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Key messages…
• No assessments of function in hospital once someone does not have a ‘reason to
remain’ criteria (Annex B).
• Discharge to assess will be the default for all patients who require assessment of
their care needs.
• The person leaves the ward in 1 hour after medical decision is made. Transfer if
not able to go home immediately to a safe place to await discharge which should
happen within 2 hours from this point.
• There will be a single coordinator set up in each acute centre accountable to a
named Executive Board lead in their own organisation, to ensure accountability
for delivering the change.

Discharge to Assess model…
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Figure 1: Discharge to Assess model

Traditional discharge process…

New discharge process…

Governance
• Acute hospitals will lead on pathway 0
• Providers of community health will lead on pathways 1 – 3
• Discharge pathways 1 – 3 will only be successful if NHS organisations work hand
in hand with Adult Social Care colleagues, the care sector and the voluntary
sector
• Home will be the default discharge destination for the majority of people
• The national community bed tracker system

Accountability & Escalation

What does this mean for 95% of people going to
their own home?
• People will not have the choice to remain in an acute hospital bed when their
acute condition has resolved
• For 95% of people the assessment and organisation of ongoing care will occur in
their own home
• There is a leaflet A (in Annex D) describing these arrangements and which will be
shared with all people on arrival into hospital and will need to be given to all
existing people in a hospital bed immediately
• On the day it is agreed to discharge following discussions with patient, family and
other professionals, using leaflet B1/B2 (in Annex D) the patient will be expected
to leave the ward within 1 hour to the discharge lounge (all patients)
• Then, within 2 hours of arriving in the discharge lounge they will be expected to
leave the hospital
• Transport, voluntary services, practical support e.g. shopping
• A lead professional will visit each person on the day of discharge
• Each person requiring one, will have a care coordinator

What does this mean for 5% of people going to a
community 24hr care facility?

• People will not be able to wait in hospital until their first choice of home has a
vacancy
• All of the above support will be paid for during the COVID – 19 pandemic

Things that will change for everybody….
• Stop sending notification of assessment and notification of discharge
• Stop meeting to agree DTOC data – monthly return still required attribution moves to joint for all
• Spend time working out if the person can go home (95%) or to an interim setting for ongoing assessment (5%)
• Activate the discharge process
• The single coordinator will decide who leads on each persons discharge
• The ward or a case manager will need to get the person ready for the discharge lounge
• TTOs, transport, initial care plan etc.

Other considerations…
• Mental Capacity Act
• Trusted Assessor
• Trusted Assessment
• Homelessness
• Criteria Led Discharge

Actions for acute care organisations and staff
Ward level
• Does the person require the level of care that they
are receiving, or can it be provided in another
setting?
• What value are we adding for the person balanced
against the risks of being away from home?
• What do they need next?
• ‘Why not home, why not today’ for those who have
not reached a point where long-term 24-hour care is
required.
• If not home today, then when? – Expected date of
discharge from bed or service

To create a safety-net and increase confidence in discharging, consider:
•

•

•
•
•
•

Person initiated follow up - give people the direct number of the ward
discharged from to call back for advice. Do not suggest going back to
their GP or coming to A&E.
Telephone the following day after discharge to check and offer
reassurance/advice.
Call them back with results of investigations and any changes or
updates to a patient’s management plan
Bring them back under the same team / speciality.
Request community nursing follow up with a specific clinical need
Request GPs to follow up in some selected cases.

ACTION CARDS

Reasons to remain…
Every patient on every general ward should be reviewed on a twice daily board round to determine the following. If the answer to each question is ‘no’, active
consideration for discharge to a less acute setting must be made.

Requiring ITU or HDU care?
Requiring Oxygen therapy/ NIV?
Requiring intravenous fluids?

NEWS > 3 (clinical judgement required in
patients with AF &/or COPD?
Active Rx and recovery expected/realistic of
diminished level of consciousness?
Acute functional impairment in excess of
home/community care provision?
Last hours of life?
Requiring intravenous medication > b.d.
(including analgesia)?
Undergone lower limb surgery within last
48hrs?
Undergone thorax-abdominal/pelvic surgery
within last 72 hrs?
Within 24hrs of an invasive procedure (e.g.
intercostal drain, PCI)?

Advice for community health providers…
• Providers of community healthcare are expected to update their processes and
ways of working to deliver the discharge to assess model. Community health
services will take overall responsibility for ensuring the effective delivery of the
discharge service for pathways 1,2 and 3
• Identify an Executive Lead
• Release staff from their current roles
• A single point of contact that always says ‘YES’
• 7 day OT and PT to reduce stay in community hospitals
• Community Palliative Care teams will be responsible for co-ordinating and
facilitating rapid discharge to home or Hospice
• Maintain discharging patients from community beds

Equipment
• The single coordinator will need to ensure there is access to sufficient equipment
to support discharge of people with reablement or rehabilitation needs at home

• Local commissioner must ensure there is a sufficient supply of more commonly
used items
• Easy access to equipment must be available 7 days per week
• Providers are prepared for rapid implication of increased volumes of rehabilitation
equipment
• Single handed equipment need to be readily available also, to reduce the need
for double handed care, to release workforce capacity
• Simple approval process is required for more complex patients requiring hospital
beds, pressure relieving equipment and hoists

• Use of photographs supplied by family/carers/community staff to be used as an
alternative to completing access and risk assessment visits.
• If a visit is required then this needs to be arranged within 4 hours of decision to
discharge

Assistive technology

• Local commissioner for NHS and Social Care must ensure next day access to a
comprehensive range of assistive technology items

• Equipment can be made available at low-cost and be simple to fit
• This is relevant to both people in their own home or in a residential setting

Monitoring and increasing rehabilitation capacity…

• After the first phase of discharging existing people who do not meet the criteria
for being in an acute hospital, it will be essential to maintain this approach in any
rehabilitation and step down facilitates and broader care at home services. This
will avoid creating blockages in the community facilities/services and stop the
next sets of people being discharged from acute care.

Key performance data to be collected…
• Current performance standards on DTOC monthly reported delays will be
suspended from 19 March 2020.
• Trusts should continue to report DTOC figures through the usual process, but will
not be performance managed on them during the period of the incident.
• Providers of community rehabilitation beds must start reporting DTOC figures on
a daily basis to NHS Digital.
• NHS providers will be required to report the following during the Incident:
Daily reporting:
• Bed occupancy in hospitals – via daily sitrep
• Number of patients on daily discharge list
• Number and percentage of patients successfully discharged from discharge
list
• Bed availability in community settings, via the Capacity Tracker Tool

Transport…
• Patient Transport Services (PTS) are a critical resource in moving nonemergency patients from one care setting to a more appropriate setting on
another site. Demand for PTS will increase through this period, and services will
need to be more responsive.
• All PTS providers, across the NHS, independent and voluntary sector, will
be expected to provide support to enable the transfer of patients as part of
the discharge process and to support transfers and discharge as a priority in
order to maintain flow and maximise patient safety.
• Additional guidance on how PTS will be enabled to deliver through this
incident, including adjustments to KPI monitoring and reimbursement
models will follow.
• Organisations should also consider alternative transport options. This could
include:
• Local Authority owned or contracted vehicles
• Volunteer cars
• Voluntary sector resources
• Taxi services
• Use of patient / relatives’ own car.

Temporary Arrangements
Temporary arrangements for NHS Continuing Healthcare (NHS CHC) need to be implemented for the duration of
the Covid-19 emergency period. These arrangements cover:
• The assessment of eligibility for NHS CHC funding;
• Individual requests for a review of an eligibility decisions (i.e. Local Resolution and Independent Review); and,
• Three- and twelve-month reviews of NHS CHC packages of care.

Objectives
The objectives of implementing any temporary arrangements for NHS CHC are:
• to expedite safe discharge of patients from acute hospital beds under EPPR arrangements;
• to reduce the NHS CHC assessment burden in and out of hospital settings; and
• to release clinical and support staff to support the system to manage the Covid-19 outbreak.

Emergency Measures to be implemented for NHS
CHC during the Covid-19 Emergency Period
• The current legislation does not describe a specific timeframe for carrying out NHS CHC assessments of
eligibility, or for individual requests for a review of an eligibility decision (i.e. Local Resolution and Independent
Review). Therefore, NHS CHC assessments for individuals on the acute hospital discharge pathway and in
community settings will not be required until the end of the Covid-19 emergency period. Planned legislative
change, as part of the Covid-19 Bill, will further support the NHS in relation to this.
• Individuals can still make requests for a review of an eligibility decision (i.e. Local Resolution and
Independent Review) however the time frame for a response will be relaxed.

• There is an expectation that CCGs will take a proportionate view to undertaking three- and twelve-month
reviews to ensure that the individual’s care package are meeting their needs and to ensure that any concerns
raised are addressed as appropriate.

Emergency Measures to be implemented for NHS
CHC during the Covid-19 Emergency Period
• Commissioning end of life services remains important therefore, and the Fast Track pathway tool can still be
used for clinical assessments or other local tools as appropriate. However, to remove decision making delays,
the responsibility to co-ordinate the arrangements for care at home or a hospice bed should be passed to local
Community palliative care teams during this period.
• During the Covid-19 emergency period, CCGs will not be held to account on the NHS CHC Assurance
Standards nor timeframes for dealing with NHS CHC individual requests for reviews of eligibility decisions.

• These measures set out for NHS CHC are only in place for the duration of the Covid-19 emergency period.
• Local systems need to ensure that they have some method of monitoring actions taken during the Covid-19
emergency measures, for example using the NHS CHC Checklist, so that individuals are assessed correctly
once business as usual resumes.

Implications for Adopting the Covid-19 Emergency
Measures for NHS Continuing Healthcare
• If NHS CHC full assessments of eligibility are deferred, a backlog of circa 5,000 assessments per month will be
created which will have future workload implications for CCGs, NHS and Local Authority staff. The same will
apply to individual requests for a review of an eligibility decisions (i.e. Local Resolution and Independent
Review). A handling plan will need to be developed to enable the system to ‘normalise’ following the Covid-19
emergency period;
• There may be a financial impact upon CCGs funding under discharge to assess arrangements as part of the
hospital discharge pathway for longer periods than usual and the Covid-19 emergency money can be used for
this purpose.
• Where social care has been provided free at the point of delivery for the emergency period, the expectations of
individuals in receipt of funded care packages that may not continue to be funded after the Covid-19 emergency
period, will need to be managed, as some individuals will need to return to usual funding arrangements, which
will mean they may have to contribute or fully fund their care.
• Although NHS CHC is effectively a “funding stream”, the clinicians involved in NHS CHC assessment and review
are required to assess the specific needs of highly vulnerable individuals and to commission the relevant care.
Therefore, it is still important to ensure that care packages are commissioned that meet the needs of these
individuals.

What does this mean for CCGs?
• NHS CHC staff undertake a number of functions including assessment and review; in releasing some of the
burden of this work there will be some capacity for systems to redeploy these staff to other NHS functions
including to support the discharge to assess process e.g. to act as the SPA or monitor the care capacity
tracker etc
• Hospital discharge – ensure NHS CHC checklists and assessments are not completed prior to hospital
discharge and ensure maximum use of interim placements.
• Ensure fast track/end of life packages are set up without delay.
• Responding as required to safeguarding concerns.
• Where possible, consider implementing alternative models such as remote consultations for those patients
who can be supported at home and review arrangements to support vulnerable individuals in alternative
settings, including in the community.
• Consider the use of technology e.g. video and telephonic appeals and reviews, to ensure care package meets
needs.

Care
Homes

What’s new/different?

Capacity Tracker…

• Capacity Tracker’s reach and scope to be expanded
• It has been operating to support care home bed planning for some time but to support changes to discharge planning Capacity Tracker will
maintain support to organisations already registered, and be expanded to capture bed capacity data in
• all care homes,
• all hospices (including children’s hospices) and
• all providers of inpatient community rehabilitation and end of life care.
This is not intended to replace current information systems already being used in some localities to track bed / room vacancies, but to
run in parallel for the period of the COVID-19 outbreak.
• Data being collected will be:
• Number of beds
• Number of bed vacancies
• Current status i.e. Open / Closed to Admissions (care homes only), including number of COVID-19 residents
• Workforce / staffing levels (care homes only)
• This information will be included in daily national SitRep reporting to support capacity planning and response. It should also be used by
localities to understand their bed base and support system wide discharge planning
• New functionality will go live on 23rd March and all the organisations listed above are required to be using Capacity Tracker by 1st April
2020.

Capacity Tracker…
What action is required?
•

To make this happen in the required timescale, CCGs must take the responsibility to nominate System Champions (more than one
person is required to cover in the case of absence) who will oversee the rapid implementation of the Capacity Tracker in their locality.
Their name(s) and email address must be notified to NHS NECS via necsu.capacitytracker@nhs.net as soon as practicable

•

System Champions will:
• Register on Capacity Tracker so they can obtain ‘Approver’ rights to approve any new registrations to Capacity Tracker
• Liaise with their aligned care homes, community rehabilitation providers and hospices and ensure that at least one nominated
person from each registers on the Capacity Tracker. The nominated person can then obtain ‘Approver’ rights to control who from
their organisation can update Capacity Tracker

• Registration can be done through the following link: https://carehomes.necsu.nhs.uk/
• Further information, video tutorials and user guides are in development and will be accessible via the Help menu accessible from the
above link. A support Call Centre will also be mobilised during the course of next week to ensure that there is as much help and
guidance available between 23 March before returns are required on 1 April 2020.

Some broader issues…
Repatriation/Transfer of Patients from Acute Settings into Nursing/Residential Care Home Setting
• Capacity Tracker is a key enabler to transfer of patients to Nursing/Residential care
• Brokerage undertaken locally by LAs and CCGs for patients identified by acute sector
• PHE have published Guidance for Care Homes during COVID19 when accepting repatriation/transfer of patients from acute settings:
https://www.gov.uk/government/publications/covid-19-residential-care-supported-living-and-home-care-guidance/covid-19-guidance-onresidential-care-provision
• Guidance on managing elderly and vulnerable individuals in residential/nursing home settings is available at:
https://www.gov.uk/government/publications/covid-19-guidance-on-social-distancing-and-for-vulnerable-people

Personal Protective Equipment (PPE)
•
•
•
•
•
•

•

We’ve been working to understand supply chains for PPE to enable supplies to reach Care Homes and Home Care Agencies
DHSC has indicated that no wholesaler has been asked to prioritise NHS provision over the care sector
They are working rapidly with wholesalers to ensure a longer-term supply of all aspects of PPE, including gloves, aprons, facemasks and
hand sanitiser
Free distribution of fluid repellent facemasks from the pandemic flu stock started 18 March
Every care home and home care provider will be receiving at least 300 facemasks, with this exercise complete by 24 March
If Care Providers have any immediate concerns there is a dedicated support line for the health and social care sector
The National Supply Disruption line
Tel: 0800 915 9964
Email: supplydisruptionservice@nhsbsa.nhs.uk
Great summary of the above on CQC’s Twitter site: https://twitter.com/CQCProf/status/1240566660198785024

Some broader issues…
NHS Mail, Audio and Video Conferencing
•
•
•
•
•
•
•

NHS Digital is introducing measures to support staff with remote working across the NHS in response to the recent COVID-19
outbreak.
On 5 March 2020, Microsoft announced that they would make Teams available to enable audio and video conferencing free of charge
for a limited period to help organisations across the world in their response to COVID-19. Enablement of Teams will be completed over
the coming days for all NHS organisations in England.
If your organisation uses NHSmail, we are enabling all users for Teams, starting from 16 March.
If your organisation isn’t using NHSmail, then free access to Teams is still available directly from Microsoft
Recognising that NHS organisations may need support and guidance in implementing locally, NHS Digital is ensuring all organisations
can access the support site for NHSmail
Enabling Teams will be a corporate decision for each organisation to consider due to the potential impact on local network capacity
Information on NHSmail and the wider support being provided for Teams can be found on the NHSmail portal.

End of Life Care:
Support to Hospices

Hospital discharge service…
People with palliative and end of life care needs who are able to return home:
• Same principles as other patients in pathway 1
• Need coordinated approach to ensure equipment for safe management at home, medication, carers, etc. in line with
personalised care and support plan – may need support from hospital or community palliative care team to facilitate rapid
discharge home
• Need support from community services

People with palliative and end of life care needs who need to be in a hospice or care home:
• Identified by hospital team, possibly with support of hospital palliative care team
• Personalised care and support plan to ensure continuity of care across the different settings

What help do we need from each other?
Hospitals need:
• Hospices to communicate accurately about capacity – use of bed capacity tracker to enable close-to-real-time
information
• Hospices to be ready to accept patients on a same day basis if necessary

Hospices need:
• As much advance warning as is possible – to enable service planning
• Good communication from hospital teams ideally ahead of the person’s arrival at the hospice – the person’s
personalised care and support plan including treatment escalation plans, resuscitation decisions (if known), medication
and whether discharge is anticipated to home or care home, or whether the person is likely to die in the hospice (plans
may change but useful to have an idea of the plan at this stage)
• Support with resources to enable them to operate at maximum capacity

COVID-19: Support Planning for Hospices…
Develop guidance
•

Supporting suite of guidance is being drafted and will be circulated once approved and will cover children and young people,
professionals, patients and carers.

Supply Chain
•

Liaising urgently with the national supply chain to ensure hospices are included in access to PPE equipment and other key
items such as hand gel. A list of all hospices has been submitted to ensure inclusion in the planned deliveries. Ensuring any
existing issues with the T34 syringe driver continue to be address and that access to sufficient numbers of syringe drivers to
enable additional capacity is part of supply conversations.

Testing
•

To ensure continuity of services and to support the increase in capacity, we have asked that hospice and palliative service
staff have access to COVID-19 testing by being afforded the same status as all NHS staff in the “essential” category.

Access to financial support
•

NHS England and NHS Improvement PEOLC Team have spoken directly with Together for Short Lives and Hospice UK
regarding concerns about funding and are working to secure financial resourcing to support issues in relation to COVID19.

New End-of-Life COVID-19 inbox:
•

england.covid-eolc@nhs.net

https://www.gov.uk/government/publications/coronavirus-covid-19-hospital-dischargeservice-requirements

https://www.gov.uk/government/publications/coronavirus-bill-what-it-will-do

https://www.gov.uk/government/publications/covid-19-residential-care-supported-living-andhome-care-guidance

https://www.gov.uk/government/publications/covid-19-ethical-framework-for-adult-social-care

https://www.local.gov.uk/coronavirus-information-councils/social-care-provider-resilienceduring-covid-19-guidance-commissioners

https://ipc.brookes.ac.uk/publications/pdf/Some_key_messages_around_hospital_transfers_of
_care.pdf

https://www.gov.uk/guidance/coronavirus-covid-19-guidance-for-local-government

https://www.local.gov.uk/

https://www.gov.uk/government/publications/coronavirus-covid-19-maintaining-educationalprovision/guidance-for-schools-colleges-and-local-authorities-on-maintaining-educational-provision

https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response

https://www.gov.uk/government/news/2-9-billion-funding-to-strengthen-care-for-the-vulnerable

https://future.nhs.uk/bettercareexchange/view?objectId=19008144
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