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Managing	Delayed	Transfers	of	Care	(DToC)	has	been	part	of	the	fabric	of	NHS	life	for	decades,	but	it	is	
time	to	re-think	our	approach.		DToC	are	a	fraction	of	the	patients	who	are	delayed	in	hospital	and	could	
be	cared	for	elsewhere,	benefitting	the	system	and	reducing	the	harm	that	comes	from	prolonged	
admission.	
	
In	March	2017,	NHS	England	published	Next	Steps	on	the	Five	Year	Forward	View.		In	the	section	on	
funding	and	efficiency,	it	states:	“At	present	around	2500	hospital	beds	are	occupied	by	patients	who	
are	fit	to	leave	hospital	but	are	awaiting	social	care,	and	an	equivalent	number	are	occupied	due	to	
delays	in	community	health	services”.		We	estimate	the	true	number	of	people	medically	fit	to	leave	as	
at	least	five	times	this.			
	
Over	the	past	two	years	we	have	conducted	bed	audits	across	the	Sustainability	and	Transformation	
Partnership	(STP)	areas	we	have	worked	with,	building	on	the	excellent	work	undertaken	by	Public	
Health	in	Devon.		In	total,	these	audits	cover	8%	of	the	acute	bed	stock,	and	9%	of	the	community	bed	
stock	nationally;	we	have	also	audited	mental	health	beds	in	three	STP	areas.		We	have	found	30%	of	
acute	beds	and	36%	of	community	beds	are	occupied	by	patients	who	are	medically	fit	to	leave.		These	
patients,	who	need	no	ongoing	medical	attention,	stay	on	average	seven	days	longer	in	hospital,	(and	in	
some	cases	weeks	or	months)	for	potentially	avoidable	reasons.		Extrapolating	this	to	the	national	bed	
base	suggests	28,000	beds	could	be	freed	if	patients	moved	to	a	more	appropriate	setting	of	care	no	
more	than	one	day	after	becoming	medically	fit.	
	
Fig.	1:	Beds	audited	by	sector	

	
								
	
The	number	of	patients	classed	as	DToC	by	comparison	was	7,100,	one	quarter	of	the	number	who	are	
medically	fit.		Continuing	to	focus	on	the	needs	of	only	a	subset	of	the	patients	who	could	be	cared	for	in	
an	alternative	setting	reduces	the	opportunity	to	move	resource	to	where	it	is	needed	-	delivering	care	
outside	the	hospital.	
	
	
	
	

SOURCE:		Carnall Farrar	analysis
1.	KH03	Bed	Availability	and	Occupancy	Data,	2015/16	Q4,	National	audit	of	intermediate	 care	2015
2.	Number	 of	intermediate	 care	beds	per	100,000	in	England	(National	audit	of	intermediate	 care	2015)	multiplied	 by	population	 of	England	(ONS)

The	beds	audited	across	four	STP	footprints	make	up	8%	of	beds	in	England.		If	the	fit	
to	leave	percentage	is	extrapolated,	this	is	equivalent	to	28,000	beds

Acute Community Mental	health Total

Number	of	beds	in	England
103,4221 14,0252 19,0861 136,533

%	of	beds	audited
8% 9% 5% 8%

%	occupied by	patients	fit	to	
leave	(A) 30% 36% 18% 29%

%	of	fit	to	leave	patients	
delayed	for	zero	days	(B) 34% 11% 21% 30%

%	occupied	by	patients	fit	to	
leave	with	LOS	≥ 1	(Ax(1-B)) 20% 32% 14% 20%

Extrapolated national	number	
of	patients	fit	to	leave	with	LOS	
≥ 1

20,757	 4,509	 2,712	 27,978	
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Fig. 	2:	Extrapolated	scale	of	opportunity	

	

	
	
So	why	is	there	such	a	difference	in	the	numbers?	
	
The	concept	of	a	‘Delayed	Transfer	of	Care’	originates	in	the	Community	Care	(Delayed	Discharges)	Act	
2003,	and	is	tightly	defined.		Patients	must	be	both	clinically	fit	to	leave,	and	have	been	declared	fit	to	
leave	by	a	multidisciplinary	team.		Finally,	it	must	be	safe	to	discharge	them.	
			
The	aim	of	DToC	was	to	identify	individuals	who	are	the	responsibility	of	social	services,	and	the	Act	
introduced	a	financial	incentive	for	local	authorities	to	meet	their	obligation	to	provide	services	needed	
for	the	individual's	safe	transfer	to	a	more	appropriate	setting,	in	the	form	of	a	fine	payable	to	the	
healthcare	provider.		Self-funding	patients	are	counted	as	the	responsibility	of	the	health	sector.			
	
The	fining	process	required	the	health	provider	to	have	given	due	notice	of	a	patient’s	expected	date	of	
discharge,	and	subsequent	confirmation	that	the	date	remained	valid	(section	2	and	section	5	notice);	a	
minimum	period	of	2	days	was	allowed	from	notification	to	qualifying	as	a	delayed	transfer	of	care.		The	
act	was	replaced	by	the	Care	Act	in	2014,	which	made	few	changes	but	removed	the	obligation	to	fine,	
and	most	areas	have	suspended	the	fining	process	as	running	counter	to	collaborative	working.		The	
default	attribution	of	responsibility	for	DToC	remains	to	the	health	sector.	
	
So,	the	DToC	process	means	it	is	perfectly	possible	to	have	two	patients	with	clinically	identical	needs,	
and	for	one	to	be	declared	as	a	DToC	and	the	other	not,	depending	on	what	forms	have	been	completed	
and	when.		It	places	undue	emphasis	on	who	is	responsible,	which	even	in	the	absence	of	fines	does	not	
encourage	working	together	to	meet	the	needs	of	the	patient.		Finally,	the	performance	management	of	
DToC	numbers	can	create	an	incentive	not	to	identify	patients	as	a	DToC	at	all,	and	therefore	reduce	the	
numbers	reported.	
	
	
Why	does	it	matter?	
	
In	our	relentless	focus	on	DToC,	we	tend	to	miss	one	vital	fact:	keeping	patients	in	hospital	who	do	not	
need	to	be	there	is	not	a	neutral	act.		
	
There	is	an	extensive	evidence	base	that	shows	the	impact	of	hospitalisation	on	physical	function	
through	loss	of	muscle	mass,	risk	of	falls,	pressure	damage,	acquired	infection,	and	for	those	with	
dementia	or	cognitive	impairment	in	particular,	confusion	and	delirium:	
	
	 	

SOURCE:	2:	Delayed	 transfers	of	care,	NHS	organisations,	England	January	2017;	Acuity	Audit	of	Hospital	Bed	Occupancy	in	Devon,	Public	Health	Devon	Oct,	2015;	
Bed	state	audits	 – Carnall Farrar	2016-2017;	Carnall Farrar	analysis

Four	STP	areas Whole	England

3,074 840 

27,978 

7,106 

Medically fit DTOC Medically fit DTOC
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Fig. 	3:	Harm	caused	by	hospitalisation	

	
	
The	likelihood	of	harm	increases	with	length	of	stay,	especially	in	the	over	70’s.		Across	four	STP	
footprints	we	found	the	over	70’s	made	up	the	74%	of	those	who	remain	in	hospital	after	they	have	
been	declared	as	medically	fit.		The	time	that	patients	are	delayed	for	is	significant	too,	with	nearly	half	
of	our	audited	patients	being	delayed	by	four	days	or	more,	as	shown	in	fig.	4.	
	
	Fig.	4:	Duration	of	delay	

	
	
	
	
	
	

Unnecessary	length	of	stay	causes	harm	to	patients

Reduced	
mobility

• Older	people	can	lose	up	to	5%	of	muscle	strength	per	day	of	treatment	in	a	hospital	bed1
• Bedridden	patients	also	at	higher	risk	of	developing	pressure	ulcers,	deep	vein	thrombosis	and	
requiring	catheterisation2

• There	is	an	increased	likelihood	of	acquiring	a	range	of	infections,	such	as	pneumonia	and	
urinary	tract	infections3

• Older	people	are	at	higher	risk	of	falling	in	hospital,	where	the	environment	is	unfamiliar4
• If	they	fall	they	are	more	likely	to	have	injuries,	such	as	a	broken	bone4

• Hospitalised	older	people	are	more	likely	to	become	reliant	on	the	care	of	others	(e.g.	in	
bathing)5

• Prolonged	bed	stays	therefore	increase	the	likelihood	that	they	will	need	to	go	to	a	nursing	or	
residential	home	after	discharge5

Increased	risk	
of	infection

Increased	risk	
of	falling

Dementia	and	
delirium

• Hospital	stays	often	bring	on	or	worsen	episodes	of	confusion	among	patients	with	dementia4

Loss	of	
independence

Source:	1)	National	 Audit	Office	(2016);Knight	 J,	2)	Nigam	Y	and	Jones	A	(2009),	Nursing	 Times 2009	Jun	16;105(23):18-22,		3)	Lewis	R	and	Edwards	N	(2015)	Improving	length	of	stay:	
what	can	hospitals	 do?	Research	report.	 Nuffield	 Trust,	4)	Collier	 R	(2012),	 ‘Hospital	 Induced	Delirium	 hits	hard,	Canadian	Medical	Association	 Journal	 184	(1)	23-24,	5)	Traub O,	
problems	 due	to	hospitalisation on	www.msdmanuals.com,	Carnall Farrar	analysis

Nearly	half	of	the	‘medically	fit	to	leave’	patients	had	waited	4	days	or	longer

4+	days

(46%)

0	days

(30%)

1-3	days

(24%)

Duration	of	time	spent	‘fit	to	leave’	for	4	STP	footprints
Overall	proportion	of	all	‘fit	to	leave’	patients,	%

• Concern	had	been	expressed	that	
some	delay	is	inevitable	in	the	
short-term	and	that	patients	are	
being	counted	who	are	becoming	
fit	on	the	day	of	the	audit

• In	fact,	the	analysis	shows	 70%	of	
patients	had	delays	of	1	day	or	
more	and	46%	were	4+	days

• We	are	including	all	patients	with	
length	of	stay	of	one	and	over	in	
our	calculation	of	the	opportunity

SOURCE:	Acuity	Audit	of	Hospital	 Bed	Occupancy	in	Devon,	Public	 Health	Devon	Oct,	2015;	Bed	state	audits	- Carnall	Farrar	2016-2017;	Carnall Farrar	analysis
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Further	analysis	of	beds	across	two	STP	footprints	is	shown	in	Fig.	5.		The	width	of	each	bar	on	the	
histogram	represents	the	number	of	patients	fit	to	leave	in	each	time	interval;	the	respective	number	of	
bed	days	is	represented	by	the	area	of	the	bar	and	displayed	above	it.		Patients	audited	are	on	the	x-
axis.		These	audits	included	acute,	community	and	mental	health	beds	and	revealed	a	median	length	of	
stay	of	4-7	days,	as	well	as	the	full	scale	of	delay	experienced	by	some	patients.	
	
Fig.5:	The	distribution	of	delays	in	discharge	

	
	
The	long-term	impact	of	this	additional	time	spent	unnecessarily	in	hospital	is	more	difficult	to	quantify,	
but	the	loss	of	physical	function,	confidence	and	independence	increases	short	and	long-term	care	
needs,	which	isn’t	good	for	the	individual	and	places	an	additional	burden	on	care	services.	
	
It	is	clear	that	from	the	patient’s	perspective	we	should	be	minimising	delays	in	discharge,	irrespective	
of	whether	they	are	classified	as	a	DToC	or	not.	
	
What	is	the	size	of	the	prize?	
	
The	potential	impact	of	addressing	this	issue,	for	the	individuals	who	are	currently	experiencing	delays	
in	their	discharge	and	are	therefore	at	risk	of	harm,	is	significant.		Addressing	it	also	benefits	hospitals	
that	are	struggling	to	run	efficiently,	and	the	system	as	a	whole,	which	needs	to	ensure	the	best	value	
possible	is	being	secured	for	every	pound	spent	on	health	and	care.	
	
Acute	hospitals	cannot	function	effectively	at	current	levels	of	occupancy.		We	have	looked	exclusively	
at	patients	who	are	medically	fit	to	leave,	but	many	patients	experience	delays	in	care	before	this	point,	
an	issue	the	Emergency	Care	Improvement	Programme’s	‘Red2Green’	approach	seeks	to	address.		
Expecting	teams	to	work	more	productively	and	to	eliminate	these	delays	when	their	patients	are	
scattered	across	a	hospital	is	unrealistic.		The	impact	on	elective	care	is	also	significant:	lack	of	available	
beds	means	whole	operating	teams	being	underutilised	and	becoming	frustrated,	and	patients	waiting	
longer	for	surgery.		Waiting	lists	are	increasing	-		an	issue	which	cannot	be	effectively	addressed	without	
tackling	this	waste	of	resources.		Of	course,	the	most	visible	point	of	impact	is	at	the	front	door:	
maintaining	flow	in	Emergency	Departments	relies	on	appropriate	beds	for	patients	to	be	admitted	to,	
and	for	clinical	teams	to	have	the	capacity	to	provide	timely	care.			
	 	

On	average,	patients	are	fit	to	leave	for	4-7	days,	but	a	quarter	wait	more	than	two	
weeks

Source:	2	STP	Bed	state	audits	- Carnall	Farrar	2016-2017	

Length	of	
stay	

medically	
fit	/	days

Number	of	fit	to	
leave	patients

• Two	audits	captured	a	wider	range	of	LOS	groupings	allowing	an	approximate	view	of	occupied	bed	days

• Total	bed	days	are	labelled	and	are	equal	to	the	area	of	each	of	the	bars

• The	first	437	patients	are	those	with	zero	LOS
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We	estimate	the	annual	cost	of	providing	28,000	beds	at	£3bn,	based	on	a	weighted	average	reference	
cost	across	hospital	care	settings	of	£299	per	bed	day.	Meeting	the	needs	of	patients	who	are	already	
medically	fit	to	leave	in	a	different	way	could	release	capacity.		While	some	of	this	is	required	to	address	
the	operational	issues	faced	by	most	acute	providers,	some	of	the	resource	can	and	must	be	used	to	
fund	the	transformation	in	care	required	outside	the	hospital	setting.		
	
What’s	the	answer?	
	
Our	continued	focus	on	DToC	rather	than	the	broader	group	of	patients	whose	care	needs	could	be	met	
in	another	setting	makes	answering	that	question	accurately	very	difficult.		We	know	for	example	that	
delays	due	to	‘social	care’	make	up	around	one	third	of	the	DToC	numbers,	but	our	evidence	suggests	
this	is	an	underestimate,	because	it	only	captures	those	who	are	entitled	to	state	funding.		The	true	
number	is	closer	to	one	in	two,	encompassing	patients	waiting	for	assessment,	placement	and	packages	
of	care,	and	data	published	by	the	BMA	indicates	the	numbers	awaiting	placement	or	packages	of	care	is	
increasing	year	on	year.		Other	reasons	for	delay	include	transfer	to	other	NHS	settings,	and	internal	
processes.	
	
Fig.	6:	Causes	of	delay	by	sector	

		
	
The	current	position	is	that	many	services	providing	care	and	support	in	peoples’	own	homes	are	fragile	
and	unable	to	cope	with	current	levels	of	demand,	but	the	approach	of	managing	demand	by	delaying	
access	to	these	is,	by	keeping	patients	in	hospital	for	longer	than	necessary,	compounding	the	problem.			
	
There	is	a	clear	case	for	moving	resource	from	acute	to	community	services,	but	the	services	required	
will	vary.		Working	with	clinical	groups	we	have	identified	a	range	of	interventions	that	address	the	
barriers	that	prevent	patients	leaving	hospital	in	a	timely	manner.		Solutions	need	to	address	the	
barriers	to	timely	discharge	in	the	hospital,	at	the	interface	with	out	of	hospital	services,	and	in	the	
community,	ensuring	that	care	in	every	setting	is	safe	and	appropriate.	
	
It	is	important	to	recognise	this	is	not,	and	must	not	become	an	exercise	in	“shifting	care”	from	one	
setting	to	another.		New,	targeted	services	are	required,	as	well	as	the	expansion	of	some	existing	ones,	
to	meet	the	needs	of	patients	who	are	currently	unable	to	leave	hospital.		These	needs	must	be	met	
without	the	risk	of	harm	that	accompanies	continued	hospitalisation.	
	

STP	1							STP	2									STP	3										STP	4						

0% 10% 20% 30% 40% 50% 60% 70%

Safeguarding	issues

Awaiting	community	equipment	and	adaptations

Awaiting	social	care	funding

Awaiting	social	care	assessment

Awaiting	care	package	in	own	home

Awaiting	social	care	placement	or	availability

Fit to leave patients waiting for social care can be broken down by 
reason, which shows 48% of these patients were awaiting a placement

SOURCE: Acuity Audit of Hospital Bed Occupancy in Devon, Public Health Devon Oct, 2015; Bed state audits – Carnall Farrar 2016-2017 

48%

19%

12%

10%

8%

4%

Reasons	of	delay	due	 to	social	care	for	acute,	community	and	mental	health
Percentage

Total
percentage	
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f ig	7:	Key	interventions	

	
	
In	each	area,	a	deeper	understanding	of	the	needs	of	all	patients	who	are	struggling	to	leave	hospital	is	
required	to	inform	new	service	models,	and	not	just	of	those	classified	as	DToC.		Failing	to	recognise	the	
needs	of	all	patients	means	we	will	get	the	type	and	scale	of	services	needed	wrong,	potentially	missing	
opportunities	to	build	new,	innovative	models	of	care.		
	
Making	this	happen	
	
We	have	taken	a	prudent	approach	in	estimating	the	cost	of	current	provision,	and	the	figure	will	be	
even	greater	in	those	organisations	where	extra	capacity	is	provided	by	large	numbers	of	agency	staff.		
In	many	cases	the	opportunity	is	for	Trusts	to	consolidate	care	so	that	these	agency	costs	can	be	
eliminated.		This	results	in	a	mix	of	cash	savings	along	with	increased	capacity	to	help	deal	with	activity	
pressures	and	waiting	lists,	especially	given	the	impact	current	occupancy	levels	are	having	on	elective	
efficiency	in	many	Trusts.		Developing	the	detailed	local	plan	for	the	scale	of	services	required,	and	what	
shift	in	resource	is	possible,	are	the	first	steps.	
	
The	reinvestment	required	in	community	based	services	varies	between	different	elements,	and	
between	areas	depending	on	existing	provision	and	the	specific	needs	of	patient	groups.		Our	analysis	
indicates	this	is	likely	to	range	from	19%	to	33%	of	the	cost	of	hospital	care,	particularly	where	
community	based	services	can	be	delivered	at	scale,	as	shown	in	fig.	8.		
	 	

Key	changes	to	eliminate	delays	for	medically	fit	patients

Source:	Carnall Farrar	analysis

• Assess	 patient	for	function	
and	care	needs	on	day	1

• Assessment	 needs	to	include	
cognition	– early	recognition	
of	dementia/delirium

• Access	to	care	record
• Ownership	retained	by	

community	teams	
• Direct	link	made	between	

hospital	team	and	community	
MDT	to	capture	requirements

• Planned	day	of	discharge	
agreed	 by	MDT

• Determine	social	care	means	
testing

• Carers	consulted	by	MDT	
about	support	needed

• Support	carers	to	reable
• Access	to	rapid	response
• Shift	therapy	workforce	to	

out	of	hospital
• Night	sitting
• Support	individual	decision	

making

• Day	2	mobility	plan
• Work	on	mobility	every	day
• Transparency	within	hospital	to	

measure	LOS	>10	and	medically	
fit

• Trigger	reviews	of	long	stays	
• Early	role	of	pharmacy	in	meds	

review

• Ensure	rapid	decision	made	
about	care	packages	 required	
(e.g.	within	2	hours)

• Ensure	care	record	reflects	
needed	details	of	ongoing	
care

• Discussion	with	self-funders	for	care	
needs

• Home	environment	assessed	 to	see	
meets	anticipated	needs	on	
discharge	at	the	point	of	admission

• Advance	care	plan
• Discharge	process	run	by	

community	(below)
• Early	provision	of	discharge	

medication

• Single	point	of	access	that	
works	across	CCGs	in	STP

• Provision	of	rapid	response
• Access	to	patient	record
• Better	use	of	telemedicine	

and	tele	care	to	manage	
people	out	of	hospital

• Daily	MDT	discharge	meeting	
including	community	and	care	
coordinators,	nursing	and	medical	
team

• Ensure	assessment	 of	care	need	
has	been	made

• Ensure	funding	decision	is	made

• Enhanced	transport	offer

In	hospital

Interface

At	home/	
out	of	
hospital

1.	Upon	admission 2.	Reduce	time	spent	
in	a	bed

3.	Optimise	the	
discharge	process

4.	Facilitate	re-
ablement and	return	
to	independence

• Discharge	to	assess
• Care	package	in	place	

(self/public)
• Home	modifications	

made
• Carers	prepared	for	

requirements
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f ig. 	8:	Reinvestment	requirements	

	
	
	
	
Discharging	patients	who	are	medically	fit	swiftly	requires	other	changes,	including	clarity	about	who	is	
responsible	for	the	patient,	payment	mechanisms	that	support	delivery	of	the	care	model,	and	data	to	
support	both	the	smooth	transition	of	care	between	services	and	transparent	reporting	of	performance.		
There	is	also	an	urgent	need	for	collective	effort	to	address	the	fragility	of	the	domiciliary	care	market,	
and	make	working	in	that	sector	as	attractive	as	similar	work	in	the	NHS,	which	does	not	appear	to	
struggle	recruiting	to	healthcare	assistant	posts.	
	
More	fundamentally	though,	systems	to	work	together	towards	a	common	goal	of	ensuring	people	get	
the	care	they	need	in	the	most	appropriate	setting:	the	right	care,	in	the	right	place	at	the	right	time.		
The	welcome	announcement	in	the	March	budget	of	investment	in	adult	social	care	can	start	this	
process,	but	only	if	there	is	a	better	understanding	of	the	services	needed	and	a	collective	effort	to	
deliver	these.			
	
We	are	spending	scarce	money	on	a	pattern	of	care	that	harms	patients.		Without	collective	effort	and	
commitment	at	system	level	to	change	this,	recognising	the	widespread	benefit	of	doing	so,	and	driven	
by	the	clinical	case	that	our	current	approach	is	causing	harm,	we	will	not	make	the	changes	in	services,	
processes	and	thinking	that	are	needed.		Shouldn’t	this	be	the	top	priority	for	every	STP?	
	

	 	

Sources:	1:Personal	Social	Services:	Expenditure	 and	Unit	 Costs,	England	2015/16;	2:	Care	&	Repair	 England	,2015;	3:	Number	 used	by	Northern	 Devon	in	new	model	of	care	4:Department	of	
Health	- reference	 costs	2015/16;	5:Department	for	Communities	 and	Local	Government	and	Department	 for	Work	and	Pensions	Supported	 accommodation	 review,	2016;	6:Department	 of	
health	- Unit	 Costs	of	Health	 and	Social	Care,	2016

Reinvestment	requirements	for	cohorts	of	patients	from	the	audits	have	been	
estimated	at	19%	- 33%

Social	care

Other	NHS	
setting

Housing

Hospital

Awaiting	funding	or	
placement

Awaiting	domiciliary	care	
package

Awaiting	community	
equipment

Group	of	
causes

Awaiting	care	in	own	
home	(CHC/community)

Awaiting	mental	health	
assessment	 or	bed

Housing	issues

Awaiting	active	therapy

Group	of	reasons	for	
delay

Percentage	of	
gross	

opportunity*

27%

14%

3%

18%

2%

2%

10%

Average	 days	
spent	fit	to	

leave

17.6

10.9

7.2

10.2

8.2

13

8.9

Gross	
opportunity	
per	patient	£

£5200

£3100

£2000

£3100

£2700

£4300

£2500

Social	care	
placement

Domiciliary	care	
package

Home	modification

NHS	community	
package

NHS	mental	health	
admission

Supported	housing

Physiotherapy

Example	
intervention

Re-investment	
per	patient	£	

£1594	
(31%)

£946	
(30%)

£375
(19%)

£1000	
(33%)

£566	
(21%)

£1220	
(28%)

£540	
(22%)

Basis	of	costing

Two	weeks	of	residential	care1

Three	weeks	of	domiciliary	care	(2	
hours/day)1

Standard	package	of	evidenced	
relatively	low	cost	adaptations2

1-2	visits/day	in	the	first	week	 tapering	
down	over	6-10	weeks3

£566/admitted	mental	health	patient	
spell4

Ten	weeks	 of	housing	support	
(£122/week)5

One	month	of	physiotherapy	(3	
hours/week)6

Patient	description Example	intervention

*The	list	shows	a	range	of	examples	that	capture	77%	of	the	opportunity	 for	Kent	and	Medway	and	Sussex	and	East	Surrey	(excludes	 patients	with	reason	for	delay	as	not	completed	 or	‘other’).	 	
Excluded	 examples	include	reasons	for	delay	where	the	intervention	 is	less	clear,	 e.g:	’safeguarding	issues’
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