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patient flow 

 



Delayed Transfers of Care (DTOC) have been a constant concern within the health and care 

economy for a number of years; London is not unique in this situation as our population 

mirrors the national picture of an ageing population with complex needs and multiple health 

and social care dependencies stretching an already tight resource base. 

A delayed transfer of care is where a patient is ready and safe to leave hospital care but is 

unable to do so, and consequently continues to occupy a hospital bed. In August 2015 there 

were 145100 total delayed days in England, up from 137600 the previous year. 

(https://www.england.nhs.uk/statistics/wpcontent/uploads/sites/2/2015/05/August-15-DTOC-

SPN-sjkflh.pdf ). 

Hospitals rely on efficient patient flows to ensure there are adequate beds to admit newly 

presenting patients, where this flow is blocked or restricted, bed capacity may become 

challenged. As a general rule, hospitals tend to try to keep occupancy rates below a level of 

95% which tends to enable enough capacity to manage daily flow.  

When patient discharges become unnecessarily delayed, patient flow is impeded and may 

slow down and if the number of admissions outnumber discharges, it can completely stop. 

The impact of severe impedance often results in patient backlogs which affect the hospital, 

causing delays for patients within the Accident and Emergency Department.  

This narrative is a gross oversimplification of the factors that impact on smooth patient flow 

and a deep dive into the available data needs to occur where delayed transfers of care exist, 

pulling out the detail as well as exploring the observed variation in granular detail.  

The main causes of delayed transfers of care DTOC vary across London’s trusts, however 

the DToC/ MO Task Force” in its work to understand the challenges and opportunities to 

increase capacity across the system to relieve pressure on the acute hospitals, observed 

recurrent trends relating to high numbers of patients waiting for: 

 A Nursing home placement or availability of a residential home.  

 The completion of an assessment. 

 Care packages in their own home. 

 Decisions related to patient choice. 

 Other NHS based care.  

A House of Commons briefing paper analysed the reasons nationally for delayed transfers of 

care, and these can be seen in the table below: 



 

(http://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7415) 

The London region shows similar challenges around care package and nursing home 

provision, with most hospitals visited encountering more difficulties transferring patients 

awaiting discharge to other care providers.  

 

 

(https://www.adass.org.uk/uploadedFiles/adass_content/news/press_2015/Clare%20Walsha

%20-%20DToCs%20presentation.pdf). 

Delayed transfers of care (DTOC) increased by 27% in Q3 2014/15 compared to the same 

period the previous year According to a report by Monitor this is likely to have been the result 

of reductions in social and/or community care capacity 

(https://www.gov.uk/government/publications/ae-delays-why-did-patients-wait-longer-last-

winter) 

In unpicking the trends observed pan-London the following reasons ranked highly in 

contributing to AHP mediated delays- 



1. Completion of assessments 

Delays in assessment completion correlate with patient complexity, the needs of an ageing 

population and the complexity of the presenting condition/s, especially around Continuing 

Health Care assessments. (CHC) is a package of care arranged and funded solely by the 

NHS where it has been assessed that the individual’s primary need is a health need.  

The issue is one of need but there remains considerable confusion amongst health and 

Local Authority (LA) to determine clearly how this need is defined. 

The ageing population with improved survival rates makes it necessary for Allied Health 

Professionals to understand CHC eligibility clearly, as CHC expenditure accounts for a 

significant level of health’s net operating costs. 

o From our findings there was significant variation in how assessments were 

undertaken, and even greater variation in the MDTs understanding of the 

process, AHPs were often highlighted as one of the reasons for delayed CHC 

assessments especially around physiotherapist completed elements of the 

assessments. Feedback seemed to indicate that these sections were 

sometimes poorly completed and resulted in contest from families.  

 Solution: Standardised simplified guidance for trusts and CCGs 

to speed up CHC assessments, there need to be robust internal 

processes to have a grip of time taken to complete assessments 

and where to escalate to if these exceed a cut off. 

2. Awaiting Further Non- acute NHS 

Feedback was often that patients whose assessments were complete had transfers delayed 

due to awaiting further NHS care, i.e. any non-acute (including community and mental 

health) care, rehabilitation including intermediate care. 

o Once patient is medically fit depending on the complexity of need, further 

input is required to maintain/ or restore the individual’s wellbeing and 

independence, this input was often rehabilitative and ranged from specialist to 

more general.  

 

 

 



Rehabilitation /Re-enablement  

The NHS England definition of rehabilitation is ‘the restoration, to the maximum degree 

possible, of an individual’s function and/or role, both mentally and physically, within their 

family and social networks and within the workplace where appropriate.’ However, it is 

recognised that there are many other definitions of rehabilitation. 

Rehabilitation usually consists of a range of enabling interventions; and may be early 

anticipatory, targeted preventative, i.e. to reduce falls and fractures or reducing obesity.  

Rehabilitative interventions will also include assessment, diagnosis and enablement/ re-

enablement through specific treatments (functional tolerance building). 

Rehabilitation often supports self-management and symptom management of long term 

conditions, enabling patients to maintain or recover function including social participation and 

vocation. 

Our findings were that all trusts had AHP led rehabilitative (Intermediate care ) services as 

part of their interventions to facilitate patient flow, however there was significant variation in 

terms of AHP composition, referral pathways, skill mix, inclusion and exclusion criteria, and 

ability to work across health and care boundaries to effectively reduce the risk of 

inappropriate admissions.  

Who are Allied Health Professionals? 

Allied Health Professions are the segment of the workforce that deliver services involving the 

identification, evaluation and prevention of diseases and disorders; dietary and nutrition 

services; and rehabilitation and health systems management, in the United Kingdom we 

make up 6 per cent of the NHS workforce – the third largest professional group – with even 

more working in social care, housing, local government, and the voluntary and private 

sectors. (http://www.kingsfund.org.uk/blog/2015/11/allied-health-professionals-new-models-

care). 

Twelve diverse professions are listed under the AHP umbrella these are: 

podiatrists; occupational therapists; physiotherapists; speech and language 

therapists; orthoptists; dieticians; paramedics; diagnostic and therapeutic 

radiographers; prosthetists and orthotists; drama therapists; music therapists; and art 

therapists. 



The Allied Health Professions have are highly autonomous practitioners with inherent skills 

around discharge planning, care navigation and as they often have a whole system overview 

they have a critical and often underplayed role to play in facilitating smooth transfers of care. 

The taskforce found the AHP workforce to be critical in: 

 Front Door Rehabilitative Interventions such as: 

Accident and Emergency Triage Schemes 

Discharge to Assess Schemes 

Rapid Response / crisis intervention teams 

Advanced paramedic Practitioner roles  

First Response Duty Team’s 

Front door interventions have appropriate admission avoidance, rehabilitation, reablement, 

health and care navigation and self-management initiatives at their core.  

Front door services in London and certainly around the United Kingdom incorporate a wide 

range of health and social care professionals such as doctors, nurses, physiotherapists, 

podiatrists, social workers, occupational therapists, and counsellors, working either directly 

for rehabilitation services or as part of wider multi-disciplinary teams. 

Most front door interventions featured a seven day a week single point of access where 

referrals are triaged into with a rapid response time enabling admission avoidance and a 

navigation service to most appropriate rehab/ reablement services within that locale. 

With an increasingly older vulnerable cohort of users presenting to our urgent and 

emergency care services, 

(http://qjmed.oxfordjournals.org/content/early/2014/06/15/qjmed.hcu111), 

These front door rapid response services are improving the outcomes of vulnerable older 

people, particularly around long-term conditions, falls and early prevention of vascular 

dementia, with a focus on reducing admissions to hospital and premature admissions to care 

homes. 

Examples of some innovative front door admission avoidance/ rehabilitation schemes can be 

found at: 

o LAS Frequent Callers Initiative: 

http://www.londonambulance.nhs.uk/health_professionals/caring_for_frequent_callers

.aspx 



o King’s Older Persons Advice and Liaison (KOPAL) service: 

https://www.kch.nhs.uk/service/a-z/clinical-gerontology 

 

o Northwick Park STARRs Team : http://www.brentstarrs.com/ 

 

o Greenwich Joint Emergency Team (JETS): 

http://oxleas.nhs.uk/services/service/intermediate-care/referral/ 

 

o NELFT Community Treatment Team (CTT): http://www.nelft.nhs.uk/services-

bdhvrb-community-treatment-team and Intensive Rehabilitation Service (IRS): 

http://www.nelft.nhs.uk/services-bdhvrb-intensive-rehabilitation. 

 

o Homerton First Response Duty Teams: 

http://apps.hackney.gov.uk/servapps/CommunityDirectories/Details.aspx?OrgID=689
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o Integrated Community Response Teams from Hounslow and Richmond 

Community Healthcare http://www.hrch.nhs.uk/our-services/services-

directory/services-in-hounslow/integrated-community-response-team/ 

 

o AMU/ AAU therapy teams at West Middlesex University Hospital: 

http://www.chelwest.nhs.uk/services/therapy-services 

 

o PACE Team Barnet and Chase Farm: 

www.bcf.nhs.uk/docs/20983_0119889070.DOC 

 
o Hounslow Integrated Community Response Service: http://www.hrch.nhs.uk/our-

services/services-directory/services-in-houndslow/integrated-community-response-

team/ 

 

Rehabilitation /enablement are a continuum of enabling interventions; these may be early 

anticipatory, targeted preventative, i.e. to reduce falls and fractures. It also includes 

assessment, diagnosis and enablement/ re-enablement through specific treatment 

(tolerance building). 

Rehabilitation supports self-management and symptom management of long term 

conditions, and enables the maintenance or recovery of function, including social 

participation and vocation. 



A strong recurrent theme from the DToC MO taskforces finding was that the need for neuro-

rehabilitation was a significant contributory factor for patient delays, with patients sometimes 

exhibiting protracted lengths of stay. 

Neuro-rehabilitation refers to the branch of care that deals with the intervention and 

treatment of a wide range of diseases and trauma that affect the brain and nervous system. 

This includes, for example, treatment and rehabilitation for patients who have suffered a 

stroke, who have Parkinson’s disease or other types of brain injury. 

Specialist rehabilitation services play a vital role in management of patients admitted to 

hospital by taking patients after their immediate medical and surgical needs have been met, 

and maximising their recovery and supporting safe transition back to the community. NHS 

spending on neurological care has also sky-rocketed by over 200% in the last ten years. As 

our population continues to grow and life expectancy increases, the number of people with a 

neurological condition will continue to rise (www.neural.org). 

Neurological conditions vary widely in terms of their impact; they include progressive, 

incurable conditions, stable conditions, and also sudden-onset neurological incidents that 

can severely affect a person’s life.  

The complex nature of these conditions means that professionals require specific expertise 

and training to diagnose and manage them, the specialist care enables the provision of 

expert knowledge, tailored care planning, care integration and multidisciplinary working. 

Failing to access specialist care can lead to poorer outcomes for people affected by 

neurological conditions and put pressure on other parts of the health and social care system. 

Some Facts about Neurological Conditions 

 

Source: Neurological Alliance, Neuronumbers, April 2014. 



 

The London Context 

In almost all the systems we visited, waiting for appropriate neurological rehabilitation was 

often cited as a reason for delays and this was often recorded under “awaiting other non-

acute” interventions. 

In almost every system it was inferred that the lack of inpatient neuro rehabilitation beds 

(level 2) meant that provisioning the rising demand for inpatient neuro rehabilitation has 

been a challenge and as a result patients experience substantial Delayed Transfers of Care 

(DTOC) in acute hospitals due to waits in accessing inpatient neuro-rehabilitation.  

For example the North West London Triborough area has reported that these delays account 

for at least 40% of all patient delays for further NHS care – known as Category C delays. 

(http://www.centrallondonccg.nhs.uk/media/29035/08-Agenda-Item-13-Neuro-Rehabilitation-

Business-Case.pdf). 

The average wait per patient is approximately 15 days – with some patients waiting for up to 

3 months. This is based on 2013/14 and 2014/15 monthly data 

Preliminary audits of delayed transfers of care in the boroughs of Kensington and Chelsea 

and Westminster showed that 50- 60% of acute bed days lost were associated with delays in 

accessing neurohabilitative care (http://imperialcollegehealthpartners.com/wp-

content/uploads/2014/12/Neuro-rehab-Interim-Report_Final.pdf). 



These delays for rehabilitative interventions impact on the user experience and longer-term 

out comes in respect of independence, social isolation and mental wellbeing. 

This lack of rehabilitative resource represents a loss of opportunity to improve outcomes and 

reduce longer term costs. (National Audit for Intermediate Care 2014). 

 

Source: http://www.bsrm.org.uk/downloads/specialised-neurorehabilitation-service-standards--7-30-4-

2015-forweb.pdf 

 

 

Snapshot of delayed Neuro discharges 

TOTALS OF DELAYED DISCHARGES FOR ALL LONDON UNITS 22/02/2015 (Neuro) level 

1 and 2a  

 

Provider New 

delayed 

discharges 

15.02.16 

Total delayed 

discharges 

15.02.16 

Discharges 

since 15.02.16 

New delayed 

discharges 

22.02.16 

Total delayed 

discharges 

22.02.16 

Royal Hospital for 

NeuroDisability 

0 0 0 0 0 

Homerton University 1 3 0 0 3 



Hospital NHS Trust 

King’s College Hospital 0 0 0 0 0 

South London and 

Maudsley 

0 0 0 0 0 

SGH 1 3 0 1 4 

University College 

London Hospital 

0 0 0 0 0 

North West London 0 0 0 0 0 

Blackheath neuro 

rehab centre 

0 3 0 0 3 

Totals 2 9 0 1 10 

 

 

Neurorehabilitation waits by service type 

 

BSRM audit meeting Jess Henderson January 2016 
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London’s level 1 and 2 bed base resources 

 

 

 



 

How is rehabilitative need defined? 

 

Reasons for DTOCs attributable to neuro rehabilitation delays 

 Community provision for Neurological rehabilitation is inadequate (level 2b) 

 Complex referral pathways and unclear acceptance criteria for admission to bedded 

units 

 Variations in funding for level 3 rehabilitation units (some level 3 stroke units are not 

commissioned to take on non- stroke neuro-rehabilitation patients. 

 Local variations and DToCs often correlate with decreased rehabilitative provision i.e. 

reduced rehab beds in the South of London. 



 Lack of placement options for complex patients who cannot be managed within a 

community / home environment 

 Poor collaboration between health, social care and 3rd sector organisations. 

 Loss of critical resources such as beds in behavioral units (* beds closed) mean 

increased waiting times 

 The incidence of stroke and its associated disability adds pressure on an already 

pressured and depleted level 2b bed base. 

Examples of innovative best practice in Neurorehabilitation can be found here: 

 North West London neurorehabilitation project 

Imperial College Health Partners have developed a demand modeling tool and web 

based referral and waiting list system to monitor patients awaiting neuro-rehabilitation 

(Badgernet) it currently covers all level 1 units across London and all level 2 and 3 

bedded units across Northwest London. 

https://www.digitalmarketplace.service.gov.uk/g-cloud/services/7536053717133774 

 

 Use of Neuronavigator roles 

These are CCG funded roles to enable better pathway coordination for people who 

may need neuro rehabilitative services, whist coverage in London is patchy they 

enable patients receive clinically appropriate rehabilitation by highlighting what is 

available and collaborating with providers patients and their carers/ families to come 

up with the most viable rehabilitation plan, the Neuronavigators keep delays to a 

minimum by co-ordinating the different parts of the pathway in line with the patient’s 

progression through the rehabilitation process. 

http://imperialcollegehealthpartners.com/wp-content/uploads/2014/12/Neuro-rehab-

Interim-Report_Final.pdf 

 

 Audit Ability: Specialist nursing and therapy services for people with progressive 

neurological conditions at Staffordshire and Stoke on Trent Partnership NHS Trust 

http://www.nhsiq.nhs.uk/resource-search/publications/improving-adult-rehabilitation-

services-in-england.aspx 

 

 NeuroRehabilitation with Brain Injury Rehabilitation Trust: 

http://www.thedtgroup.org/brain-injury/our-services/goole-neurorehabilitation-

centre/case-studies/ 



Recomendations 

 Revisit stroke units (level 3) commissioning, test scope for more commissioning non 

stroke neuro-rehabilitation in these facilities – neuro rehab commissioning as similar 

skill sets  

 There needs to be more equitable access to neuro-psychology interventions 

(cognitive therapy and neuro-psychiatry) for patients and carers across London and 

in residential/ nursing home settings  

 Increase provision of specialist nursing and residential care rehabilitation services 

and consider the introduction of extended scope domiciliary services to work with 

mainstream rehabilitation services. 

o Approximately 50% of patients from the Royal Hospital for Neuro-disability (the largest Level 1 

service complex physical disability unit in England) are discharged to a nursing home or 

residential placement.  

o 1/3rd of disabled patients living in a residential setting have a neurological condition.  

http://imperialcollegehealthpartners.com/wp-content/uploads/2014/12/Neuro-rehab-Interim-

Report_Final.pdf 

 

 Commission further Neuro-Navigator roles as “pathway coordinators” for levels 2 and 

3 neuro-rehabilitation facilities across London.  

 Develop systems for Neurology Early Supported Discharge from acute settings by 

jointly commissioning social, community care and voluntary sector organisations e.g. 

(BIRT) with specific neuro-rehabilitation expertise and assistive/supportive 

technology  

 Simplify and standardise referral processes between services, consider investment 

and roll out of innovative solutions such as badgernet 

 Consider the use of trusted assessor protocols for neuro-rehabilitation provider 

referrals within the system. 

   

 


