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	Service Specification No.
	v1.8

	Service
	Discharge To Assess Bed Primary Care Cover 

	Commissioner Lead
	Tom Ham – Commissioning Manager

	Provider Lead
	TBC

	Period
	01/04/2024 – 31/03/2026, with the potential for a further 2 years (2 + 2)

	Date of Review
	TBC



	1.	Population Needs

	
0. 	National/local context and evidence base
Older people with frailty are at higher risk of adverse health outcomes in hospital, particularly deconditioning and delirium. These conditions are significant; delirium is associated with a one-year mortality of around 30% and deconditioning leads to loss of independence and falls. Each fall carries a 1 in 20 chance of fracture and if an older person fractures their hip the one-year mortality is 30-50%. It’s also worth noting that 50% of patients over 85 with an unplanned hospital admission die within six months. Furthermore, the National Audit of Intermediate care (NAIC) has demonstrated that a delay in discharge of longer than two days negates the rehabilitation benefits that intermediate care can offer.
It could therefore be argued that there are two medical emergencies when older people are admitted. The first is treating their acute medical needs. The second involves supporting timely discharge as soon as medically fit to minimise the risk of hospital-associated complications and maximise the probability of getting them back to how they were. Studies in the Plymouth locality show that a Comprehensive Geriatric Assessment (CGA) delivered by a joint workforce comprised of primary care and community services offer the dual win of improved patient health and more time spent at home, out of hospital. It would therefore be logical to extend this model of care to intermediate care and include those where people have their care managed in a care home to prevent admission as well.
This service has been designed to link directly to and compliment the commissioning intention to co-locate people in specialist services enabling more join up in the wrap around support they require and move away from bed-based care where appropriate and having a higher utilisation of services such as home first.
Pathway 2 patients are defined as: Likely to be maximum of 4% of people discharged: recovery, rehabilitation, assessment, care planning or short-term intensive support in a 24-hour bed-based setting, ideally before returning home.

	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	x

	Domain 2
	Enhancing quality of life for people with long-term conditions
	x

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	x

	Domain 4
	Ensuring people have a positive experience of care
	x

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	x



2.2	Local defined outcomes

The commissioner wants to receive the following information in relation to the use of the scheme:

	Indicator 
	Any clarification
	Frequency

	New patients per month 
	Covering Placement location 
	Monthly 

	Discharges per month 
	Split to show disposition 
· Usual home 
· Long term care 
· RIP 
· Admission to hospital 
	Monthly 

	Average length of stay on scheme 
	Crude average but also median and mode
	Monthly average but also rolling average

	Number of new patient assessments undertaken within the 24hour timescale (unless weekend or BH)
	Total number, total number within timeframe and percentage. Type of evaluation; (face to face visit, phone or video) undertaken 
	Monthly 

	Completion of CGA for all patients, 

Target 100% started within 7 days of joining the service
	Number of patients who receive CGA while in care of the service compared to number on case load
	Monthly

	Total number of calls to service
	Calls received
	Monthly

	Total number and percentage of calls abandoned after 30 secs.

*<5% of calls abandoned
	
	Monthly

	Average time to call answer

*95% of calls answered in 90 Second requirement
	
	Monthly

	Average time to call back

*2-hour requirement 95%
	Where a patient requires advice from a GP, what is the average time from the end of the originating call to when the GP calls back or first failed attempt 
	Monthly

	Call arrival patterns
	Average arrival pattern of calls (day of week, hour of day)
	Monthly and rolling average

	Number of complaints/SIRI’s 
	
	Monthly 

	Types of consultation 
	Visits, telephone calls etc 
	Monthly 

	Average time to home visit

*2 hour requirement (urgent)
4-hour requirement (non-urgent)

95%
	Time from end of consultation when visit is decided as required to onsite arrival 
	Average

	GP rota fill

*100% fill rate requirement
	Breakdown of filled and vacant shifts
	Monthly



We do want to monitor the numbers of people who may end up being readmitted to hospital but recognise that in some instances where this happens after discharge from the scheme there may be a need to liaise with other providers to obtain this information. The ICB would expect service to work with other providers to ensure the information needed to triangulate this data is shared safely and without obstacles. 


	3.	Scope

	
3.1	Aims and objectives of service

To provide safe, effective and agile care to patients who are discharged under the Discharge to Assess (D2A) scheme and are admitted into a bedded placement. 

The care provided will be to the same level as would be provided by a patient’s own GP, this care should include but not be limited to:

· the personal, primary and continuing nature of the care of individuals 
· the physical, psychological and social aspects of diagnosis
· the early diagnosis, initial decisions and continuing management of problems
· current, chronic and terminal types of illness
· treatment, prevention and education for promoting health

The provider should have a good knowledge of local health and care system.
  
3.2	Service description/care pathway

Referral of the Admission Avoidance/D2A patient to the service. 

The patient will be referred to the service via a dedicated telephone line. As part of the referral, the provider will receive a written discharge summary for the patient.  

Call operator
The Provider will then ask for the following information:
· Patient name
· Contact details
· Confirmation that this is a new admission avoidance/D2A referral, that the discharge summary is with the patient and date the patient will be discharged to the bedded setting
· Add in the read code “provision of intermediate care” SNOMED 287601000000101 
· If the patient needs registering as a TR this will also be done. 

Call operator to contact the registered GP practice via telephone and the dedicated email address to inform them that the patient is now on the scheme.

New Patient Assessment 

New referrals will be automatically booked in for a ‘new patient’ evaluation within 24hrs. The method of evaluation (face to face visit, phone, or video) will be determined by the clinician depending on clinical need. If the referral is made on a Friday, the visit date will be the following Monday, or Tuesday if it is bank holiday.




Intermediate Care Commissioning Transformation and Best Practice

The Plymouth system has undertaken a review of Intermediate Care commissioning and set out a plan for transforming our delivery over the next 12 months to ensure we meet best practice models and maximise improvement opportunities in outcomes for individuals. This will mean the following changes:  
       
· We will increase the proportion of people who are discharged back home (DTA pathway 1)
· For those who require a pathway 2 bed, we will co-locate people in a smaller number of specialist services with environment and staffing to maximise reablement opportunities
· We will ensure a clear wrap around support offer across this service and community service provision

We will reduce the average length of stay to ensure people are able to return back home at the optimum point in their recover.
The provider will play an essential role in our transformation programme and will be required to support us in delivering the ambitions we have set up through working as part of the wider MDT in the coordinated delivery of goal orientated personalised care.    

The provider will be required to have strong communication between community/acute providers and then with patient’s registered GP practice to support decisions of intermediate care whilst a patient is in a bed covered by this service, and for onward care arrangements. Acute provider should also engage in this process.

Follow-up / advice / delivery of the CGA

If there is a request from the bedded placement provider for a follow up visit or advice, a telephone appointment will be scheduled. If the triaging GP deems it appropriate to visit, the GP will book a visit. 

Following discharge from hospital to a D2A bed the service will commence a CGA assessment for every patient, outlined in figure 1 below:

[image: ]

Figure 1: components of a CGA.
The CGA is a continuous lifelong asynchronous cyclical assessment process for older people with moderate to severe frailty and is a multi-dimensional document that should be filled in by a multidisciplinary team. It starts by asking a patient for their goals and if this is not ascertained from the outset this becomes a rudderless assessment. It is divided into the holistic medical review which encompasses advance care planning conversations, meds and long-term conditions optimisation, and an MDT assessment of function. The output is a care and support which should be shared with the patient and across all providers in the locality.

A CGA cycle is outlined in figure 2 below:

[image: ]
Figure 2: a CGA cycle

The CGA cycle is divided into three stages:
1. Information gathering stage: where information is gathered in each of the domains so that the issues in each domain can be seen in their entirety. All domains are inextricably intertwined. The information gathering stage ends with the formulation of a problem list, which are the areas to address in the next stage
2. Intervention stage: this is where long term conditions and medications are optimised, and response is assessed. The aim is to optimise symptoms to give the therapists the best possible chance of improving an older person’s function so that they can achieve their goals
3. The summative stage: occurs at the end of a CGA cycle when a patient looks to be on track to achieve their goals or is on track. A care and support plan are generated showing what that person is like normally and this is shared with the individual and organisations across the locality. 

If the patient deteriorates or at a suitable time interval the assessment process re-commences. 

This assessment should be jointly delivered jointly between Livewell, the bedded care provider, and the provider. Providers may choose to make use of their Ageing Well MDTs, EHCH home rounds, and other develop other methods to facilitate this. 

Read-coding activity:

The service delivering D2A will record the following read codes when undertaking a CGA:

	Read code to add:
	Rationale

	Medication optimisation read codes:
Structured medication review (1239511000000100)
AND
Review of medication (182836005)

	Denotes that a medication review has been completed.
Both read codes must be added on completion

	Advance care planning read codes:
Treatment escalation plan (735324008) AND ONE OF:
· If patient does not want resuscitation use read code “Not for resuscitation (304253006)”
· If patient wishes resuscitation use read code “For resuscitation (304252001)”
· If patient is undecided about resuscitation use read code “Discussion about resuscitation (873341000000100)”
	All Arden’s and THS templates use these read codes. These read codes are automatically seen by Livewell, St Luke’s, Derriford hospital, Ambulance Services. 

This enables outstanding levels of informational continuity across the locality

	Consent to share read codes:
If express consent use read code “Express consent for core and additional Summary Care Record dataset upload (773051000000102)”

If patient lacks capacity use read code “Best interest decision made on behalf of patient (Mental Capacity Act 2005) (765141000000105)”
	Allows visibility to Summary Care Record

	Completion of a CGA cycle:
On completion of a CGA the following read codes must go into the record:
'Subject of comprehensive geriatric assessment plan (XaZIv)'. 

'Personalised Care and Support Plan agreed (Y281e)'

Sharing advance care planning decisions with out of hours service (922301000000104)
	


Denotes patient has completed a CGA assessment cycle. 

Denotes patient has received a care and support plan at end of CGA cycle

Denotes patient has had their care plan shared with provider through a special patient note 

	D2A metrics:
All patients in D2A2 beds to have “provision of intermediate care” SNOMED 287601000000101 

	
Allows evaluation of patients admitted to D2A2 beds



It is recognised that on occasions, a patient will be discharged from the care home before their CGA cycle is complete. If the patient is going home, it is strongly advised that the CGA cycle is completed in a manner best determined by the service, the patient’s own GP and Livewell. If the patient is temporarily registered with the service, a handover to the patients registered GP surgery should occur (see below).

Discharge from the scheme for TR patients

At the point the patient is discharged from the scheme, the registered GP practice will be informed that they are now discharged back to their care. 

If person is likely to remain in the care homes for their future care – i.e., long stay resident, over 12 weeks, the sensible approach would be to start to make plans to transfer care to a permanent GP, this is particularly important if there are delays in relation to completion of assessments etc.  

If the discussion suggests the person is likely to take longer than 6 weeks but the intention is to continue with a plan for discharge it would be sensible to retain the person as a temporary resident for as long as practically possible. The numbers are small but should be considered individually. 
Operational Times/Days

09.00 – 1800 Monday to Friday (excluding Bank Holidays)

Risk Management
[bookmark: _Hlk89064137]Robust risk management processes and support and training for staff should be in place to ensure that staff are knowledgeable and skilled to recognise risk, to understand what constitutes acceptable risks for individuals and to know what action to take to support Individuals to mitigate risk. 

Population covered

Any acceptance and exclusion criteria and thresholds

Patients in Plymouth admitted into a bedded setting on an admission avoidance/ D2A scheme.

The bedded settings covered will include Care Home beds, The Short Term Care Centre (27 beds) and Discharge Assessment Unit (40 beds, only P2 patients)

The expectation is that the average length of stay on the service will be 6 weeks.

Exclusions
Those patients who are expected to have a long length of stay over 12 weeks as primary care guidance suggests that at 12 weeks a person should be registered permanently with a GP practice.

Own GP Responsibility

There will be no specific responsibility for the patients own GP while a patient of theirs is registered on this scheme (same as acute care). All responsibilities for the patients care that would have normally provided by the surgery will now be provided by the provider.

Interoperability/ Data Sharing

The provider must ensure that the service is using a computer system which is capable of sharing pertinent information with all relevant services, such as, out of hours services and the patients own GP, around care given and future plans. 

Additional Bedded Capacity 

This service will also be responsible for the Primary Care provision of any additional bedded capacity (such as a Care Hotel or other setting) which is stood up during the contract term. The service will provide the same service as described above to all the beds in the care setting.

This will attract an addition payment of £200 per bed per month.
Demand

Full information around the current demand for the service including seasonal variation and call arrival profiles can be found in appendix 1.

Intermediate Care Review

The demand and capacity work that has been undertaken as part of the Intermediate Care Review uses the IPACS model to map demand for Intermediate Care Services. SUS data was used and input into the IPACS model, using a high-level summary of John Bolton Model outputs to determine activity split between P1-P3 pathways. We have used data relating to all discharges over the age of 59 (and not 65 plus) as part of localising the best practice model; this is related to deprivation and lower healthy life expectancy and therefore need appears at an earlier point. 

[image: ]
This work shows that a shift to the John Bolton model would require a 44% reduction in Pathway 2 & 3 placements. 

The ambition is that this will be delivered within the first year of the contract and as such Devon ICB will be looking to review the demand levels on a yearly basis. Therefore, a review of demand would need to be undertake during Q3 of 2024.


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g., NICE)


4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g., Royal Colleges)

4.3	Applicable local standards


	[bookmark: _Hlk64920241]5.	Applicable quality requirements and CQUIN goals

	
0. Applicable Quality Requirements (See Schedule 4A-C)

0. Applicable CQUIN goals (See Schedule 3E)

	6.	Location of Provider Premises

	
6.1	The Provider’s Premises are located at:


	7.	Individual Service User Placement

	
NA


	8.	Applicable Personalised Care Requirements

	
8.1	Applicable requirements, by reference to Schedule 2M where appropriate




Appendix 1



Patient discharged to DTA bed


Livewell inform provider that patient has been placed on scheme via dedicated phone line, discharge information also sent to both own GP and provider


Provider to contact patients own GP to inform patient now on scheme 


Provider to make contact and undertake new patient assessment within 24 hours
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DTA Home Visiting Service Data.xlsx
Title Sheet



												Run date		10/24/23

												Adhoc Ref		202310191529

												Analyst		Fay Churchward

												Data Source(s)		Gold Command

				Placement Caseload for DTA and CCRT

				As of end of September 2023

				Analyst Comments

				Data taken from Gold Command which uses a combination of service agreements on CF6 and manually added data. Used Summary weekly figures for placements, inc CCRT, and the summary number of added to caseload figure from the same report. 

Was asked to add 40 beds to denote the UHP rehabilitation beds. I do not have access to the UHP data; was agreed to add 40 to the caseload, which will help with visualising the numbers to aid decision making.

Start date: 03/10/2021
End date: 02/10/2023
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caseload 21-22

						Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly		Weekly

		Group 		Measure		03/10/2021		10/10/2021		17/10/2021		24/10/2021		31/10/2021		07/11/2021		14/11/2021		21/11/2021		28/11/2021		05/12/2021		12/12/2021		19/12/2021		26/12/2021		02/01/2022		09/01/2022		16/01/2022		23/01/2022		30/01/2022		06/02/2022		13/02/2022		20/02/2022		27/02/2022		06/03/2022		13/03/2022		20/03/2022		27/03/2022		03/04/2022		10/04/2022		17/04/2022		24/04/2022		01/05/2022		08/05/2022		15/05/2022		22/05/2022		29/05/2022		05/06/2022		12/06/2022		19/06/2022		26/06/2022		03/07/2022		10/07/2022		17/07/2022		24/07/2022		31/07/2022		07/08/2022		14/08/2022		21/08/2022		28/08/2022		04/09/2022		11/09/2022		18/09/2022		25/09/2022		02/10/2022		09/10/2022		16/10/2022

		Care Homes		Number Added to Pathway		27		31		29		28		21		31		41		22		18		26		34		32		11		27		22		19		21		19		28		20		42		29		39		21		25		19		28		25		25		33		19		43		39		37		36		44		35		38		34		29		35		31		29		31		33		30		33		47		27		29		24		42		31		33		42

		Care Homes		Total Caseload -inc CCRT		247		247		255		262		260		261		272		255		241		248		251		258		247		254		262		255		250		244		248		255		265		271		284		275		276		273		281		281		285		273		266		276		282		295		298		301		302		300		301		286		286		282		285		282		271		267		269		276		275		274		271		288		286		286		283

		Measure		Number Added to Pathway		Total Caseload -inc CCRT

		03/10/2021		27		247

		10/10/2021		31		247

		17/10/2021		29		255

		24/10/2021		28		262

		31/10/2021		21		260

		07/11/2021		31		261

		14/11/2021		41		272

		21/11/2021		22		255

		28/11/2021		18		241

		05/12/2021		26		248

		12/12/2021		34		251

		19/12/2021		32		258

		26/12/2021		11		247

		02/01/2022		27		254

		09/01/2022		22		262

		16/01/2022		19		255

		23/01/2022		21		250

		30/01/2022		19		244

		06/02/2022		28		248

		13/02/2022		20		255

		20/02/2022		42		265

		27/02/2022		29		271

		06/03/2022		39		284

		13/03/2022		21		275

		20/03/2022		25		276

		27/03/2022		19		273

		03/04/2022		28		281

		10/04/2022		25		281

		17/04/2022		25		285

		24/04/2022		33		273

		01/05/2022		19		266

		08/05/2022		43		276

		15/05/2022		39		282

		22/05/2022		37		295

		29/05/2022		36		298

		05/06/2022		44		301

		12/06/2022		35		302

		19/06/2022		38		300

		26/06/2022		34		301

		03/07/2022		29		286

		10/07/2022		35		286

		17/07/2022		31		282

		24/07/2022		29		285

		31/07/2022		31		282

		07/08/2022		33		271

		14/08/2022		30		267

		21/08/2022		33		269

		28/08/2022		47		276

		04/09/2022		27		275

		11/09/2022		29		274

		18/09/2022		24		271

		25/09/2022		42		288

		02/10/2022		31		286

		09/10/2022		33		286

		16/10/2022		42		283
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caseload 22-23

		Group 		Measure		16/10/2022		23/10/2022		30/10/2022		06/11/2022		13/11/2022		20/11/2022		27/11/2022		04/12/2022		11/12/2022		18/12/2022		25/12/2022		01/01/2023		08/01/2023		15/01/2023		22/01/2023		29/01/2023		05/02/2023		12/02/2023		19/02/2023		26/02/2023		05/03/2023		12/03/2023		19/03/2023		26/03/2023		02/04/2023		09/04/2023		16/04/2023		23/04/2023		30/04/2023		07/05/2023		14/05/2023		21/05/2023		28/05/2023		04/06/2023		11/06/2023		18/06/2023		25/06/2023		02/07/2023		09/07/2023		16/07/2023		23/07/2023		30/07/2023		06/08/2023		13/08/2023		20/08/2023		27/08/2023		03/09/2023		10/09/2023		17/09/2023		24/09/2023		01/10/2023		08/10/2023		15/10/2023

		Care Homes		Number Added to Pathway		42		26		45		35		25		29		34		36		24		32		32		19		46		45		37		38		32		30		24		37		27		35		37		33		25		19		40		33		19		26		36		32		31		30		26		22		36		27		21		18		20		22		26		27		28		31		30		31		21		24		28		29		29

		Care Homes		Total Caseload -inc CCRT		283		269		283		275		260		261		259		262		263		269		275		261		265		273		278		281		282		290		282		276		248		257		249		252		237		208		211		215		207		197		196		191		195		185		173		174		187		183		179		173		169		165		166		162		174		182		184		189		183		179		186		186		196

				Number Added to Pathway		Total Caseload -inc CCRT

		16/10/2022		42		283

		23/10/2022		26		269

		30/10/2022		45		283

		06/11/2022		35		275

		13/11/2022		25		260

		20/11/2022		29		261

		27/11/2022		34		259

		04/12/2022		36		262

		11/12/2022		24		263

		18/12/2022		32		269

		25/12/2022		32		275

		01/01/2023		19		261

		08/01/2023		46		265

		15/01/2023		45		273

		22/01/2023		37		278

		29/01/2023		38		281

		05/02/2023		32		282

		12/02/2023		30		290

		19/02/2023		24		282

		26/02/2023		37		276

		05/03/2023		27		248

		12/03/2023		35		257

		19/03/2023		37		249

		26/03/2023		33		252

		02/04/2023		25		237

		09/04/2023		19		208

		16/04/2023		40		211

		23/04/2023		33		215

		30/04/2023		19		207

		07/05/2023		26		197

		14/05/2023		36		196

		21/05/2023		32		191

		28/05/2023		31		195

		04/06/2023		30		185

		11/06/2023		26		173

		18/06/2023		22		174

		25/06/2023		36		187

		02/07/2023		27		183

		09/07/2023		21		179

		16/07/2023		18		173

		23/07/2023		20		169

		30/07/2023		22		165

		06/08/2023		26		166

		13/08/2023		27		162

		20/08/2023		28		174

		27/08/2023		31		182

		03/09/2023		30		184

		10/09/2023		31		189

		17/09/2023		21		183

		24/09/2023		24		179

		01/10/2023		28		186

		08/10/2023		29		186

		15/10/2023		29		196
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Weekly

		Week Commencing		Discharge Assessment Unit		Number Added to Pathway DTA, CCRT inc STCC (New patients)		Caseload DTA, CCRT and STCC (Patient on case load at end of the month)		Caseload at end of the month plus Discharge Assessment Unit (Total)

		10/3/21		40		27		247		287

		10/10/21		40		31		247		287

		10/17/21		40		29		255		295

		10/24/21		40		28		262		302

		10/31/21		40		21		260		300

		11/7/21		40		31		261		301

		11/14/21		40		41		272		312

		11/21/21		40		22		255		295

		11/28/21		40		18		241		281

		12/5/21		40		26		248		288

		12/12/21		40		34		251		291

		12/19/21		40		32		258		298

		12/26/21		40		11		247		287

		1/2/22		40		27		254		294

		1/9/22		40		22		262		302

		1/16/22		40		19		255		295

		1/23/22		40		21		250		290

		1/30/22		40		19		244		284

		2/6/22		40		28		248		288

		2/13/22		40		20		255		295

		2/20/22		40		42		265		305

		2/27/22		40		29		271		311

		3/6/22		40		39		284		324

		3/13/22		40		21		275		315

		3/20/22		40		25		276		316

		3/27/22		40		19		273		313

		4/3/22		40		28		281		321

		4/10/22		40		25		281		321

		4/17/22		40		25		285		325

		4/24/22		40		33		273		313

		5/1/22		40		19		266		306

		5/8/22		40		43		276		316

		5/15/22		40		39		282		322

		5/22/22		40		37		295		335

		5/29/22		40		36		298		338

		6/5/22		40		44		301		341

		6/12/22		40		35		302		342

		6/19/22		40		38		300		340

		6/26/22		40		34		301		341

		7/3/22		40		29		286		326

		7/10/22		40		35		286		326

		7/17/22		40		31		282		322

		7/24/22		40		29		285		325

		7/31/22		40		31		282		322

		8/7/22		40		33		271		311

		8/14/22		40		30		267		307

		8/21/22		40		33		269		309

		8/28/22		40		47		276		316

		9/4/22		40		27		275		315

		9/11/22		40		29		274		314

		9/18/22		40		24		271		311

		9/25/22		40		42		288		328

		10/2/22		40		31		286		326

		10/9/22		40		33		286		326

		10/16/22		40		42		283		323

		10/23/22		40		26		269		309

		10/30/22		40		45		283		323

		11/6/22		40		35		275		315

		11/13/22		40		25		260		300

		11/20/22		40		29		261		301

		11/27/22		40		34		259		299

		12/4/22		40		36		262		302

		12/11/22		40		24		263		303

		12/18/22		40		32		269		309

		12/25/22		40		32		275		315

		1/1/23		40		19		261		301

		1/8/23		40		46		265		305

		1/15/23		40		45		273		313

		1/22/23		40		37		278		318

		1/29/23		40		38		281		321

		2/5/23		40		32		282		322

		2/12/23		40		30		290		330

		2/19/23		40		24		282		322

		2/26/23		40		37		276		316

		3/5/23		40		27		248		288

		3/12/23		40		35		257		297

		3/19/23		40		37		249		289

		3/26/23		40		33		252		292

		4/2/23		40		25		237		277

		4/9/23		40		19		208		248

		4/16/23		40		40		211		251

		4/23/23		40		33		215		255

		4/30/23		40		19		207		247

		5/7/23		40		26		197		237

		5/14/23		40		36		196		236

		5/21/23		40		32		191		231

		5/28/23		40		31		195		235

		6/4/23		40		30		185		225

		6/11/23		40		26		173		213

		6/18/23		40		22		174		214

		6/25/23		40		36		187		227

		7/2/23		40		27		183		223

		7/9/23		40		21		179		219

		7/16/23		40		18		173		213

		7/23/23		40		20		169		209

		7/30/23		40		22		165		205

		8/6/23		40		26		166		206

		8/13/23		40		27		162		202

		8/20/23		40		28		174		214

		8/27/23		40		31		182		222

		9/3/23		40		30		184		224

		9/10/23		40		31		189		229

		9/17/23		40		21		183		223

		9/24/23		40		24		179		219

		10/1/23		40		28		186		226
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Number on Caseload - Weekly 



Caseload at end of the month plus Discharge Assessment Unit (Total)	44472	44479	44486	44493	44500	44507	44514	44521	44528	44535	44542	44549	44556	44563	44570	44577	44584	44591	44598	44605	44612	44619	44626	44633	44640	44647	44654	44661	44668	44675	44682	44689	44696	44703	44710	44717	44724	44731	44738	44745	44752	44759	44766	44773	44780	44787	44794	44801	44808	44815	44822	44829	44836	44843	44850	44857	44864	44871	44878	44885	44892	44899	44906	44913	44920	44927	44934	44941	44948	44955	44962	44969	44976	44983	44990	44997	45004	45011	45018	45025	45032	45039	45046	45053	45060	45067	45074	45081	45088	45095	45102	45109	45116	45123	45130	45137	45144	45151	45158	45165	45172	45179	45186	45193	45200	287	287	295	302	300	301	312	295	281	288	291	298	287	294	302	295	290	284	288	295	305	311	324	315	316	313	321	321	325	313	306	316	322	335	338	341	342	340	341	326	326	322	325	322	311	307	309	316	315	314	311	328	326	326	323	309	323	315	300	301	299	302	303	309	315	301	305	313	318	321	322	330	322	316	288	297	289	292	277	248	251	255	247	237	236	231	235	225	213	214	227	223	219	213	209	205	206	202	214	222	224	229	223	219	226	Caseload DTA, CCRT and STCC (Patient on case load at end of the month)	44472	44479	44486	44493	44500	44507	44514	44521	44528	44535	44542	44549	44556	44563	44570	44577	44584	44591	44598	44605	44612	44619	44626	44633	44640	44647	44654	44661	44668	44675	44682	44689	44696	44703	44710	44717	44724	44731	44738	44745	44752	44759	44766	44773	44780	44787	44794	44801	44808	44815	44822	44829	44836	44843	44850	44857	44864	44871	44878	44885	44892	44899	44906	44913	44920	44927	44934	44941	44948	44955	44962	44969	44976	44983	44990	44997	45004	45011	45018	45025	45032	45039	45046	45053	45060	45067	45074	45081	45088	45095	45102	45109	45116	45123	45130	45137	45144	45151	45158	45165	45172	45179	45186	45193	45200	247	247	255	262	260	261	272	255	241	248	251	258	247	254	262	255	250	244	248	255	265	271	284	275	276	273	281	281	285	273	266	276	282	295	298	301	302	300	301	286	286	282	285	282	271	267	269	276	275	274	271	288	286	286	283	269	283	275	260	261	259	262	263	269	275	261	265	273	278	281	282	290	282	276	248	257	249	252	237	208	211	215	207	197	196	191	195	185	173	174	187	183	179	173	169	165	166	162	174	182	184	189	183	179	186	Discharge Assessment Unit	44472	44479	44486	44493	44500	44507	44514	44521	44528	44535	44542	44549	44556	44563	44570	44577	44584	44591	44598	44605	44612	44619	44626	44633	44640	44647	44654	44661	44668	44675	44682	44689	44696	44703	44710	44717	44724	44731	44738	44745	44752	44759	44766	44773	44780	44787	44794	44801	44808	44815	44822	44829	44836	44843	44850	44857	44864	44871	44878	44885	44892	44899	44906	44913	44920	44927	44934	44941	44948	44955	44962	44969	44976	44983	44990	44997	45004	45011	45018	45025	45032	45039	45046	45053	45060	45067	45074	45081	45088	45095	45102	45109	45116	45123	45130	45137	45144	45151	45158	45165	45172	45179	45186	45193	45200	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	Number Added to Pathway DTA, CCRT inc STCC (New patients)	44472	44479	44486	44493	44500	44507	44514	44521	44528	44535	44542	44549	44556	44563	44570	44577	44584	44591	44598	44605	44612	44619	44626	44633	44640	44647	44654	44661	44668	44675	44682	44689	44696	44703	44710	44717	44724	44731	44738	44745	44752	44759	44766	44773	44780	44787	44794	44801	44808	44815	44822	44829	44836	44843	44850	44857	44864	44871	44878	44885	44892	44899	44906	44913	44920	44927	44934	44941	44948	44955	44962	44969	44976	44983	44990	44997	45004	45011	45018	45025	45032	45039	45046	45053	45060	45067	45074	45081	45088	45095	45102	45109	45116	45123	45130	45137	45144	45151	45158	45165	45172	45179	45186	45193	45200	27	31	29	28	21	31	41	22	18	26	34	32	11	27	22	19	21	19	28	20	42	29	39	21	25	19	28	25	25	33	19	43	39	37	36	44	35	38	34	29	35	31	29	31	33	30	33	47	27	29	24	42	31	33	42	26	45	35	25	29	34	36	24	32	32	19	46	45	37	38	32	30	24	37	27	35	37	33	25	19	40	33	19	26	36	32	31	30	26	22	36	27	21	18	20	22	26	27	28	31	30	31	21	24	28	

Caseload













Monthly

		Week Commencing		Discharge Assessment Unit		Number Added to Pathway DTA, CCRT inc STCC (New patients)		Caseload DTA, CCRT and STCC (Patient on case load at end of the month)		Caseload at end of the month plus Discharge Assessment Unit (Total)

		October 2021		40		136		260		300

		November 2021		40		112		241		281

		December 2021		40		103		247		287

		January 2022		40		108		244		284

		February 2022		40		119		271		311

		March 2022		40		104		273		313

		April 2022		40		111		273		313

		May 2022		40		174		298		338

		June 2022		40		151		301		341

		July 2022		40		155		282		322

		August 2022		40		143		276		316

		September 2022		40		122		288		328

		October 2022		40		177		283		323

		November 2022		40		123		259		299

		December 2022		40		124		275		315

		January 2023		40		185		281		321

		February 2023		40		123		276		316

		March 2023		40		132		252		292

		April 2023		40		136		207		247

		May 2023		40		125		195		235

		June 2023		40		114		187		227

		July 2023		40		108		165		205

		August 2023		40		112		182		222

		September 2023		40		106		179		219
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Number on Caseload at the of the Month 



Caseload DTA, CCRT and STCC (Patient on case load at end of the month)	October 2021	November 2021	December 2021	January 2022	February 2022	March 2022	April 2022	May 2022	June 2022	July 2022	August 2022	September 2022	October 2022	November 2022	December 2022	January 2023	February 2023	March 2023	April 2023	May 2023	June 2023	July 2023	August 2023	September 2023	260	241	247	244	271	273	273	298	301	282	276	288	283	259	275	281	276	252	207	195	187	165	182	179	Caseload at end of the month plus Discharge Assessment Unit (Total)	October 2021	November 2021	December 2021	January 2022	February 2022	March 2022	April 2022	May 2022	June 2022	July 2022	August 2022	September 2022	October 2022	November 2022	December 2022	January 2023	February 2023	March 2023	April 2023	May 2023	June 2023	July 2023	August 2023	September 2023	300	281	287	284	311	313	313	338	341	322	316	328	323	299	315	321	316	292	247	235	227	205	222	219	Discharge Assessment Unit	October 2021	November 2021	December 2021	January 2022	February 2022	March 2022	April 2022	May 2022	June 2022	July 2022	August 2022	September 2022	October 2022	November 2022	December 2022	January 2023	February 2023	March 2023	April 2023	May 2023	June 2023	July 2023	August 2023	September 2023	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	40	Number Added to Pathway DTA, CCRT inc STCC (New patients)	October 2021	November 2021	December 2021	January 2022	February 2022	March 2022	April 2022	May 2022	June 2022	July 2022	August 2022	September 2022	October 2022	November 2022	December 2022	January 2023	February 2023	March 2023	April 2023	May 2023	June 2023	July 2023	August 2023	September 2023	136	112	103	108	119	104	111	174	151	155	143	122	177	123	124	185	123	132	136	125	114	108	112	106	Monthly - Taken last Sunday of the month





Caseload





Summary Number Added to Pathway (not inc UHP Rehab)
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