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Delayed Transfers of Care - Update

1.0 Purpose of Report

1.1 This report looks at the performance of Cumbria with regard to Delayed 
Transfers of Care (DTOCs).  This briefing will cover:

 What the current situation is. 
 Our understanding of what the drivers are for the system’s performance.

2.0 Issues for Scrutiny

2.1 Scrutiny are being invited to consider the actions that are being taken - both 
as an organisation and as a wider health and care system. 

3.0 Background

3.1 A delayed transfer of care (DTOC) from NHS-funded acute or non-acute 
care occurs when an adult (18+ years) patient is ready to go home and is 
still occupying a bed. 

3.2 A patient is ready to go home when all of the following three conditions are 
met:

 • a clinical decision has been made that the patient is ready for 
transfer home 
• a multidisciplinary team (MDT) decision has been made that the 
patient is ready for transfer home 
• the patient is considered to be safe to discharge/transfer home.

 
3.3 Cumbria has a history of poor performance with regards to DTOCs.  

However, over the past two years, as shown in figure 1, that situation has 
improved considerably.



Figure 1: Number of delayed days in reporting period by attributed organisation

3.4 Figure 2 below presents the total number of delayed days per month in 
Cumbria from June 2018 – July 2019.  From this it can be seen that there has 
been a deterioration in performance in the first quarter of 2019-20, which has 
started to be rectified in Q2.

Figure 2: DTOC – Cumbria total number of delayed days

3.5 As part of the Better Care Fund (BCF) process Cumbria has nationally set 
targets for DTOCs.  This is set at 83.2 delayed days per day.



Figure 3: DTOC – Cumbria performance against the BCF target

From the above figure it can be seen that, as a result of the deterioration set 
out in Figure 2, Cumbria was no longer meeting its BCF targets in Q1 – 
however the improvement in July meant that Cumbria is now meeting its 
target.

4 DRIVERS OF CHANGE

4.1 When examining Cumbria DTOC performance the impact from NHS and 
Social Care are at the similar level. However, on average during the last 12 
months Social Care contribution was slightly higher than NHS contribution 
(NHS 41%, Social Care 43% and Both organisation 16%).

4.2 For Cumbria the highest reasons that consistently contribute to the delays are:

 Completion of assessment
 Awaiting Nursing Home placement or availability
 Awaiting Residential Home Placement or availability

4.3 Figure 4 presents the last 12 months DTOC performance per Trust

Figure 4: DTOC the last 12 months performance per Trust



4.4 From the above it can be seen that the most significant deterioration in 
performance in Q1 was in the Morecambe Bay Trust (UHMBT).  For UHMBT 
total delays in Q1 rose from 12.2 to 21.3 and social care attributable delay 
rose from 9.8 to 16.9 - the rise here being attributed to wait for completion of 
assessment, as well as some rise in wait for residential care and nursing care.  
However, in July 2019 there was a marked improvement in UHMBT 
performance, which is currently being analysed.

4.5 The deterioration in UHMBT figures in Q1 coincided with the cessation of 
Discharge to Assess funding for hospital based social workers resulting in 
increased waiting times for assessment.

4.6 Discharge to Assess has been identified, by NHSE, as one of eight high 
impact changes that, if implemented, should help health and social care 
systems improve, maintain flow and reduce clinical risk.

4.7 Bay Health and Care Partners have developed a Discharge to Assess (D2A) 
service to help move patients out of hospital sooner and therefore reduce the 
occupied bed days and delayed discharges from hospital, providing better 
outcomes for people.  Typically a patient may be discharged (to assess) via 
one of three pathways;

 Pathway 0: Home with no, or minimal support required, ie community 
nursing support;

 Pathway 1: “Home First” patients return home with some therapy and 
or domiciliary care;

 Pathway 3: Patients are transferred to 24hr care for a further period of 
assessment/recovery.

4.8 The Discharge to Assess programme was funded from multiple sources i.e. 
a mix of winter funding, iBCF and other opportunities.  Funding of £318k was 
approved for 2018/19 to fund additional social work capacity across South 
Cumbria to facilitate this new model of working. However, further funding has 



not been identified for the financial year 2019/20. Pathways 1 and 3 are 
continuing – but without the additional social work support are not operating 
as effectively as they were.

4.9 From evaluations of the Discharge to Assess process, there is clear 
evidence that the additional social care practitioners made a difference on 
DTOC.  A full evaluation of D2A is currently being undertaken and will 
consider the full impact on system partners and D2A effectiveness.

4.10 In North Cumbria, there has been a smaller decrease in performance.  This 
is attributed to delays in arranging and availability of care packages, 
residential care and nursing homes in the North.

5 CURRENT ACTIONS

5.1 Work is being undertaken on a number of fronts to address the DTOC 
situation.  A high level review of the business intelligence assurance 
processes has been undertaken to ensure that we are reporting DTOCs 
accurately.  In addition, further work is being undertaken to ensure that the 
data that is being used on a daily basis is meaningful.

5.2 Secondly, a system wide review of the use of STRATA (the referral and 
resource matching IT system that is rolled out across Cumbria in both health 
and care) has been initiated and work is being undertaken to improve its use 
– with an expected impact of improving flow within the system and 
generating more accurate information.

5.3 Thirdly, there are a number actions currently taking place or planned to help 
address this issue:

Countywide

1. Ongoing recruitment to Cumbria Care shift based home care teams to 
support insufficient capacity in the Independent sector and ensure 
Reablement capacity is maximised. There has been limited times 
when capacity from our reablement team and/ or home care have 
delayed discharges

2. New home care framework online on the 2nd September which is 
designed to increase available capacity for adult social care 
packages.

3. Investment in staffing across Cumbria Care residential homes to 
increase the number of available beds to residents 

4. Reshaping Adult Social Care and establishing the Short Term 
Intervention Service is an opportunity for greater consistency and 
sharing of good practice across the county.  This team will have a key 
role in shaping Discharge to Assess Models, and ensuring in all 
instances that people are supported to reach their most independent 
outcome, which will include:
 Facilitating safe and timely discharges



 Avoiding premature admission to formal services and hospital 
wherever possible and safe to do so.

North Cumbria

1. Daily 8.30 system wide teleconferences in the north by senior leaders.
2. ASC have initiated a joint Health/CCC workshop on the 1st October.
3. ASC Team Managers at the Cumberland Infirmary and West 

Cumberland Hospital verify DTOCs with acute Trust in North and use 
sharepoint to maintain up to date list of patients referred to adult 
social care for discharge and to track progress of patients.

4. Integrated Care Communities working on admission avoidance and 
on pulling patients out of hospital.

5. Use of interim residential care beds in the north to expedite 
discharges of patients waiting for discharge, commissioned by adult 
social care.

6. Increase use of interim health beds at Burnrigg, Carlisle. 6 community 
health beds at Burnrigg will be available by 6th September and a 
further 6 by end of September.

7. Community health interim residential beds with NHS therapy support 
are also being developed at Inglewood Cumbria Care home in 
Wigton.

8. Use of beds at Kingston Court Nursing Home, Carlisle to step down 
patients from CIC with therapy input from community teams. 
Commissioned by CCG.

9. There is an outstanding action for the system to include psychiatric 
wards in CPFT into system wide DTOC protocols. Identified need to 
reduce delays for housing for people in psychiatric wards.

10. In North Cumbria there is a rapid improvement programme being 
undertaken with daily meetings, which will produce additional 
immediate, medium term and structural recommendations in the next 
couple of weeks.  Adult Social Care representation from front line 
hospital teams, reablement, equipment store and commissioning are 
engaged in this work.  

South Cumbria

1. Regular system calls to identify flow issues and resolve.
2. Development of ICAT model in South Cumbria - a service designed to 

focus on admission avoidance and support to rehabilitation post 
discharge which combines the following functions:-
 Admission avoidance in our Emergency Departments & Urgent 

Treatment Centre with follow up in the community (7 days per 
week in ED from 8am to 8pm)

 Hospital at home for medically optimised patients who need 
increased nursing / therapy support (e.g. for 2 weeks) to support 
prompt discharge from hospital (7 days per week from 8am to 
8pm)

 In-reach integrated discharge team who work between acute 
hospital wards and community health teams to facilitate discharge 



for patients with complex needs (7 days per week from 8am to 
6pm) currently 5 days a week at RLI & FGH

 Home support pathway or discharge to assess, which enables 
patients to be discharged home for assessment of their care 
needs with additional health & social care packages in place. This 
pathway includes providing CHC assessment in a person’s home 
where appropriate. (7 days per week from 8am to 6pm)not 
currently a 7 day service

3. Development of Co-ordination Hubs.  The Hubs will provide ICC’s, 
hospital clinicians and other health and social care staff with 8am - 
8pm (TBA) phone and email ‘single point of access’ to organise 
urgent community services for their patients (including the rapid 
response service). Making it easier to access health and social care 
community services will help to prevent admissions to hospital and 
avoid the delays to discharge that keep people in hospital for longer 
than they need to be. 

5.4 Lastly, in both North Cumbria and Morecambe Bay it has been agreed to 
implement the High Impact Change Model as a framework for developing 
future system flow action plans (attached as Appendix 1).  In Morecambe 
Bay this will be co-ordinated by the Intermediate Care Group.

5.5 In North Cumbria there is a rapid improvement programme being undertaken 
with daily meetings, which will produce additional immediate, medium term 
and structural recommendations in the next couple of weeks.

5.6 At the heart of the process must be the individual who is being discharged.  
Throughout the process it will be important to identify what good looks like 
and agreeing as a ‘system’ how that process will work – bringing in the 
people working at the front line, to use their experience and expertise.

Nick Jarman 
Executive Director - People
October 2019

Appendices

Appendix 1 – High Impact Change Model

Previous Relevant Council or Executive Decisions
[including Local Committees]

No previous relevant decisions

Background Papers
No background papers

Contact: Derek Houston, 07771 975902 - derek.houston@cumbria.gov.uk 

mailto:derek.houston@cumbria.gov.uk

