
 
 

 

 
Bed-based intermediate care  
FAQs 

How does a block contract work?  
In adult social care commissioning, a block contract is a type of agreement between a 

local authority (or other commissioning body) and a care provider where the commissioner 

pays a fixed fee for a pre-agreed volume of services, regardless of how much of that 

service is used.  

Key Features of a Block Contract:  

• Fixed Payment: The provider receives a set amount of money, typically on a 

regular basis (e.g., monthly), for delivering a specified number of service units (like 

care home beds or hours of home care).  

• Guaranteed Capacity: The commissioner secures a certain amount of service 

capacity (e.g., 20 residential care beds), which they can allocate as needed. In 

respect of the proposed Bed-Based Intermediate Care service, an amount of beds 

and weekly fee will determine the total contract cost.  The contract value is not yet 

agreed; discussions are ongoing between the Council and ICB.  This will influence 

the bed volumes to be commissioned.    

• The contract will include a set of Key Performance Indicators (KPIs) which 

successful provider(s) will be required to report against.  KPIs are benchmarks for 

service quality and efficiency but also ensure the safeguarding and wellbeing of 

people in receipt of services.  Monthly service reviews will be held to assess the 

performance against the KPIs and contract.  Consistent underperformance may 

trigger a formal review process and formal action.  Current KPIs for commissioned 

bed-based intermediate care services include occupancy, length of stay and 

outcomes for the person.    

What are the expectations for collaboration with 

therapy and the link worker?  
Successful providers will be expected to work collaboratively across the multi-disciplinary 

team involved in delivering the Intermediate Care service. There will be sharing and 
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pooling of skills across teams where appropriate and developing positive working 

relationships.     

As a minimum, the Registered Manager (or delegate) must actively and consistently join all 

Multi-Disciplinary Team (MDT) calls and work collaboratively with the Link Worker to triage 

referrals and agree admissions. The Registered Manager (or delegate) must also ensure 

proactive review of people receiving the IMC service, prompt action to address any barriers 

to progress and timely move-on from the service.    

The provider will actively engage in joint care planning with the therapy team, social care 

professionals, the service user and their family/carer.    

Will discharges be 5 or 7 days a week?  
The service specification and contract will require the successful providers to accept 

admissions over 7 days.  However, we anticipate that the majority of discharges will take 

place Monday to Friday.  

  

What happens if the person requires 1:1 support?  
The service provider must ensure that appropriate staffing levels are in place throughout 

the service to deliver care and support in line with each person’s personalised care plan, 

recognising the requirement to deliver multiple interventions with a person each day in 

order to progress their goals.  Staffing levels must take account of the varying level of 

needs of people requiring intermediate care.  The service provider will be required to have 

dependency tools in place to evidence satisfactory staffing levels.  

The Council is working with Humber and North Yorkshire ICB to develop a one-to-one 

support protocol which will clearly set out our joint approach to the arrangement, 

monitoring and review of care that has been assessed as being required additional to any 

core commissioned service.  One-to-one support involves the direct intervention of health 

or social care staff on a ‘one-to-one’ basis to provide increased supervision and/or 

assistance to a person to meet assessed needs over and above those able to be met 

through the core commissioned service. One-to-one support involves allocating a 

knowledgeable and trained staff member or members to support an individual 

directly for a specified period.  The primary goal is to provide meaningful activities and 

positive interactions, including therapeutic interventions.  One-to-one support is highly 

restrictive and although intended to minimise risk of harm to the individual / others, can 

have a negative impact on a person’s wellbeing, and as a result can lead to escalation due 

to the restriction on the individual’s freedom.  The protocol seeks to ensure that the least 

restrictive and intrusive support options are robustly considered and explored with the 
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focus on maximising and promoting independence at all times. The one-to-one support 

protocol is expected to be implemented ahead of this procurement.   

What steps are you taking to ensure TAFs are 

accurate?  
We appreciate that the information received on the Trusted Assessment Forms (TAFs) 

must be up to date and accurate in order to make an informed decision regarding the 

acceptance of a person into the intermediate care service.  

Colleagues in the Council’s Integration Team are working hard alongside the ICB and 

Hospital Trusts to improve the quality and accuracy of the information provided on Trusted 

Assessment Forms.  This is an ongoing programme of quality improvement work. We are 

also reviewing the TAF forms used across North Yorkshire, and the expectations placed on 

the teams completing them.  As part of this work, we have involved current Registered 

Managers of our existing bed-based intermediate care services.    

We also have an escalation process in the event that a provider is concerned about a 

discharge or identifies an unsafe discharge.    

Is there any financial support to ensure we can meet 

the specification? (e.g. towards training, equipment)  
The agreed contract value is expected to be inclusive of all costs associated with service 

delivery. No additional payments will be made beyond this amount.    

In relation to training, we are working with North Yorkshire Council Occupational Therapists 

and Community Therapy teams to develop a robust training and support offer that will be 

offered to successful providers.  

We are also currently reviewing our equipment contract to optimise speed of delivery of 

equipment to support hospital discharges including people in receipt of bed-based 

intermediate care.  We are also exploring how we can improve the arrangements in place 

around loan of equipment to care homes.     

What communication are you providing to people and 

their families/carers to ensure consistent information is 

shared about the intermediate care service?    
It is important to us that people have a clear and consistent understanding and expectation 

of the intermediate care service.  
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We are developing new leaflets to give to people before they are discharged, primarily to 

ensure they are making informed decisions when being discharged from hospital, but also 

to clearly explain what to expect from an intermediate care service.    

Our next step is then to produce welcome information to be displayed in each intermediate 

care setting to describe what to expect throughout their short stay.  

  

Will there be opportunity to assess the person before 

acceptance into the service?  
As set out in the service specification, providers will be expected to admit a person based 

on the information in the Trusted Assessment Form (TAF).    

The regular Multi-Disciplinary Team (MDT) meetings give the opportunity to ask the 

discharge team for further information prior to admission if required.  The ambition is for all 

Discharge Hubs (soon to be rebranded as Intermediate Care Hubs) to be co-located within 

the local acute hospital site, enabling colleagues to personally visit and meet the person 

and further confirm details on the TAF for accuracy and assurance.  

What will the wraparound health support look like?  
We are working hard with our ICB colleagues to firm up the wraparound health support for 

the bed-based intermediate care service.  We aim for this to include dedicated therapy 

support, GP cover, as well as clear and timely referral pathways into community nursing 

and mental health services.  

As commissioners of the service, we acknowledge that we cannot procure this bed-based 

intermediate care service without this wraparound health support being in place.  

 


