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To implement an integrated ‘discharge to assess model 

(D2A)’ for older people in Tower Hamlets so that they are 

discharged from hospital as soon as they are medically 

stable, rather than staying on the ward waiting for 

further social and functional assessments to take place.  

Our mission 



• CCG funded 6 month pilot 

• Model  conceived by all partners as Home Support Pathway 

• Intensive planning involving numerous stakeholders 

• Run in partnership with other schemes aimed at reducing LoS 

• 15 patients on pathway at any one time 

• 28 days maximum stay 

• Step-down beds in local extra care sheltered housing facility 

• Involvement of Age UK East London 

• Reablement services provided majority of care packages 

 

What we did … 



Where we wanted to be… 

• Positive patient experience 

• Discharge same day as referral 

• Less CHC assessments in hospital 

• Data showing reduced length of stay on HCOE wards  

    (by 1 day) 

• Prevention of ‘deconditioning or hospital syndrome’ 

• 95% of older people achieving preferred discharge 
destination 

• Reduced readmissions on pathway and 28 days post HSP 

 



• 67 patients discharged on D2A 

• 70.1% from care for the elderly wards 

• Most patients wanted to return home (including after 
being in a step-down bed) 

• 9 patients went to extra care sheltered flats 

• At least 50% of the patients discharged with HSP would 
have otherwise gone to MEH  

    (in-patient rehabilitation beds) 

 
 
 

 

Where we got to… 



Hints  Outcomes for people … 
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•  Admission rate control group 48% (n=29) vs D2A 15.8% (n=63) 
• Bed days if admitted within 28 days post discharge 346 days (Control Group)  vs 50  

days (D2A)  
 Medical Wards (excluding AAU) - Readmission Rate 



    Patient story 
• 72-year old Bengali woman  

• In hospital for 5 months for revision of an infected hip joint, not 
engaging with therapists on ward, CHC checklist completed 

• HCOE consultant reviewed and referred for D2A 

• Physiotherapist and social worker met on ward 

• Discharged home - 2 carers 4 x day, hospital bed, continence issues  

• HSP physio, nurse & RSW visited next day; full assessment 
including medication management, patient not using hospital bed 

• OT visited 2 days post discharge - hospital bed not needed 

• 6 days later - walking around flat, goals set to practice this  

• 8 days post discharge, Social worker resolved issues raised re 
carers and reduced package to 1 carer 3 x week 



• “Honestly I could not fault it.  I live on my own and was 
dreading going home although I have a very caring sister but 
she can’t be expected to do everything especially at night. My 
rehab support was marvellous… it was better than I ever 
thought. A lovely place. (extra care sheltered flat). It was 
really nice care.  I came home and had support there too.  I 
don’t need the carers now so I stopped them but I was 
delighted with all of them.  I have the DN still and she is 
wonderful too.” 

• “I was very pleased with the service.  The carers are extremely 
helpful and nice to talk to.   They are sensitive doing personal 
care.  I had been in hospital 4-5 weeks and was very pleased 
to get out.  

 

 
What our patients/families said… 
 



• LOS on pathway - often over 28 days (n=11) 

• Operationalising the model, e.g. staffing 

• Uncertainty about future funding 

• Transfers to extra care sheltered flats – lots of learning 
from this 

• Integration with other schemes aimed at reducing the 
LoS of patients 

• Evaluation of the test and learn model 

 

What were the challenges… 



   Where we are now and where we want to be 
• New scheme will have two dedicated Social Workers 

who will work as part of the MDT, increasing the 
capacity of incoming referrals  

• Increased patient flow from the Royal London 
Hospital due to increased capacity in the scheme 

• Evidence needed to demonstrate the level of success 
achieved for the patient e.g. CHC checklist/bespoke 
assessment at start and end  

• The care will be provided by the Reablement Team 
and will support the goals set by the Therapists 

 

 



• The full social care assessment process will usually 
start  two weeks post discharge to fully address the 
change in needs 

• KPI's to cover readmission rates (review at 28 and 90 
days post discharge) and the reduction in on-going 
support costs  at the end of the patient’s time on the 
scheme 

• Future challenges are to roll out this scheme as 
Business as Usual over the following two years and 
end most ward based assessments 

 

Where we are now and where we want to be 



Thank you 


