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 Intermediate Care
Developing capacity in 

Step Up and 

Step Down Beds 


Intermediate Care in Scotland 

Background 

‘’Maximising Recovery, Promoting Independence’’- An Intermediate Care Framework for Scotland, describes intermediate care as a continuum of integrated community services for assessment, treatment, rehabilitation and support for older people and adults with long term conditions at times of transition in their health and support needs. 
These services offer alternatives to emergency inpatient care, support timely discharge from hospital, promote recovery and return to independence, and prevent premature admission to long-term residential care.  
Maximising independence and improving the pathway from home to hospital and back is at the heart of the 2020 Vision and the National Outcomes for Health and Wellbeing. 
Remaining in hospital once treatment is complete or being admitted prematurely to long term care are poor outcomes for individuals and for the system. Both the Unscheduled Care Action Plan and the Discharge Task Force aim to improve whole system flow and to build capacity for anticipatory and urgent care and support in hospital and in the community. 

While the aim is to enhance intermediate care and support at home, many partnerships are also increasing their capacity for bed based intermediate care - a timelimited episode of assessment, treatment, rehabilitation and support commissioned and supported by the partnership and provided in dedicated capacity within a care home, housing with care, or community hospital setting. 
Bed based intermediate care may be provided as step up beds (admitted from home as an alternative to acute hospital admission) or as step down (transfer from acute hospital for people who require additional time and rehabilitation to recover but are unable to have this provided at home). 

JIT and Scottish Care co-hosted a workshop on developing step up and step down beds at the Community Hospitals Improvement Network learning event on Sep 30th.  Presentations from the workshop can be viewed on the Community of Practice website.  

Survey 
This paper presents the results of a short Online Survey designed to provide a ‘snapshot’ of Step Up and Step Down Intermediate Care activity in Scotland at August 2014.  

The survey aimed to:  

· Describe the range of Step Up and Step Down services provided 
· Explore perceived barriers and solutions for scaling up this care  
· Identify themes for improvement support 
· Signpost to examples of good practice 
31 health and care partnerships responded to the survey. 
Annex 1 is a list of the partnership leads for Step Up and Step Down beds.  

Range of Services Provided 

26 partnerships currently provide or commission step up or step down beds as part of their Intermediate Care service. Around two thirds provide these beds within a local authority care home and just under half commission this service from the independent sector. 
Few partnerships describe dedicated capacity for step up or step down in housing with care or community hospitals (Fig 1).  Some use innovative solutions such as a short term amenity bungalow hosted by Red Cross in Orkney.
Fig 1  
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Step up or step down beds are not yet available in all localities (Fig 2).  
Fig 2 
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Scale of Provision 

Partnerships identified a total of 445 beds that are commissioned for Intermediate Care.  These beds add significant capacity to the health and care system. (Fig 3) 

Fig 3 
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Table 1 lists current step up / step down provision by partnership 
	Independent Care Homes
	Angus, Dumfries & Galloway, Dundee, 
East Ayrshire, Edinburgh Council, Fife, Glasgow, Moray, 
Perth & Kinross, South Ayrshire, North Lanarkshire, 

South Lanarkshire 



	Council Care Homes

	East Ayrshire, East Lothian, Edinburgh, Falkirk, 

Fife, Glasgow, Midlothian, North Lanarkshire, 
Orkney, Perth & Kinross, Renfrewshire, 
Scottish Borders, Shetland, South Ayrshire, 

Stirling & Clackmannanshire, West Dunbartonshire, 
West Lothian



	Community Hospitals 
	Dumfries and Galloway; Perth and Kinross, West Lothian 


	Housing with Care
	Aberdeen,  West Dunbartonshire

 

	Other 
	N&W NHS Highland



Measuring Activity and Outcomes 

Nine partnerships reported that they use an agreed health and social care dataset to record activity in step up and step down beds. In other services, health and social care practitioners and staff from the care home staff capture data but there is no agreed quality performance reporting. Some services use personal outcomes to highlight impact. 

Fourteen partnerships have undertaken local evaluation of their step up / step down beds. 
92% of partnerships who provide this model of care would be interested in working with others to benchmark the quality and outcomes delivered by their service.  

Table 2 lists some examples of information used for quality improvement, local audit and evaluation, including client / patient experience and personal outcomes

	Partnership

	Source of Data

	Angus

	Service user satisfaction questionnaires and outcomes 

	Ayrshire and Arran
	discharge destination, home care hours, personal goals, exit questionnaire post service ( based on talking points)

	Dumfries and Galloway 
	Activity questionnaire, telephone follow up of experience, 
questionnaire to support staff feedback

	Edinburgh 
	Event analysis, TOM and IoRN, reviews at 4 weeks.  Interviews, case studies and digital stories, experience and outcomes of users  

	Glasgow
	Balanced Score Card, Bed status reports, rehabilitation outcomes data


	Renfrewshire
	Number of patients, number and types of interventions, patients' and carers' feedback, length of stay, modelling costs.

	Scottish Borders 
	Quantitative and qualitative data and clients outcomes are measured using professional standardised assessment tools and questionnaire.

	Stirling / Clacks 

	Service user questionnaires.  Follow up reviews and storyboards

	W Dunbartonshire

	Outcomes led assessment and evaluation 

	West Lothian 

	Readmission data, patient and carer experience, clinical indicators



Multidisciplinary Support  

Most step up and step down beds have ‘inreach’ support from a community rehabilitation team and medical care from a GP. However provision of support from other professionals remains variable (Fig 4).
Partnerships are generally seeking to integrate their step up / step down beds with their local multidisciplinary support for intermediate care at home. 

Fig 4 
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Technology 
Half of the partnerships report using telecare within their step up and step down beds. Some involve dedicated telecare assistants while others have embedded assessment for telecare within the holistic assessment that the Intermediate care services offers. 

For example, Edinburgh, Stirling and North Lanarkshire partnerships regularly use bed occupancy sensor and falls alarms, and links with their telecare teams allow individual assessment and trial of telecare needs while in step down. 

No partnerships reported use of telehealth monitoring or videoconferencing within their step up or step down beds. 


Charging 

There is no consistent approach to charging for step up and step down intermediate care provided in care homes.  Approaches reported ranged from ‘’No charge applies’’ to ‘’Stays over 6 weeks will attract a charge’’.  Partnerships indicate it would be useful to have a nationally agreed position on charging for accomodation costs for step up / step down beds.
Barriers to Spread 
Partnerships were invited to identify perceived barriers to developing step up and step down beds to deliver this model of intermediate care.  Themes included:  

· Lack of understanding and confidence in the impact of the model 
· Access to GP and AHP support, and to rapid diagnostic and medical intervention 
· Lack of capacity for good quality care homes in some areas 

· Inability to recruit sufficient care staff in areas with buoyant economies

· Overlap and competing roles with local community hospital provision 
· Managing the shift in the culture, competencies, training, and expectations of staff 

· Regulation and registration processes 

· Shifting from short term funding to permanent funding
· Demand to use available care home capacity for long term care  

There is a need for a shared understanding of step up / down in each locality. 

Models differ around the country therefore these services can mean different things to different people. 

Enabling Spread  
Partnerships were asked to suggest what would help them to develop or extend their Intermediate Care service in step up / step down beds. 

Specific supports and enablers listed included:  

· In reach from a community team to help people move on to home

· Sharing experience, lessons learned and 'good practice' 
· Visits to other services to take a deeper dive into what works   

· Evidence of better outcomes for people 

· Economic evaluation 

· Support from mental health teams to help manage challenging behaviour 

· Support to address the psychological needs of people and their carers 
· Additional finance to develop the model before commissioning secures longer term funding 

· Workforce development with the care home sector 
These services need to have a clearly defined purpose that is congruent with hospital and community based services. 
Step down needs to be a fully integrated part of the patient pathway in hospital. 
Step Up needs to be integrated into admission pathways. 
This form of service needs to have the confidence of hospital teams and clinicians. 
There needs to be further clarity over not just step up / down models but also when it is appropriate for a person to remain in hospital for treatment and rehabilitation.

Supporting Improvement   

JITs Intermediate Care Group is working with national partners to take forward the actions identified by partnerships.  

Current and planned actions include:  

· Preparing an advice note on Intermediate care with the Strategic Commissioning and IRF leads 

· Work with the Care Inspectorate on their response to requests for registration by providers and on the contribution of Intermediate Care within strategic inspections 

· Collaborating with ISD and the Scottish Community Care Benchmarking Network to test the minimum dataset and establish benchmarking for step up / step down activity
· Support from the National Unscheduled Care programme to develop Single Point of Access models 
· Work with Scottish Care, the Community Hospitals Improvement Network and with AHP leads to identify the workforce development needs and support required for staff delivering Step Up and Step Down Intermediate Care  

· Engaging with the Technology Enabled Care Programme to promote investment and support for the use of technology for Intermediate Care 

· Continuing to share learning through the Community of Practice, workshops and webex sessions  

Community of Practice 

JIT continues to collect case studies and supporting documents that share learning about developing and evaluating step up and step down beds. 

We would be delighted to receive any resources that you are willing to share through the Community Hospitals and Intermediate Care Network website. 

Please send these to Marie Curran, JIT Improvement lead for Intermediate Care, by emailing Marie at tonmar@sky.com   

This site has links to the JIT Website and to the Falls Community of Practice and has a series of digital stories on Intermediate Care that can be used for training.  

We would be delighted to link to any digital story that you may have recorded on aspects of your local step up and step down beds.  

Annex 1   

Intermediate Care Leads and Contact Details 

	Partnership
	Name
	Job Title
	Contact Details

	Aberdeen
	Sandy Reid
	Programme Development Manager
	SandyReid@aberdeencity.gov.uk
01224 522245

	Aberdeenshire
	Rieta Vilar
	Programme Manager (Aberdeenshire CHP)
	rieta.vilar@nhs.net
01467 – 672787

	Angus
	Jerry Forteath
	Service Manager
	forteathj@angus.gov.uk
 01241803538

	Argyll and Bute

	Pat Tyrrell
	Lead Nurse
	p.tyrrell@nhs.net
01546605645

	Ayrshire and Arran
	Stuart Gaw
	Manager Intermediate Care & Enablement Service
	stuart.gaw@aapct.scot.nhs.uk
07810181435



	Comhairle nan Eilean Siar and NHS Western Isles
	Paul Dundas
	Head of Service, Community Resources
	paul.dundas@cne-siar.gov.uk
0845 6007090



	Dumfries & Galloway 
	Mark Sindall
	Programme Manager
	mark.sindall@nhs.net
 01387 272741 (32741)

	Dundee
	Janice Henderson
	Head of Service
	janicehenderson@nhs.net
01382436316

	East Dunbartonshire
	Annemargaret Black
	Head of Primary Care and Community services
	Annemargaret.black@ggc.nhs.scot.uk
0141 201 4210

	East Lothian 
	Gillian Neil
	Area Manager
	gneil@eastlothian.gov.uk
01875 824 078

	East Renfrewshire 
	Zaid Tariq
	Reshaping Care for Older People - Planning and Development Officer
	Zaid.Tariq@eastrenfrewshire.gov.uk
0141 577 3558

	Edinburgh Council / NHS Lothian
	Mike Crossland
	Planning and Commissioning Officer Older People
	mike.crossland@edinburgh.gov.uk
0131 553 8469

	Falkirk 
	Shiona Hogg
	AHP Manager for Rehabilitation
	shiona.hogg@nhs.net
01324 673737

	 Fife
	Yvonne McCallion
	Lead Manager Reshaping Care for Older People
	yvonne.mccallion@nhs.net
07785 242706

	GCC and NHS Glasgow
	Christine Ashcroft / Miriam Jackson
	Adults Services Manager / Principal Officer 
	christine.ashcroft@ggc.scot.nhs.uk
miriam.jackson@glasgow.gov.uk
07789396330\04142765964

	N&W NHS Highland
	Catherine Smith 
	Manager
	Catherine.smith33@nhs.net
01471822670

	Inverclyde 
	Emma Cummings
	Project Manager RCOP
	emma.cummings@ggc.scot.nhs.uk
01475 715365

	Midlothian 
	Adrian Fleming 
	In Reach Team Leader
	adrian.fleming@midlothian.gov.uk
01312703607

	Moray 

	Sandra Gracie
	Strategy Development Officer, Change fund lead
	sandra.gracie@nhs.net
01343 567184

	North Ayrshire 
	Stuart Gaw
	Manager Intermediate Care & Enablement Service
	stuart.gaw@aapct.scot.nhs.uk
07810181435

	North Lanarkshire
	Fiona Taylor
	Service Manager Integration and Development
	taylorf@northlan.gov.uk
01698332822

	Orkney Health and Care
	Lynda Bradford/ Karen Stevenson
	Service Manager 
	lynda.bradford@orkney.gov.uk
 karen.stevenson2@nhs.net
01856 873535

	Perth & Kinross
	Sue Muir
	Service Manager
	sue.muir@nhs.net
 01738 473119

	Renfrewshire 
	Teresa Lavery
	Change Fund Project Manager
	laveryteresa@yahoo.com
0141 618 7049

	Scottish Borders 
	Angie Lloyd-Jones
	Strategic Lead OT & Reablement
	alloyd-jones@scotborders.gov.uk
01835825080

	Shetland
	Simon Bokor-Ingram
	Director Community Health & Social Care
	simon.bokor-ingram@nhs.net
 01595 743087

	Stirling Council/NHS Forth Valley/Clacks
	Janice Young
	Intermediate Care Manager
	youngj@stirling.gov.uk
01786 237853

	South Lanarkshire 
	Marjorie McGinty
	RCOP Programme Manager
	marjorie.mcginty@lanarkshire.scot.nhs.uk
07766504321

	West Dunbartonshire CHCP
	C McNeill
	- Head of Community Health and Care Services
	chris.mcneill@ggc.scot.nhs.uk
01389737315

	West Lothian 
	Carol Bebbington
	Primary Care Manager
	carol.bebbington@nhslothian.scot.nhs.uk
01506 281017


Annex 2  

Intermediate Care :  Definitions 

Hospital at Home :

An episode of specialist care delivered at home as an alternative to being treated in an acute hospital environment and where the care is overseen by a consultant / equivalent specialist (eg GPs with an interest in H@H). The clinician must be legally and clinically responsible for the patient as defined in the Data Dictionary under Consultant/HCP Responsible for Care.  
The locus of care is usually at home but could be in a care home if the individual is usually resident there – or ‘stepped up’ there by the team if a more intensive response is required but the individual does not require admission to hospital and could go to a temporary place of residence to receive that care, for example in a care home.
A Hospital at Home episode is time limited – from a few days to a few weeks. Hospital at Home is not Virtual ward / community ward that provides ongoing coordinated care management of people with complex chronic disease and is generally led by primary care with the community Multi-Disciplinary Team (MDT). 

However there may be episodes within chronic care management where more intensive care may be required as a short term measure – this may be referred to as an acute on chronic exacerbation.  If this more intensive care would normally require a hospital admission, but can be supported by the community ward / virtual ward specialist, then the episode must be recorded as Hospital at Home. 
Intermediate care at home : Rapid access to an episode of assessment, rehabilitation and support through a mix of health and social care services delivered at home by AHPs / home care / community team to support faster recovery, timely discharge from hospital and optimise independent living at times of transition in health or support needs.  May help prevent admission to hospital or care home but the episode is not directly overseen by a medical consultant or equivalent specialist.  

Bed based Intermediate Care: a timelimited episode of intermediate care commissioned and supported by the partnership and provided in dedicated capacity within a care home, housing with care, or community hospital setting. May be as step up beds (admitted from home for assessment and rehabilitation as an alternative to acute hospital admission) or as step down beds (transfer from acute hospital for further period of assessment and rehabilitation). 

Virtual ward / community ward : proactive and coordinated multidisciplinary care and support for people with complex chronic disease or frailty at high risk of future exacerbations and emergency admissions to hospital or to a care home. The episode is not time limited and continues over many weeks to months. The care is generally overseen by a GP and / or community Multi Disciplinary Team.  Care and support are coordinated for each individual by a lead professional. 
Annex 3 
The principles that underpin Intermediate Care are: 

· Delivered at home, if safe and appropriate, or as locally as possible 

· Accessible, flexible and responsive through a single point of access that operates 7 days a week, and ideally 24 hours a day

· Focused on rehabilitation, reablement and recovery
· Targeted at people at risk of emergency admission, or re-admission, to hospital, or to avoid premature permanent admission to a care home. 

· Based on holistic assessment to maximise independence, confidence and personal outcomes sought by the individual

· Linked with and complementing local community and specialist services
· Co-ordinated on site or inreach support from multi-professional and multi-agency team with the required expertise to meet complex needs

· Time limited, with anticipatory care and discharge planning from day one 

· Jointly commissioned by the partnership, in collaboration with the Care Inspectorate if there will be new roles for care providers 
· Managed for improvement, gathering information on experience and outcomes and using this to inform service improvement.

A Home First default promotes Intermediate Care at home where safe and appropriate. However some people, particularly those who live alone or need alternative housing or major adaptations, may benefit from a period of bed based Intermediate Care. This can provide critical time and the right environment to recover confidence and independence, and avoid a premature move to long term care. 

Each partnership has a range of care home, housing, and community hospital beds that may be jointly commissioned and properly resourced for integrated Intermediate Care. The right number of beds, provider(s), sites and support for each locality will be agreed through Strategic Commissioning.  

The critical path for commissioning bed based intermediate care involves:  

· Support all care staff to adopt a reablement approach 

· Secure GP support for General Medical Services 

· Arrange ‘inreach’ by aligned specialist practitioners to support rapid assessment, diagnostics and rehabilitation 

· Provide ‘inreach’ by community nursing, pharmacy, social work / care at home staff to ensure a timely discharge, effective communication, carer support, anticipatory care planning and medicines reconciliation and review. 

· Use a Single Point of Access to streamline pathway – for step up (eg emergency referral centre) and step down ( eg discharge coordinator / discharge Hub) 

· Adopt a ‘Pull’ system to enable people who require continuing rehabilitation or  are unlikely to return directly home from hospital to move to a step down bed
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Individual is unwell at home.  
Single Point of Access 
Intermediate Care at home drawing on services from 
· GP
· District Nursing
· Rehabilitation 
· Support Worker
· Third sector
· Telecare
· Geriatrician
· Integrated MDT  
· Hospital at Home
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If too unwell to be cared for at home but not needing  urgent intervention only available in acute hospital 
Step up to Intermediate care in a care home, community hospital or housing with care.
GP, Nurse practitioner or Consultant review within 24 hours and inreach specialist support as required 
Reablement ethos and locality MDT input to plan discharge 
Care at home whenever safe and appropriate 
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If too complex to be cared for in a community facility, admit to acute hospital.
Screen for frailty at admission and flow frail older people for Comprehensive Geriatric Assessment by specialist MDT 
Discharge Hub pulls to home first if safe and appropriate 
Pull to step down bed early in the pathway if likely to require longer period of rehabilitation or a complex community care assessment that cannot be provided at home first 
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Timely comprehensive multidisciplinary and multiagency assessment:
Ready for moving on from acute care when medically stable, albeit may have ongoing rehab and support needs.  
Discharge Hub coordinates return home first where safe and appropriate 
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Pull to a step down bed if likely to need longer rehab or a complex community care assessment that cannot be provided at home first  
Inreach specialist support and  reablement ethos in step down 
Locality rehab and at least weekly MDT reviews and planning for discharge 
Principle of return home to continue rehabilitation whenever safe and appropriate
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Most Intermediate Care will be provided at home.
MDT led reablement to optimise recovery and promote independence.  
during or on discharge from Intermediate Care episode: 

- anticipatory care planning 
- medicines review  
- assess carer support needs 
- assess for falls risk 
- assess for telehealthcare 
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JIT is a strategic improvement partnership between 


the Scottish Government, NHS Scotland, CoSLA, the Third Sector, the Independent Sector and the Housing Sector





A task and finish group has worked with a number of partnerships and with ISD to agree definitions for the various components of Intermediate Care (Annex 2) and to   develop a core minimum dataset. This will be part of the Information and Intelligence Framework to support Health and Social Care Integration so that linkage with other activity and resource information will be possible in future.





The Scottish Community Care Benchmarking Network will support partnerships to use this dataset as part of a benchmarking project from 2015. 





There is a need to more clearly define dedicated capacity for step up and step down Intermediate Care where it is undertaken in community hospitals











Additional investment of £10 Million is available for partnerships in 2015/16 through the Technology Enabled Care Programme.





Technology enabled Intermediate Care, for example extending the use of remote monitoring and video consultation to step up / step down beds, should be a priority for this funding.








A cross sector Discharge Task Force involving Scottish Government, Local Authorities and COSLA will consider the issue of charging for Intermediate care in


step up / step down beds











The Intermediate Care Group has developed a set of principles for commissioning Step Up and Step Down beds for Intermediate Care. (Annex 3)





The principles allow scope for adaptation to local context and workforce issues and have been shared with the Care Inspectorate.











The Intermediate Care Group is working with the Older People in Acute Hospitals Improvement Programme, the Unscheduled Care Programme Board and with the Discharge Task Force to more clearly position Intermediate Care within the 


whole system pathway.
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