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1. Introduction
The issue of delayed hospital discharge, which is where patients, who do not have the clinical criteria to live at home, remain in an acute bed, continues to be one of the most prolific quality and patient-safety problems in NHS England (NICE, 2015). There is disproportionate impact on older people: for example, on an average day, 13,000 people in England are delayed at hospitals, an increase from 12,201 per day in January 2022 to 13,750 per day in January 2026 (12% up) (Nuffield Trust, 2026; Age UK, 2026). This is linked with the broader demographic and clinical concept of frailty, which describes diminished physiological reserve, and results in an inevitable disproportionate susceptibility of older people to adverse outcomes after relatively trivial stressor events like hospital admission, (Clegg et al., 2013).
The size and price of the issue has increased significantly. The most recent King's Fund analysis estimates the cost of delayed discharges to the NHS as £2.66 billion in 2025/26, an increase of 7.5% compared to 2024/25, reaching £2.7 billion (King's Fund, 2026a; Age UK, 2026). It affects the elderly and those with the weakest bodies the hardest. According to the British Geriatrics Society (2026), 30% of older people (aged 90 and above) visiting EDs are spending 12 hours or more in the system, while long system-wide delays, such as discharge, are linked to an estimated 15,000 excess deaths in 2025. Unnecessary hospital stays are estimated to cost more than £328m (Alzheimer's Society, 2025) and more than 584,000 bed days of care for people living with dementia in 2024/25 alone.
This is not just a way of working problem; it is a quality of care problem and there is strong evidence to support this. There is independent evidence that being older is associated with a longer length of stay (Majeed et al., 2012), and structured and individualised discharge planning is supported by robust evidence from randomised trials that this has a negative effect on length of stay and on readmission rates when well-implemented (Shepperd et al., 2013). Long-stay delay data from the National picture since June 2024 breaks the delay down into subcategories: hospital processes, care transfer hub processes, NHS/community care interface processes, patient wellbeing, and capacity outside hospital, and for all of these time periods the most significant is the time spent outside hospital, in community and social care (CQC, 2025a; Lowdown NHS, 2026).
Pressure has been put on to act because of the policy context. The Urgent and Emergency Care Plan 2025/26 recognises the connection between discharge delay and corridor care, although there is no specific national target to reduce delay (Health Foundation, 2025), and a measure of the length of discharge delay is now included in the new league tables of the NHS hospital system. NICE guideline NG27 has defined expectations for discharge planning to be coordinated and person-centred, with a designated named discharge coordinator (NICE, 2015) for every adult with social care needs.
This report explores delayed discharge as a quality issue in a hospital and its associated health and social care providers based on the case study identified in Part 1. In Section 2, the Fishbone Diagram and the Five Whys were applied to critically examine the causes of delay (both peer-reviewed and policy evidence) and then a SWOT analysis was used to appraise the organisation's strategic position. In section 3, evidence-based, actionable recommendations are presented, in line with PDSA, PDCA, Lean & Six Sigma methodologies with implementation steps, stakeholders, anticipated barriers and evaluation measures, as well as critically appraising the limitations of the methodologies. Section 4 ends with a summary of the key findings, but no evidence is introduced here.
2. Main Body: Analysis of Root Causes
2.1 Rationale for the Selected Frameworks
Root cause analysis and strategic analysis tools were chosen as they have both been used to help tackle a problem that is widely recognised as one of delayed discharge, which is a multifactorial, system level issue rather than a single failure (King's Fund, 2023). The Fishbone Diagram, created by Ishikawa (1976) for manufacturing quality control, and the Five Whys were selected to take the step from descriptive to explanatory, and to provide an account of causation, rather than description. The Donabedian model was chosen because it is the most popular model used to structure quality assessment in health care and aligns with structure-, process-, and outcome-related causes of delay (EBSCO, n.d.; De Rosis et al., 2024). This causal understanding was then translated into an organisational position, by using a strategic planning tool developed in the 1960s-1970s, and formalized by Humphrey (2005), known as SWOT analysis. A multiple approach (more than one of these frameworks) also reduces the “deficiencies” of individual tools described in more detail in Section 2.6. 
2.2 Fishbone (Ishikawa) Diagram: Root Causes of Delay
The Fishbone technique was applied to the case study organisation and the causes of delayed discharge group together in five categories summarised in Table 1. This is based on national data, which, from June 2024, has been mandatory for acute trusts to share with NHS England (Lowdown NHS, 2026) on a daily basis the reasons for delays for 14 days or more.


	Cause category
	Contributing factors (evidenced)

	People / Workforce
	In spite of the best efforts of the sector to reduce vacancy rates they remain at around 96,000 at 6.2% of all adult social care jobs in 2025/26, three times the wider economy vacancy rate, and the sector will require an additional 410,000 jobs by 2040 to cope with the demands from an ageing population (Skills for Care, 2025); there is also a dependency on a senior clinician sign-off for discharge that contributes to delay (Majeed et al., 2012).

	Process
	Sequential (not parallel) assessments; late initiation of discharge planning; poor communication and medicines-information transfer between professionals at the time of discharge (NICE, 2015).

	Policy / System
	Short-term funding only for discharge schemes to prevent system redesign; lack of common local understanding of root causes between health and social care partners (King's Fund 2023).

	Capacity (community)
	Lack of home-care hours, reablement places and residential/nursing care home beds; regional variation, for example the North East region has the lowest number of homecare services per 100,000 older people in England (CQC, 2024).

	Patient / Family
	Delays in decision making within family, in providing housing adaptations, equipment and/or eligibility for funding; patient or family preferences that cause disagreement about discharge destination (King's Fund, 2018).



This categorisation shows that although hospital-based factors (workforce, process) are important, the largest single driver of long-stay delay (14 days or more) is external to the hospital: waits for home-based care and care home beds accounted for 45% of long-stay delays in April 2024, rising to a combined 49% for capacity and rehabilitation/reablement access by March 2025 (CQC, 2024; CQC, 2025b).
2.3 Five Whys Analysis
The Five Whys technique was applied to the recurring issue of an older patient (those who are medically fit) staying in an acute bed and it was used to uncover a systemic root cause, as listed in Table 2.
	Question
	Response

	1. Why is the patient still in hospital?
	They are physically healthy but home care package or reablement placement is not in place. 

	2. Why has the care package not been arranged?
	The community provider will not be able to take on a new referral immediately.

	3. Why is community capacity insufficient?
	Local domiciliary and reablement services are not providing the service required to meet demand (CQC, 2024).

	4. Why is capacity below required levels?
	There is still a higher proportion of social care staff who are on average paid less than the wider economy, and while the number of vacancies and turnover have been improving, these rates are still structurally higher than the wider economy (Skills for Care, 2025; King's Fund, 2023). However, short term, non-recurrent funding to support the provision of social care over the winter months does not lead to the permanent expansion of provision.

	5. Why does funding remain short-term?
	One-off in-year discharge funding has been provided in the past – rather than long-term ring-fenced investment in community and social care infrastructure – as part of national policy (King's Fund, 2023).



This analysis suggests that many individual delays identified as operational issues at ward level stem from a lack of structural investment in the capacity of community and social care to address these issues, which offers support to King's Fund (2023) analysis that short-term funding models are not allowing the necessary long-term system redesign to solve discharge delays sustainably. It also highlights an overarching problem with the 5 Whys approach – it assumes that the problem has one linear chain of cause which may not actually be the case, as there are likely to be several other causes, both workforce and funding, process and patient, working simultaneously rather than sequentially (King's Fund, 2017).
2.4 Donabedian Structure-Process-Outcome Model
The Donabedian model provides a framework to assess quality in three interrelated areas: structure (resources and organisational context), process (interactions and activities providing care) and outcomes (effects of care on patients) (EBSCO, n.d.; De Rosis et al., 2024). Table 3 is an application of the model to the case of delayed discharge.
	Dimension
	Application to delayed discharge

	Structure
	Capacity for community beds and domiciliary care services; establishment of the social care workforce (Skills for Care, 2025); interoperability between hospital and community information technology systems; regional variation in the availability of services (CQC, 2024; Nuffield Trust, 2026).

	Process
	Admissibility of multidisciplinary and comprehensive assessment of patients; presence of named discharge coordinator; quality of communication and medicines reconciliation at the time of handover; adoption of “Home First” and “Discharge to Assess” pathways (NICE, 2015; CQC, 2025a; Ellis et al., 2011).

	Outcome
	6.75 million bed days lost due to delays of 7 days or more in 2025/26; financial cost of £2.66 - 2.7 billion; deconditioning, infection, and loss of patient's independence; patient reported experience of discharge (Age UK, 2026; King's Fund, 2026a; Majeed et al., 2012; CQC, 2025a).



The model shows us that a lack of structural capacity limits process performance and that process performance leads to poor outcomes, which is what the Fishbone and Five Whys showed us above. Such a structure-process-outcome logic is backed by good individual-discharge-planning clinical-trial evidence: a Cochrane review of individual-discharge-planning involving a tailored, structured plan suggested that there were likely to be a reduction in length of hospital stay and readmission when the process quality was improved (Shepperd et al., 2013); a BMJ meta-analysis of individual-discharge-planning, which included a multidisciplinary, structured process, demonstrated that patients receiving individual-discharge-planning were significantly more likely to be alive and living at home at follow-up than patients receiving standard care (Ellis et al., 2011). These results collectively indicate that investments in process quality (in addition to structural capacity) yield measurable outcome benefits and further support the recommendations in Section 3.
2.5 SWOT Analysis
	Strengths
	Weaknesses

	Home First"/Discharge to Assess models already established in many systems; clear evidence-based national guidance provided in NICE NG27; current multidisciplinary team arrangements; strong evidence base (CGA, individualised discharge planning) for effective interventions (NICE, 2015; CQC, 2025a; Ellis et al., 2011; Shepperd et al., 2013).
	Fragmented process of interface between hospital and community/social care; inconsistent approach to appointing discharge coordinators; social care vacancies and churn still high, despite recent improvements, compared to the wider economy (Lowdown NHS, 2026; Skills for Care, 2025).

	Opportunities
	Threats

	Integrated Care Systems offer a means for joint ownership of the issue at the system level; including discharge delay indicators in the new hospital league tables raises awareness and accountability (Health Foundation, 2025); shared care records via digital means; the decreasing social care vacancy rate presents an opportunity (Skills for Care, 2025).
	Short-term, non-recurrent winter funding; increased demand due to older populations with multimorbidity and frailty (Clegg et al., 2013); stricter immigration controls hindering international recruitment to social care; fragile market conditions (King's Fund, 2023; King's Fund, 2026b).



2.6 Critical Evaluation of the Frameworks
These are all lenses with their own strengths and weaknesses that need to be recognised at a Level 7 analysis. The Fishbone and Five Whys techniques can help to build a visual and common understanding of cause but can easily become tools for a ‘‘blame game'’ if not used appropriately, as the King's Fund (2017) has previously noted, where ‘‘just the blame game'’ is a failure in the system as a whole because problems are blamed on a single agency rather than on the failure in the system. Criticism of the Donabedian model has been voiced because it disproportionately emphasizes the provider's point of view, with the outcome dimension emphasizing ‘hard’ outcomes like bed days and readmissions rather than patient-reported outcomes and experiences (De Rosis et al., 2024). However SWOT analysis is a strategic snapshot which is static and does not provide information on the relative importance of each factor or on the interaction between them over time, and therefore should be used in conjunction with, rather than as a replacement for, causal tools like the Fishbone Diagram.
Another, cross-cutting constraint is the quality of the evidence base for improving quality. While quality improvement is generally promoted as a goal for healthcare, the results are truly mixed, and in part because quality improvement programs are often small-scale, short-term projects managed by employees who may not have the authority or resources needed to drive change in the long term (Dixon-Woods and Martin, 2016). This caveat is specifically applicable to the recommendations put forward in Section 3 and is covered in more detail in Section 3.4.
3. Recommendations
The following recommendations are directly from the root causes identified in Section 2, and are organised in the context of two recognised methodologies for quality improvement, PDSA/PDCA (iterative, small-scale testing) and Lean Six Sigma (process efficiency redesign). Published clinical and organisational evidence of effectiveness is also used as a basis for each recommendation.
3.1 Recommendation 1: Test and Spread a Structured Discharge-Coordinator and CGA Model via PDSA
The single named discharge coordinator for all older patients with social care needs outlined in NICE NG27 and early comprehensive geriatric assessment (CGA) should be piloted on a small scale before being rolled out trust-wide. This is supported by strong evidence: the BMJ meta-analysis of RCTs by Ellis et al. (2011) showed that the discharge of older medical patients using CGA was associated with a significantly shorter hospital length of stay at follow-up compared to those discharged by general medical care; the Cochrane review by Shepperd et al. (2013) indicated that individualised discharge planning may lead to a reduction in the length of stay of older medical patients at follow-up.
	PDSA stage
	Action

	Plan
	Identify 2 wards with significant numbers of older patients admitted; specify a change to the system (a named coordinator and CGA screen within 24 hours of admission); establish measurable target (average delay for medically fit patients by 20% within 12 weeks) and predict the impact (Langley et al., 2009).

	Do
	Implement coordinator and CGA process on the pilot wards for a specific test period and gather data on time-to-assessment and time-to-discharge on a daily basis.

	Study
	Compare pilot-ward performance to non-pilot wards and to baseline; examine if the predicted improvement was realised and why, in line with recognised standards of PDSA reporting (Taylor et al., 2014).

	Act
	To adapt the model based on learning (e.g. reduce coordinator caseload) and then sequentially spread to other wards in the project area through PDSA cycles (AQuA/NHS England and NHS Improvement, 2023). 



Stakeholders are ward nursing and medical staff, geriatricians, social workers, care transfer hub, patients and family, and the improvement/quality team who will be aiding in the collection of data. Staff capacity to accept a role as a coordinator and resistance to change role are anticipated as barriers which can be overcome through backfill funding and early clinical engagement (King's Fund, 2023). Median delay in days, percentage discharged by noon, 30 day readmission and patient/carer-reported experience of coordination should be tracked for evaluation.
3.2 Recommendation 2: Standardise the "Home First"/Discharge to Assess Pathway Using PDCA
The patient should be discharged from hospital to their own home or a short term location in the community for the purpose of assessing the needs, which should be continuous, according to the national ‘discharge to assess’ practice (CQC, 2025a). The Plan-Do-Check-Act cycle is suitable here as it is a pathway that is already in place in many systems that needs to be standardised and controlled, not explored. Plan: agree pathway (standard operating procedure) and eligibility with ICB and LA; Do: implement the pathway across all relevant specialities; Check: review how well the pathway is being adhered to and how effective it is, monthly, against agreed key performance indicators; Act: integrate good practice into standard practice; ensure that any persistent capacity gaps are raised with system leadership. The key stakeholders are those of the ICB, local authority commissioners, domiciliary/care providers and those responsible for discharge. The greatest challenge is related to the limited capacity available downstream, a system-wide issue and will require jointly developed investment cases to the Integrated Care Board (ICB) to support with work force data from Skills for Care (2025) and King's Fund (2025).
3.3 Recommendation 3: Apply Lean Six Sigma DMAIC to Reduce Discharge Process Cycle Time
Lean SIX Sigma (DMAIC) should be applied to deal with inefficiency in the internal hospital process. This approach has been shown to be effective in other comparable settings: a 627-bed US academic medical centre that applied it saw a statistically significant increase of 7.5 percentage points in the proportion of patients discharged by noon, compared to a control group (Molla et al., 2018); and a Dutch level-1 trauma centre that redesigned its discharge procedure using Lean Six Sigma saw a sustainable reduction in average length of stay (Niemeijer et al., 2010). Improvement actions: Introduce geographic consultant cohorting and pre-noon multidisciplinary huddles; Control by implementing statistical process control charts that measure discharge time against target; Analyse root causes – sequential ward-round and pharmacy and transport processes; Measure discharge-time distribution.
The stakeholders involved are ward consultants, nursing teams, the pharmacy, transport and hospital operations management. Enablers that are acknowledged to support successful Lean Six Sigma implementation in healthcare include clinician time to attend huddles and initial resistance to standardised ward rounds, highlighting the need for clinical leadership and a visible level of senior clinician support (Molla et al., 2018). The expected outcomes of the project are based on similar published research projects and are likely to be a greater proportion of discharges before 12pm, reduced bed days lost to delay and an impact downstream of the project on corridor care and ambulance handover delay, as has been seen in comparable projects (Health Foundation, 2025; King's Fund, 2026a).
3.4 Cross-Cutting Evaluation Strategy and Critical Considerations
In each of the three recommendations, a range of process measures (percentage of patients who have a coordinator assigned before 24 hours, percentage of patients discharged by noon), outcome measures (bed days lost due to delays of 7 days or more, the percentage of patients readmitted within 30-days) and patient-experience measures (a brief survey of the discharge experience (CQC, 2025a); a survey of older people's post-discharge experience) are recommended (CQC, 2025a). The local improvement will be reported to the trust's quality and safety committee and to the Integrated Care Board, ensuring alignment with the national discharge metrics included in the league tables of NHS hospitals (Health Foundation, 2025).
The weaknesses of the PDSA approach in the broader literature should be considered when governing such cycles, however. In summary, few published PDSA projects included true iterative cycles and even fewer followed the recommended sequence of small-scale testing to large-scale testing as detailed by Taylor et al. (2014), rendering the application of PDSA sometimes ill-understood and therefore its evidence for impact very unclear. Similarly, Dixon-Woods and Martin (2016) warn that quality improvement initiatives tend to be time constrained and under-resourced in terms of the amount of change they seek to achieve. To curb this, the recommendations above include measurable objectives, specific data collection periods and a clear progression of cycles of escalating levels of action, and are best conducted by staff with a specific time allotted to improve and with authority to act, instead of a one-off, informal exercise.
















4. Conclusion
Around 13,750 older adults wait in hospital unnecessarily every day, on average, in January 2026, and this represents a significant financial cost of NHS England – estimated to be close to £2.7 billion in 2025/26 – as well as being a longstanding, quality issue. Utilising the Fishbone Diagram and Five Whys techniques, it was identified that there is a lack of capacity in the community and social care sector, which is often poorly funded, short-term funded and of poor quality, and that this is the most important factor to address as it is the biggest factor causing delay and is most prevalent; it was also identified that the social care workforce, although it has recently been improved, is structurally under pressure. The Donabedian model illustrated the relationship between weaknesses in structural capacity as they are manifested in the discharge processes, leading to poor patient and system outcomes, and emphasized the magnitude of strong evidence at the trial level that quality efforts in the process (comprehensive geriatric assessment and individualised planning for discharge) had measurable benefits on survival, independence, and length of stay. SWOT analysis revealed that although the strong national guidance, evidence base and existing evidence-based discharge to assess models are strengths, they are shadowed by workforce and funding issues and are threatened by the increasing ageing population.
Each of the recommendations in this report is based on published evidence of effectiveness in similar settings, and also moderated by a realistic evaluation of the mixed evidence of effectiveness for quality improvement methods when implemented at low fidelity, as it would be in this setting. Each of the recommendations in this report is supported by published evidence of effectiveness in similar settings, but also tempered by the honest assessment of the mixed quality-improvement fidelity evidence when applied. They together represent the internal, hospital-controllable causes of delay, and also the external drivers of community-capacity delay, which the evidence base indicates are the main causes of long-stay delayed discharge, through a system-level approach to engaging stakeholders in the community. Sustained improvement will however require the broader policy context, such as moving from a one-off funding approach in the winter to long-term investment in community and social care infrastructure and workforce.
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