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In this edition: 
 

 Our work 

 Delayed transfers of care figures 

 Care Act 

 Sharing best practice 
 

Our work 
We are continuing to provide support to local health and social care systems economies that are still 
finding it a challenge to reduce DToC and maintain that downward trend. This has included follow up 
conversations with those areas we have previously worked with to assess progress and also 
engagement with new localities showing medium to high levels of DToC.  
 
The four day Easter Bank Holiday is nearly upon us and this is always a challenging time for health 
and social care. This week we have been discussing with local systems their plans for the Easter 
holiday period and whether there is anything further we can offer in the way of support and advice.  
 
It was pleasing to hear the announcement that a further £12m grant is being made available to local 
authorities to roll forward winter initiatives into April. This will certainly help bolster resilience over 
the Easter period.  
 
The independent sector plays a key role in helping reduce delayed transfers of care and this week 
the HPH Team co facilitated a workshop with the sector to share our collective experience of this 
winter, identify lessons learned and begin to explore how the sector can be more meaningfully 
engaged in local capacity planning work.   
 
One the biggest causes of lost bed days we have identified across the country has been people 
waiting for CHC assessments. Where it is working well there are assessments being done proactively 
in the community particularly as part of the discharge process, assessment timescales have been 
agreed and are adhered to and there has been timely and coherent communication with patients 
and their families. The increased acuity of patients has meant that this has become an increasing 
demand on the system without the range of resources currently in place to meet it. 
 
We are encouraged by the examples of good practice we are finding across the system and will 
continue to share these with you through this newsletter. 
Mike Potts, HPH team leader 
 
 

Delayed transfers of care figures 
The monthly DTOC figures for February show a fall from January - with 134,500 delayed days in 
February 2015, compared to 151,000 in January 2015. However, this is still a higher level than in 
previous years, so our work continues.  All the figures can be found on the NHS England website. 
 
 
 

http://www.england.nhs.uk/statistics/statistical-work-areas/delayed-transfers-of-care/delayed-transfers-of-care-data-2014-15/
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Care Act 
Under the Act, there are some changes to current delayed discharge payment arrangements. The 
changes are all outlined in the Care and Support Statutory Guidance issued under the Care Act1 and, 
if you have not done so already, we strongly encourage you to review this.  It can be found here. 
 
The Department of Health has written to all local authorities, and NHS England, the TDA and Monitor 
will be sharing information about this within the NHS.   
 

Sharing best practice  
One of the principle roles of the HPH team is sharing all the good practice we see across the system 
through our visits and conversations. We are keen to hear of more examples of good practice we can 
share with the others, so please do contact the team if you have some excellent case studies to 
promote.  In this newsletter, we bring you a case study from the integrated discharge team in Kent. 

 
CASE STUDY 
 
Operating an integrated discharge team in Kent 
Since October 2013, a multi-disciplinary integrated discharge team has been up and running in North 
Kent. The team aims to reduce admissions, ensure patients’ needs are proactively managed to 
reduce lengths of stay and enable patients whose medical conditions are stable to leave hospital in a 
timely manner. The IDT multidisciplinary team is led by an operational clinical lead, working with an 
integrated therapist and falls service, specialist nursing services, discharge coordinators (nurses) and 
pharmacists. 
 
All patients needing medical admission are seen by a team of doctors on the post-take ward round 
(PTWR). The presence of a pharmacist on means pharmacist interventions can occur at the time of 
prescribing, better informing patients’ care plans and predicted discharge dates, prompting timely 
supply of medication at point of discharge. Pharmacists are working with A&E, five days a week. 
 
Meanwhile, an acute/community geriatrician focuses on geriatric admission avoidance and GPs are 
working at the front end of A&E to identify patients who can be seen by  - and discharged safely to - 
primary care services. Additional social care practitioners have also been recruited to work in the 
integrated discharge team, further enhancing case management. Psychiatric liaison is in place in the 
form of an out of hours and weekends specialist mental health assessment service, helping to 
reduce delays in treatment for people with mental health problems. 
 
Team achievements 

 Multi-organisational work and multi-disciplinary work are much improved with a combined 
sense of purpose, better communications and enhanced sharing of information  

 Anticipatory care plans are being developed for patients with long-term and repeat conditions 

 Dementia management support is much improved. The IDT now works with Alzheimer’s and 
Dementia Support Services (ADSS), as well as other agencies, to provide integrated support  

 Goal setting is improving with 95 percent of in-patients having an estimated date of discharge 
 
 
 
 

                                                           
1
 See Chapter 15.37 to 15.47 and Annex G (from page 457) of the Care and Support Statutory 

Guidance 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/366104/43380_23902777_Care_Act_Book.pdf
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Patient story 
A patient had multiple admissions due to chest pain, with 15 attendances at A&E in one month. He 
was seen by an IDT nurse in A&E, and was assessed and referred to an IDT community cardiac 
specialist nurse who met the patient in hospital and explained the support he would receive. This 
included access to specialist nurses, coping strategies, a medicine management plan and support to 
self-manage. Specialist nurses play a key role in educating patients about their condition. With this 
particular patient, the support and information provided has helped him remain well in the 
community. At the time of writing, it has been seven weeks since he last attended A&E. 
 
More generally, the aim is to reduce the number of patients attending A&E in the first place. To this 
end, all patients known to have long-term conditions will have anticipatory care plans. 
 
Contact: The Pioneer Team 
Email: Pioneers@Kent.gov.uk 
 

 
Key contacts 
As in previous newsletters, below we provide key contacts within the independent sector who you 
may wish to contact directly to help address any local capacity issues. If you are contacting the 
different bodies, it would be helpful to provide them with full details of what you require, 
particularly the type of care, geography/catchment area and a clear single point of contact for 
independent sector colleagues to work with.  
 
The contact details for the trade bodies are provided below: 
  

 United Kingdom Homecare Association: represents independent sector homecare providers and 
agencies: enquiries@ukhca.co.uk  

 Sitra champions excellence in housing, care and support: vicr@sitra.org  
 Care England represents independent sector residential care and support providers: 

info@careengland.org.uk 

 National Care Forum represents third sector (charitable/voluntary) care and support providers:  
info@nationalcareforum.org.uk  

 Registered Nursing Homes Association represents independent nursing home operators: 
frankursell@rnha.co.uk  

 National Care Association represents independent sector residential care providers:    
info@nationalcareassociation.org.uk  
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