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From: Catherine Whalley, Delayed Transfers of Care

DELAYED TRANSFERS OF CARE (DTOC)

1.0 PURPOSE OF REPORT

 To describe the statutory requirements relating to delayed transfers of care 
as determined by The Care Act 2014

 To provide information to Adults Scrutiny Board as to what constitutes a 
DTOC

 To describe the partnership arrangements in place in both North and South 
Cumbria to oversee and improve the DTOC position in Cumbria. 

 To provide the current DTOC position in Cumbria.

2.0 ISSUES FOR SCRUTINY

2.1      THE CARE ACT 2014

The Delayed Discharge Act of 2003 was replaced by the Care Act 2014. One of the aims
of the Care Act is to ensure that people do not remain in hospital when they no longer
require care that can only be provided in an acute trust. The arrangements for charging
patients who are likely to have on-going care and support needs have been designed to
encourage acute trusts to plan for discharge in advance of the patient no longer requiring
acute care.
The current requirements are described in Annex G of the Care and Support Statutory
Guidance which can be found at 
The changes made by the Care Act are small in number and are:

 Every day of the week now counts, including weekends and all Bank Holidays.

 The terms ‘Assessment Notice’ and ‘Discharge Notice’ are used instead of 
Sections 2 and 5 notices. Fining is no longer mandatory.

 The patient’s NHS number must be included in Notifications, as must the name 
and contact details of the person at the hospital liaising with the local authority.

From April 2004 there has been a separate, but linked, requirement to return a weekly 
and monthly report, as a part of the wider system reporting (Situation Reports, SitReps). 
This has identified all delays in transferring patients from acute settings since 2003 and 



from non-acute settings since 2006. It specifically excludes acute to acute transfers and 
internal acute trust delays.

There are three broad categories:

 reasons related to social care;
 reasons related to health care (non-acute);
 reasons related to delays in both health and social care.

2.2 PROCESSES AND TIMELINES

Notifications
Acute trusts are required to make two notifications to social service departments.
The first notification, an Assessment notice, gives notice of a patient’s possible need for 
services on discharge this should include:

 A prediction of the LOS (Length of stay) i.e.: an expected/estimated or target 
discharge date (Estimated Discharge Date, EDD).

 A sign that the possibility of the need for NHS Continuing Care has been 
considered (see national continuing care framework). 

 to ensure that full assessments of need are not being undertaken in the acute 
setting while people are still acutely ill or if there is still potential for improvement.

 Ideally, existing assessments of patients should be used rather than starting a 
new assessment process with additional professional involvement.
 

 Assessments should be undertaken by the team that knows the patient best.
 Using a discharge to assess model is one way of way ensuring that timely 

assessments are not happening in an acute setting. 

 At any one time there are a number of people in an acute bed, whose acute 
medical episode is complete, but who still need further assessments or non-acute 
care. 

 Rather than wait in hospital for further assessment of their long term needs, 
patients can be discharged from hospital into a more appropriate care setting. 
With a stay of up to six weeks, patients receive specialist treatment, support and 
assessment, with the aim of enabling them to return home or move to a more 
suitable care setting.

 The patient must be aware of the referral and have consented to it. If the patient 
lacks capacity and it is considered in best interests of the patient that a notification 
is sent, the family or carers should be made aware.

 Full demographics including the NHS number are required on the Notification

Following this there is a second notification requirement – Discharge Notification.
This gives notice of the date the person will definitely be ready for discharge.



Timescales
The timescales laid down for services to be put in place are:

 MINIMUM of three days from the day the assessment notification is sent or the 
day after the proposed discharge date, whichever is the later. 

 A notification sent after 14.00 is counted from the next day

 If the agreed care is not ready after these timescales have lapsed, the person is 
regarded as a validated delayed discharge and the days of delay are counted from 
this point. 

 The reason for the delay may change during the time a person is delayed. If this 
happens, the recorded reason for the delay should also be changed and reported 
by reason for each day in the monthly report. One patient may have days in 
different categories, e.g. waiting for assessment, followed by days waiting for 
provision of care.

 If the hospital is proactive in sending the notifications, the person will go home on 
the day they no longer require acute care. There will be a small number of cases 
where there are safety concerns linked to safeguarding issues when the MDT 
agree that it is not safe for them to go. 

 The aim of the MDT should be to try and have everything in place for the day 
when the person no longer requires acute medical or nursing care.

Withdrawal/Cancellation of Notifications

There is a requirement to withdraw/cancel notifications if the person’s condition changes 
meaning that the original EDD is no longer valid. This has been an area of confusion 
nationally and it is not permissible for any member of the MDT to withdraw the 
notification with no involvement of the clinically responsible doctor.



3.0 Cumbria Delayed Transfer of Care Data

Figure 1: Cumbria Total Delays days from 2015/16 to 2018/19
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2016/17 3960 4698 4193 4380 5136 5251 5017 5121 5598 5747 5922 4617
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Figure 2: Average Delays per day; Cumbria

The Better Care Fund target set for Cumbria for September was 34.2 DToC bed days for 
social care and 83.2 DToC bed days in total. The Sep-18 figures show that Cumbria has 
not achieved both targets, with 44.9 DToC bed days for social care and 96.8 DToC bed 
days in total.

Out of 151 authorities Cumbria currently rank 151st for total DToC bed days per 100,000 
population aged 18+ (compared with 149th in Aug-18).

The highest reason for delayed days during the last 12 months was awaiting care 
package in own home (9 out of 12 months). The Second highest reason during the 
reporting period was awaiting completion of assessment (9 out of 12 months) and third 
awaiting nursing home placement or availability (11 out of 12 months).



Of the 757 delayed days recorded in Sep-18 for delays in arranging a home care 
package, a total of 177 (23%) were recorded by Cumbria partnership NHS Foundation 
Trust, 390 (52%) were recorded by North Cumbria University Hospital NHS Trust and 
190 (25%) were recorded by University Hospital of Morecambe Bay NHS Foundation 
Trust.

4.0 Strategies in place in Cumbria to improve patient flow and reduce delays

 Two cross organisational strategic groups meet on a monthly basis, one in the 
North of the County and one in the South.  The groups are attended by Senior 
representatives from across the system and monitor the current data and 
consider the development of further initiatives to improve patient flow.

 In the North of the County a daily conference call takes place with all key partners 
to provide an opportunity to share information about the immediate pressures and 
provide an update on how each partner can assist the position, for example, by 
sharing up to date information on immediate resource availability.

 A number of ‘Discharge to Assess’ (D2A) pathways has been developed to 
maximise patient flow and ensure individuals receive the appropriate support on 
discharge.  Pathway 1 is entitled Home First and requires multi-disciplinary 
discharge planning by a nominated lead to assist patients to go directly home with 
the correct levels of support.  This may include therapists accompanying the 
person home to ensure the appropriate follow up care and support is delivered 
immediately.  Pathway 2 is discharge to a residential setting with on-going 
rehabilitation provided to result in maximum independence is achieved on 
returning home. Pathway 3 involves transfer to funded Health beds as a ‘step 
down’ mechanism whilst further robust assessment and care is delivered to 
ensure the most appropriate long term support is provided for the individual.

 Community Health Beds have been allocated in 7 Cumbria Care establishments 
across the County to be used for step down purposes to relieve pressure on the 
hospital system and improve patient flow across Acute and Community beds and 
free up capacity for those who require in-patient treatment.

 The Reablement service is a fundamental part of the whole system and provides 
a significant impact in both preventing unnecessary admissions to hospital and 
preventing delays in discharges.  Senior Managers across Reablement and the 
Councils’ Commissioning team have worked closely to develop a ‘shift based’ 
service to provide mainstream domiciliary support and free up much needed 
capacity in the Reablement service to improve the outcomes achieved by 
individuals on discharge.

 Shift based commissioning – South Cumbria.  Since 24th November, there have 
been 2 teams operational in the Furness areas   and since 8th December there 
has been 1 team in South Lakes.

 There is ongoing recruitment to recruit to a further 3 teams in the South Lakes 
area and a further 2 teams in the Furness areas.



 There is an operational rapid response service which covers the Furness area. In 
addition to these teams there are 3 additional RRO posts which are supporting 
with flow through the service and system. 

 There was a countywide increase in starts in the service between October and 
November of 21.88%. In the South this was a slightly lower increase of 12%, 
going from 89 in October to 100 in November. Of these starts 53% were 
supported discharges. Following the Reablement intervention 74% of customers 
left the service with no ongoing care needs.

 The implementation of the shift based commissioning has allowed for the 
additional flow through the Reablement service.

 In the North of the County 2 shift based teams which went live on 16th November, 
supporting the flow through the service. There was a 70% increase in starts in the 
Carlisle area going from 40 in October to 68 in November. A further team went 
live in on 29th December.

 There is ongoing recruitment to implement a further 4 teams in Carlisle. In the 
West of the county there has been a delay in recruitment with the staff in 3 teams 
waiting for DBS clearance. Once this has been given there are a further 2 teams 
to implement.

 The County Council’s Commission team are currently developing this model 
within the Independent Sector: This includes negotiating geographical areas and 
rounds with the providersto implement the contracts on a block by block basis, as 
and when the providers have been able to recruit the required staff members to 
operate each block area. This phased approach has been agreed to make sure 
the provider has a sufficient number of staff to operate each zone area and 
reduce the risk of block contracts being operated with a low level of occupancy

We have seen significant improvement in Reablement capacity within the areas that are 
fully up and running and colleagues in north CCG have recognised this as having a 
positive impact on DTOCs

The development of Integrated Care Communities (ICC’s) across the County also has a 
crucial role in preventing and reducing delayed transfers of care.

ICC initiatives include:

 Strong focus on admission avoidance. Evidence indicates that once elderly people 
are in hospital they can become easily delayed – focus on avoiding admission 
impacts on DTOCs.

 Development of community hubs responsible for tracking patients through their 
hospital journey working closely with hospital teams to understand the daily status 
of people and what community resources need to be in place to support discharge 
as close to their medically fit as possible.



 A rapid response service enabling a 2 hour response to cases that might have 
resulted in an attendance at A&E. This is contributing to reduced hospital 
admissions.

 Joint hospital / community teams within A&E / Emergency Assessment Units with 
a remit to resolve cases that do not genuinely require hospital admission. 

Preventing delayed transfers of care remains extremely challenging. However, in recent 
months the impact of many of the initiatives described above, together with a shared 
commitment to work together across all of the key organisations has resulted in 
significant improvements overall since the 2016/17 reporting year when the picture was 
extremely concerning.

Work will continue through a changing and developing system wide approach, to ensure 
the focus on reducing delays continues and patient safety remains paramount.

   


