HRW Integrated
Discharge Pathways

Background
• Consultation – ‘Transforming our
Communities’ provided a mandate to develop
new models of care closer to home
• Poor performance against NHS England target
of no more than 15% of DSTs undertaken in an
acute trust
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Pathway 1 Home
For patients on a hospital ward who can return home.
• Patient discharged through the‘ Home from Hospital’ service.
• They receive a Patient Centred Care Plan to support their continued
independence and self-care management.
For patients on a hospital ward who can return home with additional support
from their local Integrated Locality Team.
• Patient discharged through the ‘ Home from Hospital’ service.
• They receive ongoing support at home and stay on the pathway for up to six
weeks.
• The ward multidisciplinary team completes a single Trusted Assessment for
ongoing care needs in the patient’s home, which is shared between social
care and community health teams (trusted assessment). Intermediate Care
Team or the reablement service provides care and therapy at home to
support patients’ recovery to independence. The intensity of the service
depends on patients’ needs: they can be seen up to four times a day.
• Daily review process required
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Pathway 2

For patients who cannot be discharged home directly but could return there with
additional rehabilitation and reablement
• Patients are discharged to a community bed or temporary residential care via
trusted assessment for up to 6 weeks.
• The local Integrated Locality Team manage the discharge home during the 6 week
temporary placement.
• Daily assessments
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Pathway 3

For patients likely to need ongoing care in a Care Home or Residential setting, who
may be eligible for continuing healthcare funding.
• The hospital-based team has assessed these patients as having complex care
needs and likely to require daily care at a higher level than pathway 2.
• Patients suffering a delirium episode and require daily care until they are fit for
assessment.
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DST Assessments
•
•

Since the introduction of D2A (mid August 2017) the average number of referrals for DST’s have reduced
by 30%.
The outcomes of DST assessments has changed ( monthly averages):
– 14% reduction in fully funded patients
– 37% reduction in patients awarded Full Nursing Care
– 100% reduction in patients fast tracked following assessment
– 38% reduction in patients identified as not eligible for funding once assessed
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Conclusion
•

Enables a period of recuperation within a homelike environment

•

Better outcomes for patients

•

Reduced level of need for long term funding

•

Fewer patients are going through the CHC assessment process

•

Patients who are transferred to a Spot Purchase bed are high need patients who require
complex care packages - 85% of patients qualified for funding

•

Packages brokered through North Yorkshire County Council on behalf of health

•

Use of SUSD prevents the requirement for ongoing social care needs

•

Savings to the whole system

•

Reduced Delayed Transfers of Care

•

0% DST in acute setting

Learning
•
•
•
•

Requires good working relationships
Pragmatic approach
Clear clinical leadership
Wide ranging and ongoing engagement as a
system

