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 1. EXECUTIVE SUMMARY 
 

• This strategy has been developed jointly by NHS Enfield and Enfield Council.  It is 
a joint health and social care strategy which specifies how Enfield intends to 
commission Intermediate Care and Re-ablement services over the next 3 years 
(2011 - 2014) in order to improve the quality, effectiveness and efficiency of 
current service provision.  

 

• Commissioners from Health and Adult Social Care have worked with the local 
Intermediate Care and re-ablement service to analyse the current picture of 
service provision and develop strategic objectives and evidence based 
commissioning intentions. We have been guided by local and national policy and 
guidance and by the priorities set out in Enfield’s Joint Strategic Needs 
Assessment. 

 
What is Intermediate Care?  

• The term ‘Intermediate Care’ covers a wide array of services which are 
characterised by the following features:- 

 
� They are aimed at helping people avoid prolonged hospital stays or 

inappropriate admission to acute in-patient care, long-term social care or 
continuing NHS in-patient care.  

 
� They feature comprehensive assessment and outcome-focused 

rehabilitation aimed at maximising independence and enabling people to 
resume normal living.  

 
� They typically comprise multi-professional, multi-agency working.  

 
� They are time-limited, usually between 1-6 weeks.  

 

• These services are central to the delivery of a number of key national policies, 
including the National Service Framework for Older People, management of long-
term conditions, and avoiding acute hospital admission.  

 

• Of equal importance, effective Intermediate Care services are very popular with 
patients, particularly older people who value their independence and ability to 
remain at home rather than being admitted to hospital.  

 
What is Reablement? 

• The term ‘Re-ablement’ describes the use of timely and focused intensive therapy 
and care in a person’s home to improve their choice and quality of life, so that 
people can maximise their long-term independence by enabling them to remain or 
return to live in their own homes within the community.  This approach focuses on 
re-abling people within their homes so they achieve their optimum, stable level of 
independence with the lowest appropriate level of ongoing support care. 

 

• Evidence shows that timely bursts of social care Re-ablement can either prevent 
hospital admission or post-hospital transfer to long-term care, or appropriately 
reduce the level of ongoing home care support required. Re-ablement 
complements Intermediate Care services and the benefits include:- 
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� maximised independence;  
� minimised whole life cost of care1. 

 
The Picture in Enfield Today 

• Enfield’s Intermediate Care service comprises a mix of multi-disciplinary 
community teams providing home-based care; nurse consultant led community 
hospital care for acute admission avoidance; and consultant led hospital care 
purchased from neighbouring Boroughs to facilitate timely discharge from acute 
care. 

 

• Whilst there is considerable expertise and enthusiasm at managerial and 
operational level across the range of commissioned services, there is evidence of 
some duplication of service provision and gaps in the services available. 

 

• Enfield Council operate a Home Care team providing long-term support with a 
range of personal and domestic tasks to assist people to remain in their homes 
for as long as it is reasonable to do so.  

 

• The strategic direction for modernising adult social care services means that 
Home Care teams need to change the way in which they work in order to provide 
services which promote independence.  For Enfield, this means integrating the 
current in-house Home Care team with the hospital discharge component of the 
Intermediate Care service and creating a dedicated Re-ablement Service; work 
on this has already commenced and the new service will become fully operational 
on 11 April 2011. 

 

• The changes to Enfield Councils home care and Intermediate care services are 
part of a wider programme of service redesign and the development of a new 
operating model for social care services. This is in response to the governments 
personalisation agenda and aims to benefit service users by: 

 
� Providing a single point of access; 
� providing a more responsive service by ensuring that requests for 

assistance are processed in a way that is proportionate to the persons 
circumstances and needs; 

� Embedding of re-ablement within the customer pathway to deliver timely 
interventions to maximise a persons opportunity to regain skills, confidence 
and independence; and 

� Increased flexibility delivering choice and control enabling people to self 
direct the support to achieve the outcomes required to meet their needs.   

 
Finance and Funding 

• This strategy has been developed in the context of an extremely challenging 
financial environment. Councils are being asked to reduce their budgets year on 
year, and NHS organisations are working hard to improve their financial position 
and reduce their deficits. One of the key aims of this strategy is to ensure that 
Intermediate Care and Re-ablement services are commissioned effectively in 

                                                 
1 CSED website: http://www.dhcarenetworks.org.uk/csed/homeCareReablement/ 
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order to reduce unnecessary use of costly acute hospital beds and delay entry to 
long-term residential and nursing care.  

 
• Approximately to £6.6 million per annum is currently invested in the range of 

health and social care commissioned Intermediate Care and Re-ablement 
services in Enfield. 

 

• A review of services in 2010 indicated that there was spare capacity within the 
current service to address future need and considerable potential for redesign to 
increase productivity and to achieve maximum efficiency. 

 

• By decommissioning hospital based Intermediate Care Services provided in 
neighbouring Boroughs and further investing in the development of services 
provided in Enfield, it is estimated that, across health and social care, savings of 
approximately £1.34 million can be made while at the same time provide higher 
quality, person-centred services.  

 

• In order to achieve these savings, additional funding of £1.24 million over 3 years 
(2011/12 – 2013/14) will be invested in Intermediate Care and Re-ablement 
services. This additional funding will be allocated from the NHS Support for Social 
Care: 2010/11 – 2012/13 allocations set out in the 2011/12 NHS Operating 
Framework.  

 

• Further savings are anticipated through a reduction in inappropriate hospital 
admissions, timely discharge from hospital, a decrease in the number of people 
admitted to long term care, and a reduction in the use of ongoing home care.  

 
 
Strategic Objectives 
 
1. PREVENT AVOIDABLE ADMISSIONS TO HOSPITAL AND SUPPORT 
TIMELY DISCHARGE 
 

Individuals will receive their care in the right place, at the 
right time. 

We will reduce the cost of acute hospital care and manage 
increasing projected demand. 

 
Identify a Single Point of Access (SPA) for Intermediate Care services across Enfield 
which is readily identifiable and accessible to all referrers and which is promoted 
widely.  
 
Develop an integrated health and social care I.T system. 
 
Commission an increased provision of the full range of step down and admission 
avoidance Intermediate Care beds within Enfield.  
 
Decommission out of borough Intermediate Care beds and develop agreements to 
spot-purchase from alternative hospital and community based providers where 
demand exceeds local capacity. 
 
Increase the capacity of Intermediate Care to provide in-reach to care homes. 
 



Intermediate Care & Re-ablement Strategy         

 

Develop clear care pathways 
 
Develop the capacity of the current rapid response component of the Intermediate 
Care Hospital Avoidance team to provide urgent community based assessment and 
immediate intervention in people’s homes.  
 
Develop the ability of the Intermediate Care service to deliver intravenous therapy at 
home. 

 
2. DECREASE THE NUMBER OF PEOPLE UNNECESSARILY ADMITTED 
TO LONG TERM CARE FOLLOWING A HOSPITAL STAY 

 
Assessment and decision making about peoples long 
term care needs will only be made only after they have 

had the opportunity for rehabilitation, recuperation 
and recovery 

 
Ensure that no one is transferred directly from an acute ward to long term residential 
care (unless in exceptional circumstances) without being offered a period of 
Intermediate Care and Re-ablement. 
 
Implement a unified assessment process, trusted by all with appropriate information 
shared between partners.  
 
Adjust the time limited criteria currently in place across Intermediate Care, to ensure 
that individuals with more complex needs have equity of access for assessment and 
rehabilitation, prior to decisions being made about their longer-term needs.  
 
Determine a clear Re-ablement pathway that links Re-ablement with the self-directed 
support processes. 
 

 
3. IMPROVE QUALITY AND MAXIMISE INDEPENDENT LIVING 

 
Increase patient satisfaction and maximise people’s 
potential to live as independently as possible in their 

chosen community. 
 
Integrate Re-ablement into the customer journey by reconfiguring the provision of in- 
house Home Care and ensuring an integrated continuum of service provision. 
 
Develop a person centred ‘menu based’ approach to service provision. 
 
Ensure a dedicated care management service to the Intermediate Care step down 
and admission avoidance beds to ensure that people are able to move through the 
whole system in an appropriate and timely manner. 
 
Integrate the health and social care Intermediate Care teams to ensure that the full 
needs of the client can be met by the service.  
 
Invest in Assistive Technology to support people to remain in their own homes. 
 
Transfer management of people with Chronic Obstructive Pulmonary Disease to 
Primary Care.  
 
Address the absence of a Community Therapy service, ensuring that this links with 
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the service redesign programme currently underway in Enfield. 
 
Continue to commission low level Re-ablement Services from the 3rd sector. 
 

 
 
4. IMPROVE THE SKILLS AND COMPETENCIES OF THE WORKFORCE 

 
Investing in workforce development will allow the 

current services to support people with more 
complex needs thereby reducing hospital 

admissions, admissions to care homes and home 
care hours. 

 
 

Ensure there is ready access to the specialist skills required to enable Intermediate 
Care to support people with long-term conditions, including those individuals with 
dementia and mental health needs. 
 
All Intermediate Care staff will receive core training in dementia, and appropriate 
access to professional support. 

 
 
5. DELIVER MORE COST EFFECTIVE SERVICES IN ORDER TO MEET 
CURRENT AND FUTURE DEMAND WITHIN EXISTING RESOURCES 

 
Within the current and future financial and 

political climate, both health and social care 
economies are tasked to provide best value 

services for the local population, within agreed 
budgetary constraints. 

 
Ensure cost effective service delivery and monitor outcomes of Intermediate Care 
and Re-ablement service to ensure that the service meets the desired outcomes of 
the individual and their carers. 
 
Ensure there is a robust financial monitoring framework which links service delivery 
to ensure that the service is delivered within the defined budget. 
 
Commission a longitudinal study to track the impact of the redesign of Intermediate 
Care services on; 

• admissions to long term care 

• hospital readmissions 

• home based packages of care 

• self care 

• user and carer satisfaction 

• Cost. 
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6. ROBUST PERFORMANCE MANAGEMENT AND GOVERNANCE 
 

Monitor and evaluate quality, provide accurate 
reporting data and to inform future 

commissioning intentions. 
 
Develop and implement a robust performance management framework to ensure that 
future Intermediate Care provision meets identified needs and achieves desired 
outcomes. 
 
Ensure that Intermediate Care has a robust governance framework.  

 
 
 


