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RECOMMEND
                                        

	EXECUTIVE SUMMARY: 

Under the terms of the Community Care (Delayed Discharges etc) Act, from 5 January 2004, acute trusts are able to charge local authority social services departments £100 per night (£120 in London) for each patient who is ready to be discharged from an acute sector bed, but is awaiting a community care package to enable a safe discharge. Notice periods include Saturday as a normal working day.

Where the cause of the delay is because a further health service is needed, but not available (as part of a package, or an alternative health bed) this is not counted as a finable day. 

Community and Social Services Directorate and Salford Royal Hospital Trust have worked together with other stakeholders in housing, the independent sectors and other NHS Trusts to develop protocols to manage the new arrangements under the act and to develop a range of options to ensure the delivery of the Right Care, at the Right Time at the Right Place.

This will ensure people do not remain in an acute hospital bed when they no longer need acute care, and will change the patient pathway to include intermediate care or transitional arrangements where needed.

Since the new system came into place there has been a significant reduction in the number of delayed discharge days.

The system continues to need ongoing monitoring including use feedback and education.

	BACKGROUND DOCUMENTS:  (Available for public inspection)

Delayed Discharges (Community Care etc) Act 2003, and associated Government guidance.
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Community Care (Delayed Discharges) Act 2003

Introduction

Under the terms of the Community Care (Delayed Discharges etc) Act, from 5 January 2004, acute trusts are able to charge local authority social services departments £100 per night (£120 in London) for each patient who is ready to be discharged from an acute sector bed, but is awaiting a community care package to enable a safe discharge. Notice periods include Saturday as a normal working day.

Where the cause of the delay is because a further health service is needed, but not available (as part of a package, or an alternative health bed) this is not counted as a finable day. 

Over the past three years targets have been set to reduce the numbers of people who experience delayed discharges. For Salford the figures have been:

Numbers of people whose transfer was delayed on:

2 September 2001 
= 44

31 March 2002 
target 33 
actual 31

31 March 2003
target 26
actual 9



Reductions have been achieved by closer working between the acute trust, PCT and Community and Social Services Directorate.

However, a further concerted effort has been needed to bring to zero the numbers occupying an acute bed where there is no need for acute services.

In spring 2003 the social work team at Hope Hospital worked with the discharge co-ordinator in identifying the reason for delays in discharges. These were varied, and warranted a range of responses from several organisations.

In September 2004 additional funding was made available from Central Government to create support services to avoid delays, or to make payment of fines if services did not prevent delayed discharges. The amount for Salford was £309,000.

Action Plan

In order to prevent delays occurring the following areas were identified as needing attention:

1. Plan

Ensuring the right systems are in place to manage transfers of care. This includes:

· Identifying when patients need a community care assessment and issuing a notice Section 2.

· Identifying a discharge date and issue notice Section 5.

· Ensuring a comprehensive assessment of need, this will in future take place through the Single Assessment Process (SAP).

· Agreeing when a discharge is delayed solely due to the lack of community care package (including appropriate housing) and instigating a fining process.

As Saturday is deemed a normal working day, Community and Social Services Directorate have had to extend there normal service to cover Saturday working.

Outcome

Managers from the acute trust, PCT and Community and Social Services Directorate have worked together to introduce new protocols and additional staff recruited to act as discharge team to pull patients through the system.

Similar arrangements are in place with other local hospitals, North Manchester General, Trafford and Bolton.

2. Plan

To establish new pathways of care and to ensure the public are informed of this. To provide the right care in the right place at the right time, this builds on the use of the discharge lounge, intermediate care beds and treatment, and transitional arrangements – when the long-term destination is not yet available e.g. specific Nursing Homes or Adapted Properties. No one should move to long term Residential Nursing Care without being offered a period of rehabilitation.

Outcome

Leaflets and letters have been drafted for patients to explain these new arrangements. The Intermediate Care Services are recruiting new managers to oversee the development and effectiveness of that service. There contrives to be a number of direct placements into long term care from acute beds. This needs to be monitored. Further Transitional Beds may need to be developed.

3. Plan

To ensure timely access to home care service that focuses on rehabilitation and enablement. Following an acute episode many people need a higher level of care, if it is not properly managed it can result in dependency and high cost care packages in the long term.

Outcome

A new service has been created from the In House Home Care Service, working 7 days a week and into the evenings. Goal plans are set with the service user at discharge from hospital and reviewed weekly. If services are needed after week 6 – the care is transferred to an independent sector care provider.

4. Plan

To provide intermediate care services that are free of charge for the first 6 weeks. This is a Government directive and important if we are to encourage the use of intermediate care services. This results in a loss of income to Community and Social Services Directorate where these services were previously delivered under the Community Care Act.

Outcome

Loss of income from Intermediate Care Beds at the Limes and the Intermediate Domiciliary Care Services.

5. Plan

Often people do not need a residential care environment but need greater assistance at home. In order to expand the range of support Community and Social Services Directorate have worked with the Housing Directorate, Environmental Services and Independent Sector to develop greater support at home.

Outcome

Development of 3 additional extra care housing schemes in 2003, a dedicated social working and housing worker ensure through the referral process the 4 units maintain appropriate dependency mix and offer regular reviews.

Two flats in Extra Care Schemes to be used for intermediate assessment beds. 

Community Equipment Services and Occupational Therapy Services have reconfigured to ensure a more streamlined service between the Acute Hospital and Community Resources.

The equipment services have expanded to provide a six-day service to ensure discharges are not delayed due to basic equipment needs.

The special needs housing service adaptations is co-located with CES at Burrows House and is working with Anchor Staying Put and handyperson services to develop a streamlined approach to special housing needs.

Handy person services have been developed across the city using SRB 5 money and money from Access Grant to increase safety at home, e.g. help move furniture bed downstairs to enable timely discharge etc.

Arrangements in place with Environmental Services to enable home clean ups and disinfections where the environment risks are delaying discharge.

For a six-month trial, a housing officer for the homeless was attached to Hope Hospital to ensure homeless was not a factor in delayed discharges. This post is now being evaluated.

Further housing options to be explored are the provision of additional short-term furnished tenancies. 4 are currently well used and the role of Care on Call.

Housing Clean ups 

CES (Access Grants)

Housing Adaptations (Housing) 

Handy Person (SRB 5/Access Grant)

Homeless Officer (Housing)

Extra Care (Supporting People)

6. Plan

People with cognitive impairments often have additional needs to people with physical problems. In Salford, White Meadows provides an assessment and short term care facility, but often people can become more confused moving from home to hospital to short-term provision. At present people using the mental health beds are not subject to the delayed discharge fines. However, many people using the acute beds at Hope also have cognitive impairment. Many of these are not deemed suitable for intermediate care service at present and therefore are moving directly to long-term residential or nursing care.

Further work is needed with the mental health services intermediate care, PCT and Community and Social Services Directorate to develop realistic options for this group. This is a similar position elsewhere in the country.

Progress on Finable Days

The following have been agreed as finable days with Hope Hospital.

Starting 5.01.04

Week 1
24 days

Week 2
6 days

Week 3
5 days

Week 4
2 days

Week 5
0 days

Week 6
0 days

Week 7
3 days

Over first 7 weeks: 40 days = £4,000

We do not have details from any other hospitals to date – no days have been agreed as finable days with the principal mangers.

SRHT, PCT, CSSD have agreed to a joint approach to approve how any fines money is used to assist the whole system.

Summary

This is showing good progress to date, the system will be reviewed by the officers group in March in particular to review:

· Notice arrangements

· Assessment arrangements

· Referral patterns to intermediate care

· Use of transitional beds

· Use of intermediate domiciliary care services

· Other factors affecting discharge.
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