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Key facts

62%

18%

£820m

of hospital bed days
occupied by older
patients (those aged 65
or over) in 2014-15

increase in emergency
admissions of older
people between
2010-11 and 2014-15
(12% increase for
whole population)

our estimate of the gross
cost to the NHS of older
patients in hospital beds
who are no longer in need
of acute treatment

1.15 million

bed days lost to reported delayed transfers of care in acute
hospitals during 2015 (up 31% since 2013)

2.7 million

our estimate of hospital bed days occupied by older patients
no longer in need of acute treatment

11.9 days

average length of inpatient stay for older patients in 2014-15
(based on emergency admissions only)

5%

percentage of muscle strength that older people can lose per day
of treatment in a hospital bed

54%

hospitals in our survey who told us that discharge planning is not
started soon enough to minimise delays for most older patients
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Summary

1
Unnecessary delay in discharging older patients (those aged 65 and over) from
hospital is a known and long-standing issue.1 For older people in particular, longer stays
in hospital can lead to worse health outcomes and can increase their long-term care
needs. Older people can quickly lose mobility and the ability to do everyday tasks such
as bathing and dressing. Keeping older people in hospital longer than necessary is also
an additional and avoidable pressure on the financial sustainability of the National Health
Service (NHS) and local government.
2
Older people are cared for in hospital by the NHS, but once discharged some may
need short- or long-term support from their local authority or community health services.
This may involve living at home with some support or living in a care home. NHS
community healthcare and short-term care to increase people’s independence provided
by local authorities are free. Local authorities have to apply a financial means test and an
eligibility test based on levels of need for other types of care.
3
The number of older people in England is increasing rapidly, by 20% between 2004
and 2014, and with a projected increase of 20% over the decade to 2024. Hospitals
have also experienced increases in the number of emergency admissions of older
patients, by 18% between 2010-11 and 2014-15. Older patients now account for 62% of
total bed days spent in hospital.
4
With the increase in numbers of older patients, it is critical for health and social
care providers to work together to minimise the length of time that such patients spend
in hospital. This will be through a combination of admitting only those older people who
really need treatment in hospital, and minimising delays for those who are admitted.
It is important that, in line with the aims of NHS guidance, patients are not discharged
from hospital before they are clinically ready.
5
The only official data relating to delays in discharging patients from hospital are
NHS England’s ‘delayed transfers of care’ data. We estimate that 85% of patients
captured by this measure of delay are aged 65 and over. According to official
figures, the number of bed days in acute hospitals recorded as delayed in 2015 has
risen by 270,000 days (31%) in the past two years to 1.15 million bed days in 2015
(around 3% of total bed days).

1

Throughout this report, by ‘hospital‘, we mean acute hospitals which focus on the treatment of a patient’s immediate
medical care needs as opposed to community hospitals, which are more focused on rehabilitation.
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Scope of our report
6
Our report examines how effectively the health and social care system is managing
the discharge of older patients from hospital, in particular:

•

the scale of delays that older patients experience in hospital (Part One);

•

the extent to which health and social care providers are adopting good practice
in discharging older patients (Part Two): and

•

barriers to local health and social care systems working effectively (Part Three).

7
Older patients account for most delayed transfers of care, so this report focuses
on patients aged 65 and over with an emergency admission, from the point when they
are admitted to hospital through to when they are discharged. It complements our
2013 report on emergency admissions – which examined how well health and social
care systems managed the demand for emergency services, thus it does not cover
out‑of‑hospital services designed to avoid hospital admission.2 It also does not cover
mental health services in depth, including dedicated dementia care.

Key findings
8
Rising demand for services, combined with restricted or reduced funding, is
putting pressure on the capacity of local health and social care systems. As set
out in paragraph 3, the number of people aged 65 and over in England is increasing
rapidly. The relative growth in numbers of older people is important. The number of older
people with an emergency admission to hospital increased by 18% between 2010‑11
and 2014‑15 (compared with a 12% increase overall). In 2014-15, the percentage of
older people admitted to hospital after attending accident and emergency (A&E) was
50% compared with 16% for those aged under 65. Although overall length of stay for
older patients following an emergency admission has decreased from 12.9 to 11.9 days
between 2010‑11 and 2014-15 – suggesting improved efficiency – the overall number
of bed days resulting from an emergency admission has still increased by 9% from
17.8 million to 19.4 million days. Put simply, without major change, these recent trends
indicate that the more older people there are, the more pressure there will be on hospitals.
While NHS spending has grown by 5% in real terms between 2010‑11 and 2014‑15, local
authority spending on adult social care has reduced by 10% in real terms since 2009-10
(paragraphs 1.1, 2.5 and 3.3).

2

Comptroller and Auditor General, Emergency Admissions to Hospital: managing the demand, Session 2013-14,
HC 739, National Audit Office, October 2013.
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The scale of delays to older patients
9
The number of recorded delayed transfers of care has increased
substantially over the past two years. As set out in paragraph 5, the official data
show a 31% increase in bed days taken up by patients with a delayed transfer in acute
hospitals between 2013 and 2015. The main drivers for this increase are the number
of days spent waiting for a package of home care (which more than doubled between
2013 and 2015, from 89,000 to 182,000) and waiting for a nursing home placement or
availability (which increased by 63%) (paragraph 1.9).
10 The delayed transfers of care data substantially underestimate the range of
delays that patients experience. By definition, the official data only count delays that
occur after clinicians and other professionals deem a patient to be ready for discharge.
It does not count all patients who are no longer benefiting from acute care, or all the delays
patients experience during their treatment. Based on our survey results, we estimate that
the number of older patients in hospital who are no longer benefiting from acute care to
be approximately 2.7 times the figure for reported delayed transfers of care. This amounts
to around 2.7 million bed days a year. We also found inconsistencies in how hospitals
count delayed transfers of care. Around one‑third (37%) of local authorities in our survey
said they never or only sometimes agreed the data with hospitals before it was reported.
NHS England refreshed their existing guidance to clarify the rules and definitions for
counting delayed transfers of care in October 2015 (paragraphs 1.7 to 1.11, 3.27 and 3.28).
11 The NHS spends around £820 million a year treating older patients who no
longer need to be there. We used the limited data available together with our survey
results to estimate the gross annual cost to the NHS of treating older patients in hospital
who no longer need to receive acute clinical care to be in the region of £820 million.
This would assume that patients are moved out of hospital as soon as it is clinically safe
to do so, consistent with the aims of NHS guidance. Shortcomings in the available data
mean that it is not possible to estimate the scope for efficiency savings precisely. If these
patients were treated in more appropriate settings at this stage in their care, hospitals
could make more efficient use of beds, or relieve pressure on high bed occupancy rates.
However, it may not be easy for hospitals to realise these costs as actual savings in the
short term, as this would depend on their ability and appetite to close wards and reduce
staffing. It may also reduce the need for new capacity in the future, allowing hospitals to
avoid costs. This report highlights a range of short- and long-term issues that currently
restrict the extent to which delays can be completely removed. Given demographic
trends, the current inefficiency will only increase in scale and cost without a radical
change in current trends in hospital admissions and discharge practice (paragraph 3.10).
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12 Caring for older people who no longer need to be in hospital in other settings
could result in additional annual costs of around £180 million for other parts of
the health and social care system. Available data, particularly around what care this
group of patients might need outside hospital, are very limited and do not support a
precise estimation of transferred capacity and costs. Under a scenario of higher care
needs, our best estimate is a public cost in the region of £180 million for providing care
either at home or in a more appropriate care setting. This assumes that some additional
costs would fall on individuals arranging and funding their own care with related capacity
requirements; these costs are not quantified in the estimates. Due to data limitations, this
estimate also does not include the impact of any potential increase or decrease in care
needs, and therefore the duration of care, as a result of being discharged more quickly
from hospital. Our cost estimates are sensitive to a number of assumptions, which are
set out in Part Three and Appendix Two (paragraph 3.10).

Managing the discharge of older patients
13 Health and social care providers have made limited progress in adopting
recommended good practice. Good‑practice principles are that: hospitals should
identify patients’ needs as quickly as possible to determine whether hospital is the
best place to meet them; health and social care staff should work together to maintain
the momentum of treatment and discharge planning; and staff should assess and
rehabilitate patients in their home wherever possible (paragraphs 2.2 to 2.5). We found:

•

Early identification of needs
More hospitals had frailty units (specialist units that assess and treat older people’s
needs at an early stage): 55% of hospitals that we surveyed compared with 29% in
an audit published in April 2015. However, capacity in these units was often limited.
Only a minority of hospitals (42%) were undertaking early geriatric assessments.
The proportion of older patients admitted from A&E varied from 37% to 61%,
suggesting there is scope to improve how hospitals manage admissions
(paragraphs 2.7 to 2.8).

•

Maintaining momentum
Most hospitals had elements of good practice in place (for example, 95% had
reviews of patients’ progress by senior clinicians at least every day). However, they
had made limited progress in other areas (for example, only 39% set expected
discharge dates linked to criteria for discharge for all or most older patients).
Some 54% of hospitals in our survey told us that discharge planning did not start
soon enough to minimise delays for most older patients. We identified difficulties
with hospital staff maintaining knowledge of out-of-hospital services and a lack
of shared understanding of what skills are needed for good discharge planning
(paragraphs 2.9 to 2.12).
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•

Assessment and rehabilitation at home
Our survey showed 52% of hospitals had ‘discharge to assess’ schemes (now seen
as the default model in NHS guidance, whereby assessments and care planning
are done in the home rather than hospital). However, only 39% of schemes could
be offered to all or most patients and around half of hospitals had arrangements in
place to share patient assessments with other bodies. We identified particular issues
with the management of the assessment for Continuing Healthcare (a package of
on-going care that is arranged and funded solely by the NHS where the individual
has been found to have a primary health need) (paragraphs 2.13 to 2.14).

The effectiveness of local health and social care systems
14 Workforce capacity issues in health and social care organisations are
making it difficult to discharge older patients from hospital effectively. Across
health and social care, providers and commissioners said that staff recruitment and
retention were a significant cause of delays. Vacancy rates for nursing and home
care staff were up to 16% in some regions, based on data for 2014 and 2015. In our
survey, fewer than half of hospitals felt they had sufficient staff trained in the care of
older patients (paragraphs 3.4 to 3.8).
15 System resilience groups are not yet effective. NHS England has established
system resilience groups as the main local forums for planning and coordination of
health and social care services. Although most system resilience group chairs felt they
had the core elements in place to work effectively, there were mixed views about their
effectiveness: only 53% of hospitals in our survey felt they were effective. Delayed
transfers of care continue to rise across the country. We found health and social care
organisations commissioning services jointly to tackle delays in discharging older
patients. However, commissioners were not always making full use of levers to minimise
delays: for example, more than half of local authorities in our survey said contracts with
care home providers did not specify agreed response times for admitting or assessing
patients (paragraphs 3.11 to 3.19).
16 Health and social care organisations are not sharing patient information
effectively. Health and social care organisations now have a statutory duty to share
patient information, but our survey findings showed that information is still not routinely
shared. For example, only up to a quarter of hospitals said that they had sufficient
access to primary, community and social care information for most older patients.
We heard examples where lack of access to information could result in A&E clinicians
being less able to undertake a full assessment and more likely to admit an older patient
(paragraphs 3.20 to 3.22).
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17 Financial incentives do not adequately incentivise early discharge of
patients. Hospitals have financial incentives to minimise the length of stay for emergency
attendances and keep space free for elective procedures for patients. However,
community health providers and local authorities are not incentivised financially to speed
up receiving patients discharged from hospital. For example, we found the use of block
contracts with no activity-based payment did not offer incentives for providers to increase
their activity. In our case studies, we heard from a broad range of stakeholders that the
main driver of day-to-day decisions on when to discharge patients from hospital remains
patient care and safety, rather than financial considerations. There was general recognition
across local systems that reducing the length of stay of older patients in hospital would
reduce care needs, and ultimately costs, in the long term (paragraphs 3.23 to 3.25).

National assurance and support
18 There has been a lack of coordination in central government work aimed at
improving discharge practice. When discharge delays started to rise, the Department
of Health (the Department) and Cabinet Office undertook work to understand the causes.
During our fieldwork, we found a number of examples of joint working across national
health and local government organisations. However, the landscape was complex with
a range of teams, initiatives and good‑practice guidance either directly or indirectly
related to improving practice in discharging patients. In response to this complexity,
the Department only started to coordinate activities formally in December 2015, when
it established the Discharge Programme. The programme aims to coordinate action to
address delays in discharging patients and develop a coherent, cross-system vision of
‘what good patient flow and discharge looks like’. There is not yet a strong evidence
base across all the elements of good practice recommended by national NHS bodies
(paragraphs 2.3 and 3.29 to 3.31).

Conclusion on value for money
19 Making sure older patients stay in hospital no longer than necessary is a complex
issue that requires a coordinated response across health and social care organisations.
Unnecessary stays in hospital result in worse health outcomes for patients and waste
already strained NHS hospital resources as well as increasing the long-term care needs,
and costs, for social care and community healthcare. NHS data show the number of
delayed transfers are increasing at an alarming rate but do not capture the full extent of
older people who should not be in hospital. While there is a clear awareness of the need
to discharge older people from hospital sooner, both at national and local level, there
are currently far too many older people in hospitals who do not need to be there, at an
estimated cost to the NHS of around £820 million. Without radical action to improve
local practice and remove national barriers, this problem will get worse and add further
strain to the financial sustainability of the NHS. Given the increase in delays and limited
progress in reducing barriers to further improvements, performance does not represent
value for money.
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Recommendations
20 The Department, NHS England and NHS Improvement have work under way to
better coordinate the central assurance and support for patient flow and discharge.
We encourage the continuation of these initiatives. However, we do not consider
incremental operational improvements alone will address the problem effectively.
We recommend:
a

The Department, NHS England and NHS Improvement, in conjunction with
local government partners, should set out how they will break the trend of
rising delays against the demographic challenge of growing numbers of
older people, with a particular focus on minimising avoidable admissions
and inappropriate lengths of stay, drawing on existing initiatives as
much as possible.

b

Working with the Discharge Programme Board, NHS England should develop
measures that fully capture the number of older people who are no longer
benefiting from acute care. This may involve changing the current definition
of the delayed transfers of care metric together with the use of a range of
other metrics relating to patient flow in hospital.

c

Building on the initial work set out in this report, the Discharge Programme
Board should coordinate work to fully understand the cost to hospitals of
delayed patient discharge and the costs, where these fall on the public
purse, of caring for these people in the community.

d

Health and social care commissioners should incentivise known good
practice (including the recently published NICE guideline) in patient flow
and discharge planning and reduce, by targeted amounts, the number of
older patients unnecessarily delayed in hospital. This should include use of
the recently published Commissioning for Quality and Innovation (CQUIN)
relating to discharged patients returning to their usual place of residence
within seven days of admission.

e

NHS England and NHS Improvement should seek to understand which
contracting and payment mechanisms offer the best incentives for
community health providers to increase activity when required.

f

NHS England should evaluate the effectiveness of system resilience groups
and consider how they can be strengthened to support whole-system
strategic planning and ownership of the discharge process and fit clearly
with other local networks and programmes.
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g

NHS England, working with local government, should set out how health
and social care staff can better share information on the existing health and
social care circumstances of older people in their care so they can take this
fully into account when making decisions about admission, treatment, care
and discharge.

h

The Department and Health Education England, working with local
government partners, should set out how they will support initiatives that
improve the supply of care workers and hospital and community health staff,
bearing in mind the local variability in staffing issues.
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Part One

Delays in discharging older patients from hospital
Health and care needs of older people
1.1 Treating a growing number of older people with more complex needs is placing
greater demands on the health and social care system.3 The number of older people
(aged 65 and over) in England rose by 20% between 2004 and 2014 (compared with
8% for all age groups) and is projected to increase by a further 20% between 2014 and
2024.4 NHS England’s longer-term ambition for care of older people is to treat more
in the community and avoid hospital admissions.5 In the meantime, the number of
older people admitted to hospital is rising: between 2010-11 and 2014-15 the number
of patients aged 65 and over with an emergency admission to hospital increased
by 18% (compared with a 12% increase overall). In 2014-15 the proportion of people
attending accident and emergency (A&E) who were admitted was 50% for older people,
compared with 16% for those aged under 65.6 Older patients accounted for 62% of
total bed days, and those with longer stays (of seven days or more) accounted for 52%
(Figure 1 overleaf).

3
4
5
6

Age UK, Briefing: the health and care of older people in England 2015, October 2014.
Office for National Statistics, Annual Mid-year Population Estimates: 2014 Statistical Bulletin, June 2015.
Office for National Statistics, National Population Projections: 2014-based Statistical Bulletin, October 2015.
National Health Service, Five Year Forward View, October 2014.
Episodes with a length of stay of less than two days are excluded from the trends of numbers of emergency
admissions; they are included in the proportion of A&E attendances which are admitted.
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Figure 1
Proportion of inpatient episodes and bed days accounted for
by age group, 2014-15
Older patients accounted for 62% of total bed days, while those with longer stays of seven days
or more accounted for 52% of total bed days
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Note
1 Includes patients discharged in 2014-15, excluding episodes with length of stay under two days.
Source: Health and Social Care Information Centre, Hospital episode statistics, 2014-15

1.2 Reducing how long older patients stay in hospital can have benefits for both
patients and hospitals, and for demand for social care in the community. Evidence
shows that longer hospital stays for older patients can lead to worse health outcomes
and an increase in their care needs on discharge. For example:

•

older people can lose mobility very quickly if they do not keep active. Monitor’s
recent review highlighted a study which showed that, for healthy older adults,
10 days of bed rest led to a 14% reduction in leg and hip muscle strength and a
12% reduction in aerobic capacity: the equivalent of 10 years of life.7 Other studies
have found a faster reduction in muscle strength of as much as 5% per day;8

•

older people’s ability to perform everyday activities can reduce while in hospital.
One study found that 12% of patients aged 70 and over saw a decline in their ability
to undertake key daily activities (bathing, dressing, eating, moving around and
toileting) between admission and discharge from hospital, and the extent of decline
increased with age;9 and

•

older people are more likely to acquire hospital infections. Between 2008 and
2012, the Methicillin‑resistant Staphylococcus aureus (MRSA) infection rate for men
aged 85 years and over was 574 times greater than the rate for those aged under
45 years (301.4 compared with 0.5 per million population).10 A similar pattern was
observed for women.

7
8

Monitor, Moving healthcare closer to home: Literature review of clinical impacts, September 2015.
For example, N de Morton, J L Keating, K Jeffs, Exercise for acutely hospitalised older medical patients, Cochrane
Database of Systematic Reviews, January 2007.
9 K E Covinsky et al, ‘Loss of independence in activities of daily living in older adults hospitalised with medical illnesses’,
Journal of the American Geriatric Society, 51 (4), April 2003.
10 Office for National Statistics, Deaths involving MRSA: 2008 to 2012, Statistical Bulletin, August 2013.
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1.3 It is important to achieve the correct balance between minimising delays and
not discharging a patient from hospital before they are clinically ready. As set out by
the British Medical Association, premature discharge is an important contributor to
unplanned readmissions to hospital. The likelihood of a patient being readmitted to
hospital is influenced both by the support they receive while in hospital and also when
they are discharged.11
1.4 NHS England guidance highlights the importance of patients being involved in
decisions about their care and discharge planning.12 However, Healthwatch England
reported that patients they spoke to felt they were not involved in decisions about their
care. In particular, they heard from older people about being sent home from hospital
despite raising concerns about their ability to cope.13 In one survey of older patients,
26% of those who had been re-admitted to hospital within three months felt they had
been discharged before they were well enough.14 The Parliamentary and Health Service
Ombudsman reported that in 2014-15 it investigated 221 complaints relating to unsafe
discharge from hospital, an increase of more than one-third from the previous year.
It upheld, or partly upheld, more than half of these.15
1.5 Minimising delays to older patients is important to the smooth running of a hospital.
The decline in performance of hospitals against A&E standards has been linked to the
need to improve patient flow and minimise delays throughout a patient’s stay in hospital.16
On our visits to hospitals, we heard how high occupancy levels made it more difficult
to place new patients on the most appropriate ward to start with or admit patients
for elective medical procedures. Hospitals also have financial incentives to free up
bed space for elective care, to achieve waiting time standards and to ensure they
use existing facilities efficiently.
1.6 Older people are cared for in hospital by the National Health Service (NHS). Once
discharged, some may need short- or long-term support from their local authority or
community health services. This may involve either living at home with some support
or living in a care home. Figure 2 overleaf sets out the local health and social care
bodies involved in planning, commissioning and providing services for such patients.
NHS community healthcare and short-term re-ablement care (which aims to maximise
people’s independence) provided by local authorities are free. Local authorities have
to apply a financial means test and an eligibility test based on levels of need for other
types of care.

11 British Medical Association, Hospital discharge: the patient, carer and doctor perspective, January 2014.
12 NHS England, Transforming urgent and emergency care services in England – Safer, Faster, Better: good practice in
delivering urgent and emergency care. A guide for local health and social care communities, August 2015.
13 Healthwatch England, Safely home: What happens when people leave hospital and care settings?, July 2015.
14 Royal Voluntary Service, Help them home, December 2015.
15 Parliamentary and Health Service Ombudsman, A report of investigations into unsafe discharge from hospital, May 2016.
16 Monitor, A&E delays: Why did patients wait longer last winter?, IRRES 06/15, September 2015.

Source: National Audit Office
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Discharge destinations for older patients and commissioning arrangements
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The scale of delays to older patients
1.7 Unnecessary delays in discharging older patients from hospital are a known and
long-standing issue.17 Our 2003 report on the subject highlighted issues about the
reliability of national information, delays in assessments, mixed progress in joint health
and social care working and a lack of capacity in care home beds.18
1.8 The monthly ‘delayed transfers of care’ statistics are the only official national
data on discharge delays. They give the number of patients and bed days counted
as delayed. The definition of a delayed transfer only counts the days after all clinicians
and other professionals involved in a patient’s care decide the patient is ready for
discharge. The reason for the delay, and the responsible organisation, are also
published. Hospitals should agree the data with local authority directors of adult social
services. The Department of Health (the Department) and NHS England have identified
issues with the accuracy of recording delayed transfers of care (see paragraph 3.27).
1.9 Delayed transfers of care have increased substantially over the past two years
(Figure 3 overleaf). The official data show an increase of 270,000 (31%) bed days taken
up by patients in acute hospitals with a delayed transfer of care, from 0.87 million days
in 2013 to 1.15 million days in 2015. Two reasons account for most of this increase: the
number of days spent waiting for a package of home care more than doubled between
2013 and 2015, from 89,000 to 182,000. Waiting for a nursing home placement or
availability increased by 63% from 86,000 to 140,000. (Figure 4 on page 19).
1.10 The official data do not break down delays by age of patient or level of frailty, but
our survey of hospitals indicated that 85% of individuals recorded as a delayed transfer
of care were aged 65 or over. The number of days recorded as delayed transfers of care
in acute hospitals makes up a small proportion of overall bed days: 3% in 2014-15, with
associated costs of around £350 million.

17 See for example: Department of Health/NHS England, Report on the work of the Helping People Home team in
supporting a reduction in the number of Delayed Transfers of Care (DTOC) (unpublished), May 2015. The Helping
People Home team was supported by the Department of Health and Department for Communities and Local
Government; NHS Confederation, Growing Old Together: sharing new ways to support older people, January 2016.
18 Comptroller and Auditor General, Ensuring the effective discharge of older patients, Session 2002-03, HC 392,
National Audit Office, February 2003.
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Figure 3
Trends in delayed transfers of care statistics: number of patients and bed days delayed
Delays in acute hospitals have increased by 31% between 2013 and 2015
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Figure 4
Trends in delayed transfers of care statistics: reasons for delay
The main reported reason for the rise in delays is an increase in the number of patients waiting for a care package
in their own home
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1.11 The official data do not capture all the delays that a patient might experience. The
definition of delayed transfers of care excludes any delays that occur before clinicians
and other health professionals consider a patient to be ready for discharge. For older
patients, we found:

•

based on 27 responses to our survey of hospitals, the estimated number of
older patients who were delayed was approximately 2.7 times the figure in the
official data. This amounts to around 2.7 million bed days a year. The higher
figure included additional patients who were recorded as no longer benefiting
from acute care, but who were not classified by the hospital as being an official
delayed transfer of care;

•

our review of long-stay patient records indicated that those whose hospital stays
were not counted in the official data as a delay still waited 7.1 days on average
between being assessed as ‘medically fit for discharge’ and being discharged;19 and

•

our analysis does not include all the delays incurred by patients before their acute
treatment has ended. In-depth bed audits, which identify whether patients in
hospital could be treated in alternative settings, indicate that up to 50% of bed days
in wards could take place in other settings.20

19 The definition of ‘medically fit for discharge’ varies between hospitals.
20 See footnote 7.
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Part Two

Managing discharges for older patients
2.1 This part looks at the process within hospitals for discharging older patients.
It includes processes that are largely within the remit of hospitals and others that will
involve coordination with other organisations. It covers:

•

the key principles and guidance that health and social services should follow;

•

the sector’s performance on indicators on how patients move through hospitals
(‘patient flow’) and are discharged; and

•

the extent to which health and social care services are implementing activities in
line with guidance.

Key principles and guidance
2.2 Over the past 15 years, the Department of Health (the Department), the National
Health Service (NHS) and professional bodies such as the British Geriatrics Society
have issued more than 20 pieces of guidance on how patients should be managed in
hospital to minimise delays to their treatment.21,22 The current guidance and much of the
preceding work draw on a common set of broad principles for caring for older patients
(Figure 5 overleaf):

•

hospitals should identify the needs of older patients as quickly as possible
to decide whether they are best met in hospital;

•

where an older patient needs to be admitted, health and social care staff should
work together to maintain the momentum of treatment and discharge
planning; and

•

health and social care staff should start the assessment and rehabilitation
of patients as soon after admission as possible and in the home
wherever possible.

21 British Geriatric Society and others, Quality Care for Older People with Urgent and Emergency Care Needs
‘Silver Book’, June 2012.
22 For example, NHS England, Transforming urgent and emergency care services in England – Safer, Faster, Better: good
practice in delivering urgent and emergency care. A guide for local health and social care communities, August 2015.
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Figure 5
Acute care priorities for older patients
Joint working with primary, social and community care

GP referral

Patient
pathway

Hospital
attendance

Accident and
emergency (A&E)
(up to four hours)

Short stay
assessment unit
(up to 48 hours)

Priorities
for older
patients

Early identification of needs to determine the most appropriate
care for older patients

Ward

Maintaining
momentum
to ensure
older patients
do not spend
any longer in
hospital than
they need to

Patient or family involvement, or both, in decisions about their care, treatment and discharge
Source: National Audit Office

Discharge

Assessment and
rehabilitation at
home, wherever
possible, where
older patients
can make more
effective decisions
about their
long-term care
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2.3 However, we found that the evidence base for all the interventions recommended
in this guidance was not always clear. In drawing up its recent guidance on the transition
between hospital and community or care home settings, the National Institute for Health
and Care Excellence (NICE) identified a number of areas for further research, including:
comprehensive geriatric assessment and care on specialist older people units; and
approaches to carry out assessments in patients’ homes rather than hospital.23

Indicators of patient flow
2.4 Under the broad principles outlined above, hospitals should look to admit only
those patients whose medical needs require it, and reduce length of stay and the
proportion of long-stay patients wherever it is clinically safe and appropriate to do so.
2.5 In 2014-15, on average, hospitals admitted 50% of older patients attending A&E
departments, and were able to discharge 35% of these patients on the same or the
following day (Figure 6 overleaf). For the remaining inpatients, the average length of
stay was 11.9 days, with 53% of episodes lasting seven days or more. Between 2010-11
and 2014-15, length of stay has decreased from 12.9 to 11.9 days. This suggests some
improved efficiency, although still not enough to reduce the overall number of bed days
(which have increased by 9% from 17.8 million to 19.4 million days) resulting from the
increasing number of emergency admissions. Other indicators of patient flow have not
changed much in the past five years. Our fieldwork found potential scope to improve
performance overall:

•

The variations in the proportion of hospitals admitting older patients from A&E
(from 37%–61%) and those discharging them by the next day (27%–41%) suggest
there may be potential for some hospitals to manage admissions more effectively.
This analysis does not take account of a range of external factors that may impact
on hospital performance, such as the age profile of their local population.

•

In our survey of hospitals, 42% had specific targets for reducing length of stay for
older patients. The average target reduction was 2.3 days (based on 21 hospitals).

Implementation of good practice
2.6 To understand what scope there might be to speed up the discharge of older
patients, we examined the extent to which local heath and care services have adopted
the key actions recommended by current government guidance.24

23 National Institute for Health and Care Excellence, Transition between inpatient hospital settings and community or care
home settings for adults with social care needs, NICE guideline NG27, December 2015.
24 Data for measures such as length of stay for winter 2015-16 are not available until 2017 so it is not possible to link
current practice in hospitals with outcomes.
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Figure 6
Summary of patient flow indicators for patients aged 65 and over
Indicators

Average
2014-15

Variation (10th–90th percentile)
2014-15

Average
2010-11

Proportion of people attending
A&E who are admitted

50%

37%–61%

51%

Proportion of admitted
patients who are discharged
on the same or following day

35%

27%–41%

33%

Average length of stay (days)

11.9

10.4–14.1

12.9

Proportion of episodes lasting
seven days or more

53%

48%–57%

55%

For remaining inpatients
(staying two days or more)

Notes
1 Based on patients aged 65 and over discharged in that year, who were an emergency admission, in general and
teaching hospitals.
2

Average length of stay and proportion of episodes lasting seven days or more exclude patients discharged the
same or following day.

3

The 10th percentile tells you the value for which 10% of the data points are lower. The 90th percentile tells you
the value for which 10% of the data points are higher.

Source: National Audit Office analysis of A&E and hospital episode statistics

Early identification
2.7 Figure 7 shows how far hospitals have implemented key actions that guidance
recommends to ensure early identification of needs.25 We found that hospitals are making
more use of specialist frailty units. These units quickly assess and treat frail older patients
when they arrive in hospital to reduce their length of stay and where possible avoid
admission. In our visits, we identified examples of frailty units (Figure 8 on page 26).
However we found older patients’ needs are still not identified as fully and promptly as
possible. Our survey showed most frailty units had limited capacity and most hospitals
were not able to provide early geriatric assessments to all their frail older patients who
needed them.

25 Our analysis did not include community-based initiatives to avoid admitting patients to hospital as this was outside
the scope of our report.
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Figure 7
Early identification of needs: implementation of key actions
recommended in guidance

55%

42%

of hospitals had frailty units, an increase compared with 29% of
hospital and local health bodies who report having this facility in the NHS
Benchmarking Network’s Older people in acute settings benchmarking
report of April 2015. Of those hospitals with frailty units, 68% said their
facilities did not have enough capacity.

of hospitals could provide a geriatric assessment within 14 hours to most
older patients with complex needs. Our review of long-stay patient records
found on average 27% were seen by a geriatrician within 14 hours.

Notes
1 Bold text denotes key actions recommended in guidance.
2

Frailty units are dedicated teams of specialist doctors, nurses, therapists or social workers operating in A&E and
short stay units to carry out early assessment of older patients’ needs.

3

Geriatric assessments cover the wider physical and psychological needs of older patients.

4

Percentages are based on National Audit Office (NAO) surveys, unless otherwise stated. See Appendix Two for
sample sizes.

Source: National Audit Office surveys, National Audit Office patient record review
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Figure 8
Acute Older Persons Unit (AOPU): Guy’s and St Thomas’
NHS Foundation Trust
The Acute Older Persons Unit (Frailty Unit) is an eight-bed unit, open 8am – 6pm five days a week. The unit
was initially located on the Emergency Floor but has since been temporarily relocated to the Emergency
Medical Unit to accommodate capital development works. Results from the first quarter of 2015 indicated:

•
•

the proportion of older patients being admitted to wards beyond the AOPU fell by 8% from 38% to 31%;

•

this reduction in admissions for people aged 75 and over helped to facilitate the closure of 12 acute
geriatric beds;

•

readmissions from the AOPU were the same as those from the acute geriatric wards, indicating that
the more rapid decision-making and discharge did not pose a higher readmission risk;

•

both patients and relatives were satisfied with their stay on the unit rating it as “much better” when
comparing it to previous experience of emergency and hospital admissions; and

•

cost savings of around £140,000.

of patients admitted to the AOPU, 81.6% were discharged within 24 hours, with 79% of those being
ischarged on the same calendar day;

Source: A Hyman et al, Acute Frailty Unit within the Emergency Department reduces inpatient admissions for frail
older adults, Guy’s and St Thomas’ NHS Foundation Trust, available at: www.acutemedicine.org.uk/wp-content/
uploads/2015/10/SOD-3-Acute-Frailty-Unit-within-ED-reduces-inpatient-admissions-for-frail-older-adults.pdf

2.8 In our case study visits and some stakeholder interviews, we heard how there
could be pressure to admit an older patient to avoid breaching A&E targets (of a
maximum wait of four hours before discharge or admission), even though it was not
necessarily in their best interest. As we have reported previously, there was a rise in
short-stay admissions following the introduction of the four-hour target in 2003-04.26

Maintaining momentum
2.9 Figure 9 shows the key actions that current government guidance recommends
to maintain the momentum of treatment and discharge planning for older patients in
hospital. Overall, most hospitals had dedicated geriatric wards and were reviewing older
patients’ progress regularly, but there was less progress for other elements. For example,
discharge planning was not always starting soon enough and only 39% of hospitals set
expected discharge dates linked to criteria for discharge for all or most older patients.

26 Comptroller and Auditor General, Emergency admissions to hospital: managing the demand, Session 2013-14, HC 739,
National Audit Office, October 2013.
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Figure 9
Maintaining momentum: implementation of key actions recommended in guidance

95%

83%

43%

39%

of hospitals said multi-disciplinary
teams reviewed their older
patients at least daily. However,
in all our case study visits we found
that this did not normally happen
on weekends

89%

of hospitals said they maintain lists
of patients no longer benefiting
from acute care, with 72% holding
daily progress-chasing meetings

54%

of hospitals said their
multi-disciplinary teams started
their planning and assessments on
or soon after admission, although
only 21% of local authorities and 13%
of community providers said they were
involved at this point. Most hospitals
and community health providers
(54%) said discharge planning did not
start soon enough to minimise delays
in most cases, compared with 19%
of local authorities who said this

of hospitals set expected discharge
dates linked to criteria for discharge
for all or most of their older
patients. For the 55 hospitals that
could provide an estimate, 2%
said they set dates and criteria
for discharge within 14 hours
for all older patients, and 33%
for three-quarters or more of their
older patients

41%

of hospitals reported having
dedicated geriatric wards
(which provide specialist
geriatrician-led care to older
patients with complex needs);
of these, 61% said they did not
have enough capacity

of older patients felt fully
involved in decisions about
their discharge from hospital
(according to the 2014 National
Inpatient Survey)

of inpatients aged over 65 had stayed
in more than one ward during their
hospital stay, compared with 33%
for younger age groups (according
to the 2014 National Inpatient Survey).
Guidance recommends that hospitals
should minimise the number of
ward moves for older patients.
Our review of long-stay patient
records suggested that on average
older patients took 6.2 days to reach
the ward from which they were
eventually discharged

Notes
1 Bold text denotes key actions recommended in guidance.
2

Multi-disciplinary teams comprise doctors, nurses, therapists
and social workers.

3

Guidance states discharge planning should start as soon as
possible after admission.

4

Percentages are based on NAO surveys unless otherwise stated.
See Appendix Two for sample sizes.

Source: National Audit Office surveys, National Audit Office patient record review, National Inpatient Survey
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2.10 NHS guidance suggests that hospitals should discharge at least 35% of patients
by midday on each weekday. However, our survey of hospitals found much lower
levels: 20% on average. NHS England also indicates that hospitals aim for weekend
discharge levels that are 80% of weekday levels. In 2014-15, this measure was 43% for
older patients nationally (compared with 57% for all patients). Our case study findings
emphasise the need for coordinated action to continue discharges throughout the
week: hospitals had to keep making referrals and discharging patients, in tandem with
community and social care staff and services being available.
2.11 In our case studies we found that a lack of knowledge and understanding about
out-of-hospital services could delay discharge. For example, the range of services
available from different areas or community providers, and inconsistency in descriptions
and referral criteria made it difficult for hospital staff to keep up to date.
2.12 We also observed how clinical staff had to spend much time negotiating with local
authorities and patients’ families to manage discharge, without necessarily being trained
to do this. There was no shared or formal understanding of what skills were needed to
manage discharge well.

Assessment and rehabilitation at home
2.13 Figure 10 shows the key actions recommended by guidance on assessment and
rehabilitation at home. NHS guidance now recommends that local health and social care
providers should work together to implement ‘discharge to assess’ schemes, such as
the one in South Warwickshire (Figure 11 on page 30). We heard during our case studies
and from other stakeholders that assessments done in hospital can over-estimate the
care needs of older patients compared to ones done in the familiar surroundings of their
own home. However, we found such schemes are still in the early stages, with most
having limited capacity (Figure 10). Around half of hospitals have trusted or joint assessor
arrangements in place with community health providers and local authorities.
2.14 We found particular difficulties with the assessment for Continuing Healthcare.
‘NHS Continuing Healthcare’ means a package of ongoing care that is arranged and
funded solely by the NHS where the individual has been found to have a primary health
need. In our survey, 45% of hospitals said they were not able to complete assessments
in the patient’s normal place of residence and around 70% indicated that the assessment
caused major or moderate delays for older patients. Although one-third of hospitals in our
survey said that assessments were completed in five days or fewer, 15% took at least 20
days. On our case study visits we heard about a range of difficulties, including:

•

ensuring there were enough and sufficiently trained staff to do the assessments;

•

ensuring the assessment was completed correctly, which could result in delays if it
was sent back;

•

managing patients’ and carers’ involvement in and expectations of the process; and

•

increased scrutiny of applications, partly due to cost pressures, which meant
applications were taking longer.
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Figure 10
Assessment and rehabilitation in the community: implementation of key
actions recommended in guidance

52%

49%

of hospitals had ‘discharge to assess’ schemes for older patients. However,
only 39% of system resilience group chairs said they could offer their schemes
to all or most of their patients. For those with schemes in place, and who
were able to provide estimates, six out of 17 community health providers and
11 out of 15 local authorities said they could provide basic care for most
older patients within two hours of them arriving home.

of hospitals had trusted or joint assessor arrangements in place with their
local authority, compared with 55% with their community health provider,
21% with independent or voluntary providers.

Notes
1 Bold text denotes key actions recommended by guidance.
2

Under ‘discharge to assess’ schemes, planning, assessment and arranging ongoing care takes place in the patient’s
home rather than hospital, as soon as their acute treatment is complete.

3

Under trusted assessor arrangements, health and social care professionals complete a single assessment of patients’
needs, which can be shared, reducing duplication.

4

Percentages are based on NAO surveys unless otherwise stated. See Appendix Two for sample sizes.

Source: National Audit Office surveys
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Figure 11
Discharge to assess: South Warwickshire NHS Foundation Trust
Main characteristics

•

Coverage of all patients, with three pathways for different levels of need with on average around
68 discharges per week (Pathway One is based on home support. Pathways Two and Three are bed-based).

•

Assessment for care and therapy needs at home facilitated by Community Emergency Response Team
available seven days a week, 8.30am to 10pm (Pathway One).

•

All patients assessed within six weeks, at which point ongoing care needs are established and funding
decisions are made.

•

In-house social care re-ablement and rehabilitation service allowing direct referral without hospital social
work team involvement.

•

Electronic common assessment tool jointly developed between health and social care services to allow
trusted assessment.

Impact between 2011 to 2014

•
•
•

Length of stay in acute hospital fell from 7.7 to 6.6 days and in community hospital from 35 to 18 days.

•

Percentage of patients requiring more than three ward moves fell from 14% to 3% and the average
number of patients placed in outlying wards fell from 12 to four.

Closure of 27% or 36% of community hospital beds.
Average cost to commissioner of patients with extended lengths of stay in hospital fell from £3.2 million
to £2.7 million (a 16% fall) by December 2014.

Source: NHS Interim Management and Support. Available at: www.nhsimas.nhs.uk/fileadmin/Files/IST/Emergency_care_
conference_2014/Workshop_10_and_14_Discharge_to_Assess_presentation.pdf
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Part Three

The effectiveness of local health and
social care systems
3.1 Our previous reports, and those of the Committee of Public Accounts, have
highlighted several issues that can affect the ability of local health and social care
systems to work together and coordinate services.27 These are:

•

local system capacity;

•

local governance arrangements;

•

integrated commissioning;

•

sharing patient information; and

•

financial incentives.

3.2 In this part we examine the impact of these issues on how local health and social
care services work together to discharge older patients from hospital. We also look at
national assurance and support to improve how local systems work together.

Local system capacity
3.3 Both National Health Services (NHS) and adult social care sectors are under
pressure. Rising demand for services, combined with restricted or reduced funding,
is placing pressure on the capacity of local health and social care systems to treat and
care for people.28 Nationally, while NHS spending has grown by 5% in real terms between
2010-11 and 2014‑15, local authority spending on adult social care has fallen by 10% in
real terms between 2009‑10 (£16.3 billion) and 2014-15 (£14.6 billion) (Figure 12 overleaf).29
The number of adults receiving local authority‑funded care has also fallen.

27 See for example: Comptroller and Auditor General, Improving Dementia Services in England – an Interim Report,
Session 2009-10, HC 82, National Audit Office, January 2010; Comptroller and Auditor General, The management
of adult diabetes services in the NHS: progress review, Session 2015-16, HC 489, National Audit Office, October 2015;
Comptroller and Auditor General, Supporting people with autism through adulthood, Session 2008-09, HC 556,
National Audit Office, June 2009.
28 Care Quality Commission, The state of health care and adult social care in England 2014-15, HC 483, October 2015.
29 Department of Health, Annual report and accounts 2014-15. The growth rate refers to total departmental expenditure
limit spending. GDP deflators at 2 April 2015 were used to calculate real-terms growth.
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Figure 12
Index of adult social care spending (2014-15 prices)
Between 2010-11 and 2014-15, local authority spending on adult social care has fallen by
10% in real terms
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Index is based on expenditure data in 2014-15 prices. GDP deflators at 23 December 2015 were used to calculate
real-terms growth.

Source: Health and Social Care Information Centre, Personal Social Services: Expenditure and Unit Costs,
England, November 2015
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3.4 In all our surveys, local stakeholders consistently cited community workforce and
bed capacity as significant causes of delays in discharging older patients. The National
Audit of Intermediate Care 2015 estimated that investment in intermediate care, which
includes services to support hospital discharge, was at about half the level required to
meet demand, with investment per capita showing a slight fall since 2013. The report
also shows an increase in waiting times for intermediate care between 2013 and 2015.30
3.5 Commissioners of adult social care are under pressure to keep fees as low as
possible, which is in turn putting pressure on providers.31 We heard concerns about the
impact of the introduction of the National Living Wage in April 2016. In a 2015 survey by
the Association of Directors of Adult Social Services, 56% of directors thought service
providers were facing financial difficulty.32 Our case studies highlighted concerns over
bed capacity in residential and nursing homes, and specifically specialist elderly mentally
infirm beds for the care of patients with dementia. Care Quality Commission data for
England over the period September 2010 to March 2016 show:

•

a 9% increase in the total number of nursing home beds. The rate of growth slows
over this period, with a slight fall in beds (of 0.3%) from March 2015. There is much
regional variation in growth rates;

•

a 7% fall in the number of residential home beds. While all regions show a fall, there
is again much regional variation; and

•

a 47% increase in the number of domiciliary (home care) providers. The Commission’s
view is that this may indicate a market shift away from residential care homes to
home‑based packages of care.

30 NHS Benchmarking Network, National Audit of Intermediate Care Summary Report 2015, 2015.
31 Care Quality Commission, The state of health care and adult social care in England 2014-15, October 2015.
32 Association of Directors of Adult Social Services, ADASS Budget Survey 2015 Report, June 2015.
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3.6 In our case studies we consistently heard about difficulties in recruiting social
care staff, for example home care workers in more rural areas. National data show
high vacancy and turnover rates for social care staff and significant regional variation
in vacancy rates (Figure 13). The Care Quality Commission highlights particularly
high vacancy rates for nursing staff: as high as 20% in domiciliary care and 11% in
residential care.33
3.7 We also heard of capacity issues in the NHS with community hospital beds and
community health staff, particularly community nurses. NHS workforce statistics show
the numbers of nurses working in community services fell by 13% between 2009 and
2015. The largest fall was for district nurses: 41% over the period.34

Figure 13
National data on selected staff vacancy rates
The data show large regional variation in vacancy rates and high levels of staff turnover
National
vacancy rate
(%)

Regional variation
in vacancy rate
(%)

Staff
turnover rate
(%)

NHS: registered nurses,
midwives and health visitors

7.2

3.3 to 15.6

8.9

NHS: allied health professionals
(includes physiotherapists and
occupational therapists)

5.1

0.5 to 11.2

Data
not available

Adult social care workers –
residential care

4.1

3.1 to 6.6

24.6

Adult social care workers –
domiciliary care

8.8

6.2 to 14.4

31.0

Staff type

Notes
1 For NHS staff, the vacancy rate refers to Health Education England data on the shortfall between the number of staff
providers said they needed and had budgeted for and the number of staff in post. Shortfall as at 31 March 2014. NHS
turnover rates are for the period November 2014 to November 2015. Adult social care data are estimates for 2014-15.
2

The turnover figure for NHS nurses, midwives and health visitors relates to those leaving the NHS. The turnover rates
for adult social care staff groups include those that are moving to another adult social care provider. Skills for Care
estimates that 41% of leavers move to another adult social care provider.

Source: NHS vacancy rates: Health Education England data, April 2014. NHS turnover rates: Health and Social
Care Information Centre, NHS Hospital & Community Health Service (HCHS) monthly workforce statistics turnover,
February 2016. Adult social care: Skills for Care, National Minimum Data Set for Social Care – 2015 regional report
statistical appendix and dashboard

33 See footnote 31.
34 Health and Social Care Information Centre, NHS Hospital & Community Health Service (HCHS) monthly workforce
statistics – Provisional Statistics, March 2016.
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3.8 Hospitals also reported issues with recruiting and retaining staff. In our survey,
fewer than half of hospitals thought they had enough staff trained in the care of older
patients (Figure 14). National data show vacancy rates of around 7% for nursing,
midwifery and health visiting staff, and 5% for allied health professionals (which includes
physiotherapists and occupational therapists) (Figure 13). In our case studies we heard
how high vacancy rates (particularly for nursing and therapist staff) and reliance on
agency staff made it harder to maintain knowledge of what local services were available
in the community.
3.9 Our report on workforce planning highlighted that hospitals’ plans may not always
forecast staffing requirements reliably, as they do not always take into account possible
changes to services, such as a shift to providing more services in the community.35

Figure 14
National Audit Office (NAO) survey results on whether hospitals think they
have enough staff trained in the care of older patients
Fewer than half of hospitals think they have enough staff trained in the care of older patients
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Notes
1 Based on responses from 76 hospital trusts.
2

Survey question: Do you think your trust has sufficient staff trained in the care of older patients?

Source: National Audit Office survey

35 Comptroller and Auditor General, Managing the supply of NHS clinical staff in England, Session 2015-16, HC 736,
National Audit Office, February 2016.

36 Part Three Discharging older patients from hospital

3.10 Lord Carter’s review highlighted potential savings of £900 million for hospitals if
they were able to tackle delayed transfers of care and discharge patients from hospital
who no longer needed acute care.36 Shortcomings in the available data mean that it is
not possible to estimate the scope for efficiency savings precisely. However, to provide
an indicative estimate, we used the limited data available together with our survey
results to first calculate the gross annual cost to the NHS of treating older patients in
hospital who no longer need to receive acute clinical care. Secondly, we calculated the
cost of caring for these patients either at home or in a more appropriate care setting.
(Figure 15 on page 38). We estimate that:

•

The gross costs to the NHS of delayed discharge for older people are in the region
of £820 million. This estimate is based on a combination of our survey estimates
(also see paragraph 1.11 for our estimate of the number of people delayed) and
the Department of Health (the Department) reference costs. This is an indicative
estimate and does not include the costs of delays incurred in completing patients’
acute treatment. This would assume that patients are moved out of hospital as
soon as it is clinically safe to do so, consistent with the aims of NHS guidance. It
includes the delays to patients admitted as an emergency and also those admitted
for elective treatment, for example planned operations. The estimate is particularly
sensitive to the assumed number of patients no longer benefiting from acute
care (see Appendix Two). In practice, it may not be easy for hospitals to realise
these costs as actual savings in the short term. This would depend on their ability
and appetite to close wards and reduce staffing and to manage a range of other
issues as set out in this report.37 However, reducing delays does free up more bed
space for planned elective care or could relieve pressure on hospitals with high
bed occupancy rates. It may also reduce the need for new capacity in the future,
allowing hospitals to avoid costs.

36 Lord Carter, Operational productivity and performance in English hospitals: unwarranted variations, Department
of Health, February 2016. This estimate covers all age groups (not just 65 and over) and uses a slightly different
methodology. It drew on estimates from 96 providers of the “number of beds occupied by patients who could be
more appropriately cared for in an alternative setting”.
37 Monitor, Moving healthcare closer to home: summary, September 2015.
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•

There are additional annual costs for other parts of the health and social care
system of approximately £180 million, principally for NHS community health care
and nursing care. Unit costs of care in these settings are considerably lower than
in hospital. This is based on the number of bed days as estimated for the previous
calculation, and best available national data on the type of care required after
discharge and unit costs of care. The estimate depends on several assumptions,
and varies in particular on what assumptions you make about the level, type and
costs of care that older people might need (see Appendix Two). The £180 million
is based on a scenario of higher out-of‑hospital care requirements, based on
delayed transfers of care data. An alternative scenario, based more directly on
social care activity data, estimates additional costs of £120 million. The latter also
estimates just under one-quarter of delayed bed days not resulting in any public
costs for care if moved out of hospital either because people are funding their
own care or their level of need is below the threshold for local authority support.
Due to limitations of the data, we cannot include the impact of any potential
increase or decrease in care needs, and therefore the duration of care, as a
result of being discharged more quickly from hospital. Both estimates assume
that some additional costs would fall on individuals arranging and funding their
own care with related capacity requirements; these costs are not quantified in
the estimates. Social care costs are gross costs, which do not take into account
contributions from people receiving services. The estimates do not take account
of any additional investment required to increase capacity locally beyond the unit
cost of care and do not include any additional costs to primary care services.

Local governance arrangements
3.11 NHS England has established system resilience groups as the key local forum
for “all the partners across the health and social care system [to] come together to
undertake the regular planning of service delivery”.38 Their remit includes planning
capacity and overseeing the coordination and integration of services, which includes
discharge for older patients.
3.12 Across our case studies and surveys, most system resilience group chairs,
hospitals, community health providers and local authorities thought that local
organisations were working well together. In our survey of system resilience group
chairs, more than 80% of group chairs thought they had the core elements in place,
including sufficient information to hold members to account and sufficient senior‑level
involvement for their group to function effectively (Figure 16 on page 39). In our case
studies we found various examples of coordinated working. These included community
health and local authority staff based in hospitals and joint teams to speed up discharge.

38 NHS England, the NHS Trust Development Authority, Monitor, and the Association of Directors of Adult Social Services,
Operational resilience and capacity planning for 2014-15, June 2014.
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Figure 15
Potential cost and resource implications for NHS and local government of reducing delays
for older people in hospital
Scenario A: higher care needs, based on delayed transfers of care data
Delayed days
for patients
aged 65 and
over in hospital

2,690,000 bed days

If delayed days
moved out
of hospital

2,250,000 bed days result in additional care days to health and social care system

Gross cost to NHS: £820 million
Cost of care per day = £303

Total additional cost: £180 million

NHS
community
healthcare,
1,420,000 days
Additional
costs:
£130 million
Cost of care
per day = £89

Local authority
provided
short-term
services to
maximise
independence,
310,000 days.

Home-based
packages of
social care,
120,000 days.

Residential care
(non-NHS),
170,000 days

Nursing care
(non-NHS),
230,000 days

Additional cost:
£5 million

Additional
costs:
£10 million

Additional cost:
£20 million

Additional cost:
£20 million

Cost of care
per day = £41

Cost of care
per day = £77

440,000 bed days
result in no additional
public care costs,
because we assume
some people arrange
and pay for their
own care

Cost of care
per day = £94

Cost of care
per day = £63

Scenario B: lower care needs, based on social care activity data
Delayed days
for patients
aged 65 and
over in hospital

2,690,000 bed days

If delayed days
moved out
of hospital

1,700,000 bed days result in additional care days to health and social care system

Gross cost to NHS: £820 million
Cost of care per day = £303

990,000 bed days
do not result in
state-funded care of the
types listed, of which:

Total additional cost: £120 million

NHS
community
healthcare,
890,000 days
Additional
costs:
£80 million
Cost of care
per day = £89

Local authority
provided
short-term
services to
maximise
independence,
510,000 days

Home-based
packages of
social care,
200,000 days.

Additional cost:
£30 million

Cost of care
per day = £41

Additional cost:
£5 million

Cost of care
per day = £63

Residential care
(non-NHS),
50,000 days

Nursing care
(non-NHS),
50,000 days

Additional cost:
£2 million

Additional
cost:
£5 million

Cost of care
per day = £77

Cost of care
per day = £94

•

630,000 are
because no
service is provided
or people arrange
and fund their own
care; and

•

360,000 are
for lower-level
support, which are
likely to be lower
cost and for which
unit cost data are
unavailable.

Notes
1 See Appendix Two for details of assumptions, sources and calculations. The unit costs of social care in scenario B apply to new referrals; a marginal
rate was used for people with existing care.
2

Numbers of bed days and annual costs may not sum due to rounding.

Source: National Audit Office analysis of hospital episode statistics and Short- and Long-Term Support (SALT) data, Health and Social Care Information Centre,
Delayed transfers of care data published by NHS England
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Figure 16
National Audit Office survey results on whether system resilience group chairs think
their group has core elements in place to work effectively
More than 80% of group chairs either totally or partly agreed that their group has the core elements in place to help
ensure the efficient discharge of older patients from hospital

Clearly defined roles and responsibilities

96

Sufficient representation and commitment from
NHS directors and local authority heads of service

93

Sufficient information to hold members to account

91

In relation to discharging older patients, there are
shared objectives, risk and benefits across the
system resilience group members

91

Sufficient administrative support

86

Sufficient involvement and support from NHS and
local authority adult social services chief executives

85

Clearly defined work streams with clear reporting
lines relating to the discharge of older patients

84
0

20

40

60

80

100

Percentage of system resilience group chairs totally or partially agreeing
Notes
1 Based on responses from 55 system resilience group chairs.
2

Survey question: How much do you agree or disagree that your system resilience group has the following in place to help ensure the
efficient discharge of older patients from acute hospitals?

Source: National Audit Office survey
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3.13 Other evidence indicated that groups are not yet working consistently as an
effective forum to plan and coordinate discharge. In our survey, system resilience group
chairs commonly identified a ‘lack of coordination across teams or organisations’ as a
reason for delays across the patient pathway. We identified some scope to improve local
coordination. For example, 41% of hospitals and 35% of local authorities in our survey
did not have an integrated discharge team.
3.14 Local stakeholders held mixed views about the effectiveness of system resilience
groups. In our surveys, more than 80% of group chairs, local authorities and community
health providers thought their group was very or quite effective as a forum for planning
and coordinating services, compared with 53% of hospitals (Figure 17). Inclusion of
patient or public representatives and independent or voluntary sector representatives
was relatively poor (in our survey, 42% of chairs said that such bodies were not
members or not involved in system resilience groups’ work).
3.15 Our survey and case studies highlighted a number of barriers to effective system
resilience group working including:

•

Unclear accountability within local systems for discharging older patients.
One‑third of group chairs in our survey said no individual person or organisation
was accountable for ensuring delays to patients were minimised. The Helping
People Home report also highlighted issues with no-one “holding the ring” for
ensuring systems were working effectively.39

•

Focusing too much on day-to-day operational performance at the expense of
strategic planning and problem-solving and on hospitals rather than the system
as a whole. In our case studies we found planning was not always coordinated in
practice. Organisations were sometimes not aware of other organisations’ initiatives
even where these affected their own services.

•

How groups align with other networks. Health and wellbeing boards potentially
have a part to play in improving patient flow and discharge, given their role in
promoting integration and partnership. But in our survey only 53% of group chairs
said they were working closely with boards on these areas. The Department told
us that, in some areas, health and wellbeing boards are working effectively to
provide challenge and support to local health and social care systems. We heard
one case study example where the group’s role was unclear as other performance
improvement regimes (for example, the Emergency Care Improvement Programme
and the Success Regime) were operating in the area.

39 Department of Health and NHS England, Report on the work of the Helping People Home team in supporting
a reduction in the number of Delayed Transfers of Care (DTOC) (unpublished), May 2015.
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Figure 17
National Audit Office survey results on organisations’ views on the
effectiveness of system resilience groups
Far fewer hospitals think groups are effective as a forum for planning and coordinating services
compared with group chairs, community health providers and local authorities

Community health providers

88

Local authority − directors of adult
social services

87

System resilience group chairs

84

Acute hospitals

53
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70
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90

100

Percentage stating very or quite effective
Notes
1 Based on responses from: 55 system resilience group chairs; 73 acute hospitals; 24 community health providers;
60 local authority directors of adult social services.
2

Survey question: Overall, could you please tell us how effective you think your system resilience group is as a
forum for coordinating and planning services to ensure the effective discharge of older patients from acute care?

Source: National Audit Office survey

Integrated commissioning
3.16 NHS England guidance, published in August 2015, highlights the importance
of more integrated commissioning to reduce the lengths of stay in hospital for older
patients.40 It states that system resilience groups should develop a commissioning
strategy for urgent and emergency care across health and social care organisations,
which includes plans for seven-day working and for managing people who are frail.
3.17 We found that areas were not making full use of contractual levers to minimise
delays in discharge. For example, more than half of local authorities in our survey had
no agreed response times with care home providers for assessing or admitting older
people, or requirements for providers to assess and admit patients at the weekend.
In our survey of group chairs, 56% of system resilience groups had a commissioning
strategy in place, but around half of these did not fully cover how frail older people’s
needs would be managed to minimise stays in hospital. There were also some gaps in
joint commissioning. For example, 28% of groups did not have ‘fund without prejudice’
agreements. These cover a patient’s needs while responsibility for funding care is
established (as recommended in NHS guidance).41

40 NHS England, Transforming urgent and emergency care services in England – Safer, Faster, Better: good practice
in delivering urgent and emergency care. A guide for local health and social care communities, August 2015.
41 See footnote 40.
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3.18 The Better Care Fund promotes the integration of services for older and disabled
people through a pooled budget for health and social care services. In our survey,
95% of local authorities had Better Care Fund schemes in place to help reduce delays
in discharging older patients. Examples included home-based re-ablement services,
which help people regain the ability to look after themselves.
3.19 In their Better Care Fund plans for 2015-16, local areas stated they would reduce
delayed transfers of care by 85,000 days (over a two-year period), with associated
savings of £25 million.42 Initial performance (for the first three quarterly performance
periods up to the second quarter of 2015-16) indicates that Better Care Fund activities
are not significantly reducing delays: 60% or more of local authorities did not reduce
delayed transfers of care as much as planned. In the first three quarters for which data
for performance against target are available, there were 258,000 more delayed transfers
of care days than planned.

Sharing patient information
3.20 The failure to share patient information is a long-standing barrier to the smooth
transition of patients into and out of hospital. This includes information provided
to hospitals when people are admitted and also that provided to ongoing care
services (community health and adult social care) following discharge from hospital.
We highlighted this in our 2003 report and it is recognised by the Department and
NHS England.43,44 As of October 2015, it is now the statutory duty of health and social
care organisations to share patient information unless there is a reason not to.45
3.21 Our survey findings show that patient information was still not consistently
shared across health and social care providers (Figure 18). This applied particularly
to information provided to hospitals, and from primary and community healthcare
providers to local authorities. System resilience group chairs said the main barriers to
sharing patient information were incompatible IT systems (85% said this was a barrier);
necessary information governance arrangements not in place (42%); and concerns
about patient confidentiality (38%).

42 These differ slightly to figures quoted in the 2014 NAO report Planning for the Better Care Fund, as Better Care Fund
plans had not been finalised at the time of publication of that report.
43 Comptroller and Auditor General, Ensuring the effective discharge of older patients, Session 2002-03, HC 392,
National Audit Office, February 2003.
44 NHS England, Quick guide: sharing patient information, Gateway Reference 04254.
45 The Health and Social (Safety and Quality) Act 2015, which came into effect on 1 October 2015, sets a duty for
information to be shared where it facilitates care for an individual and it is legal to do so.

Discharging older patients from hospital Part Three 43

Figure 18
National Audit Office survey results on the extent to which organisations
think they receive sufficient patient information
Up to a quarter of hospitals think they get enough information from other care providers on older
patients when admitted to hospital
Percentage of organisations stating
sufficient information for all or most patients
Type of information

Hospitals

Local authority

(%)

(%)

Community
health provider
(%)

Primary care information (eg GP records)

25

23

54

Hospital information (eg regarding patients’
stay in hospital)

n/a

63

58

Community care providers’ information
(eg community matron information)

22

31

n/a

Local authority social care information
(eg information on care packages or patients’
functional condition)

17

n/a

n/a

Independent and voluntary sector information

9

48

21

Notes
1 Results based on responses from: 76 hospitals; 62 local authority directors of adult social services; 24 community
health providers.
2

Survey question: Does your organisation have sufficient information from the sources identified below on the
baseline condition or existing care requirements of older patients [final wording varied across different surveys].

Source: National Audit Office survey

3.22 Across our case studies we heard examples of how lack of access to patient
information affected patient flow. This applied particularly in accident and emergency
(A&E): we heard examples where if clinicians did not have information on patients’ health
and circumstances (for example, care packages) they were less able to undertake a full
assessment and more likely to err on the side of caution and admit patients. Lack of
information also meant clinicians spent significant amounts of time trying to build up a
picture of a patient’s condition and outside circumstances. Our survey results indicated
that access to patient information worsened at weekends and during bank holidays.
In our case studies we also found hospital staff were collecting the same information
from patients multiple times as they moved around the hospital. The importance of
shared patient information was highlighted in Lord Carter’s recent report on operational
productivity, and the National Information Board (November 2014) outlined its vision
for better information sharing across the health and social care system.46,47 Following
the announcement in the 2015 Spending Review of a £4.2 billion NHS information
technology programme for the next five years, this work is being taken forward by
the Department, NHS England and the Health and Social Care Information Centre,
with the wider engagement of the National Information Board.
46 See footnote 36.
47 National Information Board, Personalised Health and Care 2020 – Using Data and Technology to Transform Outcomes
for Patients and Citizens, November 2014.
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Financial incentives
3.23 Financial incentives to discharge older patients as soon as possible from hospital
are not aligned across health and social care systems:

•

Hospitals have clear financial incentives to reduce the length of stay of older
patients and discharge them quickly. The main financial incentive is to free up
bed space for elective admissions. As also highlighted in our report on financial
sustainability, the payment by results tariff does not cover the full cost of treating
emergency admissions (which is the admission route for most older patients).48
Where emergency admissions rise above a baseline established in 2008-09,
hospitals receive a marginal rather than full tariff rate for these admissions.

•

For community health providers and local authorities there are less clear‑cut
short‑term financial incentives to accept patients as quickly as possible.
For example, most of the community health providers we spoke to were on a
block contract without any activity-based payments. These provided no financial
incentive to take on the cost and risk of additional patients.

3.24 Across our case studies, however, we heard from a broad range of stakeholders
that the main driver of day-to-day decisions on when to discharge patients from hospital
remains patient care and safety, rather than financial considerations. There was general
recognition across local systems that reducing the length of stay of older patients in
hospital would reduce care needs, and ultimately costs, in the long term.
3.25 The Care Act 2014 now makes it discretionary for acute hospitals to fine local
authorities for delayed transfers of care for which they are responsible. The related
statutory guidance states that fining should not be used by NHS bodies as the first
approach to address any local difficulties around delayed transfers of care.49 Most
hospitals do not exercise this option. Nationally, only 23% of local authorities were
fined in 2014-15: a total of £2 million.50

National assurance and support
3.26 Figure 19 sets out the main accountability and funding arrangements for local
health and social care systems. Clinical commissioning groups are responsible for
commissioning most health services and hold providers to account through their
contracts. NHS providers are accountable to NHS Improvement (Monitor and the
NHS Trust Development Authority before April 2016), as the sector regulator for health
services in England. Clinical commissioning groups are held to account by NHS England
through an annual assurance process. There are also other local and regional planning
and assurance mechanisms (such as Urgent and Emergency Care Networks, not
shown in the diagram). NHS England is held to account by the Department through
an annual mandate and the NHS outcomes framework. As the steward of the system,
the Department is accountable to Parliament for the overall value for money of health
and adult social care services (Figure 19).
48 Comptroller and Auditor General, Sustainability and financial performance of acute trusts report, Session 2015-16,
HC 611, National Audit Office, December 2015.
49 Department of Health, Care and Support Statutory Guidance – issued under the Care Act 2014, June 2014.
50 Association of Directors of Adult Social Services, ADASS Budget Survey 2015, June 2015.

Accountable for contractual performance

Funding

Service delivery

Some local areas may have arrangements for pooled budgets and joint commissioning between clinical commissioning groups and local authorities.

Source: National Audit Office
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Local organisations

Monitors, inspects, and
regulates health and social
care services

Care Quality Commission

Individuals paying for all
or part of their care

Local electorate

Provide leadership for health and
care systems and are responsible
for producing joint strategic needs
assessments (JSNAs) and joint health
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Notes
1 Health and social care services can be provided by a range of providers including private sector organisations.
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Figure 19
Accountability and funding structure
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3.27 The delayed transfers of care national collection is the only NHS indicator directly
related to patient discharge delays. As described in Part One, the indicator does
not capture all the delays that a patient may experience during their hospital stay.
The Department and NHS England have identified issues with the accuracy of recording
delayed transfers of care, but there is no national validation of the data returns. We
found continuing issues with the accuracy of the delayed transfers of care indicator.
We found variation in the amount of time case study hospitals allowed for packages of
care to be put in place before they started counting it as a delayed transfer. There were
also examples where hospitals’ systems for collecting data on delayed transfers of care
were not covering their entire patient population. Our survey showed that 37% of local
authorities never or only sometimes agreed the delayed transfers of care data before
hospitals reported it to NHS England, as required in the Care Act 2014. However, around
70% or more of hospitals and local authorities in our surveys thought the data were
very or quite accurate before the new guidance was introduced in October 2015.
3.28 NHS England refreshed its existing guidance to clarify the rules and definitions for
counting delayed transfers of care in October 2015.51 The online data collection system
used to collect delayed transfers of care data now includes a prompt to check that there
has been local authority sign-off.
3.29 As the official delayed transfers of care data increased from 2013, the Cabinet
Office and the Department undertook work to understand the reasons for delays.
During 2014, the Cabinet Office Implementation Unit undertook a review of the causes
of delayed transfers of care. In January 2015, the Department established the Helping
People Home team to support the Cabinet Office sub-committee on health and social
care winter performance. The team aimed to: understand the reasons for the increase
in delayed transfers of care; identify ways to reduce delays; and identify system issues
that needed to be addressed.52
3.30 During our fieldwork we found a number of examples of joint working across
national health and local government organisations. However, the landscape was
complex with a range of teams, initiatives and good‑practice guidance either directly
or indirectly related to improving practice in discharging patients. In addition to
broader national initiatives (see Figure 20), recent work in this area includes:

•

Emergency Care Intensive Support Team (ECIST) and Emergency Care
Improvement Programme (ECIP)
As part of NHS Interim Management and Support, ECIST provides NHS
organisations with short- or medium-term support for their urgent and emergency
care services, focusing on patient flow. During winter 2015-16, the ECIP
programme has been providing intensive support to the 28 most under-pressure
urgent and emergency care systems. It is a clinically led programme supported
by the Department, NHS England and NHS Improvement.

51 NHS England, Monthly Delayed Transfers of Care Situation Reports – Definitions and Guidance, October 2015.
52 Cabinet Office Implementation Group, Delayed transfers of care – Implementation unit review (unpublished),
November 2014. Department of Health and NHS England, (unpublished) Report on the work of the Helping People
Home team in supporting a reduction in the number of Delayed Transfers of Care (DTOC), May 2015.
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•

Towards Excellence in Adult Social Care: This is a sector-led
improvement programme, led by the Local Government Association with the
Department’s support. It focuses on improving local authorities’ performance
in adult social care.

3.31 The Department recognised this complexity and established its Discharge
Programme Board in December 2015 to coordinate action to address discharge delays
and develop a coherent, cross-system vision of ‘what good patient flow and discharge
looks like’. The Board brings together the major stakeholders in health (the Department,
NHS England and NHS Improvement) and social care (Department for Communities
and Local Government, the Local Government Association and the Association of
Directors of Adult Social Services) with the aim of: embedding discharge considerations
in key national frameworks and work programmes; addressing ‘nationally controlled’
barriers to change; and helping develop and disseminate good practice to support local
systems. The Board has a data workstream aimed at improving the information around
patient flow and discharge.

Figure 20
Summary of key initiatives that may impact on patient discharge
•

Success Regime: Led by NHS England and NHS Improvement, the initiative provides support and
direction to the most challenged health and social care systems. It focuses on testing the potential
application of the new care models set out in the Five Year Forward View.

•

New models of care vanguard sites: There are currently 50 vanguard sites across five new
care models, with the aim of improving and integrating services. One model relates to urgent and
emergency care.

•

Better Care Fund: The fund aims to improve the integration of local health and social care services
(see also paragraphs 3.18 and 3.19). Plans must be jointly developed between health and social care
bodies and approved by health and wellbeing boards. From 2016-17, local areas must specify an
action plan for reducing delayed transfers of care.

Source: NHS, Five Year Forward View – The Success Regime: a whole system intervention, June 2015. NHS England
website – New care models – vanguard sites (www.england.nhs.uk/ourwork/futurenhs/new-care-models/). NHS England
website – Better Care Fund (www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/)
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Appendix One

Our audit approach
1
This report examines how effectively the health and social care sectors are
managing the discharge of older patients from hospital. It covers:

•

the extent to which health and social care providers are adopting good practice
to minimise delays to older patients;

•

whether health and social care systems are working effectively to minimise
delays to older patients; and

•

the national assurance and support for local systems.

2
Older patients account for the majority of bed days in hospital. They are also more
likely to have complex ongoing care needs and make up most of the cases reported in
the official delayed transfers of care data. This report focuses on patients aged 65 and
over who are admitted via emergency (as opposed to elective) admission, from the point
when they are admitted to hospital through to when they are discharged.
3
This report complements our 2013 report on emergency admissions – which
examined how well hospitals managed the demand for emergency services – in covering
discharge planning after admission to hospital. Thus it does not cover out‑of‑hospital
services designed to avoid hospital admission. It also does not cover mental health
services in depth, including dedicated dementia care.
4
Our audit approach is summarised in Figure 21. Our evidence base is described
in Appendix Two.
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Figure 21
Our audit approach
The Department
of Health and
NHS England’s
objectives
How this will
be achieved

To ensure that older patients’ stay in hospital no longer than necessary. This requires a coordinated response
across health and social care organisations.

The Department is ultimately responsible for securing value for money for health services. It is also responsible
for adult social care policy. It holds NHS England accountable by setting objectives through an annual mandate.
Clinical commissioning groups (CCGs) are responsible for commissioning most health services and hold providers
to account through their contracts. CCGs are held to account by NHS England. NHS providers are accountable to
NHS Improvement as the sector regulator for health services in England. Local authorities commission adult social
services and are accountable to their local electorate.
There is a range of good practice relating to patient flow and discharge.

Our study

Our evaluative
criteria

Our evidence
(see Appendix Two
for details)

Our conclusions

Examines how effectively the health and social care sectors are managing the discharge of older patients from
acute hospitals.

Are health and social care
providers adopting operational
good practice to minimise delays
to older patients while in an acute
hospital setting?

Are local health and social care
systems working effectively to
minimise delays in discharging
older patients?

Are national organisations
coordinating their assurance
and support to help improve the
discharging of older patients?

Our evaluation was based on evidence gathered through the following methods:

•
•
•
•

reviewing documents relating to policy and good practice on discharging patients;

•

analysing data on hospital and social care activity, service costs and delayed transfers.

carrying out interviews with the Department of Health, NHS England and other stakeholders;
undertaking case study visits to six local health and social care systems;
carrying out surveys of: acute hospitals; local authority directors of adult social services; community health
providers; and system resilience group chairs; and

Making sure older patients stay in hospital no longer than necessary is a complex issue that requires a coordinated
response across health and social care organisations. Unnecessary stays in hospital result in worse health outcomes
for patients and waste already strained NHS hospital resources as well as increasing the long-term care needs, and
costs, for social care and community healthcare. NHS data show the number of delayed transfers are increasing
at an alarming rate but do not capture the full extent of older people who should not be in hospital. While there is a
clear awareness of the need to discharge older people from hospital sooner, both at national and local level, there
are currently far too many older people in hospitals who do not need to be there, at an estimated cost to the NHS
of around £820 million. Without radical action to improve local practice and remove national barriers this problem
will get worse and add further strain to the financial sustainability of the NHS. Given the increase in delays and limited
progress in reducing barriers to further improvements, performance does not represent value for money.
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Appendix Two

Our evidence base
1
We reached our independent conclusions on the value-for-money risks of
discharging older patients from hospital between September 2015 and May 2016.
Our audit approach is outlined in Appendix One.
2
We reviewed documents relating to policy and good practice on the care
and discharge practice for older patients in hospital. This included guidance from
NHS England, the National Institute for Health and Care Excellence, the British
Geriatric Society and the Department of Health. We also reviewed NHS England policy
documents about the discharge of older patients and a range of reports and reviews
including ones from Monitor, NHS Providers, the Department of Health’s Helping People
Home team, Age UK, the King’s Fund and Healthwatch.
3
We interviewed central government representatives from the Department,
NHS England, NHS Improvement, the National Institute for Health and Care Excellence
and the Department of Communities and Local Government.
4
We interviewed sector experts from the Local Government Association; the
Association of Directors of Adult Social Services; Age UK, the College of Occupational
Therapists, the Royal College of Nursing, the UK Homecare Association, the Registered
Nursing Home Association, the British Geriatrics Society and the University Hospital
of the North Midlands NHS Trust. As part of our scoping we also visited South
Warwickshire NHS Foundation Trust.
5
We completed six case study visits to local health systems, ensuring a range
of different types of hospital and area (for example, urban vs rural), and levels of
delayed transfers of care. Our visits to local health and social care systems focused
on the following acute hospitals: Aintree University Hospital NHS Foundation Trust
(Liverpool and Sefton local authorities); Guy’s and St Thomas’s NHS Foundation Trust
(Lambeth and Southwark local authorities); Royal Devon and Exeter NHS Foundation
Trust; The Princess Alexandra Hospital NHS Trust; Royal Brompton and Harefield
NHS Foundation Trust; and North Cumbria University Hospitals NHS Trust. The case
study methodology comprised:

•

interviews with staff in the hospital, clinical commissioning group, local authority,
community healthcare provider and regional NHS England staff;
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•

a review of a sample of records for patients with stays of 14 days or more. In total,
five hospitals participated with a combined sample of 149 patient records. The
review checked information on a number of dates and milestones in the patient’s
stay such as when they were assessed as medically fit by a consultant or recorded
as a delayed transfers of care (where applicable); and

•

we conducted an in-depth review of patient flow at two hospitals, observing how
staff assessed, treated and discharged older patients. We assessed maturity of
the process using the NAO’s operations and process management analytic.

6
The surveys and case studies both collected information about local discharge
arrangements and implementation of best practice; local governance arrangements;
financial incentives around discharge; local system capacity; and national assurance
and support arrangements.
7
We carried out surveys of local stakeholders involved in discharging older patients.
The groups covered (and response rates) were:

•

acute hospital trusts: 78 responses covering 76 hospital trusts (47%);

•

system resilience groups chairs: 55 responses (40%);

•

local authority directors of adult social services: 62 responses (41%); and

•

community health providers: 24 responses (18%).

8
The local authority and community health provider surveys were distributed via
system resilience group chairs, who were asked to forward the survey to their main
local authority and community health provider. We surveyed acute trusts separately.
For acute trusts that also provided community health services, we included some
relevant questions on their community health services. For local authorities, we received
assistance in publicising the survey from the Local Government Association and the
Association of Directors of Adult Social Services. This improved the response rate.
9
For two estimates, there were concerns that hospitals with poorer performance
might respond differently to the relevant survey questions. We therefore checked
whether the performance profile of hospitals providing responses was in line with all
hospitals in England, for indicators of delayed transfers of care data, A&E waiting times,
and bed occupancy rates:

•

for the 27 trusts that provided information on the number of older patients no
longer benefiting from acute care (paragraph 1.11), we found no significant
difference in performance for these respondents apart from significantly better
performance on meeting the A&E four-hour standard (93% of these respondents
compared with 91% of other trusts); and

•

for the 41 trusts that provided information on the number of patients with delayed
transfers of care who were aged 65 and over, we found no significant difference in
performance for these respondents apart from significantly higher bed occupancy
levels (89% compared with 87% for other hospitals). Inquiries by NHS Improvement
with a limited number of trusts gave a consistent estimate for the proportion of
patients with a delayed transfer of care who were aged 65 and over: in the range
88%–95%, compared with our estimate of 85%.
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10 We analysed hospital episode statistics to understand the variation and trends in
a range of indicators including hospital length of stay, admission and readmission rates.
We also analysed NHS England’s official delayed transfers of care data to examine the
level and type of delays occurring. We estimated the gross cost to the NHS of treating
older patients who no longer needed to be in acute care, and the potential shift in costs
to other parts of the health and social care system if this care was moved out of hospital
(see paragraph 3.10) using the steps and data sources detailed below.
11

We estimated gross costs to the NHS as follows:

Calculation method

Assumptions

a The number of days recorded as delayed
transfers of care in acute patients
MULTIPLIED BY

Based on delayed transfers for care data for the period
March 2015 to February 2016 – 1,158, 619 days.53

b The proportion of days accounted for by
patients aged 65 and over
MULTIPLIED BY

Estimated using returns from 41 trusts in
our survey – 85%.

c An adjustment factor to account for patients
no longer benefiting from acute care, excluded
from the definition of delayed transfers of care
MULTIPLIED BY

Estimated using returns from 27 trusts in our survey
who provided details of patients aged 65 and over
who were no longer benefiting from acute care
and could be discharged with appropriate care
and support – 2.732.

d The cost of an acute bed per day

Based on the Department of Health’s excess bed
day cost of £303 per day.54

12 We used two different scenarios to estimate the potential costs moved to
non‑acute NHS and social care providers as detailed below. This recognises that there
were particularly limited data on the level and type of care that older people who are
delayed may require after hospital. The first scenario uses a combination of social care
activity and delayed transfers of care data to estimate the profile of destinations; the
second relies solely on delayed transfers of care data. Social care activity data are
based on all people aged 65 and over discharged from hospital who have a social care
assessment. The level of care required is lower than that implied by the delayed transfers
of care data, which are based on a portion of older patients who will require a transfer
of care following hospital.

53 NHS England, Delayed Transfers of Care Data 2015-16, March 2016.
54 Department of Health, Reference costs 2014-15, November 2015.
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13 The first scenario used a combination of social care activity and delayed transfers
of care data to estimate the profile of destinations.

•

We estimated the potential costs shifted to non-acute NHS providers as follows:

Calculation method

Assumptions

e The total number of bed days accounted for by
patients aged 65 and over who did not need to
be in acute care
MULTIPLIED BY

Estimated by multiplying a x b x c above.

f Proportion of patients requiring further NHS care
after discharge
MULTIPLIED BY

Based on the proportion of delayed transfers of care
bed days for acute patients between March 2015
and February 2016 recorded as due to (a) ‘awaiting
further non-acute NHS care’ or (b) ‘awaiting care
package in own home’ – all days recorded as caused
by NHS, and half of those recorded as ‘both’ (c)
‘awaiting community equipment or adaptation’ – all
days recorded as caused by NHS and half of those
recorded as ‘both’. Estimated as 33%.55

g Estimated cost per day of non-acute NHS care

Based on National Audit of Intermediate Care
2015 data. Cost per day derived from average
cost per service user and average length of stay for
bed-based, home-based, re-ablement, and crisis
response services, weighted by referrals per 100,000
– estimated as £89.56

•

To estimate the potential costs shifted to local authority‑funded care we first
calculated the number of bed days accounted for by older patients who could
be eligible for state-funded local authority care.

Calculation method

Assumptions

h The total number of bed days accounted for by
patients aged 65 and over who did not need to
be in acute care
MULTIPLIED BY

Estimated by multiplying a x b x c above.

i Proportion of patients not requiring further
non-acute NHS care after discharge
MULTIPLIED BY

As implied from the calculation of f above.

j An adjustment factor to account for people
not contacting the local authority to have their
needs assessed

Set at 95%, in the absence of available data.

55 See footnote 53.
56 NHS Benchmarking Network, National Audit of Intermediate Care Summary Report 2015, NAIC 2015, November 2015.
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•

•

We estimated the number and costs of the days of care for older patients who would
have their needs met outside hospital by the local authority. This assumes that:

•

a proportion of the shifted care days do not result in any social care provision
because they result in low‑level support or no provision of state-funded care
following assessment; and

•

we only quantify additional costs to local authority for the four most common
types of social care – short-term services to maximise independence
(re‑ablement); nursing care; residential care; and homecare services.

We then did the following steps to calculate the costs for each of these
four common categories of support separately:

Calculation method

Assumptions

k Estimate of total bed days taken up by patients
that could be eligible for social care provision
MULTIPLIED BY

As calculated by h x i x j above.

l On leaving hospital, the proportion of older
patients who request local authority support
of that type
MULTIPLIED BY

Based on social care activity data:57

•

for new users, the proportion of requests for that
category of support from patients over 65 being
discharged from hospital; and

•

for existing users, the proportion of requests for
that category of support from patients over 65
for unplanned reviews of existing care packages
following hospital admission.

New users constitute 86% of all requests for support.
Of new users, 29% request short-term services
to maximise independence and 7% community
care (with 26% not receiving any services and 21%
receiving lower-cost services for which unit cost data
are not available, ie end of life care, ongoing low-level
support, other short-term support, universal services
or signposted to other services).
m The cost per day of each category of local
authority-funded support

Based on Health and Social Care Information Centre
expenditure data and unit cost data from the Personal
Social Services Research Centre to calculate:58,59

•
•

the full cost of care for new service users; and
the marginal costs of additional care for existing
service users.

NHS - funded nursing care costs were added to
nursing care costs.
Full cost rates for new users estimated as follows:
short-term services to maximise independence
– £63; nursing care – £94; residential care – £77;
and homecare services – £41.

57 Health and Social Care Information Centre, Community Care Statistics, Social Services Activity, England, 2014-15:
Annex E – National Tables, October 2015.
58 Health and Social Care Information Centre, Personal Social Services Expenditure and Unit Costs, England, 2014-15,
Final Release: Unit Costs, October 2015.
59 Personal Social Services Research Unit, University of Kent, Unit costs of health and social care 2015, 2015.
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14 The second scenario used delayed transfers of care data for March 2015 to
February 2016 to estimate the profile of destinations.

•

We first ‘allocated’ the delayed bed days to potential care destinations, based
on the causes of delay as recorded in the official delayed transfers care data.
The official data records 10 causes of delay, of which five could be categorised
as indicating a care destination, as detailed below. These account for 63% of
the total days. The remaining five reasons, which do not clearly identify a care
destination (for example, waiting for an assessment or patient choice), were
assumed to have the same profile of destinations. We mapped the assumed
destinations onto the recorded reasons for delay as follows:

Calculation method

Assumptions

n Proportion of total bed days going to further
non-acute NHS care, residential care, nursing
care and local authority care (re-ablement
and homecare).

Non-acute NHS care – based on the proportion
of delayed transfers of care bed days recorded as
due to (a) ‘awaiting further non-acute NHS care’ or
(b) ‘awaiting care package in own home’– all days
recorded as caused by NHS, and half of those
recorded as ‘both’ (c) ‘awaiting community equipment
or adaptation’ – all days recorded as caused by
NHS and half of those recorded as ‘both’.
Residential care – based on the proportion recorded
as ‘awaiting residential home placement or availability’.
Nursing care – based on the proportion recorded as
‘awaiting nursing home placement or availability’.
Local authority care (re-ablement or homecare)
– based on the proportion recorded as due to (a)
‘awaiting care package in own home’– all days
recorded as caused by local authority, and half of
those recorded as ‘both’ (c) ‘awaiting community
equipment or adaptation’ – all days recorded as
caused by local authority and half of those recorded
as ‘both’.

•

We estimated the potential costs shifted to non-acute NHS providers as follows:

Calculation method

Assumptions

o The total number of bed days accounted for
by patients aged 65 and over who did not need
to be in acute care
MULTIPLIED BY

As for e in the first scenario, estimated by multiplying
a x b x c above.

p Proportion of patients requiring further
non-acute NHS care after discharge
MULTIPLIED BY

As indicated by n above, 53%. Note this differs from
the estimate used at f, as in the second scenario the
proportion is based only on the five reasons for delay
which identified a care destination, rather than on all
delayed days.

q Estimated cost per day of non-acute NHS care

As for g, in the first scenario.
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•

We estimated the potential costs shifted to residential and nursing care separately
as follows:

Calculation method

Assumptions

r The total number of bed days accounted for by
patients aged 65 and over who did not need to
be in acute care
MULTIPLIED BY

As for e in the first scenario, estimated by multiplying
a x b x c above.

s Proportion of patients requiring either residential
or nursing care after discharge
MULTIPLIED BY

As indicated by n above, 10% and 20% respectively.

t Proportion of patients in residential or nursing care
estimated to be self-funders (arranging and paying
for their own care)
MULTIPLIED BY

Estimated from the delayed transfers of care data,
by using the proportion of delays for residential or
nursing placement or availability that were recorded
as caused by NHS, 39% and 58% respectively.
These estimates were very close to those implied
by the Laing Buisson Care of Older People Market
Report (40% and 55% respectively).60

u Estimated cost per day of residential or nursing care

Using full cost rates for new users, as detailed in
m above.

•

We estimated the potential costs shifted to local authority-provided short-term
services to maximise independence and home-based care separately as follows:

Calculation method

Assumptions

v The total number of bed days accounted for by
patients aged 65 and over who did not need to
be in acute care
MULTIPLIED BY

As for e in the first scenario, estimated by multiplying
a x b x c above.

w Proportion of patients requiring either local
authority re-ablement or home-based care
after discharge
MULTIPLIED BY

As indicated by n above, in conjunction with the
relative frequency of each type of support in social
care activity data, estimated as 12% and 5%.

x An adjustment factor to account for people
not contacting the local authority to have their
needs assessed
MULTIPLIED BY

Set at 95%, in the absence of available data.

y Estimated cost per day of local authority
re-ablement or home-based care

Using full cost rates for new users, as detailed in
m above.

60 Laing and Buisson, Care of Older People Market Report, Twenty Seventh Report, 2016.
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15 We carried out some sensitivity analysis on our estimate of the gross costs
to the NHS of delayed patients, to see how much change there was in the overall
estimate, if underlying components varied. We calculated the interquartile range
of each component, which provided high and low bounds, and examined the resulting
variation in the overall estimate (see paragraph 3.10). We looked at the impact of varying
two components:

•

The proportion of delayed patients who were aged 65 (b in the tables above):
varying this component could reduce the estimate by up to £280 million (34%)
or increase it by up to £360 million (45%).

•

The adjustment factor used to estimate the number of patients no longer benefiting
from acute care (c in the tables above): varying this component could decrease the
estimate by up to £100 million (12%) or increase it by up to £140 million (18%).
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