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Introduction

Interest is increasing in Scotland in 
intermediate care as a way to deliver 
better outcomes for people while 
reducing pressure on acute hospital 
beds. Intermediate care services can 
be used to help people return home 
without delay or stay at home where 
hospitalisation is not necessary.1  
There are already a number of 
di�erent models of intermediate 
care operating in Scotland.

Regardless of where a person 
receives care – in an acute hospital, a 
community care setting, or at home – 
they should expect that it will be safe, 
of high quality and enable them to meet 
the health and wellbeing outcomes that 
matter to them.

While intermediate care 
services should be delivered by a 
multidisciplinary health and social 
care team, registered nurses have a 
signiýcant role to play in the delivery 
of intermediate care services, and 
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There are no Scottish clinical 
guidelines for intermediate care. The 
Department of Health in England 
has commissioned NICE to develop 
clinical guidelines for intermediate care 
and reablement which are due to be 
published in September 2017.7

Bed-based  
intermediate care
While intermediate care aims to keep 
people at home, there are times when 
a person’s level of need means they 
require intermediate care in a setting 
other than home.

Bed-based intermediate care is a time-
limited episode of care, commissioned 
and supported by the local integration 
authority. It is provided as a dedicated 
service within community hospitals, care 
homes, standalone intermediate care 
facilities, or housing with care.8

People are referred to bed-based 
intermediate care either as a ‘step 
up’ from home for assessment and 
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than 88% of people using health-based 
intermediate care services.19

The audit report also described some 
challenges for intermediate care services. 
The challenges included: difýculty 
in achieving integration of services; 
concerns from service users around 
insufýcient communication and goal 
setting; and growing waiting times to 
access services. 

An increasing proportion of the use 
of bed-based services in particular is by 
people aged over 90. This age group now 
makes up a quarter of service users. The 
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work is in its early stages of development, 
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hospitals (one more was developing 
these)

• �10 had step-up beds in care homes 
(three more were developing these) 

Å �Seven had step-up beds in community 
hospitals (three more were developing 
these).

Bed-based intermediate 
care and reducing 
delayed discharge
Delayed discharge is a significant 
problem for Scottish Government, 
integration authorities, health 
boards,29 and for the general public. 
The Scottish Government has made 
clear that it sees intermediate care 
beds as a key part of the solution. 

Delayed discharge is often due to 
a lack of availability of appropriate 
community packages or care home 
beds. Intermediate care beds can be an 
important part of the complementary 
suite of community-based care models to 
provide an appropriate stepping stone for 
people leaving the acute hospital setting.

Delayed discharge from hospital is 
most commonly experienced by older 
people, with approximately 70% of people 
who are delayed aged 75 or over.30 While 
all intermediate care services deliver 
care to a mostly older population, this is 
particularly true of bed-based services. 
In Wales, Northern Ireland and England, 
for example, 51% of all people admitted 
to intermediate care beds are over 85, 
and the mean age is 83.31 In comparison, 
39% of people accessing home-based 
intermediate care and 43% in reablement 
services, are over 85.

However, it is important that step-
down intermediate care beds are 
used explicitly to provide a period 
of assessment, reablement and 
rehabilitation, for people who are 
clinically ready to leave hospital but not 
yet ready to return to their own home. 

RCN Scotland has heard from members 
and stakeholders that, in some cases, 
the establishment or commissioning 
of new intermediate care beds by 
highly pressured health and social 

“Intermediate care should be focused on 
delivering the outcomes which meet people’s 
individual needs and preferences and only be 
used when it is clinically the best setting for 
the person’s care.”

“While there are examples of good practice, 
implementation is piecemeal and sometimes 
without clear agreement on the scope and 
purpose of the services.”

care partnerships has been informed 
primarily by a need to address the 
systemic delays which are leading to 
people remaining in hospital longer than 
is appropriate.

While reducing rates of delayed 
discharge is likely to be an outcome of 
implementing intermediate care, this 
should not be its central purpose. Rather, 
intermediate care should be focused 
on delivering the outcomes which meet 
people’s individual needs and preferences 
and only be used when it is clinically 
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Over a year into the formal integration 
of health and social care, and more 
than ýve years after JIT published 
best practice guidance, there has been 
increased development of bed-based 
intermediate care services. However, 
these remain localised, on a small scale, 
and provided unevenly both within 
and between health and social care 
partnership areas. 

RCN members and stakeholders 
have reported their concerns to RCN 
Scotland about the implementation of 
bed-based intermediate care. While 
there are examples of good practice, 
implementation is piecemeal and 
sometimes without clear agreement on 
the scope and purpose of the services.

RCN Scotland has heard of instances 
in which people have been discharged to 
commissioned intermediate care units 
who have complex care needs outwith the 
scope of expertise of the staff working in 
the unit. In many cases, people are being 
discharged to units with short notice and 
without suitable planning. 

Integration authorities are facing a 
number of thorny issues which affect 
their ability to implement and develop 
their own bed-based intermediate care 
services. These include: limited ýnances 
in a time of austerity; lack of clarity on 
what is expected of care home providers; 
and the challenges relating to developing 
an innovative model within an existing 
system and with existing infrastructure. 
Nationally, these and other issues have 
meant that the Scottish Governmentôs 
strategic vision has not yet translated to 
the large-scale delivery of intermediate 
care in bed-based settings. 

Financial limitations
In a recent RCN Scotland report, nurses 
and other health professionals, who 
worked through the transition in mental 
health services from acute to community 
settings, expressed their concerns.33

They felt that ‘delivering on the vision 
of integration will take more funding 
than has been made available so far’. The 
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There is extensive variability in the 
geographical availability of existing 
facilities for intermediate care use. Some 
integration authorities have a large 
number of community hospital facilities, 
while others have few or none. 

RCN Scotland has heard concerns from 
stakeholders that some NHS facilities are 
not appropriate for intermediate care. As 
noted in the most recent Annual State of 
NHS Scotland Assets and Facilities 
report, many NHS assets require 
updating, with 44% of total maintenance 
backlog expenditure requirement being 
recorded as ósigniýcant and high riskô.40 
Community hospital facilities in 
particular are often outdated and not 
suitable for the kinds of care that they are 
expected to deliver – for example, many 
have multiple-bedded wards.41

It is not clear how many community 
hospitals there are in Scotland, with 
different ýgures provided by ISD, the 
Scottish Association of Community 
Hospitals and RCN Scotlandôs web 
research. Community hospitals also 
look different depending on contractual 
arrangements and availability of GPs, 
location, and what other infrastructure 
is available. At a 2016 conference of 
GPs working in community hospitals, 

attendees noted that community hospitals 
vary considerably, with wide diversity 
across Scotland.42 They also noted that 
this diversity would need to be taken 
into account as future models of care are 
developed by integration authorities. 

Different integration authorities also 
have varied care home infrastructure. 
Some areas are mostly serviced by small 
independent providers. These small 
providers are, because of size and lack 
of resources, far less likely to have the 
capacity to recruit or develop the skilled 
registered nurses required to deliver 
intermediate care in a care home setting. 

Variability in arrangements can also 
be shaped by politics. For example, in 
some areas a community hospital with 
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levels and health and social care ofýcials 
to oversee the closure of a much-loved 
community asset. 

However, the biggest issue is restriction 
on health and social partnerships’ 
capacity to develop ýt-for-purpose bed-
based intermediate care services due to 
limited health and social care budgets. 

Medical cover for 
intermediate care beds
Other problems faced by Scotlandôs 
integration authorities are establishing 
appropriate medical cover for their bed-
based intermediate care services, and 
being clear on the responsible medical 
ofýcer for each service user. 

Arrangements for medical cover are 
often historical. It is not uncommon 
that in one locality, there may be cover 
for different intermediate care beds 
by a number of general practices, and 
also by a consultant geriatrician. These 
arrangements could have an impact on 
continuity and consistency of care. 

Several stakeholders have reported to 
RCN Scotland concern about the acute 
sector’s reliance on community hospital 
beds for step down. In some cases, this 
has led to reduced access for GPs to 
use them as step-up beds for their own 
patients whose condition is deteriorating. 

Most concerning, pressures on general 
practice have resulted in a number of 
health and social care partnerships 
having difýculty in arranging medical 
cover for services. 

In the future, advanced nurse 
practitioners (ANPs) may play a 
signiýcant role as the senior clinical 
decision makers supporting bed-based 
intermediate care units. This shift 
must be fully planned if people using 
bed-based intermediate care are to 
have access to appropriate clinical 
decision makers.

Variable contractual 
processes
When a person requires an intermediate 
care bed, rather than care in the 
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Some integration authorities have 
identiýed training of intermediate 
care staff as a priority. A number are 
implementing programmes of training 
for staff in care homes commissioned 
to deliver intermediate care. While a 
welcome start, this training is often post 
hoc and can be on the basis of the needs 
of an individual admission. 

What needs to be 
in place to deliver 
intermediate care beds 
in an integrated and 
planned way?
A large amount of work has been 
undertaken in Scotland (particularly 
through JIT when it existed) to set out 
a framework for the delivery of high 
quality intermediate care. However, as 
described in this report, this has not yet 
translated into wide scale innovation and 
implementation on the ground. Many 
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right regulatory frameworks to support 
positive innovation, while ensuring the 
development of safe and effective models 
of bed-based intermediate care. 

It would also be helpful for HIS, in 
its new national leadership role for 
intermediate care, to consider how 
admission criteria for bed-based 
intermediate care could be better deýned 
by both commissioners and providers.

There is a speciýc need for a national 
steer and direction of travel for 
intermediate care services. This should 
build on the 2012 intermediate care 
framework Maximising Recovery, 
Promoting Independence44 and JIT and 
HIS work to embed this in practice. A 
national direction could be supported 
by the collection and publication of 
national data on intermediate care. 
Scotland is currently the only UK nation 
not to do this. 

As some of these changes to health 
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