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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. 
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The National Audit of Intermediate Care 

provides a unique opportunity to review 

commissioning and provision of intermediate 

care services. This is the third year of the 

audit, and the NAIC Summary Report 

2014 contains key themes and messages 

following three years of data collection. A 

comprehensive picture of intermediate care 

commissioning is now available. The findings 

from the provider level audit can be found in 

the NAIC Provider Report 2014. With a focus 

on improving service quality, commissioners 

will be interested to note that the provider 

level audit contains a wealth of data on 

quality and outcomes from the service user 

audit including Patient Reported Experience 

Measures (PREM) for intermediate care 

services.

Clinical Commissioning Groups (CCGs), 

working together with local councils, are in a 

unique position to change services for local 

people. Evidence suggests that most service 

users do not want to go into hospital unless 

they really need to, and that they recover 

better outside of hospital, at home or in a 

familiar community setting. Councils and 

CCGs are working together to make services 

more joined up with each other and focused 

on individual need, not on what is convenient 

for the services. Commissioners are 

constantly striving to improve service quality 

and service users’ experience of care, so that 

the right care is being delivered, in the right 

place, at the right time. CCGs and Councils 

also need to ensure that any health and social 

care system is ‘future proof’ and responsive 

to demographic changes. Health and social 

care systems need to ensure that services 

are in place that will care better for people 

now and can also care for more people in 

years to come. At the same time, CCGs and 

Councils have a duty to ensure that services 

are efficient and deliver value for money. The 

findings from the commissioner level audit 

in 2014 provide a strong evidence base for 

commissioners to inform local intermediate 

care strategies. 

The key findings from the results of NAIC 2014 

are summarised as follows:

As reported in NAIC 2013, there is still 

wide variation in commissioning. Average 

investment in “health” based intermediate 

care is reported at around £2.0 million per 

100,000 weighted population, however 

there is a wide variation reported. Average 

investment in re-ablement services remains 

at £0.7 million, again with a wide variation 

in reported funding levels. However, most 

commissioners do commission all four 

functions of intermediate care; crisis response 

services, home based intermediate care, bed 

based intermediate care and re-ablement 

services.

Calculations undertaken in earlier iterations 

of the audit indicated that intermediate 
care investment needs to double to meet 

potential demand and make an impact on 

secondary care utilisation (NAIC Report 

2012). The reported findings in NAIC 2013 and 

2014 do not suggest any material increase in 

investment has taken place nationally, so that 

the opportunity to reduce secondary care 

utilisation is yet to be fully realised.

However, a small number of health and social 

care economies are investing at much higher 

levels than the national average, particularly 

in home based services, suggesting higher 

capacity services are feasible.

1: Executive summary 
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There is some evidence that commissioners 

from both health and social care are working 
together much more closely. The metrics 

used to indicate this improved joint working 

are moving in a more positive direction. 

For example, 69% of health and social care 

economies have a multi-agency board which 

jointly commissions intermediate care, and 

strategic planning for intermediate care is 

undertaken jointly in 88% of economies. 

More health and social care economies are 

operating with pooled budget arrangements 

for intermediate care, than reported in 

previous years of the audit. The higher 

number of Local Authorities taking part 

in this year’s audit is also an encouraging 

indicator of increased joint working. The 

audit suggests that the Better Care Fund 

(BCF) process is driving the integration 

agenda forward, providing the impetus for 

transformation in integrated health and social 

care commissioning.

It would appear that commissioners have 

struggled to meet all the data requirements 

required in the audit, with many relying 

upon their providers to share data about 

intermediate care services locally. This may 

suggests that some commissioners may need 

to institute more rigorous data collection 

regimes for their services locally, in order to 

monitor and provide a baseline from which to 

effect change. Performance monitoring will 

need to be enhanced if commissioners are 

to change the way services are provided to 

service users. This was a theme noted in  

NAIC 2012. However, it is noted that 

commissioners may be having difficulties 

sourcing data for historical funding 

arrangements.

Reported in NAIC 2014 is a worsening 
situation with regard to access to 

intermediate care services, using waiting 

times as a proxy measure as reported by 

providers. The NAIC Summary Report 2014 

reports longer waits for service users in both 

home and re-ablement services, whilst waits 

for bed based provision remain at levels 

reported in NAIC 2013. With a third of home 

and re-ablement service users waiting in an 

acute bed, the excess waits represent a lost 

opportunity both in terms of impacting on the 

effectiveness of rehabilitation for this older 

patient cohort, but also in terms of cost of 

service users remaining in acute care longer 

than necessary. Commissioners need to 

ensure that they are commissioning services 

to enable smooth patient flow throughout the 

health and social care system, without undue 

blockages and delays. 
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2: 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 

NAIC Commissioner Report 2014 is a stand-

alone report describing the findings from 

the commissioner level audit. An overview 

of the findings from both the commissioner 

and provider aspects of the audit can be 

found in the NAIC Summary Report 2014. The 

Summary Report explores the key themes 

and trends over three years of the audit. It 

also 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. A further stand-alone 

NAIC Provider Report 2014 describes the 

detailed findings from the provider level audit.

All the reports can be found at:  

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

of-Intermediate-Care/year-three.php

This report presents 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 of the NAIC Summary Report 

2014) 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.

A full explanation of the audit methodology 
can be found in section 4 of the NAIC 
Summary Report 2014. Participation and 
data quality for the audit is discussed in 
section 5 of the NAIC Summary Report 2014.
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3.1: Commissioner participation

In 2014, 90 commissioning groups registered 

to participate in the audit (compared to 92 

in 2013 and 62 in 2012). Subsequently, 75 

commissioning groups actively participated 

in the audit. The 75 commissioning groups 

submitting data were made up of 89 

individual CCGs and 47 Local Authorities 

(compared to 19 Local Authorities taking 

part in NAIC 2013). Appendix 2 covers 

the completeness of data submitted by 

commissioners.  

In terms of joint working between CCGs and 

Local Authorities, 69% of health and social 

care economies have a multi-agency board 

which commissions intermediate care services 

and, in 88% of economies, strategic planning 

for intermediate care is undertaken jointly. 

In comparing the 2014 results for the 

commissioner level audit to earlier years 

of the audit, it should be noted that, 

as the audit is voluntary, the sample of 

commissioners completing the audit each 

year is different. The sample in NAIC 2014 

contains approximately 65% of the same 

commissioners as the previous year, and there 

is a large increase in the number of Local 

Authorities taking part in NAIC 2014 as  

noted above. 

The online benchmarking toolkit, accessible 

by participants, shows two years of data 

where organisations took part in the audit 

in both 2013 and 2014. In most instances the 

findings are consistent between years. 

3.2:  Services commissioned

Intermediate care functions

50% of respondents reported 

commissioning designated step up 

beds, 58% designated step down beds 

and 95% commission beds to be used 

flexibly between step up and step 

down. These figures are very similar to 

those reported in NAIC 2013. 

17% of commissioners do not specify 

how long a person should be in 

receipt of intermediate care, with 68% 

providing a guideline of a maximum of 

6 weeks (reported as 71% in NAIC 2013).

3: Results: Commissioner level audit 
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Beds commissioned

The mean number of beds commissioned per 100,000 weighted population was 23.7 for 

the 60 commissioners providing data on this metric in NAIC 2014. The figure reported in 

NAIC 2013 was 26.3 beds per 100,000 weighted population. The chart (figure 3.2.1) shows 

the wide variation in responses. 

Figure 3.2.1: Beds commissioned per 100,000 weighted population
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The profile of bed locations represented in the commissioner audit has changed this 

year reflecting the greater involvement of Local Authorities in the study (figure 3.2.2). 

Community hospitals remain the most popular setting in the sample at 43% (47% in NAIC 

2013). Acute settings make up 8% of the sample (7% in NAIC 2013), with nursing homes 

at 20% (15% in NAIC 2013) possibly reflecting the larger number of Local Authorities 

completing the audit this year. Residential care homes have remained the same as NAIC 

2013 at 8%. Local Authority facilities are at 12% (13% in NAIC 2013) and standalone facilities 

have also increased slightly from 5% to 6%. Independent sector facilities currently make up 

2% of the sample.

Figure 3.2.2: Location of intermediate care beds commissioned 

8%

43%

8%

20%

6%

2%

12%

1% Acute trusts  8%

Community hospitals  43%

Residential care homes  8%

Nursing homes  20%

Standalone IC facilities  6%

Independent sector facilities  2%

Local Authority facilities  12%

Other locations  1%



10

Access to services

30% of respondents in NAIC 2014 do not specify access criteria (25% in NAIC 2013). For 

those that do, the utilisation of typical access criteria is shown below in figure 3.2.3 below.  

Figure 3.2.3: Access criteria for intermediate care services 
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Halfway Home states that homeless people and prisoners should be eligible for 

intermediate care and services should be open to all adults over the age of 18. In NAIC 

2014, the proportion of commissioners specifically including vulnerable groups of potential 

service users in their service specifications was 56% (60% in NAIC 2013). The vulnerable 

groups specifically included are shown in figure 3.2.4.

Figure 3.2.4: Access into intermediate care for vulnerable groups  
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 3.3: Use of resources

Investment levels

The mean investment per 100,000 weighted population for “health based” intermediate care 

(excluding re-ablement) shows an increase of approximately 5% to £2.0 million per 100,000 

weighted population in 2013/14. However, this figure should be treated with caution given that 

the sample cohort is not the same as last year, as explained in section 3.1.

As in the previous two years of the audit, investment levels by commissioners show wide 

variation.

Investment in bed based intermediate care services (figure 3.3.1), when considered 

independently, was £1.2 million in 2013/14 (£1.4 million in 2012/13). Data was provided by  

48 respondents in NAIC 2014. 

Figure 3.3.1: Total budget for bed based intermediate care per 100,000 weighted 
population
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The sample mean investment for home based intermediate care in 2013/14, when 

considered independently, was £1.0 million per 100,000 weighted population (figure 

3.3.2) from data provided by 37 commissioners (£0.8 m in 2012/13). 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 sample, the 

reporting on investment in home based intermediate care services is very similar to last 

year. 
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Figure 3.3.2: Total budget for home based intermediate care per 100,000 weighted 
population
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The mean budget per 100,000 weighted population for re-ablement services (figure 3.3.3) 

was reported at £0.7 million for 2013/14 (£0.7 million for 2012/13). The investment in re-

ablement services between the NAIC 2013 and NAIC 2014 samples has remained the same. 

In NAIC 2014, 45 commissioners responded on this metric. 

Figure 3.3.3: Total budget for re-ablement services per 100,000 weighted population
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Funding

In NAIC 2014, 38% of commissioners reported having formal Section 75 pooled budget 

arrangements with their Local Authority commissioning partners, representing an increase 

on previous years (32% in NAIC 2013 and 21% in NAIC 2012).  For the 59 commissioners 

who provided analysis of the total budget contributions for intermediate care/re-ablement, 

the overall split for 2013/14 was CCG direct contribution 61%, CCG monies transferred to 

Local Authority, 14% and Local Authority contribution, 25% (figure 3.3.4). In NAIC 2013, 

the split was reported as CCG direct contribution 58%, CCG monies transferred to Local 

Authority 21% and Local Authority contribution 21%.
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Figure 3.3.4 Analysis of funding sources 2013/14
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Unit costs

Commissioners provided estimates of costs per intermediate care occupied bed day. The 

average position for each setting is as follows:

An estimate of the average cost per person per week for home based intermediate care 

services was provided by 22 commissioners and showed wide variation, with a mean of 

£551 per person per week for 2013/14 (£422 per person per week for 2012/13).

Setting of bed based 
service

Number of values used in 
calculation 2014

Mean cost per occupied bed 
day from data supplied by 

commissioners in NAIC 2014

Acute hospital setting 9 £236

Community hospital 22 £263

Residential care home 18 £103

Nursing home 22 £186
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In 2013/14, the mean cost per re-ablement episode reported by commissioners was £1,471 

with data from 24 commissioners (£1,408 for 2012/13) and the mean cost of re-ablement 

per hour was £30, reported by 27 commissioners (£29 in 2012/13). 

Crisis response activity

New questions on crisis response were introduced in NAIC 2013, and metrics were reported 

on last year for the first time in these services. Referrals to crisis response services per 

100,000 weighted population in 2013/14 showed a mean of 618 (figure 3.3.5) from 40 

contributers. NAIC 2013 reported a mean of 943 referrals per 100,000 weighted population 

for 2012/13. This suggests a large decrease in the number of referrals but may be a result of 

the data definitions being more tightly followed this year (see NAIC Provider Report 2014). 

Figure 3.3.5: Referrals per 100,000 weighted population to crisis response services
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Home based intermediate care activity

For home based services, the mean number of referrals to intermediate care services in 

2013/14 was 1,014 for the 42 commissioners submitting data (figure 3.3.6) (739 referrals  

per 100,000 weighted population for 2012/13).  The mean number of service users 

accepted in 2013/14 from 45 data submissions was 796 (693 per 100,000 weighted 

population in 2012/13). 



Figure 3.3.6: Referrals per 100,000 weighted population to home based services
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Bed based activity

The mean number of referrals to bed based intermediate care services (for the 40 

commissioners submitting data) was 224 per 100,000 weighted population in 2013/14 

(figure 3.3.7) (328 per 100,000 weighted population in 2012/13). From 56 submissions 

received, the mean number of admissions per 100,000 weighted population in 2013/14 was 

228 compared to 246 in 2012/13. 

The 2013/14 referral figures for bed based intermediate care show a decrease on figures 

for 2012/13, consistent with the reduction in both the investment in bed based services 

and the number of beds commissioned in this year’s sample noted in sections 3.2 and 

3.3 respectively. In contrast, referrals to home based services have increased in 2013/14 

which may suggest a re-balancing of services commissioned from bed to home based 

intermediate care services in this year’s sample. 

Figure 3.3.7: Referrals per 100,000 weighted population to bed based services
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Re-ablement services activity

For re-ablement services, the mean number of referrals per 100,000 weighted population 

in 2013/14 was 583 for the 46 commissioners submitting data (figure 3.3.8), (535 in 

2012/13). The mean number of assessments per 100,000 weighted population undertaken 

in 2013/14 was 537 (42 data submissions), compared to 500 in 2012/13. 

Figure 3.3.8: Referrals per 100,000 weighted population to re-ablement services
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Appendix 1: 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



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 activity 41 77%
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Appendix 3: 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
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Term Definitions

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.

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

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.

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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