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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 
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about speech and language therapy. 
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The National Audit of Intermediate Care 
(NAIC) provides a unique opportunity to 
stocktake the provision of intermediate care 
services. This is the third year of the audit, and 
the NAIC Summary Report 2014 contains key 
messages and themes emerging following the 
consolidation of three years of data collection. 
The findings from the commissioner level 
audit are available in the NAIC Commissioner 
Report 2014. 

The NAIC Provider Report 2014 covers four 
services categories (crisis response, home 
based services, bed based services and 
re-ablement), enabling a comprehensive 
picture of services that support typically older 
people after leaving hospital, or who are at 
risk of being either admitted to hospital, or 
to nursing or residential homes, to be built 
up. As in previous years of the audit, the 
report highlights very wide variation in the 
way services are provided, and the scale and 
performance on a wide range of metrics, 
between different services in different areas 
of the country. 

The service user audit, undertaken in NAIC 
2013, has been extended in NAIC 2014, and 
now includes a newly developed service user 
questionnaire for providers of home based 
intermediate care services to complete for 100 
consecutive admissions to their services. This 
supplements the work developed for NAIC 
2013 when a standardised outcome measure 
for bed based services was developed, 
through the use of the Modified Barthel 
Index (MBI). After careful consideration, the 
standardised outcome measure to be used 
for home based services was the “Sunderland 
Community Re-ablement Scheme” (based 
on the Derby Outcome Measure) and two 
domains of the Therapy Outcome Measure 
(TOMs) on “Participation” and “Wellbeing”. 
The full results are included in sections 4.5 
and 4.6 of this report.  

The Patient Reported Experience Measure 
(PREM) was repeated again for bed, home 
and re-ablement services. The large data 
set has enabled the audit to consider in 
more detail the profile of people who use 

intermediate care, and begin to assess the 
factors that may impact upon outcomes. 
Results of this analysis are reported in the 
NAIC Summary Report 2014. 

The key themes evident from the provider 
level audit of NAIC 2014 are as follows:

Patient experience of services

The successful PREM audit was repeated for 
NAIC 2014. Over 4,600 forms were returned 
directly by service users in home and bed 
based intermediate care and re-ablement 
services.The changes to the PREM questions 
asked are discussed in the NAIC Summary 
Report 2014, Section 4 “Methodology”. 
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:-

•  communication with service users about 
their care

• timing of visits

• shortage of staff resulting in rushed visits

• communication with family members, and

• length of stay 

See sections 4.6 for home based responses in 
full, section 5.6 for bed based responses, and 
section 6.5 for re-ablement responses.

Patient flows through the system 

Waiting times were highlighted as an area 
for improvement in NAIC 2013, and remain a 
concern in NAIC 2014. Whilst waiting times 
for bed based provision appear to have 

1: Executive summary 
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remained relatively static, waiting times 
for crisis response services, home based 
services and re-ablement services have all 
reported a worsening position for NAIC 2014 
(8.9 hours, 6 days and 5 days respectively). 
Given that a third of service users are waiting 
for home based or re-ablement services 
in acute beds, this potentially represents 
lost opportunities for efficiency gains in 
secondary care services, but also represents a 
poor experience for people using the service 
and may impact upon their rehabilitation 
outcomes. 

Coupled with the waiting time to intermediate 
care services increasing, average length of 
stay in services is reported as increasing 
in both home and bed based intermediate 
care  (30.4 days and 28.0 days respectively). 
Lengths of stay for re-ablement services (32.7 
days) have remained at similar levels reported 
in NAIC 2013. A factor in the increased 
lengths of stay reported may be the increased 
waits to services, potentially resulting in 
opportunities for rehabilitation to be lost, as 
well as reflecting the increasing dependency 
of service users, as indicated in the results for 
the service user audit in bed based services 
(see section 5.5). 

Step up and step down capacity

Whilst the balance between step down (one 
third) and step up (two thirds) capacity 
remains at approximately the same levels 
reported for NAIC 2013 in home based 
services, bed based intermediate care 
services reported a reduction in the number 
of referrals from acute trusts (step down) 
from 68% to 60% and a hence an increase 
in bed capacity used for step up. However, 
this result may be a reflection of the change 
in the bed based sample this year, as there 
is a larger proportion of beds located in care 
homes and fewer in community hospitals. 
In contrast, re-ablement services have 
seen a shift in their step down capacity, 
with increasing numbers of referrals from 
acute trusts (43% up from 35%), potentially 
impacting upon their ability to provide step 
up capacity within their services. Interestingly, 

re-ablement services are also reporting 
increased referrals from GPs (12% up from 
5%) which may be as a result of re-ablement 
services becoming more embedded within 
intermediate care pathways locally. Increasing 
numbers of re-ablement services report 
that they are integral to intermediate care 
provision locally (59% up from 57%). 

Outcomes

The vast majority of service users report 
positive outcomes following intermediate 
care intervention, in both bed and home 
based services. Following discharge from 
intermediate care, most service users are 
returning home. Few service users would 
appear to be admitted directly to long-term 
care following intermediate care intervention. 
The NAIC Summary Report 2014, contains 
some modelling on relationships between 
age and starting dependency, and age 
and outcome. For both bed and home 
based services, there was no evidence of 
a relationship between age and starting 
dependency level or between age and 
outcome. 

Change in dependency levels

Using the Modified Barthel Index (MBI) as a 
standardised outcome measure, a change 
in service user dependency in bed based 
services has been reported between the 
years, with higher dependency levels reported 
in the NAIC 2014 sample. Whilst this evidence 
is not yet available for home based services, 
given that data on a standardised outcome 
measure has been collected for the first time 
in NAIC 2014, a baseline is available from 
which to compare results in future iterations 
of the audit. 



6

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 Provider Report 2014 is a 
stand-alone report describing the findings 
from the provider 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 
and 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 Commissioner Report 2014 describes 
the detailed findings from the commissioner 
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 the 2014 audit 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.

Intermediate care is a broad service sector 

rather than a condition specific service and 

therefore comprises a range of different 

services, depending on the local context of 

needs and other facilities available. To enable 

comparability between services, four service 

categories were defined for the purposes of 

the audit:

• Crisis response – services providing  

short-term care (up to 48 hours only).

• Home based intermediate care – services 

provided to people in their own homes by 

a team with different specialties, but mainly 

health professionals, such as a nurses  

and therapists.

• Bed based intermediate care – services 

delivered away from home, for example,  

in a community hospital.

• Re-ablement – services to help people 

live independently again provided in the 

person’s own home by a team of mainly 

social care professionals.

The main features of these four service 

categories are set out in a table in Appendix 1. 

This table was given to participating provider 

organisations to help them decide how to 

categorise their services for the purposes of 

the audit.
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The purpose of this report is to describe 

intermediate care provision in these four 

service categories across participating 

provider organisations using analysis from 

the provider organisational level and service 

user level of the audit. The aim is to build a 

picture of intermediate care service provision 

nationally and to consider what has changed 

since last year. 

The provider level audit includes data from 

472 services identified by 124 organisations 

completing the audit; comprising 60 crisis 

response, 200 bed based intermediate care, 

142 home based intermediate care and 70 re-

ablement services. 

In comparing the NAIC 2014 results for the 

provider level audit to the results from NAIC 

2013, it should be noted that the samples 

of services completing the audit in the two 

periods was different. In particular, there is 

a greater involvement of Local Authority 

providers this year (47 compared to 19 last 

year). However, in most instances the findings 

are consistent. 



8

3.1: Introduction

This section provides the audit results for 
crisis response services. For the purposes of 
the audit, this service category was defined 
by the following key features:

•  Setting:  
Community based services provided to 
service users in their own home/care home.

•  Aim of service: 
Assessment and short term interventions to 
avoid hospital admission.

•  Period: 
Interventions for the majority of service 
users will last up to 48 hours or two 
working days (if longer interventions were 
provided the service was included under 
home based intermediate care). 

•  Workforce: 
MDT but predominantly health 
professionals.

•  Includes: 
Intermediate care assessment teams,  
rapid response and crisis resolution.

•  Excludes: 
Mental health crisis resolution services, 
community matrons/active case 
management teams.

Crisis response was introduced as a new 
function of intermediate care for NAIC 2013. 

This section contains comparisons between 
two years of the audit for this service 
category. The definition of crisis response 
relates specifically to those services which 
carry out a “pure” crisis response/admission 
avoidance function (as defined above), 
which are not comparable with services also 
carrying out longer interventions (defined 
as home based intermediate care for the 
purpose of the audit, see Appendix 1). 

60 crisis response services responded to the 
organisational level audit in 2014 compared to 
55 in 2013.

Crisis response services were not asked to 
complete the Patient Reported Experience 
Measure (PREM) audit, as the questionnaire 
was not suitable given the short term nature 
of the service.

3: Results: Crisis response services 
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3.2:  Results: Crisis response services: Service characteristics

This section describes the key features of crisis response services.

Referral sources

Crisis response services reported a wide range of referral sources (figure 3.2.1) with 
referrals from GPs at 22% (21% in 2012/13 from the NAIC 2013 sample), followed by A&E 
departments at 18% (the same as in 2012/13) and acute trust wards at 13% (16% in 2012/3). 

Figure 3.2.1: Source of referrals (crisis response services)Figure 3.2.1: Source of referrals (crisis response services)
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Conversion rate from referral to assessment

In 2013/14, the mean conversion rate from referral to assessment for crisis response 
services was 92% (figure 3.2.2). 

This metric was not reported in NAIC 2013.
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Figure 3.2.2: Conversion rate from referral to assessment (%) (crisis response services)
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Links to other intermediate care services

Crisis response services were asked about admitting rights to other intermediate care 
services to gauge how joined up the pathways are between services. 87% of services had 
admitting rights to home based intermediate care services (83% reported in NAIC 2013), 
80% to bed based services (83% reported in NAIC 2013) and 72% to re-ablement services 
(79% reported in NAIC 2013).

Service accessibility

98% of respondents have a standard response time (88% reported in NAIC 2013) and 
the average standard response time reported is 3.2 hours in NAIC 2014 (2 hours was the 
average reported in NAIC 2013). There are two crisis response services in the 2014 sample 
citing an average response time of 24 hours.

The most common model for opening times for crisis response services reported in NAIC 
2014 (figure 3.2.3) was “extended hours full service” (43%), with 26% running at “extended 
hours, limited service”. “Extended hours” means earlier than 9 am and/or later than 5 pm 
but not 24/7.

In the NAIC 2013 sample, 51% operated an “extended hours full service” model and 23% an 
“extended hours, limited service”.

95% of crisis response services are open 365 day a year for the NAIC 2014 sample (87% in 
NAIC 2013).
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Figure 3.2.3: Hours open to new admission (crisis response services)Figure 3.2.1: Source of referrals (crisis response services) Figure 3.2.3: 
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Waiting times

In 2013/14, the average waiting time from referral to assessment for crisis response services 
was 8.9 hours (figure 3.2.4) (7.3 hours in 2012/13). The median value was 2 hours. Six 
services reported a waiting time from referral to assessment of 24 hours or more. 

Figure 3.2.4: Average waiting time referral to assessment  (crisis response services)
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3.3: Results: Crisis response services: Use of resources

The section covers unit costs for crisis response services and factors that impact unit costs; 
average duration of stay and productivity.

 
Unit costs

For crisis response services the cost per service user was calculated by dividing the total 
service annual budget by the number of individual service users assessed by the service 
during the period (assessments were considered to be the most accurate reflection of 
activity for this function). Data was available for 26 crisis response services in 2013/14 and 
the mean cost per service user was £602; the median value was £383 (figure 3.3.1). 

Figure 3.3.1: Cost per service user assessed  (crisis response services)  
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Average duration of stay

The average duration of stay for crisis response services in 2013/14 showed a wide range 
from 0.7 hours to 421 hours, with a mean of 90 hours (3.8 days) and median 72 hours (3.0 
days) (figure 3.3.2). 20 participants provided data. No services were moved into home 
based intermediate care services during data validation in NAIC 2014 suggesting that 
participants were adhering to the audit service categories (see Appendix 1 for service 
category definitions).

In NAIC 2013, the average duration of service for 2012/13 showed a mean of 5.7 days and a 
median of 4 days.

Figure 3.3.2: Average duration of service (in hours)  (crisis response services)
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Productivity

A measure of the productivity of crisis response services was calculated as the number of 
assessments per clinical whole time equivalent (wte) per annum (figure 3.3.3). This data 
was available for 28 crisis response services in NAIC 2014. The mean reported for 2013/14 
was 105 assessments per clinical wte; the median value reported was 95. In NAIC 2013, the 
mean reported for 2012/13 was 98 assessments per clinical wte (median 73). 

Figure 3.3.3: Assessments per clinical wte  (crisis response services)
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3.4:  Key findings: Crisis response services: Workforce

 
Mix of disciplines

The mix of disciplines for crisis response services is shown in figure 3.4.1. The largest 
staff group in 2013/14 was nursing (41%), followed by health care support workers at 
21%. Physiotherapists and occupational therapists made up 9% and 7% of the workforce 
respectively. Social workers were 2% of the workforce and social care support workers, 1%. 
Mental health workers comprised 0.5% of the workforce with geriatricians 0.4% and GPs 
0.02%.

In the sample of services reporting in NAIC 2013, health care support workers and 
registered nurses were both at 22%, followed by social care support workers (11%). 
Physiotherapists represented 9% of the workforce, occupational therapists 8% and social 
workers 8%. Mental health workers comprised 2% of the workforce with geriatricians  
0.1% and GPs 0.2%.

Figure 3.4.1: Mix of disciplines within crisis response services  
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3.5:  Results: Crisis response services: Quality and outcomes

 
Destination on discharge

Destination on discharge is considered in the audit as a proxy outcome measure.  
Crisis response services reported, in 2013/14, 71% of service users were discharged to their 
own home and 10% of service users were admitted into an acute bed. 

This metric was not reported in NAIC 2013.

Figure 3.5.1 Destination on discharge (crisis response services)Figure 3.5.1 Destination on discharge (crisis response services)
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Variation in service models
• Variability of data 

Although crisis response services 
showed a wide variation in responses 
across all metrics reviewed, the range 
of responses is narrower than reported 
last year in NAIC 2013, suggesting 
that audit participants have a better 
understanding of the definitions 
used in the audit (see Appendix 1 for 
service category definitions). During 
the validation stage, no crisis response 
services were moved to the home based 
intermediate care category, whereas 
in NAIC 2013 seven services were re-
categorised. Where crisis response 
services and home based intermediate 
care services effectively function as 
one team, audit participants were 
advised to split out the two functions, 
to capture metrics for both functions of 
intermediate care.  

Access to services

• Opening times  
As would be expected, crisis response 
services are more likely to operate 
extended hours and be open 365 day 
a year, than home based intermediate 
care services. Only 7% of crisis response 
services in the NAIC 2014 sample were 
open 9am to 5pm, in line with findings 
reported in NAIC 2013. Crisis response 
services must be able to offer extended 
hours opening if they are to provide 
an effective mechanism for admission 
avoidance. 

• Access to other intermediate  
care functions   
In the main, crisis response services 
have reported having admitting rights 
into other services. The ability to admit 
directly into other intermediate care 
functions from the community enables 
crisis response services to have a true 

admission avoidance function, with the 
ability to access services other than 
an acute bed, and assists with patient 
flow through health and social care 
economies. 

• Access from all elements of the health 
and social care system    
As reported in NAIC 2013, the spread 
of referral sources suggest crisis 
response services are being accessed 
by all sections of the health and social 
care system, including primary care, 
secondary care, community services 
and social care. The results reported 
in NAIC 2014 suggested that the crisis 
response services are being accessed 
as a step up function, with a large 
proportion of referrals coming from 
primary care (26%), A&E (18%) and 
other community services (13%).

Outcomes

 • Destination on discharge   
The new data on discharge destination 
suggests that crisis response services 
are being effective in preventing 
admissions into an acute bed and 
are diverting service users into other 
services, when responding to their 
needs in a crisis situation. The level 
of inappropriate referrals is generally 
low, with 92% of referrals into crisis 
response services going on to have an 
assessment. 71% of service users are 
discharged to their own home, either 
with or without additional support. Only 
10% of the sample is being reported as 
being admitted into an acute bed. 

3.6:  Commentary: Crisis response services
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4.1: Introduction

This section provides the audit results for 

home based intermediate care services. 

For the purposes of the audit, this service 

category was defined by the following  

key features:

•  Setting:  
Community based services provided to 

service users in their own home/care home.

•  Aim of service:  
Intermediate care assessment and 

interventions supporting admission 

avoidance, faster recovery from illness, 

timely discharge from hospital and 

maximising independent living.

•  Period: 
Interventions for the majority of service 

users will last up to six weeks (though there 

will be individual exceptions).

•  Workforce:  
MDT but predominantly health 

professionals and carers (in care homes).

•  Includes: 
Intermediate care rehabilitation.

•  Excludes:  
Single condition rehabilitation (e.g. stroke), 

early supported discharge, general 

district nursing services, mental health 

rehabilitation/intermediate care.

As in NAIC 2013, crisis response services 

that only assess and deliver very short term 

interventions have been separated out from 

home based intermediate care. However, 

it should be noted that 93% of the home 

based services included in this section state 

that they have an assessment/admission 

avoidance function within the service.

142 home based intermediate care services 

responded to the organisational level audit  

in 2014 (compared to 130 in NAIC 2013).

In addition to the organisational level audit, 

home based intermediate care services took 

part in the service user audit. This audit 

comprised two components; the service user 

questionnaire containing the standard home 

based intermediate care outcome measure, 

and the Patient Reported Experience Measure 

(PREM) audit. The service user questionnaire 

for home based intermediate care services 

was a new development for NAIC 2014 

and is described in NAIC Summary Report 

2014, section 4 “Methodology”. The PREM 

was conducted in exactly the same way 

as last year, however, the PREM questions 

changed slightly for NAIC 2014. The further 

development of the PREM for NAIC 2014 is 

described in NAIC Summary Report 2014, 

section 4 “Methodology”. 

3,830 completed service user questionnaires 

were received from 80 participating services 

and 2,073 completed PREM forms were 

received back directly from service users of 

101 home based intermediate care services. 

The results of the service user audit and PREM 

are included in sections 4.5 and 4.6 below.

4:   Results: Home based intermediate care services 



19

4.2: Key findings: Home based intermediate care services: Service characteristics

 
Referral sources

In 2013/14, the largest source of referrals into home based services was from acute trust 

(wards) (29%), with referrals from GPs making up 27% and other community services 16% 

(see figure 4.2.1). 

The results are very similar to the NAIC 2013 sample, when acute trusts accounted for 28% 

of referrals into home based services, GPs, 26%, and other community services, 14%.

Figure 4.2.1: Source of referrals (home based IC services)Figure 4.2.1: Source of referrals (home based IC services)
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Service accessibility

The most frequently cited model in NAIC 2014 for hours of opening in home based 

intermediate care services was “extended hours limited service” (by 35% of respondents), 

followed by “9 to 5” (32%) (figure 4.2.2).   “Extended hours” means earlier than 9 am and/or 

later than 5 pm but not 24/7.

68% of home based services are open 365 days a year. 

Figure 4.2.2: Hours open to new admissions (home based IC services)Figure 4.2.2: Figure 4.2.1: Source of referrals (home based IC services)
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Waiting times

The mean average waiting time from referral to assessment for home based services in 

2013/14 was 6.1 days and the median value was 2.5 days (including 7 respondents stating a 

waiting time of zero days) (figure 4.2.3). 103 services submitted data for this metric.

In 2012/13, the mean average waiting time from referral to assessment was 4.8 days 

(median value 2.0 days).

Figure 4.2.3: Average waiting time referral to assessment (home based IC services)
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Access to investigations

Access to same day investigations by home based intermediate care services shows a 

similar profile to the NAIC 2013 results.

Figure 4.2.4 – Same day access to investigations (home based IC services)
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Medical cover

The most popular category for the model of medical cover locally in NAIC 2014 was 

“service user’s own GP” at 72% (NAIC 2013, 71%).  

Figure 4.2.5: How is medical cover provided within home based IC services?
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Performance reporting

The purpose of the performance reporting question was to gauge the flow of information 

across the local health and social care system. The results are shown in figure 4.2.6. 

Figure 4.2.6: Performance reporting (home based IC services)
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4.3: Results: Home based intermediate care services: Use of resources

This section covers unit costs for home based services and the factors that impact unit costs; 

average duration of stay, intensity of input and productivity.

Unit costs

For home based services the cost per service user was calculated by dividing the total 

annual service budget by the number of individual service users accepted into the service 

in the period. The data required for the calculation was provided by 106 home based 

intermediate care services. The mean cost per service user for 2013/14 was £1,045 per 

service user and the median, £716. 

A mean cost of £1,134 per service user was reported in NAIC 2013 for 2012/13 (median £717).

Figure 4.3.1: Cost per service user (home based IC services)
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Average duration of stay

The mean average duration of stay for home based intermediate care services reported for 

2013/14 was 30.4 days (median 27 days), with 24 participants reporting an average length 

of stay of 42 days or more (figure 4.3.2). Data was provided by 108 services.

The mean reported in NAIC 2013 for 2012/13 was 28.5 days, with 21 services reporting an 

average duration of stay of 42 days or more.

Figure 4.3.2: Average duration of stay (home based IC services)
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Intensity of input and productivity

As a proxy for the intensity of input provided within home based intermediate care 

services, the number of contacts per service user has also been calculated. The mean 

reported in NAIC 2014 for 2013/14 was 13.2 contacts per service user (median 8.4), with 

wide variation across the data (figure 4.3.3). Data was supplied by 94 services.

The mean reported in NAIC 2013 for 2012/13 was 11.8 contacts per service user.

Figure 4.3.3: Intensity of input – contacts per service user (home based IC services)
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A measure of the productivity of home based services has been calculated as the number 

of contacts per clinical whole time equivalent (wte) per annum (figure 4.3.4). The mean 

reported in NAIC 2014 for 2013/14 was 646 contacts per clinical wte per annum (median 

564). 93 services submitted the data required for this metric.

In NAIC 2013, the mean reported for 2012/13 was 640 contacts per clinical wte.

Figure 4.3.4: Productivity - contacts per clinical WTE (home based IC services) 
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4.4: Key findings: Home based intermediate care services: Workforce

This section considers the staffing levels and mix of disciplines in home based intermediate care services.

 
Staffing levels

For home based intermediate care services, the number of clinical wtes per 100 service users 

was calculated (figure 4.4.1). The mean reported in NAIC 2014 for 2013/14 was 2.5 clinical 

wtes per 100 service users (median 1.9 clinical wtes). Data was provided by 114 services. 

The mean reported in NAIC 2013 for 2012/13 was 2.8 clinical wtes per 100 service users. 

Figure 4.4.1: Clinical WTE per 100 service users (home based IC services)
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Mix of disciplines

The mix of staff disciplines for home based services is shown in figure 4.4.2. 

For home based services reporting in NAIC 2014, registered nurses made up 27% of the 

workforce on average, with health care support workers comprising 28%. Physiotherapists and 

occupational therapists made up 12% and 11% of the workforce respectively. The next largest 

group was social care support workers, 7%.  Medical staff made up 0.4% of the workforce. 

In NAIC 2013, the proportion of registered nurses and health care support workers was 28% 

and 26% respectively. Physiotherapists and occupational therapists were reported at 10% and 

8% respectively, whilst social care support workers were at 12%. 

Figure 4.4.2: Mix of disciplines within home based IC services
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4.5:  Home based intermediate care services: Service user questionnaire 

This section provides the results of the service user questionnaire used this year in home based 

intermediate care services. Services were asked to complete forms for 100 consecutive service 

users. 3,830 completed service user forms were returned by 80 services, giving an average of 

48 forms per service. This was a new element of audit for NAIC 2014 and aimed to introduce 

a standardised outcome measure for home based intermediate care services. Section 4 

“Methodology” in the NAIC Summary Report 2014 details the process behind the choice of the 

new outcome measure for home based services.

Age and gender profile

In NAIC 2014, 89% of service users were aged 65 and over, and 38% were over 85 years of age. 

16% of the reported sample in NAIC 2014 are aged over 90 years of age. The mean age was 

80 years. The service user age profile is shown in figure 4.5.1. Bed based intermediate care 

services have a higher proportion of service users in the older age bands (see figure 5.5.1).

Figure 4.5.1: Service user age profile (home based IC services)
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36% of service users in home based services were male compared to 64% being female. This is 

consistent with reported findings in bed based intermediate care services. 

Admission to the service

Most users in home based intermediate care services were normally living alone in their own 
home, reported at 47% or living with others in their own home, 40%. As would be expected, 
most admissions to home based services came from home (51%), with 31% coming from an 
acute hospital ward. A further 5% came from a community hospitals and 3% via A&E. 
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Figure 4.5.2: Admission source of service users (home based IC services)
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In NAIC 2014, 83.5% of referrals were accepted in to the home based intermediate care service 

with 16.5% of referrals being deemed as inappropriate. Of those service users not accepted into 

home based intermediate care services, 57% were referred to a different service. 

Length of stay

Service users in home based intermediate care stay for an average of 24.5 days. There is one large 

outlying position of over 100 days reported in this sample. This compares with a reported result of 

32.7 days in the provider organisational level audit for home based services. Service users with a 

length of stay of 90 days or over accounted for 2% of the service user sample from home based 

services, but utilised 11% of total bed days.

Figure 4.5.3: Service user length of stay profile (home based IC services)
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Staff contact

Staff groups most likely to be involved in delivering care in home based services are 

physiotherapists with 64% of service users having contact, followed by occupational therapists 

at 57% and registered nurses at 49%. 22% of service users have contact with a General 

Practitioner. As reported in bed based services (see figure 5.5.4) mental health workers are 

rarely involved in the delivery of care. The figure reported for home based intermediate care 

was 2%. 4% of service users saw a geriatrician in home based services. 

Figure 4.5.4: Staff involved in delivering care (home based IC services)
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4.6:  Results: Home based intermediate care services: Quality and outcomes 

Home based outcome measure – Sunderland Community Re-ablement Scheme and two 
domains of the Therapy Outcome Measure (TOMs)

The outcome measures used were the “Sunderland Community Re-ablement Scheme” and 
two domains from the Therapy Outcome Measures (TOMs) on “Participation” and “Wellbeing”. 
The domains of the Sunderland Community Re-ablement Scheme cover the following:

•  Cognition   •  Personal care

•  Transfers   •  Mobility

•  Stairs    •  Outdoor mobility

•  Food preparation  •  Nutrition

•  Continence   •  Medication

• Professional intervention 

The average score on admission to home based services for the Sunderland Community Re-
ablement Scheme was 13.5. On discharge, this was recorded as 9 (note that a lower number 
represents an improvement across the various domains). 72% of service users moved to a 
lower dependency level with a further 20% maintaining their dependency level following 
intervention from home based services.



29

In relation to the TOMs, for the ‘Participation’ domain, the average score on admission was 
2.91 and on discharge was 3.31. For the ‘Wellbeing’ domain, the average score on admission 
was 3.46 and on discharge was 3.77. Thus the ‘movement’ for ‘Participation’ was 0.36 and for 
‘Wellbeing’ was 0.28 (please note, a higher score denotes an improved level).

Intermediate care and re-ablement incorporate the aims of assisting with improving social 
participation (which incorporates autonomy and social engagement) and improve wellbeing 
which are often negatively affected with those who have had a decline in health. The domain 
of ‘Participation’ reflected on the Therapy Outcome Measure fell in the ‘serve to moderate’ 
range on admission to the services (2.9) and moved to ‘moderate’ category on discharge 
(3.31). ‘Wellbeing’ which showed a mean score of 3.46 on admission was at the top end of the 
‘moderate’ category at this point and moved towards the ‘mild’ category on discharge (3.77), 
with a score of 4 being categorised as ‘mild’, indicating some degree of impact on ‘Wellbeing’. 

Patient pathways 

The pathway for each service user was mapped from:

• the service user’s normal living arrangement i.e. before the entire episode of care; to 
• the pre-intermediate care location; to 
• the discharge destination after intermediate care. 

 
As this is the first time the service user audit has occurred in home based intermediate care, 
there are no previous results with which to compare reported outcomes. The most common 
pathway reported in NAIC 2014 for home based care was from living in own home, to home 
based intermediate care and then discharged back to home at 40% (see figure 4.6.1). 25% of 
service users were stepped down from acute care i.e. following a pathway from living in their 
own home, to an acute ward, to home based intermediate care provided in their own home. 

Figure 4.6.1 Pathways for service users (home based IC services)
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As a proxy outcome measure the service user’s location before the entire episode of care 
(normal living arrangement) was compared with the final location. The outcome was then 
coded as follows:

For NAIC 2014, the analysis showed 82% of home based service users maintained their 
level of independence (measured as their type of care setting) and 11% moved to a more 
dependent setting. 

Figure 4.6.2: Pathway dependency outcome for service user sample (home based IC services)
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Destination on discharge

Destination on discharge, taken from the organisational level data, is considered in the audit 
as a proxy outcome measure (figure 4.6.3). Home based intermediate care services reported, 
in 2013/14, 63% of service users were discharged to their own home and 9% of service users 
were admitted into an acute bed. Residential and nursing care homes together represented 
4% of discharge destinations.

This metric was not reported in NAIC 2013.

Grey = dependency of setting reduced (e.g. residential home to living with family)

Orange = dependency of setting maintained (e.g. home to home)

Blue = dependency of setting increased (e.g. home to acute care)

Purple = Unknown
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Figure 4.6.3: Destination on discharge (home based IC services)Figure 4.6.3: Destination on discharge (home based IC services)
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PREM results

This section provides the results of the PREM for home based services. 2,073 completed PREM 
forms were received from service users in 101 services.  

The collated responses are set out in table 4.6.1. Note that year on year comparisons have only 
been made where the question was asked in both years.

Table 4.6.1 PREM results for home based IC services

PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

The length of time 
I had to wait for 
my care from the 
community team to 
start was reasonable

Yes 95.3 95.1 -0.2

No 3.4 3.2 -0.2

Unanswered 1.3 1.7 0.4

The staff that cared 
for me at home 
had been given 
all the necessary 
information about 
my condition or 
illness from the 
person who referred 
me

Yes 84.3 87.2 2.9

No 3.0 2.5 -0.5

Don’t know 11.0 8.3 -2.7

Unanswered 1.7 2.1 0.4



32

PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

I was aware of what 
we were aiming to 
achieve e.g. to be 
mobile at home, to 
be independent at 
home, to be able to 
go out shopping, 
to understand my 
health better

Yes 94.1 95.2 1.1

No 3.6 2.9 -0.8

Unanswered 2.3 1.9 -0.4

I was involved in 
setting these aims

Yes - always 77.2 81.4 4.2

Yes - 
sometimes

15.7 13.0 -2.7

No 4.2 3.0 -1.2

Unanswered 2.9 2.7 -0.3

I was as involved 
in discussions and 
decisions about 
my care, support 
and treatment as I 
wanted to be

Yes - definitely  79.6  

Yes - to some 
extent

 16.0  

No  2.5  

Unanswered  1.9  

The staff let me 
know how to 
contact them if I 
needed to

Yes - always 89.1 89.2 0.1

Yes - 
sometimes

5.6 5.5 -0.1

No 3.7 3.4 -0.3

Unanswered 1.6 1.9 0.3

The appointment / 
visit times by staff 
were convenient for 
me

Yes - always 82.9 83.3 0.4

Yes - 
sometimes

14.2 13.8 -0.4

No 1.7 1.4 -0.4

Unanswered 1.2 1.5 0.3



33

PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

When I had 
important questions 
to ask the staff they 
were answered well 
enough

Yes - always 79.2 81.6 2.4

Yes - 
sometimes

9.8 8.6 -1.2

No 0.8 0.7 -0.1

I had no need 
to ask

8.7 7.3 -1.4

Unanswered 1.6 1.8 0.2

I had confidence 
and trust in the 
staff treating or 
supporting me

Yes - always 92.0 92.8 0.8

Yes - 
sometimes

6.1 5.6 -0.6

No 0.8 0.5 -0.3

Unanswered 1.1 1.2 0.1

I felt involved in 
decisions about 
when my care from 
the community team 
was going to stop

Yes - definitely 56.5 67.8 11.3

Yes - to some 
extent

22.9 17.6 -5.3

No 6.8 5.0 -1.8

I did not need 
to be asked

8.8 6.6 -2.2

Unanswered 5.1 3.0 -2.1

I was given enough 
notice about when 
my care from the 
community team 
was going to stop

Yes - definitely 64.5 73.5 9.0

Yes - to some 
extent

20.0 15.5 -4.5

No 8.6 5.7 -2.9

Unanswered 6.9 5.3 -1.6
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

Staff gave my 
family or someone 
close to me all the 
information they 
needed to help care 
for me

Yes - definitely 60.6 65.4 4.8

Yes - to some 
extent

13.8 10.5 -3.3

No 5.6 4.3 -1.3

I did want or 
need them to

15.9 16.4 0.5

Unanswered 4.1 3.4 -0.7

Staff discussed 
with me whether I 
needed any further 
health or social care 
services after this 
service stopped (e.g. 
services from a GP, 
physiotherapist or 
community nurse, 
or assistance from 
social services or the 
voluntary sector)

Yes 67.1 70.9 3.8

No - but I would 
have liked them 

to
9.1 8.0 -1.1

No - it was not 
applicable

20.1 17.1 -3.0

Unanswered 3.9 4.0 0.1

Overall, I felt I was 
treated with respect 
and dignity while 
I was receiving 
my care from this 
service

Yes - always 95.7 95.9 0.2

Yes - 
sometimes

2.7 2.6 -0.1

No 0.6 0.4 -0.2

Unanswered 1.0 1.1 0.1

I feel less anxious / 
less worried since 
having this service

I agree  80.8  

I neither agree 
nor disagree

 15.9  

I disagree  1.5  

Unanswered  1.8  
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

Do you feel that 
there is something 
that could have 
made your 
experience of the 
service better?

Yes  15.8  

No  80.7  

Unanswered  1.8  

PREM open question (home based IC services)

An additional narrative question “Do you feel that there is something that could have made 
your experience of the service better?” Yes or No, was asked, and then a space given for 
further information. Out of 356 responses for home based services, 139 were positive (39%).  
By far the most common specific source of praise was the attitude of the staff (60). Attitudes 
that were particularly valued were helpfulness, being caring, displaying kindness, and 
friendliness, or being professional, happy, polite and respectful.

• “Very kind and understanding and professional, and made my treatment easier”

• “The people who came to see me were very kind and helpful”

• “Professional, caring and very helpful. We are grateful for this service and advice”

• “Excellent service throughout, and conducted in a most friendly and efficient manner”

Areas identified for improvement by service users

Joined-up and appropriate services

This theme included communication and coordination within and between services, timeliness 
or information about waiting times, continuity of carers, discharge arrangements, and 
knowledgeability and information provision about other appropriate services.

•  “Communication between the service and the hospital I was discharged from was poor. 

It was more than two weeks after my discharge before I was visited by a physio. The pur-

pose of her visit was to check that I was safe at home! Nuff said.”

•  “Hours spent on assessment + no one passed on their notes so process very repetitive 

-exhausting!”

•  “The hospital physio need more training on handing over notes, so that the ICS can do 

their work effectively . I feel the communication between the ICS team and hospital as 

well as the neuro-rehab team could be improved.”

•  “I was discharged from hospital late on a Thursday, assessed on the Friday but, with the 

weekend intervening no OT equipment was delivered until Monday at the earliest. This 

meant that we had to cope for nearly 4 days without aids.”
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•  “The service was good. I had to wait about 3 weeks for the visit though.”

•  “Hospitals did not refer me to the district nurses on my discharge from the hospital.  

I had to ring my GP to do that so it was 7 days before the nurses came.”

Timing of visits

This theme was broadly divided into two areas of concerns.  Firstly, the timing of visits was 
often inappropriate, unexpected or inconsistent, and secondly more time or greater frequency 
of visits was considered necessary.

• “ I am relatively active though disabled I did not like being put to bed at 9 and up at 10 

next morning. I realize I had to take my turn so discontinued this service.”

• “The timing of the carers visits could have been better spread throughout the day.”

•  “If you could make it definitely morning or afternoon as I found I had to cancel appointments 

as I didn’t know when they were actually coming am or pm. Thanks”

• “Commitment to time too vague. Distress rather than helps patient”

•  The visits were very quick and sometimes rushed I am hard of hearing and allowances were 

not always made for this”

• “To know how much time they could spend with you as they always seem to be in a hurry”

Personal communication and attention

This theme included lack of appropriate or consistent information, inappropriate or 

disrespectful communication, lack of discharge information, and feelings that service users 

were not being listened to, or their needs understood.  In contrast to the bed based services, 

poor communication with family members and lack of responsiveness were not key concerns 

for these services.  An important issue, which is associated with the timing of visits, is the lack 

of communication about visit times and changes to schedules.

• “They didn’t let me know when they would be coming but just turned up at the door“

• “I feel that my dignity and respect for me should have been given more attention”

•  “On arrival at home at discharge too many giving me details. Difficult to absorb all after 
month in hospital”

•  “In times like this, it is difficult to take everything in and sometimes need things repeated and 
told in simple ways”

• “A DVD to show the exercise to be followed, for reference”

• “More written details as hearing poor,  perhaps card with phone numbers on”

• “Physio’s could have given more information”

• “Better provision of follow up contact details if needed for the future.”

• “Listening skills of most staff need improving”

•  “I think there is a balance to be struck between user and practitioner in making decisions 

about body therapy and outcomes, and I don’t think you have that balance right yet”
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Length of service

Many respondents report anxiety or concern about the support finishing before they feel able 
to support themselves.  For many service users, discharge from the service is seen as an end 
to their contact with any support services, indicating a lack of access to appropriate long-term, 
low-level support.

•  “Does not want nurse to stop visiting as don’t feel safe in doing my own blood, glucose 
checks and happy to do my own insulin until I can’t see the numbers any more”

•  “I had a broken hip just discharged and received one visit only. I would have liked more longer 
term involvement support to regain full mobility asap but a 45 min one off visit was all I was 
allowed. Very poor”

•  “The care I received from this service has been so good, that the idea of losing it makes me 

feel very worried”

Staffing

Main concerns were lack of provider continuity, and shortage of staff.  This can be seen to 
impact on many other important aspects of care, such as rushed visits, not enough time 
to share information, unpredictable and inappropriate visit times, inconsistent standards of 
care and lack of understanding about individuals’ needs.  It is also worth noting that where 
relationships were allowed to develop, these were often valued by service users and received 
specific mention when services were praised.

•  “The team should have looked at my medical notes people treating me and asking me to do 
things I knew I should not to. When I mentioned this to them they said “we have not got time 
to look through that lot” we are supposed to be at out next job ten minutes ago”

•  “Whilst physio was on leave I didn’t see anyone for 3 weeks”

•  “There was a huge variation in the care given”

•  “May be not quite so many different staff. Although they were all such lovely girls had a job 
remembering all their name and had to keep explaining what the previous girl had done”

Personal care

There were no clear themes related to personal care for users of home based services.  This 
indicates that there are various individual reasons for unmet needs.  Often these needs do not 
fit within the remit of the service or are related to lack of sufficient progress on discharge from 
the service.

•  “My mother requested assistance in making her bed in the morning. This was declined, the 
reason given that it was not part of their job specification.”

•  ‘“I have not achieved all that was intended i.e. I am unable to go shopping because  
a) I am unable to walk without two sticks is am unable to carry any shopping and  
b)  have not the confidence to go far on my own. So far I have been unable to walk as far as the 

local shop

• “I had to ask to get a bath on the last day but the carer changed her programme”
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Therapy and assessment

Similar to the other types of services, the responses for home based services specifically 
mentioned more physiotherapy as an identified area of service improvement.

• “I would have liked more hands on physio other than just exercises for me to do myself”

• “I wanted physiotherapy to help me to walk unaided but I was put on a waiting list!”

• “Extra physiotherapist checking would have been much appreciated”

• “More intensives physio as I have disability before my injury”

4.7:  Commentary: Home based intermediate care services

Patient experience

This is the second year that PREM questions 
have been administered in home based 
intermediate care services. The results, on 
the whole, report a more positive experience 
for service users in 2014. Notable areas to 
report where experiences have improved in 
home based services are broadly concerned 
with “communication” type issues. Positive 
movement was reported on “I was involved 
in setting these aims”, “I felt involved in 
decisions about when care my care from 
the community team was going to stop”, “I 
was given enough notice about when my 
care from the community team was going to 
stop” and “Staff gave my family or someone 
close to me all the information they needed 
to care for me”. 

One of the key aspects of patient experience 
that the Steering Group wished to gain 
some qualitative data on was the issue of 
social isolation in older people. Thus the 
new question “I feel less anxious / less 
worried since having this service” was 
asked for NAIC 2014 as a possible proxy for 
loneliness/social isolation. This now enables 
the Steering Group to have a baseline for 
future iterations of the audit. In home based 
services, 80.8% of service users stated “I 
agree” to this statement, which compares 
favourably against bed based services, 
reporting at 73.4% and re-ablement services 
at 77.2%.

In response to the open narrative question, 

service users have praised the kindness 

and professionalism of staff. Areas for 

improvement highlighted included 

communication between staff and between 

staff and people using services. Service users 

were also keen to have more physiotherapy 

and not to be rushed out of the service.

Access to home based intermediate care 
services 

•  Hours of opening  

A third of home based intermediate care 

services are open “9 – 5” only. If home 

based intermediate care services are to 

make a significant impact upon reduction 

in secondary care utilisation by providing 

an alternative to hospital admission, 

services may need to consider making 

their services more accessible through 

extended hours opening. 

•  Waiting times   
Although waiting times for bed based 

intermediate care services have 

remained static between the NAIC 

2013 and NAIC 2014 samples, waiting 

times for home based intermediate care 

services have increased from 4.8 to 6.1 

days in NAIC 2014. This may suggest 

that capacity within home based 

services is not keeping up with demand.
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Efficient use of resources 

•  Balance of step up and down provision  

In line with results from NAIC 2013, 

both the referral sources data and the 

service users data suggest home based 

intermediate care is used approximately 

one third for step down provision and 

two thirds for step up.

•  Average length of stay  

The average length of stay has 

increased in home based services from 

28.5 day reported in NAIC 2013, to 30.4 

days reported in NAIC 2014. A factor 

in this increase could be service users 

having to wait for capacity in the home 

based intermediate care services (see 

note above on waiting times) resulting in 

the optimum window for commencing 

rehabilitation, particularly with the older 

cohort of patient, potentially having 

been missed. 

•  Productivity in home based 
intermediate care services  

The intensity of input in home based 

intermediate care services has increased 

slightly to 13.9 contacts per service 

user in NAIC 2014. The contacts per 

clinical wte (productivity measure) 

is similar to last year at 646 contacts 

per wte. Services should consider 

their performance on these metrics, in 

conjunction with reported outcomes, 

using the online toolkit.

Workforce

• Medical cover  
As reported in NAIC 2013, the most 

common method of medical cover is 

from the service user’s own GP. The 

quality standards section of the audit 

(NAIC Summary Report 2014, Section 

7.3) reported that 49% of home based 

services do not have quick and ready 

access to geriatrician assessment. The 

service user audit found that only 4% of 

service users saw a geriatrician during 

their stay with the services. These findings 

suggest commissioners and providers 

of intermediate care services need to 

consider timely access to Comprehensive 

Geriatric Assessment. (British Geriatrics 

Society, Comprehensive assessment of the 

frail older patient. BGS, 2010).

• Mental health workers  

Registered nurses, therapists and health 

care support workers are the predominant 

staff groups making up the home based 

intermediate care workforce. As in NAIC 

2013, mental health workers comprise a 

very small proportion of the workforce 

at only 0.3%, suggesting that very few 

home based intermediate care teams 

include specialist mental health input. 

In the quality standards section of the 

audit (Summary Report, section 7.3), 

60% of home based services now state 

they have “ready and quick access” to 

specialist mental health and dementia care 

compared to 53% in NAIC 2013. Given the 

increasing prevalence of dementia, current 

approaches to dementia specialist skills 

in intermediate care may require review, 

however, an improved position is pleasing 

to report.

Outcomes

• Destination on discharge  

NAIC 2014 has reported that 63% of 

patients are discharged back to their own 

home from home based intermediate care 

services. 9% of patients are discharged 

into acute care, which may suggest that 

inappropriate service users are being 
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referred to home based intermediate care 

in the first instance, with conditions or 

exacerbations requiring acute care. Very 

few service users are discharged into 

either nursing or residential care homes, 

suggesting that home intermediate care 

services are being effective at keeping 

people in their own homes for as long as 

possible, and maximising independence.

• Home outcome measure  

The new home outcome measures results 

reported for NAIC 2014 (as described in 

section 4.6 above), now provide a baseline 

against which to measure effectiveness of 

intervention in home based intermediate 

care services in future iterations of the 

audit. Both measures chosen demonstrate 

improvements against reported 

functionality following home based 

intermediate care intervention. As the 

same measures were not utilised for both 

bed and home based intermediate care, 

it is not possible to make any statements 

about possible differing dependency levels 

between service categories
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5.1:  Introduction

This section provides the audit results for 
bed based intermediate care services. 
For the purposes of the audit, this service 
category was defined by the following  
key features:

•  Setting: 
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.

•  Aim of service: 
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.

•  Period: 
Interventions for the majority of service 

users will last up to six weeks (though there 

will be individual exceptions).

•  Workforce: 
MDT but predominantly health professionals 

and carers (in care homes).

•  Includes: 
Intermediate care bed based services.

•  Excludes:  
Single condition rehabilitation (e.g. stroke) 

units, general community hospital beds 

not designated as intermediate care/

rehabilitation, mental health  

rehabilitation beds.

200 bed based intermediate care services 

responded to the organisational level audit  

in 2014 compared to 176 in NAIC 2013.

In addition to the organisational level audit, 

bed based intermediate care services, took 

part in the service user / Patient Reported 

Experience Measure (PREM) audit. The 

service user questionnaire for bed based 

services, including a PREM form for 

completion by service users, was undertaken 

with the same methodology as last year and 

is again aimed at providing a standardised 

quality measure for bed based intermediate 

care services.  The PREM questions asked 

changed slightly in 2014 and is described in 

more detail in the NAIC Summary Report 

2014, section 4 “Methodology”. 

3,548 completed service user questionnaires 

were received from 114 participating services 

and 1,739 PREM forms were received back 

directly from service users of 140 bed based 

intermediate care services. The results are 

included in sections 5.5 and 5.6 below.

5:   Results: Bed based intermediate care services 
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5.2:  Key findings: Bed based intermediate care services: Service characteristics

This section describes the key features of bed based intermediate care services. 

 
Service locations

Bed based intermediate care units included in the audit show a range of settings (figure 

5.2.1), the most common being community hospitals at 32%, down from 41% in NAIC 

2013. Acute trust settings (3%) represent a much lower proportion of the location of beds 

this year (11% in NAIC 2013), whilst Local Authority facilities and residential care homes 

represent a larger proportion at 16% and  18% respectively (9% and 4% respectively last 

year). The change in profile may be due to the increased participation of Local Authorities 

in the audit this year (see Section 2). 

Figure 5.2.1: Setting of bed based intermediate care sitesFigure 5.2.1: 

2%

16%

5%

10%

14%
18%

32%

3%

Acute trusts  3%

Community hospitals  32%

Residential care homes  18%

Nursing homes  14%

Standalone IC facilities  10%

Independent sector facilities  5%

Local Authority facilities 16%

Other locations  2%

 
Step up and down capacity

In NAIC 2014, 87% of respondents stated that beds were used flexibly between step up and 

step down (84% in NAIC 2013). 

Referral sources

In 2013/14, the largest source of referrals was from acute trust (wards) at 60% (68% in 

2012/13) with the second largest source being GPs at 18% (8% in 2012/13). Social care 

referrals to bed based services represented 6% of all referrals compared to 1% in the NAIC 

2013 sample. This reflects changes in the locations of the bed based sample noted above. 
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Figure 5.2.2: Source of referrals (bed based IC services)Figure 5.2.2: Source of referrals (bed based IC services)

6%
3%

6%

1%

18%

4%
1%

1%

60%

Acute trust (ward) 60%

IC bed based unit 1%

IC home based services  1%

A&E  4%

GP  18%

GP out of hours service  1%

Social care  6%

Other community services  3%

Other referral source  6%

Service accessibility

The most frequently cited model in NAIC 2014 for hours of opening to new admissions 

was “extended hours limited service” (30%) followed by “24/7 full service” at 29%. This 

represents a slight change from NAIC 2013 where the most common service model was 

“24/7 full service” reported by 28%, followed by “extended hours limited service” at 25%. 

81% of bed based services are open to new admissions 365 days a year (89% in NAIC 2013).

 

Figure 5.2.3: Hours open to new admissions (bed based IC services)Figure 5.2.3: 
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96% of bed based intermediate care services can accept service users with mild to 

moderate dementia (94% in NAIC 2013).
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Waiting times

The mean average waiting time from referral to assessment for bed based services in 

2013/14 was 1.3 days (median value 1.0 day), including 12 respondents out of a total of 

100 respondents with a reported waiting time of zero.  The result is in line with the values 

reported in NAIC 2013, when the mean average waiting time from referral to assessment 

was 1.3 days and median value 1.0 day.

Figure 5.2.4: Average waiting time from referral to assessment (bed based IC services)
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The mean average time from assessment to commencement of services in 2013/14 was 1.4 

days (median value 1.0 day) including 14 respondents out of a total of 95 with a reported 

waiting time of zero. Seven services reported an average waiting time of 4 days or more. 

The NAIC 2014 results represent a slight reduction in waiting times when compared to 

NAIC 2013. The mean average time from assessment to commencement of services in 

2012/13 was 1.6 days. 

Figure 5.2.5: Average waiting time from assessment to commencement of service  
(bed based IC services)
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Access to investigations

Access to same day investigations by bed based intermediate care services shows a very 

similar profile to NAIC 2013 results.

Figure 5.2.6: Same day access to investigation (bed based IC services)
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Medical cover

The most commonly cited model for medical cover in bed based services in NAIC 2014 was 

GP within service (either subcontracted or employed in-house) (44%). This was also the 

most common model in NAIC 2013 (38%). 

Figure 5.2.7: How is medical cover provided within bed based IC services?
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Performance reporting

Participants were asked where services reported to in order to gauge the flow of information 

across the health and social care system. The profile for NAIC 2014 for bed based intermediate 

care services shown in figure 5.2.9 is similar to the results in NAIC 2013.

Figure 5.2.8: Performance reporting (bed based IC services)
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5.3:  Results: Bed based intermediate care services: Use of resources

This section considers how resources allocated to bed based intermediate care by commissioners 

are currently being utilised by providers.

Unit costs

The cost per occupied bed day was calculated by dividing the total annual service budget 

by the number of occupied bed days per annum. Note that total service budget includes 

direct pay and non-pay costs only (indirect costs and overhead allocation were excluded). 

The mean cost per occupied bed day reported for 2013/14 was £235 (see figure 5.3.1). The 

data required for this calculation was provided for 120 bed based services. The mean cost 

per occupied bed day reported for 2012/13 in NAIC 2013 was £187. 

Figure 5.3.1: Cost per occupied bed day (bed based IC services) 
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The total cost per service user was calculated by dividing total annual service budget by 

the number of individual service users admitted in the period. The data required for the 

calculation was provided by 126 bed based services. The mean cost per service user was 

£5,549 for 2013/14 and the median, £4,993.

 A mean cost of £5,218 per service user was reported in NAIC 2013 for 2012/13. 

Figure 5.3.2: Cost per service user (bed based IC services)
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Bed occupancy

In bed based intermediate care services in NAIC 2014, bed occupancy shows a mean of 85% 

across the 148 services providing data, the same result as in NAIC 2013.

Figure 5.3.3: Bed occupancy (bed based IC services)
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Average length of stay

Data on the average length of stay for service users was provided by 154 bed based 

services in NAIC 2014. The mean reported for 2013/14 was 28.0 days. 12 services had an 

average length of stay of 42 days or more. 

The mean length of stay reported in NAIC 2013 for 2012/13 was 26.9 days. 
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Figure 5.3.4: Average length of stay (bed based IC services)
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5.4: Key findings: Bed based intermediate care services: Workforce

This section considers the staffing levels and mix of disciplines in bed based intermediate  

care services.

Staffing levels

The number of clinical whole time equivalent (“wte”) staff per bed is shown at figure 5.4.1. 

Data was provided for 143 bed based services. The mean reported for 2013/14 was 1.3 

clinical wte per bed (1.5 clinical wte was reported in NAIC 2013 for 2012/13).

Figure 5.4.1: Clinical WTEs per bed
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Mix of disciplines

The mix of staff disciplines for bed based services is shown in figure 5.4.2. On average, the 

largest staff group for bed based services is health care support workers (32%), followed by 

registered nurses (29%). Physiotherapists and occupational therapists make up 4% and 5% of 

the workforce respectively and social care support workers 8%. Staff providing medical cover 

make up less than 1% of the workforce. Mental health workers made up 0.2% of the workforce 

in bed based services.
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The staff mix profile is similar to NAIC 2013 for bed based intermediate care services, with 

the exception of the proportion of social care support workers which has increased from 

5% last year.

Figure 5.4.2: Mix of disciplines within bed based IC services
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Nursing skill mix

The ratio of “nursing” to “unqualified health staff” for intermediate care units in community 

hospitals and acute settings was reported as 48:52 in NAIC 2014 (57:43 was reported in NAIC 

2013). Whilst the RCN does not recommend a universal safe staffing level, the RCN does 

make recommendations as to skill mix on older people’s wards, and evidence suggests that 

there is a threshold of staffing numbers below which care becomes compromised. The ratio 

reported in NAIC 2014 is close to ratio of registered nurses to unqualified healthcare assistants 

accepted by the Royal College of Nursing as the level for basic, safe care in these settings where 

predominantly older people are cared for. However, the RCN recommends a ratio of 65:35 for 

ideal, good quality care in these settings (Safe staffing for older people’s wards: RCN summary 

guidance and recommendations, Royal College of Nursing, March 2012).

 
5.5: Bed based intermediate care services: Service user questionnaire

This section provides the results of the service user questionnaire used this year in bed based 

intermediate care services. This is the second year that bed based intermediate care services have 

been requested to administer the service user questionnaire. Bed based intermediate care services 

were asked to administer the service user questionnaire to 50 consecutive service users admitted 

into the service. 3,548 completed service user forms were returned by 114 services, giving an 

average of 31 service user questionnaires returned per service. 
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Age and gender profile

In NAIC 2014, 95% of service users were aged 65 and over, and 48% were over 85 years. 

Notable in NAIC 2014, 23% of service users were aged 90 years and over. The change in 

service user age profile is shown in figure 5.5.1. The mean age reported in NAIC 2014 was 

82 (the same as reported in NAIC 2013). 

Figure 5.5.1 Change in service user age profile between NAIC 2013 and 2014 samples 
(bed based IC services)
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As reported in NAIC 2013, 65% of the sample for NAIC 2014 was female and 35% male.

Admissions to the service

Most users in bed based intermediate care services were normally living alone in their own 

home (62%) before their episode of care. 29% of service users were reported as living with 

others in their own home. Service users were most often admitted from an acute hospital 

ward (70%) (71% reported in NAIC 2013) followed by home at 15% (14% in NAIC 2013). 

Figure 5.5.2: Change in admission source between NAIC 2013 and NAIC 2014 samples 
(bed based IC services)
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84% of referrals were admitted to the service with 12% of inappropriate referrals.  

Of those not accepted into the service, 44% were referred to a different service. 

Length of stay

In NAIC 2014, service users were in bed based intermediate care services for a mean 

of 25.9 days (26.0 days reported in NAIC 2013). The change in length of stay profile is 

illustrated in figure 5.5.3. Users with a length of stay of 90 days or more accounted for 2% 

of total bed days occurred in 2013/14 (6% reported in NAIC 2013) utilising 4% of total bed 

days. 

Figure 5.5.3: Change in service user length of stay profile between NAIC 2013 and NAIC 
2014 (bed based IC services)
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Staff contact

Staff groups most likely to be involved in delivering service users’ care were physiotherapists 

(indicated in 94% of cases), occupational therapists (93%) and registered nurses (91%). Health 

care support workers were likely to be involved in delivering service users’ care in (82%) of 

cases. Social workers and social care support workers were reported as being involved in 59% 

and 17% of cases respectively. Geriatricians were involved in service users’ care in 44% of cases 

and GPs in 49%. Mental health workers remain a relatively small professional group involved in 

care with 6% reported (the same as in NAIC 2013). 



53

Figure 5.5.4: Change in staff involved in delivering care between NAIC 2013 and 2014 
samples
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5.6: Results: Bed based intermediate care services: Quality and outcomes 

Modified Barthel Index

For NAIC 2013, the Steering Group agreed to use the Modified Barthel Index (MBI) as 

the standardised outcome measure for bed based services and this was used again in 

NAIC 2014.

In NAIC 2014, the mean MBI total score reported on admission was 55 and the mean 

score on discharge was 74, giving an average movement of 19 points. On average then 

the service users moved from the lower end of the “moderate” dependency category 

to the top end of that category (“moderate” dependency level is defined as MBI total 

scores from 50 to 74). The result compares with a reported average change in total 

MBI score of 20 points in NAIC 2013, with an average score on admission of 57 and, on 

discharge, 77 points. The overall change is therefore almost the same between the two 

years but the starting dependency level has increased slightly in NAIC 2014.

The toolkit will enable all services to review the MBI for their individual service and by 

service user. 

85% of service users were moved to a lower level of dependency, with a further 9% 

maintaining their dependency level, following an intervention from bed based services.



54

Patient pathways 

The pathway for each service user was mapped from:

• the service user’s normal living arrangement i.e. before the entire episode of care; to 
• the pre-intermediate care location; to 

• the discharge destination after intermediate care.

 

The results for this analysis were consistent both with reported findings from NAIC 2013, 

and with the findings from the provider level audit that bed based intermediate care is used 

predominantly for step down care. As reported in NAIC 2013, the most common pathway 

was from home to acute care and then back to home (46%). Figure 5.6.1 illustrates the most 

common patient pathways. 

Figure 5.6.1 Pathways for service users in bed based IC services

Lives in own home > Home
 > Own Home

Lives in own home > Acute 
hospital ward > Own Home

Lives in own home > Community 
hospital > Own Home

Lives in own home > Home
 > Acute hospital
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 > Own Home

Lives in own home > Acute
hospital ward > Acute hospital

Lives in own home > Accident &
emergency > Own Home
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 > Own Home

Lives in relative's home > Home
 > Own Home

Lives in residential home >
Residential home > Residential home

Other

% of service user sample
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As a proxy outcome measure, the service user’s location before the entire episode of care 
(normal living arrangement) was compared with the final location. The outcome was then 
coded as follows:

For NAIC 2014, the analysis showed 70% of bed based service users maintained their level of 
independence (measured as their type of care setting) (72% in NAIC 2013) and 24% moved to 
a more dependent setting (24% in NAIC 2013)(see figure 5.6.2). 

Grey = dependency of setting reduced (e.g. residential home to living with family)

Orange = dependency of setting maintained (e.g. home to home)

Blue = dependency of setting increased (e.g. home to acute care)

Purple = Unknown
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Figure 5.6.2: Pathway dependency outcome for service user sample (bed based IC services)
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Destination on discharge

Destination on discharge, taken from the organisational level data, (figure 5.6.3) is considered 

in the audit as a proxy outcome measure. In 2013/14, bed based intermediate care services 

reported 64% of service users were discharged to their own home and 15% of service users 

were admitted into an acute bed. Residential and nursing care homes together represented 

12% of discharge destinations.

This metric was not reported in NAIC 2013.

Figure 5.6.3: Destination on discharge (bed based IC services)

Figure 5.6.3: Destination on discharge (bed based IC services)
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PREM results

This section provides the results of the PREM for bed based intermediate care services.  1,739 

completed PREM forms were received from service users in 140 services.  

The collated responses are shown below (comparisons have only been made where the same 

questions have been asked in consecutive years):

Table 5.6.1: PREM results for bed based IC services

PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

The staff that 

cared for me 

had been given 

all the necessary 

information about my 

illness or condition 

from the person who 

referred me

Yes 84.3 84.2 -0.1

No 2.7 2.5 -0.2

Don’t know 11.9 11.4 -0.5

Unanswered 1.2 1.8 0.6

I was given enough 

information about 

my condition or 

treatment

Not enough  13.5  

The right 

amount
 83.3  

Too much  0.9  

Unanswered  2.3  

I was aware of what 

we were aiming to 

achieve e.g. to be 

mobile at home, to 

be independent at 

home, to be able to 

go out shopping, 

to understand my 

health better

Yes 96.0 94.5 -1.5

No 2.7 3.4 0.7

Unanswered 1.3 2.1 0.8
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

I was involved in 

setting these aims

Yes - always 69.8 67.6 -2.2

Yes - sometimes 24.0 25.8 1.8

No 4.5 4.3 -0.2

Unanswered 2.2 2.4 0.2

I was as involved 

in discussions and 

decisions about 

my care, support 

and treatment as I 

wanted to be

Yes - definitely  60.7  

Yes - to some 

extent
 32.5  

No  4.7  

Unanswered  2.1  

My family or carer 

was also involved in 

these decisions as 

much as I wanted 

them to be

Yes - definitely  63.5  

Yes - to some 

extent
 21.9  

No  4.6  

There were  

no family or 

carer available 

to be involved

 5.6  

I didn’t want my 

family or carer 

to be involved

 1.4  

Unanswered  2.9  
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

When I had 

important questions 

to ask the staff they 

were answered well 

enough

Yes - always 73.5 69.6 -3.9

Yes - sometimes 19.2 21.4 2.2

No 0.8 1.7 0.9

I had no need to 

ask
5.7 5.2 -0.5

Unanswered 0.8 2.0 1.2

I had confidence 

and trust in the 

staff treating or 

supporting me

Yes - always 89.3 85.5 -3.8

Yes - sometimes 9.5 11.3 1.8

No 0.4 1.0 0.6

Unanswered 0.8 2.2 1.4

I always knew who 

was co-ordinating 

my care

Yes  69.9  

No - I co-

ordinate my 

own care and 

support

 3.6  

Don’t know / 

not sure
 23.8  

Unanswered  2.8  

I was involved in 

decisions about 

when I would go 

home

Yes - definitely 59.0 60.8 1.8

Yes - to some 

extent
28.3 27.4 -0.9

No 6.4 6.6 0.2

I did not need to 

be involved
4.4 2.9 -1.5

Unanswered 2.0 2.2 0.2
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

Staff took account 

of my family or 

home situation when 

planning going 

home

Yes - completely 76.2 72.7 -3.5

Yes - to some 

extent
14.8 16.3 1.5

No 1.7 2.2 0.5

It was not 

necessary
3.1 4.0 0.9

Don’t know 3.2 2.9 -0.3

Unanswered 1.1 1.8 0.7

Staff gave my 

family or someone 

close to me all the 

information they 

needed to help care 

for me

Yes - definitely 73.5 67.0 -6.5

Yes - to some 

extent
15.7 19.8 4.1

No 3.2 5.1 1.9

I did want or 

need them to
5.3 5.3 0.0

Unanswered 2.8 2.9 0.1

Overall, I felt I was 

treated with respect 

and dignity while I 

was receiving care 

from this service

Yes - always 93.1 89.4 -3.7

Yes - sometimes 5.5 8.0 2.5

No 0.3 0.5 0.2

Unanswered 1.1 2.1 1.0

I feel less anxious / 

less worried since 

having this service

I agree  73.4  

I neither agree 

nor disagree
 21.6  

I disagree  2.7  

Unanswered  2.2  
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

I have been 

sufficiently informed 

about the other 

services that are 

available to someone 

in my circumstances, 

including support 

organisations

Strongly agree  32.6  

Agree  42.6  

Neither agree 

nor disagree
 15.8  

Disagree  5.0  

Strongly 

disagree
 0.9  

Unanswered  3.2  

Do you feel that 

there is something 

that could have 

made your 

experience of the 

service better?

Yes  17.0  

No  77.5  

Unanswered  5.0  

PREM open question (bed based IC services)

An additional narrative question “Do you feel that there is something that could have made 
your experience of the service better?” Yes or No, was asked, and then a space given for 
further information. Out of 345 responses for bed based services, 114 were positive (33%).  By 
far the most common specific source of praise is the attitude of the staff (53). Attitudes that 
were particularly valued were helpfulness, being caring, displaying kindness, and friendliness, 
or being professional, happy, polite and respectful.

• “Everyone has been kind, caring and very helpful could not have asked for anything better”

• “The staff were always courteous, happy and respectful”

• “My stay in intermediate care was wonderful all staff were kind and caring”
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Areas identified for improvement by service users

Personal communication and attention

This was the most common area where possible improvements were mentioned. Comments 
included lack of appropriate or consistent information, inappropriate or disrespectful 
communication, lack of discharge information, and not being listened to, or having needs 
understood.  Poor communication with family members was also a key concern, as well as a 
lack of responsiveness when help was requested. 

•  “Communication from the nursing staff was not good instead of keeping us informed we 

always had to ask what was happening”

• “Written information as it’s difficult to remember”

•  “I was confused because so many different people were relaying information at different 

times”

•  “Some nurses are too bossy; some staff treated me, like a child; never felt involved in 

decision making”

•  “Patient distressed and unsettled but bell ignored, told off for using; when I fell over I had to 

wait a long time for anyone to come” 

• “The family were unable to obtain information on my progress”

Facilities

In order of frequency, food, entertainment, toilet and washing facilities, general layout and beds 
were key areas of concern.

•  “My wife is coeliac and diabetic they had no idea on how or what food she required. Bread 
and various other foods were supplied by myself.”

•  “We only finished lunch around 12.45 and with 3 hours asked to go to table for evening meal  
[at 4], then supper at 7pm”

•  “Water jugs poor quality water everywhere; too much repetition with meals and are 
atrocious”

•  “Due to lack of activities, days were long and boring”

•  “There was an inadequate provision for washing (shower or bath). Only one visit in three 
weeks was possible”

• “If there had been access to the gardens to get outside sometimes would have been nice”

•  “Putting rehab clients together on the same floor, instead of mixing them with dementia/
nursing home permanent clients”
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Joined-up and appropriate services

This theme mostly included discharge arrangements, and communication and coordination 
within and between services. 

•  “Was discharged before my family could collect my belongings and had to rely on a member 
of staff for her kindness in packing my things and taking them to my care home”

•  “It would be useful to have a discharge packet giving the available support organisation 
outside of the hospital”

•  “Communication between shifts could be better having important facts about my symptoms 
passed on from one shift to another. I had tablets missed on 3 occasions”

•  “Inform my family when I was being sent home… I was sent home with no one knowing. 
Luckily a neighbour had a key to open my door”

•  “Over whelming sense that medical/after care and re-ablement exist in separate bubbles”

Staffing

The main concern was shortage of staff, followed by specific skills or types of professions 
required.  Poor social skills and attitudes to care were also remarked upon.

•  “I had to wait for long periods for someone to come and take me down stairs. Staff seemed 
few and overworked”

•  “More staff needed lack of staff to help with basic care needs. Left this service with an  
e coli bladder infection was continent when began then incontinent when left”

•  “Staffing levels seemed to be on the low side with the carers struggling to cope”

•  “More staff employed as they have a very busy work load which limits time to talk to patients”

•  “The night staff can be very unreasonable (some of them)”

•  “Some of the agency nurses not to standard of the permanent nurses who were excellent”

•  “Lack of therapy at weekends”

Personal care

Personal care issues were mostly concerned with bathing, help using toilet facilities, and 
assistance with mobility. Help at meal times was also mentioned.

•  “I did not get a shower although I requested for one”

•  “More help given at breakfast times, where people were struggling with their hands”

•  “I feel I needed more help. I had a bad night, used commode on my own”

•  “Too much sitting/lying around”
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Therapy and assessment

It was notable that insufficient physiotherapy was specifically mentioned 16 times in responses 
for bed based services, as well as more general comments about requiring more exercise and 
lack of help in walking.

•  “More physio visits because that was the main reason for his stay and only had two sessions 

in two weeks”

•  “I was supposed to be in there for rehab however due to sickness, holidays and job vacancies 

I sometimes didn’t come out of my bedroom for 4/5 days, exercise classes got cancelled as 

there was no staff to run them.”

5.7: Commentary: Bed based intermediate care services
Patient experience 
As noted earlier, this is the second year 
that PREMs have been administered to 
bed based intermediate care services. 
Small improvements were reported in the 
question “I was involved in decisions about 
when I would go home”, however, patient 
experiences are reported as worsening 
in NAIC 2014 in bed based services in a 
number of areas; particularly notable is the 
lower patient experience score in response 
to “Staff gave my family or someone close 
to me all the information they needed to 
help care for me” and also in response to 
“Overall, I felt I was treated with respect 
and dignity while I was receiving care from 
this service”. The open narrative question 
responses echoed these concerns with 
comments highlighting lack of appropriate 
information, not being listened to and poor 
communication with family members.

The new question on “I feel less anxious/
less worried since having this service” 
was reported as 73.4% of service users 
agreeing for bed based services. These 
PREM scores provide potential scope for 
improvement in bed based intermediate 
care services. However, these results must 
be viewed in the context of other national 
patient satisfaction surveys as the results 

for intermediate care are generally high. 

Access to bed based intermediate care 
services

• Step up versus step down capacity  
Whilst 87% of bed based intermediate 
care services use their bed base flexibly 
between step up and step down 
functions, referral sources indicate that 
the largest source of referrals into bed 
based intermediate care services is from 
acute wards at 60%. Given that only 18% 
of referrals are from GPs and 4% from 
A&E in NAIC 2014, there may be scope 
to increase bed based step up capacity. 
The service user audit confirms this 
finding with the most common pathway 
for service users being from home, to an 
acute bed, to bed based intermediate 
care back to home. Step up capacity will 
be required within health and social care 
economies to ensure that intermediate 
care can make a contribution to meeting 
the BCF non-elective admissions 
reduction target.

• Availability of services  
Bed based intermediate care services 
are open in the main for extended hours 
and for 365 days per year, ensuring 
they are available for use for admission 
avoidance if required. However, the 
referral source information reported, as 
discussed above, suggests capacity is 
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predominantly being used for service 
users stepping down from hospital. 

• Waiting times  
Waiting times into bed based intermediate 
care services have remained constant  
from NAIC 2013 to NAIC 2014. 

Efficient use of resources 

• Length of stay  
Length of stay has increased from 26.9 
days reported in NAIC 2013 to 28.0 
days for NAIC 2014. The slight increase 
in length of stay reported by providers 
may reflect the increase in average 
dependency levels identified in the 
service user audit (section 5.6)

• Unit costs  
Costs per service user have increased 
from £5,218 reported in NAIC 2013 to 
£5,549 (NAIC 2014), which might be 
expected given rising lengths of stay.

Workforce

• Staffing levels 
Staffing levels have decreased in the NAIC 
2014 sample to 1.3 clinical wtes per bed, 
which may be due to the change in mix of 
bed based settings included in this year’s 
audit with less community hospitals and 
more care homes. 

• Nursing skill mix  
Nursing skill mix levels in community 
hospitals and acute settings are still 
below RCN recommendations for good 
quality care, and represent “basic safe 
care” only. This may be impacting 
upon length of stay and providers are 
encouraged to move nursing skill mix 
towards those recommended by the 
RCN to ensure that “ideal good quality” 
nursing care is provided. 

• Medical cover  

The most common model of provision of 
medical cover in bed based services is 
again reported as GP within service (either 
subcontracted or employed in-house) 
at 44%. The percentage of bed based 
services having “quick and ready access” 
to specialist geriatric care has decreased 
from 74% stating yes in NAIC 2013 to 65% 
in NAIC 2014 (NAIC Summary Report 
2014, Section 7.3, Quality Standards audit) 
which may be compromising access to 
Comprehensive Geriatric Assessment in 
some instances (British Geriatrics Society, 
Comprehensive assessment of the frail 
older patient. BGS, 2010).

Outcomes 

• Destination on discharge  
Bed based intermediate care services 
discharge 64% of their patient cohort 
back home. 15% of service users are 
discharged into acute care from bed 
based intermediate care services, which 
may suggest that intermediate care 
services are receiving inappropriate 
referrals for patients who are not suitable 
for intermediate care services. This proxy 
outcome measure should be viewed in 
conjunction with the outcomes from the 
service user audit. 

• Bed based outcome measure (Modified 
Barthel Index)  
As reported above, the use of the MBI 
for two years of the audit has permitted 
the Steering Group to make some 
observations about dependency and 
complexity in bed based services. Whilst 
the average movement in dependency 
levels between years of the audit is similar, 
NAIC 2014 is reporting a higher level of 
dependency on admission to bed based 
services. 
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6.1: Introduction

Re-ablement services were introduced as 
a service category in NAIC 2013. For the 
purposes of the audit, this service category 
was defined by the following key features:

•  Setting: 
Community based services provided to 

service users in their own home/care home.

•  Aim of service: 
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.

•  Period: 
Interventions for the majority of service 

users will last up to six weeks (though there 

will be individual exceptions).

•  Workforce: 
MDT but predominantly social care 

professionals.

•  Includes: 
Home care re-ablement services.

•  Excludes: 
Social care services providing long  

term care packages.

There has been ongoing discussion in the 

NAIC Steering Group and wider Advisory 

Group as to whether re-ablement should be 

included as part of home based intermediate 

care services or as a separate service 

category. It was decided to maintain  

re-ablement services a separate service 

category for NAIC 2014 but to continue to 

keep this under review as more services move 

to a fully integrated model. A key rationale 

for this decision is that re-ablement services 

do not use the same currency for counting 

activity, tending to use “contact hours” 

rather than “contacts” as in predominantly 

health home based services (Department 

of Health, Care Services Efficiency Delivery 

(CSED) Homecare Re-ablement; Prospective 

Longitudinal Study Final Report, DH 2010).

The degree of integration between health 

and social care services was tested with a 

question in the audit. In NAIC 2014, 59% of 

the re-ablement services completing the 

audit stated the service was integral to an 

intermediate care service with staff operating 

and managed within an intermediate care 

team. The remaining 41% are in separate 

teams. This suggests there is not one model 

for service categorisation which will currently 

fit all local service configurations, so that any 

route taken will inevitably be a compromise. 

However, it should be noted that respondents 

were generally able to split out their  

re-ablement activity, finance and workforce.

The following section provides the audit 

results for re-ablement services. 70 re-

ablement services responded to the 

organisational level audit, compared to 49 in 

NAIC 2013.

In addition to the organisational level 

audit, re-ablement services took part in 

the Patient Reported Experience Measure 

(PREM) audit, using the “home” version of 

the PREM form. The PREM audit aimed to 

provide a standardised quality measure for 

intermediate care/re-ablement services. The 

PREM was conducted in exactly the same way 

as last year, however, the PREM questions 

changed slightly for NAIC 2014. The further 

development of the PREM for NAIC 2014 is 

described in NAIC Summary Report 2014, 

section 4 “Methodology”.  832 completed 

PREM forms were received back directly from 

service users of 37 re-ablement services. The 

results are included in section 6.5.

6:   Results: Re-ablement services 
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6.2: Key findings: Re-ablement services: Service characteristics

 
Service model

In NAIC 2014, 47% of re-ablement services reported operating an intake model, accepting all 

homecare referrals for an initial period of re-ablement (45% NAIC 2013). 42% use a selective 

model (45% NAIC 2013), applying referral criteria which are more selective, for example,  

discharge support. Services using an intake model may operate on a much larger scale than 

selective services. 

 

Referral sources

The largest source of referrals into re-ablement services in 2013/14 was from acute trusts 

(wards) (43%), with referrals from social care at 14% and GPs at 12%. Referrals from A&E 

accounted for around 1% of the total.

In 2012/13 acute trusts (wards) accounted for 35% of referrals and social care 34%.  

Referrals from GPs made up 5% of the total.

Figure 6.2.1: Source of referrals (re-ablement services)Figure 6.2.1: Source of referrals (re-ablement services)
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Service accessibility

“Extended hours full service” was the most frequently cited model for re-ablement services 

in NAIC 2014 (by 56% of respondents), followed by “9 to 5” (26%) (figure 6.2.2 below). 

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

In NAIC 2013, “extended full hours service” was cited by 34% of re-ablement services and 

“9 to 5” by 30%.

80% of services are open 365 days a year, with a further 13% open every day except 

weekends and bank holidays.

Figure 6.2.2: Hours open to new admissions (re-ablement services)  Figure 6.2.2: Hours open to new admissions (re-ablement services) 
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Waiting times

The mean average waiting time from referral to assessment for re-ablement services 

in 2013/14 was 5.3 days and the median value, 3.0 days. 13 services (out of a total of 43 

respondents) reported an average waiting time of 7 days of more.

In 2012/13, the mean average waiting time reported was 4.2 days (median 2.5 days).

Figure 6.2.3: Average waiting time from referral to assessment (days)  
(re-ablement services)
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Performance reporting

Participants were asked where services reported to in order to gauge the flow of 

information across the health and social care system. The results for re-ablement services 

are shown in figure 6.2.4 below.

Figure 6.2.4: Performance reporting (re-ablement services)
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6.3: Key findings: Re-ablement services: Use of resources 
 
  Unit costs

For re-ablement services the cost per service user was calculated by dividing the total 

annual service budget by the number of individual service users accepted into the service 

in the period. Data was available for 43 re-ablement services. The mean for 2013/14 was 

£1,722 per service user (median £1,647). This is greater than the mean cost per service user 

of home based intermediate care of £1,045.

The mean cost per service user for re-ablement services in 2012/13 was £1,850.

Figure 6.3.1: Cost per service user accepted (re-ablement services)
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Average duration of stay

For re-ablement services, the average duration of stay was provided by 48 services (figure 

6.3.2). The mean for 2013/14 was 32.7 days (median 30.8 days), slightly longer than for 

home based intermediate care services (30.4 days).

For re-ablement services, the mean average duration of stay reported for 2012/13 was 32.4 

days. 

Figure 6.3.2: Average duration of stay in days (re-ablement services)
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Intensity of input and productivity

The number of contact hours per service user was calculated as a measure of the  

intensity of input of re-ablement services, the mean, in 2013/14, was 36 contact hours 

(median 29 contact hours). The results showed wide variation (figure 6.3.3).

The mean number of contact hours per service user in 2012/13 was 42.

Figure 6.3.3: Contact hours per service user (re-ablement services)
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For re-ablement services, the number of contact hours per wte per annum was calculated 

as a measure of productivity (figure 6.3.4). The mean value in 2013/14 was 663 contact 

hours per wte and median, 676 contact hours. 

In 2012/13 the mean number of contact hours per wte was 835.

Figure 6.3.4: Contact hours per WTE (re-ablement services)
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6.4: Key findings: Re-ablement services: Workforce 

Staffing levels

The number of wtes (excluding management and administrative staff) per 100 service users 

was calculated (figure 6.4.1). Data was provided for 40 re-ablement services. The mean for 

2013/14 was 4.6 wte per 100 service users (median 3.6 wte).

The mean for 2012/13 reported in NAIC 2013 was 5.5 wte per 100 service users.

Figure 6.4.1: WTE per 100 service users (re-ablement services)
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Mix of disciplines

As would be expected, social care support workers (55%) were the largest staff discipline 

included in re-ablement teams in 2013/14. It should be noted that the high proportion of social 

care workers may be due to the way participants were asked to complete the audit by splitting 

out the re-ablement element of services where they were integrated. Health care support 

workers make up 12% of staff in re-ablement services, registered nurses 1%, physiotherapists 4% 

and occupational therapists 7%. Geriatricians accounted for 0.03% and GPs 0.0%. 

In NAIC 2013, the largest group was also social care support workers (68%), with health care 

support workers at 3%. Physiotherapists and occupational therapists are at higher levels than 

reported in NAIC 2013, 1% and 2% respectively.

Figure 6.4.2: Mix of disciplines within re-ablement services
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6.5: Re-ablement services: Quality and outcomes 

Re-ablement outcome measures

The mean percentage of service users completing re-ablement was 82% for 2013/14 (figure 

6.5.1) (85% in 2012/13).

Figure 6.5.1: Percentage of service users completing re-ablement  
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In 2013/14, the mean percentage of service users completing re-ablement with a reduced 

ongoing homecare need was 57% (see figure 6.5.2), no change in ongoing homecare need 

showed a mean of 32% and increased homecare need, 11%.

This analysis was not available in NAIC 2013.

Figure 6.5.2: Percentage of service users with reduced ongoing homecare need
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PREM 

This section provides the results of the PREM for re-ablement services. 832 completed PREM 

forms were received from service users in 37 re-ablement services. The same version of the PREM 

form was used for home based intermediate care and re-ablement services. 

The collated responses were as follows (comparisons have only been made where the same 

questions have been asked in consecutive years):

Table 6.5.1: PREM results for re-ablement services

PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

The length of 

time I had to wait 

for my care from 

the community 

team to start was 

reasonable

Yes 95.6 93.0 -2.6

No 2.9 5.7 2.8

Unanswered 1.5 1.3 -0.2

The staff that  

cared for me at home 

had been given all the 

necessary information 

about my condition 

or illness from the 

person who referred 

me

Yes 82.9 83.1 0.1

No 3.5 4.3 0.8

Don’t know 12.2 11.9 -0.3

Unanswered 1.7 0.7 -1.0

I was aware of what 

we were aiming to 

achieve e.g. to be 

mobile at home, to 

be independent at 

home, to be able to 

go out shopping, 

to understand my 

health better

Yes 94.3 95.2 0.9

No 3.5 3.3 -0.3

Unanswered 0.0 1.6 1.6

I was involved in 

setting these aims

Yes - always 75.4 74.4 -1.0

Yes - 

sometimes
17.6 18.2 0.5

No 4.4 5.1 0.6

Unanswered 2.7 2.4 -0.3
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

I was as involved 

in discussions and 

decisions about 

my care, support 

and treatment as I 

wanted to be

Yes - definitely  75.6  

Yes - to some 

extent
 19.6  

No  4.0  

Unanswered  0.8  

The staff let me 

know how to 

contact them if I 

needed to

Yes - always 84.8 83.5 -1.3

Yes - 

sometimes
8.5 7.7 -0.8

No 4.7 7.5 2.8

Unanswered 2.0 1.3 -0.7

The appointment / 

visit times by staff 

were convenient for 

me

Yes - always 74.6 75.8 1.2

Yes - 

sometimes
21.1 20.9 -0.2

No 2.7 2.9 0.2

Unanswered 1.6 0.4 -1.2

When I had 

important questions 

to ask the staff they 

were answered well 

enough

Yes - always 73.7 73.0 -0.7

Yes - 

sometimes
11.9 12.0 0.1

No 1.1 0.6 -0.5

I had no need 

to ask
11.6 13.6 2.0

Unanswered 1.6 0.8 -0.8
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PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

I had confidence 

and trust in the 

staff treating or 

supporting me

Yes - always 90.9 91.0 0.1

Yes - 

sometimes
6.7 7.8 1.1

No 1.0 0.6 -0.4

Unanswered 1.4 0.6 -0.8

I felt involved in 

decisions about 

when my care from 

the community 

team was going to 

stop

Yes - definitely 61.6 60.5 -1.1

Yes - to some 

extent
23.1 23.8 0.7

No 6.5 6.4 -0.1

I did not need 

to be asked
4.7 4.9 0.2

Unanswered 4.1 4.5 0.4

I was given enough 

notice about when 

my care from the 

community team 

was going to stop

Yes - definitely 69.3 62.1 -7.2

Yes - to some 

extent
18.6 20.2 1.6

No 7.4 8.3 0.9

Unanswered 4.7 9.4 4.7

Staff gave my 

family or someone 

close to me all the 

information they 

needed to help care 

for me

Yes - definitely 59.6 60.1 0.5

Yes - to some 

extent
14.7 16.5 1.8

No 5.2 5.4 0.2

I did want or 

need them to
16.4 15.4 -1.0

Unanswered 4.1 2.6 -1.5



PREM question Option
% ticking each 
option given 
NAIC 2013

% ticking each 
option given 
NAIC 2014

Absolute 
change (%)

Staff discussed 

with me whether I 

needed any further 

health or social care 

services after this 

service stopped (e.g. 

services from a GP, 

physiotherapist or 

community nurse, 

or assistance from 

social services or the 

voluntary sector)

Yes 66.2 69.1 2.9

No - but I would 
have liked them 

to
9.6 8.3 -1.3

No - it was not 

applicable
21.4 19.5 -1.9

Unanswered 2.8 3.1 0.3

Overall, I felt I was 

treated with respect 

and dignity while 

I was receiving 

my care from this 

service

Yes - always 93.9 94.6 0.7

Yes - 

sometimes
3.9 4.6 0.7

No 0.6 0.1 -0.5

Unanswered 1.6 0.7 -0.9

I feel less anxious / 

less worried since 

having this service

I agree  77.2  

I neither agree 

nor disagree
 18.6  

I disagree  1.8  

Unanswered  2.4  

Do you feel that 

there is something 

that could have 

made your 

experience of the 

service better?

Yes  16.1  

No  79.5  

Unanswered  2.4  

7777
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PREM open question (re-ablement services)
An additional narrative question “Do you feel that there is something that could have made 
your experience of the service better?” Yes or No, was asked, and then a space given for 
further information. Out of 207 responses for re-ablement services, 93 were positive (45%).  By 
far the most common specific source of praise is the attitude of the staff (30). Attitudes that 
were particularly valued were helpfulness, being caring, displaying kindness, and friendliness, 
or being professional, happy, polite and respectful.

• “The service has been wonderful and all carers charming and helpful”

• “All the staff were very helpful and friendly”

• “The staff were always kind and helped very much”

•  “I have nothing but praise and gratitude for the cheerful and professional way in which the 

care team have helped me in my difficult situation”

Areas identified for improvement by service users

Timing of visits

This theme was broadly divided into two areas of concerns.  Firstly, the timing of visits was 
often inappropriate, unexpected or inconsistent, and secondly more time or greater frequency 
of visits was considered necessary.

•  “Timings varied, between 7am-10.45am. This was not suitable for my circumstances. I was 

told this was not a timed service.”

• “11.30am care call too [early] for lunch call as has breakfast at 10am.”

•  “One day was at 7:30am the next was at 11am. When carers were running significantly late 

would have liked a call (some did call but some did not).”

•  “Would have liked a later call of an evening, as he was usually in bed by 7ish and wasn’t 

getting up till after 8am, so he was in bed a long time”

• “A definite time for evening visit, it ranges between 5hrs!”
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Joined-up and appropriate services

This theme included continuity of carers, communication and coordination within and between 
services, timeliness and information about waiting times.

•  “Yes, telling the next person coming to work, what he did for person (patient) last visit and 
what’s his needs , lack of communication between staff and restriction on their services”

•  “I found that as I was living alone and opening the door to different people several times  
a day completely exhausting. So I was pleased when they all gone so and could have  
some rest”

•  “Onset could have been quicker. Long wait for someone to start by which time had lost 
confidence and mobility was worse”

•  “Correct information of beginning of service as wrong address was given causing delay for  

2 days. l had been home from hospital 12 days before service began”

Personal communication and attention

In order of importance, this theme included lack of appropriate or consistent information about 
services or care, and lack of discharge information.  In contrast to the bed based services, poor 
communication with family members and lack of responsiveness were not key concerns for 
these services.  An important issue, which is associated with the timing of visits is the lack of 
communication about visit times and changes to schedules.

•  “It would have helped me enormously if I had been told from the beginning what I could ask 

the carer to do for me and what was unacceptable to ask any one of them to do”

•  “Knowing in advance what the staff could do for us. We often asked for help that they 

weren’t able to give, bearing in mind that we have not had daily care before”

• “Could have explained a bit more about the service”

• “For staff to inform customer where the service contact details are in the planner”

•   “If they are running late it would be useful ringing instead of wondering why they  

were not coming”

Personal care

A particular area of concern was lack of consistency regarding standards of care and the tasks 
that could be expected to be performed.  Some service users reported a lack of information 
about what could be expected from the service. Support for leaving the house was a common 
request.

• “Some of the carer[s] did not do as much as I thought they should have done”

• “Help with mobility outdoors, just to be taken local shops. They weren’t allowed”

• “Some of the staff would not help with tasks that others would do”

•   “On one occasion the member of staff did not help me to get undressed, I struggled  
on my own”
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Staffing

Similar to home based services, the main concerns were lack of provider continuity, and 
shortage of staff.  This can be seen to impact on many other important aspects of care, such 
as rushed visits, not enough time to share information, unpredictable and inappropriate visit 
times, inconsistent standards of care and lack of understanding about individuals’ needs.  It is 
also worth noting that where relationships were allowed to develop, these were often valued by 
service users and received specific mention when services were praised

•  “I never know who was going to be my carer. It would have been better to have regular carers 
at a specific time each day”

•  “Some of the staff were very friendly, others less. Some of the staff would not help with tasks 
that others would do”

•  “The only problem was that a few staff refused to apply E45 to XXX’s legs because it was 
not prescribed medication although the doctor and nurse said it was good to use. Most were 
happy to do this a few were not XXX found this upsetting”

• “ I need eye drops twice a day and on occasions carers were sent to me who would not 
administer these drops. I am unable to do this myself and needed this as a fundamental 
to my health”

Length of service

Some re-ablement service users reported problems with the service provision ending before 
they were ready for it to finish. However this was less common than in the home based service.

•  “I feel that the time spent with me was not enough and ended abruptly I am not better than 
when I left hospital”

•  “It could have lasted longer and I could have been told what the cost was if I want to 
continue.”

•  “I would like the carers to continue as I am unable to manage on my own with cooking and 
washing and dressing myself.”

Therapy and assessment

Similar to other types of services, the responses for re-ablement services specifically 
mentioned more physiotherapy as an identified area of service improvement.

•  “It would be helpful to have a formal referral to community or outpatients physio during 
weeks in plaster just to monitor exercises once weekly”

•  “In my particular circumstances a few more sessions at certain times might have helped 
me to make more secure progress. I had two sessions each week but found I could not 
sustain my confidence to re-store mobility with two sticks when I was at home alone. 
However I shall persevere”
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6.6: Commentary: Re-ablement services

Patient experience  
Re-ablement services responses to the 
PREM were largely in line with reporting in 
NAIC 2013, with only slight improvement 
or worsening positions reported. 

In terms of the new question “I feel less 
anxious/less worried since having this 
service”, for reablement services, 77% of 
service users agreed with this statement. 
Results from the open narrative question 
in both years raised some concerns for 
service users about the length of the 
service they received. In terms of the new 
question “I feel less anxious/less worried 
since having this service”, for re-ablement 
services, 77% of service users agreed with 
this statement.

A further key concern raised in the open 

narrative responses was a perceived 

shortage of staff impacting on rushed 

visits and unpredictable and inappropriate 

visit times.

Model of provision

It is worth noting that the model of 

provision for re-ablement services is likely 

to affect service outcomes. A higher 

proportion of services operate an intake 

model (47%) as opposed to a more 

selective model (42%) where acceptance 

criteria has been put in place for referrals 

into the service.

Access

• Pathways  
NAIC 2014 demonstrates a reported 
increase in referrals from acute wards; 43% 
reported in NAIC 2014 and 35% in NAIC 
2013 and a lower proportion of referrals 
from social care. This shift may suggest 
a change in the flow of service users 
as re-ablement services become more 

embedded in intermediate care pathways 
and is consistent with the finding that 59% 
of re-ablement services are now integral 
to intermediate care. Referrals from GPs 
have also increased suggesting that they 
are recognising the crucial role of re-
ablement services, as a step up function, 
in preventing people from being admitted 
to hospital, and their role in maximising 
independence levels. 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 areas.

• Availability of services  
“Extended hours full service” continues to 
be the main model of service operation, 
in line with reporting in NAIC 2013. Again, 
the majority of services are open and 
operating 365 days per year, suggesting 
that re-ablement services are accessible, 
and a realistic option for referrers to refer 
into to provide a step up function.

• Waiting times  
The waiting time for re-ablement 
services has increased in NAIC 2014, 
with 5.3 days on average being reported 
(4.2 days reported in NAIC 2013). The 
waiting times are at a similar level to 
those in home based services and again 
may raise concerns about whether the 
optimum window for commencement 
of rehabilitation may have been 
compromised.

Use of resources

• Workforce productivity  
The workforce metrics reported in NAIC 
2014 point to a possible decrease in 
productivity compared to levels reported 
in NAIC 2013. The contact hours per wte 
per annum have decreased from 835 
reported in NAIC 2013 to 663 in NAIC 
2014. It is suggested that services review 
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their individual positions on this key 
performance metric using the online tool.

Outcomes

As mentioned above, re-ablement outcomes 
should be viewed in conjunction with the 
intake model in operation, as this may impact 

on outcomes achieved. In NAIC 2014, 82% of 
services reporting service users completing 
re-ablement packages, with 57% of service 
users having a reduced need for ongoing 
homecare packages. 
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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
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Appendix 2: Data completeness  

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%

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%
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Section Service type
Number of services 

contributing to 
section

Section % 
completion

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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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

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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