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1.

2.

Purpose of Report I Introduction

SUBJECT: TRENDS AND ISSUES IN DELAYED
DISCHARGE IN NORTH LANARKSHIRE

This report provides an overview of delayed discharge in North Lanarkshire in the context of
heightened focus at national and local level on the effectiveness of services that support safe
discharge of patients / service users from hospital to the community. The report also gives
details of progress achieved through use of funding of £325k released at very short notice by
Scottish Government through NHS Lanarkshire in November 2014, targeted at joint action
on immediate winter pressures.

Background

2.1 A hospital patient becomes a delayed discharge immediately on being deemed clinically
ready for discharge, even if the nature of a person's needs requires substantial planning to
ensure safe provision of support when they get home. The threshold for deeming a person
'clinically fit' for discharge varies according to many factors such as clinical judgement and
what pressures there are backing up in the hospital (e.g. if there a lot of people waiting on
trolleys at Accident and Emergency, the more likely an existing in−patient is likely to be
deemed fit for discharge, even if they may not be when pressure to admit other people is not
as high).

2.2 Benchmarking with other local authorities reveals that it is possible for other partnerships to
report having emergency bed day rates which are higher and delayed discharge bed days
which are lower than the equivalent North Lanarkshire rates. This may suggest that there is
differing clinical practice across partnerships in regard to declaration of clinical readiness for
discharge, with associated risks regarding the reliability and validity of the data for purposes
of comparison.

2.3 National performance targets on delayed discharge focus on numbers of delays, length of
delays and bed days associated with delay. Current national performance targets focus on
achieving zero day delays above 4 weeks, with a declared intention to move to a target of
zero day delays above 2 weeks from April 2015. Scottish Government and Cosla have now
agreed to use a new measure which identifies the percentage of delays which end within 72
hours of clinical readiness for discharge.

2.4 Some delays are deemed to be complex, for example where there are interventions required
under Adults with Incapacity legislation. These complex delays are reported differently to
other delays. While they tend to draw less attention and scrutiny, for example in media
coverage of delayed discharge issues, these complex delays have considerable significance.
North Lanarkshire has tended over a long period of time to have less of these complex
delays than the Scottish average.
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2.5 In the period January 2014 to December 2014 the delayed discharge bed days occupied
per 1000 population aged 75+ in North Lanarkshire was 853, comparing favourably with
Scotland [1062] although still representing an upward trend in delayed discharge pressures.
In the third and fourth quarters of 2014 the number of delays in North Lanarkshire increased
significantly compared with the same period in 2013.

2.6 Most delayed discharges do not involve social work provision (the King's Fund estimates
around two−thirds are internal to the NHS). Some factors which underpin the current delayed
discharge issues include:

• Increasing referral rates [demand] for home support or other services;

• Greater awareness of adult protection concerns, with discharge being made contingent,
appropriately, upon removal of risk of harm; and

• Ageing and increasing complexity of need associated with incidence of long term
conditions, and increasing number of people living with two or more such conditions.

Remarkably, we do not have people who are waiting in hospital for funding of a care home
placement, in contrast with many other local authority areas, and despite the fact that our
rate of placement is significantly lower than the national average (we are consistently in the
top quartile for local authorities in regard to minimising the requirement for people to live in
care homes.) This is because of the range of preventive measures and intensive services
that we provide or commission.

2.7 The hospital social work teams have reported a 20% increase in referrals for discharge
planning. This increasing activity level is reflected in the above noted upward trend in
delayed discharge pressures.

2.8 Between 09/10 and 13/14 the population adjusted rate of emergency admissions in North
Lanarkshire for all ages increased by 6.8% [double the increase for Scotland] while the rate
of emergency bed days for people aged 65+ decreased by 11%. More people are being
admitted and are being discharged more quickly, generating ever increasing pressures upon
the discharge planning process. Admission prevention requires to be one focus of a whole
system approach to delivering effective management of acute hospital capacity.

3. Action Taken on Mainstream Service Developments

3.1 The Social Work Service has sought to deliver overall positive performance on delayed
discharge through developments which have been detailed in earlier reports to Committee
ranging across the Integrated Equipment and Adaptations Service [tEAS], the intermediate
care service in short stay care homes, Integrated Day Services, reablement and redesign of
home support.

3.2 Home Support developments have included the implementation and expansion of scheduled
visits delivered through the night by overnight teams. These teams are far from common
elsewhere and complement the emergency response cover provided by the Community
Alarm service. The collaborative work undertaken between the Merrystone based out of
hours service and the out of hours community nursing service are an exemplar of best
practice.

3.3 The Home Support Service is projecting a significant overspend likely to be up to Lim,
substantially driven by the imperative of supporting increasing numbers of people who have
high care needs to be safely discharged from hospital. A noteworthy challenge is the
incidence of planned discharges being cancelled by clinicians at the last moment, resulting in
a waste of management time spent planning the discharge, deploying staff, then undoing
that planning and incurring significant costs for support no longer needed. 'Unallocated'



3

Home Support Worker hours are a frequent consequence as the Manager may find it
impossible to reallocate their staffs time at such short notice.

3.4 Much work has also been undertaken by the Housing Service to deliver effectiveness of
response where a delayed discharge is associated with accommodation needs. Patients who
are unable to return to their own home, for example in the interim while their home is being
adapted, are being offered alternative accommodation to enable them to leave hospital.

3.5 With financial support from the Reshaping Care for Older People Change Fund the
contribution of the third sector in North Lanarkshire has been recognised through the
creation of a hospital based third sector liaison post, managed by Voice of Experience. The
post holder has responsibility for supporting people who are being discharged from hospital
to make connections with social networks of their choice within their own communities on
their return home. The post has from the outset registered high activity levels and is highly
valued by patients.

3.6 A further third sector initiative which the Social Work service has facilitated is the deployment
of Red Cross staff within the hospitals to offer supported transport back home from the
Emergency Department [A+E]. This initiative is targeted towards a small but significant
number of people who attend the Emergency Department [A+E] and who are assessed as
not requiring admission, but who are identified as not having the necessary supports to be
able to return home safely. Red Cross staff can accompany the person and provide
immediate support within the home and follow up support on the following morning.

3.7 In addition to the above noted year round developments, over several years the North
Lanarkshire partners have implemented a joint approach to winter planning to address
known seasonal peak pressure points, for example the early January period. In the current
year this has included the transfer from NHS Lanarkshire to the Council of a sum of £70k to
cover additional inputs from Home Support and the Integrated Equipment and Adaptations
Service.

4. Action Taken in response to release of Scottish Government monies in Autumn 2014

4.1 In late 2014, taken cognisance of a Scotland wide deteriorating picture the Scottish
Government invited bids for funds to facilitate creative, innovative solutions to the immediate
pressures in regards to delayed discharge. The North Lanarkshire partnership was awarded
£325k for spend with in the 2014/15 financial year.

4.2 The action taken by the Social Work Service as part of a joint response to the award of the
above funds has included

• Creation of two new overnight home support teams

• Deployment of three additional social work posts into the hospital social work teams

• Action research into opportunities for improved response around admissionprevention
in the Emergency Departments.

• Implementation of more streamlined assessment processes for people who have less
complex needs, enabling earlier return home.

4.3 The above actions, combined with related NHS led initiatives are yielding progress in regard
to immediate performance against delayed discharge targets. At the delayed discharge
census dates the numbers of people delayed in hospital past the target 4 week period fell in
January 2015 from 15 to 7 and in February 2015 from 9 to 6 over the same census dates for
2014. Significant reductions have been recorded in the average bed days for each delayed
discharge, from 31 days in October to 15.1 in January.
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5 Financial / Personnel / Legal I Policy I Equalities Implications

5.1 The above account of progress on the delayed discharge agenda represents a very
significant investment by the Council jointly with partners in NHS Lanarkshire and the third
sector in achieving the objective of supporting timely discharge for patients from acute
hospitals. It remains the case that delayed discharge is a symptom of a much wider
problem that manifests itself in the acute hospital sector, not the cause.

5.2 Successful management of capacity in the acute hospitals will not be delivered through a
focus on discharge planning to the exclusion of preventing avoidable admissions, and of
effective planning for the patient's journey through their hospital stay. It is widely accepted
that too many people are admitted to hospital when there could be safe, effective, viable
alternatives to admission. Home Support demand is increasing, largely driven by discharge
planning from hospital, with an additional 94,120 hours delivered in the first 40 weeks of the
2014/15 financial year in comparison with the same time period in 2013/14. This increase in
demand mirrors the increase in demand for profile (hospital type) beds to be provided to
support at home and reflects the increase of those receiving end of life care at home. The
associated demand is placing very significant pressure on the resources available in the
Integrated Equipment and Adaptation Service, which supplies the beds and a wide range of
other equipment which supports people at home. While this service has also benefited from
temporary funding through the Change Fund, it is an area which also requires to be
addressed in its own right.

5.3 Continued improvement on delayed discharge will require significant investment of resource
in the community, including transfer of resource from acute provision to delivery of home
support, and to support for carers, in accordance with national policy objectives on shifting
the balance of care. The statutory inclusion of unscheduled care within the remit of the
Transition Integration Board opens opportunities to broaden the focus of attention out from
delayed discharge, towards the whole system change and resource planning which must
underpin the development of the necessary community based infrastructure. These
developments will be taken forward in the further development of a locality model in the
context of integration and in a Delayed Discharge Programme Board which is being
convened and chaired by Janice Hewitt, Chief Accountable Officer, and Integration.

6 Recommendations

It is recommended that the Committee:

(i) note the content of the report and;

(ii) Invite future updates on progress with achievement of delayed discharge policy
objectives.

Robert Miller
Head of Community Care

For further information about this report please contact Joe McElholm, Manager, Older Adults, tel: 01698 332031.


