55% 58% 67% 92% 86% 61% 65%

GP with 

Special 

Interest

24% 24% 16% 23% 53% 46% 27% 29%

Other 58% 45% 40% 50% 62% 58% 38% 43%
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Provider workforce standards

The discipline most often taking up the leadership role varies across the service categories (table 

7.3.7). All service categories have this year seen an increase in the proportion of services that are 

therapy led. This change is particularly evident in re-ablement services where the proportion that 

is therapy led has increased from 9% to 32%. 

Risk assessment training is mandatory in most services. All service categories have seen 

improvement in the proportion of services stating all staff have received mental health and 

dementia training (table 7.3.8).

Table 7.3.7: 
Discipline 
of senior 
clinician 
% stating Yes

Crisis 
response

2013

Crisis 
response

2014

Home 
based IC

2013

Home 
based IC

2014

Bed 
based IC

2013

Bed 
based IC

2014

Re-
ablement

2013

Re-
ablement

2014

Medical 8% 7% 3% 6% 23% 13% 4% 2%

Nurse 60% 53% 39% 33% 46% 46% 4% 2%

Therapist 18% 30% 43% 49% 14% 19% 9% 32%

Social care/

case manager
10% 7% 8% 6% 13% 19% 66% 55%

Service not 

clinically led
4% 2% 6% 5% 4% 4% 17% 9%

Table 7.3.8: 
Staff training 
% stating Yes

Crisis 
response

2013

Crisis 
response

2014

Home 
based IC

2013

Home 
based IC

2014

Bed 
based IC

2013

Bed 
based IC

2014

Re-
ablement

2013

Re-
ablement

2014

Is there 

mandatory 

training in risk 

assessment 

for all staff?

88% 98% 86% 86% 90% 89% 91% 98%

Have all 

members 

of the team 

received 

training in 

mental health 

and dementia 

care?

60% 75% 51% 64% 65% 69% 72% 81%
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Provider resource standards

The proportion of services using a shared electronic patient record has increased this year in all 

categories except crisis response (table 7.3.9). The existence of a comprehensive, shared paper 

patient record for services without an electronic record, has reduced.

Provider performance standards

Indicators to monitor the delivery of service performance have been developed and reviewed at 

least annually in 98% of crisis response services (94% in NAIC 2013), 92% of home based services 

(95% in NAIC 2013), 95% bed services (95% in NAIC 2013) and 94% of re-ablement services  

(93% in NAIC 2013). The key measures monitored by providers are set out in table 7.3.10.

Table 7.3.9: 
Patient 
records 
% stating Yes

Crisis 
response

2013

Crisis 
response

2014

Home 
based IC

2013

Home 
based IC

2014

Bed 
based IC

2013

Bed 
based IC

2014

Re-
ablement

2013

Re-
ablement

2014

Is there 

a shared, 

electronic 

patient record?

58% 53% 38% 54% 31% 46% 53% 57%

If not, is there a 

comprehensive, 

shared paper 

patient record?

78% 60% 76% 62% 87% 83% 74% 72%

Table 7.3.10: Key measures monitored 
by providers – % stating Yes

Crisis 
response

Home 
based IC

Bed based 
IC

Re-
ablement

Source of referrals 98% 92% 94% 92%

Time from referral to admission 95% 82% 78% 88%

Readmission rates to this 

intermediate care service
52% 45% 68% 60%

Documented achievement of 

individual goals
74% 83% 85% 86%

Change in functional capacity before 

and after intervention
36% 72% 82% 86%

Change in homecare package before 

and after re-ablement/rehabilitation
41% 55% 60% 80%

Other 56% 64% 77% 68%
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• Strategic planning. It is encouraging to note that the audit showed significant improvement 

in the proportion of respondents stating that there is a local intermediate care strategic plan 

(up to 65% compared to 48% last year).

• Progress on integration. Responses in NAIC 2014 to quality standards questions related 

to the degree of integration were similar to NAIC 2013. However, evidence from elsewhere 

in the audit shows a trend of increased use of Section 75 pooled budget arrangements 

between health and social care, suggesting closer working following the announcement of 

the BCF by NHS England.

• Participation. Markers of service user participation were moving in the right direction in 

NAIC 2014. More commissioner participants reported service user representation on multi-

agency boards (27% compared to 25% last year). Providers reported over 92% of all services 

had involved service users in service development. 

• Evaluation. Evaluation of the impact of intermediate care services on the whole system 

was highlighted as an area of weakness for commissioners last year. The proportion of 

commissioners stating that performance goals have been set and measured for the whole 

of the health and social care system has disappointingly reduced from 66% to only 59% in 

NAIC 2014. On a more positive note, the proportion monitoring the performance of services 

has increased from 57% to 73%. Systematic evaluation of the impact of intermediate 

care is crucial if the case to invest scarce resources to build capacity is to be made. The 

introduction of the BCF metrics should encourage the monitoring of key whole system 

metrics in the future.

• Access to specialist skills. The specialist skills listed in the audit are suggested in Halfway 

Home as those that should be readily accessible from intermediate care services. It was 

identified last year that there appear to be gaps in access to specialist services, particularly 

from re-ablement services. Although re-ablement and home based intermediate care 

services are now reporting a higher proportion of services having access to most skills, 

crisis response and bed based services are doing less well on this measure this year. For bed 

based services this result may be due to the change in the bed based sample in 2014, with 

less community hospitals and more care homes. 

 Access to specialist mental health and dementia care has worsened in crisis response 

services this year with only 55% stating they have quick and ready access compared to 72% 

last year. However, the proportion of services stating that all members of the team have 

received training in mental health and dementia care has increased in all service categories 

this year.

• Clinical leadership. The proportion of services being clinically led by a therapist has 

increased this year in all service categories with this change particularly marked in  

re-ablement services (up from 9% to 32% in NAIC 2014) and crisis response services  

(up from 18% to 30% in NAIC 2014).

7.4: Commentary: Quality standards
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8:   Audit developments 

It is intended that the National Audit of Intermediate Care will run again in 2015. Developments for 

next year’s audit will be considered by the Steering Group and wider Advisory Group following 

feedback received at the National Conference on 12th November 2014, in addition to feedback 

received from the helpline and from participant feedback forms. Key themes for consideration 

now emerging include:

•  A review of the content of the home based service user questionnaire in light of the first year of 

implementation of this tool.

•  The development of a service user questionnaire for re-ablement services.

•  How best to manage the increasing integration between home based intermediate care and  

re-ablement services.

•  Further consideration of skill mix, trans-disciplinary roles, medical cover and the impact on 

service user outcomes.

•  Consideration of how the whole system impact of intermediate care could be assessed.
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Appendix 3: Service category definitions 

The following table was supplied to audit participants to enable them to categorise services in the audit.

IC  
function Setting Aim Period Workforce Includes Excludes

Crisis response Community based 
services provided 
to service users in 
their own home/
care home

Assessment 
and short term 
interventions to 
avoid hospital 
admission

Interventions for 
the majority of 
service users will 
last up to 48 hours 
or two working 
days (if longer 
interventions 
are provided the 
service should be 
included under 
home based IC)

MDT but 
predominantly 
health 
professionals

Intermediate 
care 
assessment 
teams, rapid 
response and 
crisis resolution

Mental health 
crisis resolution 
services, community 
matrons/active case 
management teams

Home based 
intermediate 
care

Community based 
services provided 
to service users in 
their own home/
care home 

Intermediate care 
assessment and 
interventions 
supporting 
admission 
avoidance, faster 
recovery from 
illness, timely 
discharge from 
hospital and 
maximising 
independent living 

Interventions for 
the majority of 
service users will 
last up to six weeks 
(though there 
will be individual 
exceptions)

MDT but 
predominantly 
health 
professionals  
and carers  
(in care homes)

Intermediate 
care 
rehabilitation

Single condition 
rehabilitation 
(e.g. stroke), early 
supported discharge, 
general district 
nursing services, 
mental health 
rehabilitation/ 
intermediate care

Bed based 
intermediate 
care

Service is 
provided within 
an acute hospital, 
community 
hospital, 
residential care 
home, nursing 
home, standalone 
intermediate 
care facility, 
independent 
sector facility,  
Local Authority 
facility or other 
bed based setting

Prevention of 
unnecessary acute 
hospital admissions 
and premature 
admissions to 
long term care 
and/or to receive 
patients from acute 
hospital settings for 
rehabilitation and 
to support timely 
discharge from 
hospital

Interventions for  
the majority of 
service users will 
last up to six weeks 
(though there will  
be individual 
exceptions)

MDT but 
predominantly 
health 
professionals  
and carers  
(in care homes)

Intermediate 
care bed based 
services

Single condition 
rehabilitation (e.g. 
stroke) units, general 
community hospital 
beds not designated 
as intermediate care/
rehabilitation,  
mental health 
rehabilitation beds

Re-ablement Community based 
services provided 
to service users in 
their own home/
care home

Helping people 
recover skills and 
confidence to live at 
home, maximising 
their level of 
independence so 
that their need for 
on going homecare 
support can be 
appropriately 
minimised

Interventions for  
the majority of 
service users will 
last up to six weeks 
(though there  
will be individual 
exceptions)

MDT but 
predominantly 
social care 
professionals

Home care 
re-ablement 
services

Social care services 
providing long term 
care packages
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Appendix 4: Data completeness  

Data completeness for the commissioner level audit was as follows:-

Section
Number of commissioners 

contributing to each section
Section % completion

Quality standards: 
Governance

74 79%

Quality standards: 
Participation

73 84%

Quality standards: Pathways 74 81%

Quality standards: 
Performance

74 69%

Quality standards: Strategy 75 94%

Services commissioned 73 69%

Access criteria 73 86%

Funding 72 50%

Bed activity 58 86%

Home activity 48 90%

Re-ablement activity 49 94%

Crisis response 41 77%

 

Data completeness for the provider level audit was as follows:-

Section Service type
Number of services 

contributing to 
section

Section % 
completion

Quality standards: 
Governance

Bed

Home 

Crisis response

Re-ablement

97

134

48

51

97%

98%

96%

94%

Quality Standards: 
Participation

Bed

Home 

Crisis response

Re-ablement

169

134

45

51

82%

81%

78%

86%

Quality standards: 
Pathways

Bed

Home 

Crisis response

Re-ablement

157

128

44

52

97%

98%

94%

91%



57

Section Service type
Number of services 

contributing to 
section

Section % 
completion

Quality standards: 
Performance

Bed

Home 

Crisis response

Re-ablement

158

126

47

53

92%

93%

90%

92%

Quality standards: 
Resources

Bed

Home 

Crisis response

Re-ablement

158

125

46

53

98%

100%

96%

99%

Quality standards: 
Workforce

Bed

Home 

Crisis response

Re-ablement

167

133

48

54

97%

99%

94%

98%

Services provided Bed

Home 

Crisis response

Re-ablement

170

133

47

54

98%

97%

96%

99%

Workforce Bed

Home 

Crisis response

Re-ablement

167

133

48

54

97%

99%

94%

98%

Funding Bed

Home 

Crisis response

Re-ablement

142

117

34

52

82%

72%

79%

63%

Activity Bed

Home 

Crisis response

Re-ablement

153

127

45

50

72%

82%

75%

60%

Outcomes Re-ablement 36 83%
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Name of joint submission group
Organisations making up the joint 

submission group

Barnsley CCG / Local Authority Barnsley CCG

Barnsley Metropolitan Borough Council

Bassetlaw CCG Bassetlaw CCG

Bath and North East Somerset CCG and 
Council

Bath and North East Somerset CCG

Bath and North East Somerset Council

Bexley Integrated Care Collaborative Bexley CCG

London Borough of Bexley

Birmingham South Central Birmingham CrossCity CCG

Birmingham South Central CCG

Blackburn With Darwen CCG Blackburn with Darwen CCG

Bolton MBC / CCG Bolton CCG

Bolton Metropolitan Borough Council

Bradford CCGs Bradford Districts CCG

Bradford City CCG

Bradford Metropolitan District Council

Brighton and Hove Brighton & Hove CCG

Brighton & Hove City Council

Bristol CCG / City Council Bristol CCG

Bristol City Council

Bury Bury Metropolitan Borough Council

Bury CCG

Calderdale CCG/ Calderdale Metropolitan 
Borough Council

Calderdale CCG

Calderdale Metropolitan Borough Council

Central Bedfordshire Council Central Bedfordshire Council

Central Manchester CCG Central Manchester CCG

Chorley and South Ribble CCG Chorley and South Ribble CCG

City and Hackney Joint Commissioning 
Group

City and Hackney CCG

City of London

London Borough of Hackney 

North of England Commissioning Support Durham Dales, Easington and Sedgefield CCG

North Durham CCG

Durham County Council

Cumbria CCG / County Council Cumbria County Council

Cumbria CCG

Doncaster Locality Doncaster CCG

Doncaster Metropolitan Borough Council

Commissioners participating in the audit:

Appendix 5: Audit participants   
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Name of joint submission group
Organisations making up the joint 

submission group

Dudley Health and Social Care Dudley CCG

Dudley Metropolitan Borough Council

East Lancashire CCG East Lancashire CCG

East Leicestershire & Rutland CCG and 
Leicester City CCG

West Leicestershire CCG

Leicester City CCG

East Leicestershire and Rutland CCG

East Sussex East Sussex County Council

Hastings And Rother CCG

Eastbourne, Hailsham And Seaford CCG

High Weald Lewes Havens CCG

Essex County Council / CCGs Essex County Council

Basildon And Brentwood CCG

Castle Point and Rochford CCG 

Gateshead CCG Gateshead CCG

Gloucestershire Gloucestershire CCG

Gloucestershire County Council

Harrogate And Rural District CCG Harrogate and Rural District CCG

Herefordshire CCG Herefordshire CCG

Hillingdon Hillingdon CCG

Hull CCG Hull CCG

Intermediate Care Board East and North Hertfordshire CCG

Hertfordshire County Council

Ipswich and East Suffolk CCG Ipswich and East Suffolk CCG

Knowsley CCG & Knowsley MBC Knowsley CCG

Knowsley Metropolitan Borough Council

Lambeth CCG Lambeth CCG

Leeds Health & Social Care Commissioners Leeds South and East CCG

Leeds West CCG

Leeds North CCG

Leeds City Council

Lincolnshire Health and Social Care Economy Lincolnshire County Council

Lincolnshire East CCG

South West Lincolnshire CCG

South Lincolnshire CCG

Lincolnshire West CCG
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Name of joint submission group
Organisations making up the joint 

submission group

Liverpool CCG / City Council Liverpool CCG

Liverpool City Council

Medway Partnership Commissioning Team Medway CCG

Medway Council

Merton CCG Merton CCG

Newcastle West CCG Newcastle West CCG

North East Lincolnshire CCG North East Lincolnshire CCG

North Manchester locality North Manchester CCG

Manchester City Council

North Staffordshire Integrated Community 
Services

North Staffordshire CCG

Staffordshire County Council

Northern, Eastern & Western Devon CCG Northern, Eastern and Western Devon CCG

Oxfordshire Joint Commissioning Group Oxfordshire CCG

Oxfordshire County Council

Salford CCG Salford CCG

Shropshire CCG Shropshire CCG

Solihull Solihull CCG

Solihull Metropolitan Borough Council

South Cheshire and Vale Royal Vale Royal CCG

South Cheshire CCG

Cheshire West and Chester Council

South Gloucestershire South Gloucestershire CCG

South Gloucestershire Council

South Kent Coast CCG South Kent Coast CCG

South Manchester CCG and City Council South Manchester CCG

Manchester City Council

South Sefton South Sefton CCG

Sefton Council

Southern Derbyshire Integrated Care 
Implementation Group

Southern Derbyshire CCG

Derby City Council

Derbyshire County Council

Southport and Formby CCG Southport And Formby CCG

Sefton Council

Southwark CCG Southwark CCG
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Name of joint submission group
Organisations making up the joint 

submission group

St Helens CCG St Helens Metropolitan Borough Council

St Helens CCG

Stockport Non-Acute Services for Older 
People

Stockport Metropolitan Borough Council

Stockport CCG

Stoke-on-Trent Stoke-on-Trent CCG

Stoke-on-Trent City Council

Surrey Downs CCG Surrey Downs CCG

Tameside and Glossop CCG Tameside and Glossop CCG

Tower Hamlets CCG Tower Hamlets CCG

Trafford CCG Trafford CCG

Triborough Joint Commissioning West London CCG

London Borough of Hammersmith & Fulham

Central London CCG

Hammersmith and Fulham CCG

Royal Borough of Kensington and Chelsea 

Westminster City Council

Wakefield CCG Wakefield CCG

Walsall JCU Walsall CCG

Walsall Metropolitan Borough Council

Wandsworth CCG Wandsworth CCG

West Cheshire CCG West Cheshire CCG

West Essex Health and Care West Essex CCG

Essex County Council

West Kent CCG West Kent CCG

West Suffolk CCG West Suffolk CCG

West Sussex County Council West Sussex County Council 

Wiltshire CCG and Wiltshire Council Wiltshire Council

Wiltshire CCG

Windsor, Ascot & Maidenhead CCG Windsor Ascot & Maidenhead CCG

Wirral Wirral CCG

Wirral Metropolitan Borough Council
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Providers participating in the audit:

5 Boroughs Partnership NHS  
Foundation Trust

Anglian Community Enterprise CIC

Barnet, Enfield & Haringey Mental Health  
NHS Trust

Bedford Borough Council

Berengrove Park Nursing Home

Berkshire Healthcare NHS Foundation Trust

Birmingham Community Healthcare NHS 
Trust

Bolton Metropolitan Borough Council

Bolton NHS Foundation Trust

Bradford Metropolitan District Council

Bradford Teaching Hospitals NHS Foundation 
Trust

Bridgewater Community Healthcare NHS 
Trust

Brighton and Hove City Council

Bristol Community Health CIC

Buckinghamshire Healthcare NHS Trust

Bury Metropolitan Borough Council

Calderdale & Huddersfield NHS Foundation 
Trust

Camden & Islington NHS Foundation Trust

Care Plus Group

Central & North West London NHS 
Foundation Trust

Central Bedfordshire Council

Central Manchester University Hospitals NHS 
Foundation Trust

City Healthcare Partnership

Countess of Chester NHS Foundation Trust

County Durham & Darlington NHS  
Foundation Trust

Coventry & Warwickshire Partnership  
NHS Trust

Croydon Health Services NHS Trust

Cumbria Partnership NHS Foundation Trust

Derby Hospitals NHS Foundation Trust

 

Derbyshire Community Health Services  
NHS Trust

Derbyshire County Council

Doncaster Metropolitan Borough Council

Dorset HealthCare University NHS  
Foundation Trust

Durham County Council

Ealing Hospital NHS Trust

East Cheshire NHS Trust

East Lancashire Hospitals NHS Trust

East London NHS Foundation Trust

East Sussex County Council

East Sussex Healthcare NHS Trust

First Community Health and Care

Frindsbury Hall

Gloucestershire Care Services NHS Trust

Great Western Hospitals NHS  
Foundation Trust

Guy’s and St Thomas’ NHS Foundation Trust

Hampshire County Council

Harrogate and District NHS Foundation Trust

Heart of England NHS Foundation Trust

Hertfordshire Community NHS Trust

Homerton University Hospital NHS 
Foundation Trust

Humber NHS Foundation Trust

Kent Community Health NHS Trust

Kent County Council

Lancashire Care NHS Foundation Trust

Lancashire County Commercial Group

Ledbury Intermediate Care Centre

Leeds Community Healthcare NHS Trust

Leicestershire Partnership NHS Trust

Leighton Court (Wirral)

Lewisham & Greenwich NHS Trust

Lincolnshire Community Health Services

Lincolnshire County Council

Liverpool City Council
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Liverpool Community Health NHS Trust

Medway Community Healthcare CIC

Mid Essex Hospital Services NHS Trust

Mid Yorkshire Hospitals NHS Trust

Norfolk Community Health and Care  
NHS Trust

North East London NHS Foundation Trust

North West London Hospitals NHS 
Foundation Trust

Northamptonshire Healthcare NHS 
Foundation Trust

Northern Devon Healthcare NHS Trust

Northumbria Healthcare NHS  
Foundation Trust

Nottinghamshire Healthcare NHS Trust

Oxford Health NHS Foundation Trust

Oxford University Hospitals NHS Trust

Oxleas NHS Foundation Trust

Peninsula Community Health

Pennine Acute Hospitals NHS Trust

Pennine Care NHS Foundation Trust

Plymouth Community Healthcare (CIC)

Quantum Care

Rotherham Doncaster and South Humber 
NHS Foundation Trust

Royal Surrey County NHS Foundation Trust

Salford Royal NHS Foundation Trust

Sandwell & West Birmingham Hospitals  
NHS Trust

SEQOL (Care & Support Partnership CIC)

Sheffield Teaching Hospitals NHS  
Foundation Trust

Sirona Care & Health CIC

Solent NHS Trust

Solihull Metropolitan Borough Council

Somerset Partnership NHS Foundation Trust

South Essex Partnership NHS  
Foundation Trust

South Gloucestershire Council

South Warwickshire NHS Foundation Trust

South West Yorkshire Partnership NHS 
Foundation Trust

Southport & Ormskirk NHS Trust

Spiral Health CIC

St George’s Healthcare NHS Trust

St Helens & Knowsley Teaching Hospitals  
NHS Trust

St Helens Metropolitan Borough Council

Staffordshire & Stoke on Trent Partnership 
NHS Trust

Stockport NHS Foundation Trust

Stoke on Trent City Council

Strode Park Foundation

Suffolk Community Health Care (SERCO)

Sussex Community NHS Trust

Tameside Metropolitan Borough Council

The Newcastle upon Tyne Hospitals NHS 
Foundation Trust

The Royal Marsden NHS Foundation Trust

The Royal Wolverhampton Hospitals  
NHS Trust

Torbay & Southern Devon Health & Care  
NHS Trust

Tower Hamlets London Borough Council

University College London Hospitals NHS 
Foundation Trust

University Hospital South Manchester NHS 
Foundation Trust

Royal Borough of Kensington and Chelsea

West Sussex County Council

Whittington Health NHS Trust

Wiltshire Council

Windsor and Maidenhead Royal  
Borough Council

Wirral Metropolitan Borough Council

Wye Valley NHS Trust

York Teaching Hospital NHS Foundation Trust

Your Healthcare CIC
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Appendix 6: Glossary of terms   

Term Definitions

Intermediate 
care 

A range of integrated services to promote faster recovery from illness,  

prevent unnecessary acute hospital admission and premature admission 

to long-term residential care, support timely discharge from hospital and 

maximise independent living. Intermediate care services are time-limited, 

normally no longer than six weeks and frequently as little as one to two weeks 

or less. Intermediate care should be available to adults age 18 or over.

Crisis 
Response 
Services

Community based services provided to service users in their own home/care 

home. Crisis response services will usually provide an assessment and some 

may provide short-term interventions (usually up to 48 hours) with the aim 

of avoiding hospital admission. Services are usually delivered by the multi-

disciplinary team, but predominantly by health professionals.

Bed based 
services

Bed based intermediate care services are provided within an acute hospital, 

community hospital, residential care home, nursing home, standalone 

intermediate care facility, independent sector facility, Local Authority facility 

or other bed based setting with the aim of preventing unnecessary acute 

hospital admissions and premature admissions to long term care and/or to 

receive patients from acute hospital settings for rehabilitation and to support 

timely discharge from hospital. Services are usually delivered by the multi-

disciplinary team, but predominantly by health professionals and carers  

(in care homes).

Home based 
services

Community based services provided to service users in their own home/

care home. These services will usually offer assessment and interventions 

supporting admission avoidance, faster recovery from illness, timely  

discharge from hospital and maximising independent living. Services are 

usually delivered by the multi-disciplinary team, but predominantly by  

health professionals and carers (in care homes).

Re-ablement 
services

Community based services provided to service users in their own home/

care home. These services help people recover skills and confidence to live at 

home and maximise their independence. Services are usually delivered by the 

multi-disciplinary team, but predominantly by social care professionals

Step up Intermediate care function to receive patients from home/community  

settings to prevent unnecessary acute hospital admissions or premature 

admissions to long term care.
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Term Definitions

Step down Intermediate care function to receive patients from acute care for  

rehabilitation and to support timely discharge from hospital.

Weighted 
population

The population of a defined geographic area (in this report usually a CCG) 

adjusted to take account of the need for health services of that population, 

reflecting age distribution and levels of deprivation in the area.

wtes Whole time equivalents – a whole time equivalent member of staff works  

37.5 hours per week

National 
Voices

Registered charity which works with their large and varied membership to 

influence government ministers and departments, professional bodies,  

and the key players in the new health and social care landscape, to ensure  

that policy remains focused on issues which will deliver the greatest impact  

for those with needs.

Section 75 
Agreement

An agreement made under section 75 of National Health Services Act 2006 

between a Local Authority and an NHS body in England. Many section  

75 agreements were made between Local Authorities and PCT(s), which were 

abolished at the end of March 2013 and their functions have now been largely 

assumed by clinical commissioning groups (CCGs). Section 75 agreements 

can include arrangements for pooling resources and delegating certain NHS 

and Local Authority health-related functions to the other partner(s) if it would 

lead to an improvement in the way those functions are exercised. Equivalent 

provisions for Welsh authorities are contained in section 33 of National Health 

Service (Wales) Act 2006.

Delphi  
process

The Delphi process is a forecasting method based on the results of 

questionnaires sent to a panel of experts. Several rounds of questionnaires 

are sent out, and the anonymous responses are aggregated and shared with 

the group after each round. The experts are allowed to adjust their answers 

in subsequent rounds. Because multiple rounds of questions are asked and 

because each member of the panel is told what the group thinks as a whole, 

the Delphi process seeks to reach the “correct” response through consensus.

Better Care 
Fund (BCF)

The Better Care Fund was introduced by NHS England in 2013 to create a 

single pooled budget for health and social care services to work together in 

local areas, based on a plan agreed between the NHS and Local Authorities.
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