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1. Introduction 

1.1) This operating framework supports people’s timely, effective discharge from an NHS inpatient setting, to a setting which meets their diverse needs. It applies to all adult inpatients in NW London NHS settings and needs to be utilised during pre-operative assessment and during admission to ensure that those who are assessed as no longer meeting the criteria to reside can leave hospital in a safe and timely way. 

1.2) This operating framework is aligned to the current national policy on effective discharge, ‘The Hospital Discharge and Community Support Policy’ released on 31st March 2022 (updated on 1st July 2022): https://www.gov.uk/government/publications/hospital-discharge-and-community-support-guidance and is based on existing good practice.

1.3) Section 91 of the Health and Care Act came into force on 1 July 2022. It revokes procedural requirements in Schedule 3 to the Care Act 2014 which require local authorities to carry out long-term health and care needs assessments, in relevant circumstances, before a patient is discharged from hospital. However, locally it is recognised that early notification is beneficial for adult social care and as such is reflected in our locally agreed pathway (see appendix 8). 

1.4) Section 91 of the Act also introduces a new duty for NHS trusts and foundation trusts to involve patients and carers (including young carers) in discharge planning. This applies in situations where an adult patient is likely to need care and support after their hospital discharge, and the trust considers it appropriate to involve them or their carers in planning their hospital discharge. The new duty states that this should be done as soon as is feasible after the trust begins making any plans relating to the patient’s discharge. Under this duty, a carer is defined as an individual who provides or intends to provide care for an adult, otherwise than by virtue of a contract or as voluntary work. 

1.5) Patient engagement and involvement are central to the process for managing choice on hospital discharge. The term patient is used here to describe an individual who has been admitted to NHS inpatient settings. Oral or written communication with the patient applies equally or alternatively to communicating with the patient’s representative, as appropriate and with consent.

1.6) Multi-disciplinary hospital discharge teams and transfer of care hubs, comprising professionals from all relevant services across the sector (such as health, social care, housing and the voluntary sector), should work together so that, other than in exceptional circumstances, no one should transfer permanently into a care home for the first time directly following an acute hospital admission. Everyone should have the opportunity to recover and rehabilitate at home (wherever possible) before their long-term health and care needs and options are assessed and agreed. This approach reduces exposure to risks such as hospital-acquired infections, falls and loss of physical and cognitive function by reducing time in hospital, and enables people to regain or achieve maximum independence as soon as possible. It also supports hospital flow, maximising the availability of hospital beds for people requiring this level of inpatient care and elective surgery.

1.7) The consequences of a patient1 who no longer meets the criteria to reside remaining in a hospital bed might include:
· Exposure to an unnecessary risk of hospital acquired infection2;
· Physical decline and loss of mobility / muscle use3;
· Sleep disturbance and symptoms of sleep deprivation
· Adverse impact of the mental and psychological health and wellbeing in an unfamiliar environment
· Frustration and distress to the patient and relatives due to uncertainty during any wait for a preferred choice to become available;
· Increased patient dependence, as the hospital environment is not designed to meet the needs of people who do not meet the criteria to reside4;
· Severely ill patients being unable to access services due to beds being occupied by patients who do not meet the criteria to reside

1.8) Patients and families can find it difficult to make decisions and/or make the practical arrangements for a range of reasons, such as:
· A lack of knowledge about the options and how services and systems work;
· Concerns about either the quality or the cost of care;
· Feeling that they have insufficient information and support;
· There is uncertainty or conflict about who will cover costs of care;
· Concerns about moving into interim accommodation and then moving again at a later stage
· The choices available do not meet the patient’s preferences
· Concerns that their existing home is unsuitable, cold or needs work done to ensure a safe environment for discharge
· Worry about expectations of what family and carers can and will do to support them.
· Concerns about access arrangements and contact with family and friends during their stay because of infection control measures 

2. Purpose

2.1) The purpose of this operating framework is to ensure that choice is managed sensitively and consistently throughout the discharge planning process, and people are provided with effective information and support to make an informed choice.

2.2) This operating framework sets out a framework to ensure that NHS inpatient beds across NW London providers will be used appropriately and efficiently for those people who require inpatient care, and that a clear process is in place for when patients remain in hospital longer than is clinically required.

2.3) Where the patient lacks Mental Capacity to make5 decisions about discharge from hospital, then the application of the  operating frameworkshould be adapted as explained in Appendix 2, following the Mental Capacity Act 2005.

2.4) When implemented consistently, this operating framework should reduce the number and length of delayed discharges and result in patients being successfully transferred to services or support arrangements where their needs for health and care support can be better met. Ultimately it aims to improve outcomes for patients.

2.5) This operating framework includes all patients, including those with very complex care needs, who may have been in hospital for many months or years, and people at the end of life.

2.6) This operating framework is to be used in conjunction with local site / Borough discharge policies and is for use by all staff with responsibility for arranging the safe discharge of patient

2.7) This operating framework, where relevant will also apply to community trusts (specifically community rehabilitation units and units used for transfers of care).


3. Principles 

Supporting people to make decisions 

3.1) Patients should be supported to make fully informed decisions, with input from their wider family or unpaid carers (where appropriate, and where the individual consents) or their Independent Advocate. This process should be person-centred, strengths based, and driven by choice, dignity and respect. The principles of the 6Cs6 should be applied to this process – care, compassion, competence, communication, courage and commitment.

3.2) Patients should not be expected to make decisions about their long-term future while in hospital and therefore a home first, strength based approach will be used. Home care, reablement or intermediate care/placement will be explored to support discharge. Permanent long term care arrangements are only considered at the point of hospital discharge in specific circumstances as outlined in the National Framework for NHS Healthcare and NHS Funded Nursing Care7 (Appendix 3).

3.3) In most circumstances any package of care or initial placement is temporary and will take into account a patient’s preferences where possible. Assessment and planning for long term care normally occurs after discharge from hospital. This is the opportunity for the patient to express their needs in detail. Every attempt will be made to meet the needs of every patient, although it may not always be possible for them to be fully met. The reasons for this will be explained clearly at the time. 

3.4) Patients, and the people who support them, should be provided with high quality information, advice and support in a format that is accessible to them8, as early as possible before or on admission and throughout their stay, to enable effective participation in the discharge process and in making an informed choice.

3.5) All NHS hospital staff will assume that a patient is returning home/ usual place of residence, unless they are made aware, by community based services or family members, of circumstances that prevent this from occurring.

3.6) Patients or their advocates should be involved in all decisions about their care, as per the NHS Constitution, and should be provided with high quality support and information in order to participate with discharge planning, where possible. In the context of a discharge decision, the information relevant to the decision will include an understanding of their care needs on discharge and options available.

3.7) Many patients will want to involve others to support them, such as family or friends, carers or nominated representative. Where the patient has capacity to make their own decisions about confidentiality and information sharing, confidential information about the patient should only be shared with those others with the patient’s consent.

3.8) Where the patient has been assessed as lacking Mental Capacity in this respect, information may be shared in their best interests in accordance with requirements set out in the Mental Capacity Act 2005 Code of Practice9 and Appendix 2 of this document. The responsibility to share essential information in the best interest of the patient is supported by Caldecott Guardian Principle 7 and under public task responsibilities in GDPR.

3.9) Where someone is providing care or considering providing care post-discharge, unpaid as a carer, they must be informed and invited to be involved in the discharge process and informed about their rights and sources of support. Any request to attend relevant meetings will give a minimum of 24 hours’ notice, carers are expected to prioritise attendance and not contribute to delays in discharge by postponing. People have a choice about whether or not to provide care for other adults and people must be informed about their choices when establishing whether they are willing and able to provide care. Practitioners should be aware of young carers and young adult carers, working with them respectfully and appropriately and ensuring they have the necessary support in place10. 

3.10) Carers must be offered, where appropriate, the information, training and support they will need to provide care following discharge.11 A carer’s assessment may be undertaken with informal carers to support discharge; however, this may occur after the patient leaves hospital. This is particularly important when the carer is under 18 years of age.

3.11) When carers have their own social worker, particularly when carers are children10 or young adults, the social workers should be involved early in the discharge discussions in hospital. 

3.12) The process of offering choice of care provider and/or discharge destination will be followed in a fair and consistent way and there will be an audit trail of this process.

3.13) Interactions with patients will acknowledge and offer support to address any concerns.

3.14) The impact of the patient’s ill health on any children in the family10, regardless of whether they will be taking on a caring role should be considered as early as possible in the discharge planning process. A referral to social services for support may be required. 

3.15) If a patient is not willing to accept any of the available, appropriate alternatives, then they will be discharged from their inpatient bed to a safe alternative option. This will only occur after following due process, as required, and will include providing appropriate warning of the risks and consequences of remaining in hospital. This option would only be pursued following the offer and rejection of available, appropriate options of care and where possible safeguards and risk assessments (see section 4 function 6a). For patients who may lack Mental Capacity to make their own discharge decisions, see Appendix 2.

Timely discharge from acute care

3.16) Once a patient no longer meets the criteria to reside (see Appendix 9) timely discharge enables them to maximise their opportunity for recovery and/or rehabilitation. Remaining in hospital can have a negative impact on their health outcomes.

3.17) Patients do not have the right to remain in hospital longer than required12

3.18) Except where a patient with the relevant capacity has made an informed decision to discharge themselves against the advice of health or social care professionals, the discharge process must not put the patient or their carers at risk of harm or that could breach their right to respect for private life. It should not create a situation whereby the independence of the carer or the sustainability of their caring role is jeopardised.

3.19) Planning for effective transfer of care, in collaboration with the patient and/or representatives and all Multi-Disciplinary Team (MDT) members, should be commenced at or before admission, or as soon as possible after an emergency admission. The principles of SAFER patient flow bundle13 should be applied to support timely discharge. Early planning should include referral to relevant agencies to support discharge e.g. Housing assessments and support to ensure early intervention

3.20) The process and timelines within this operating framework should be clearly communicated to the patient so that by the time a patient no longer meets the criteria to reside they are aware of, and understand the discharge process, the decisions and actions that they may need to undertake and the support they will receive.

3.21) When a patient’s needs have changed during the admission the patient will be provided with an initial care package or placement if needed, once they cease to meet the criteria to reside. The opportunity to participate in a full assessment of their long term needs, if required, will take place once they have had a chance to recover from their acute or community hospital admission and had time to consider how they would like their longer term needs to be met. This will be incorporated into their longer term care plan, individual choices will be respected and met, where this is financially and logistically possible.

3.22) If a patient’s preferred care placement or package on discharge is not available when they cease to meet the criteria to reside, an available alternative which is appropriate to their health and care needs on discharge will be offered on an interim basis, whilst they await availability of their preferred choice. 

Discharge from community bedded care and transfers of care 

3.23) Whilst this operating framework in the main concerns discharge from acute care, the principle of timely discharge also applies to community units (rehabilitation and intermediate care)
3.24) All system partners will work to ensure that steady throughput continues at all in community beds
3.25) Local authority and CHC teams will work to ensure patients are discharged out of community beds in a timely manner, where they are responsible for onwards placement or care of patients 
3.26) Where patients are discharged out of acute care into community as a step down transfer of care, this operating framework is effectively extended into that setting of care.

Funding arrangements

3.27) This operating framework applies equally to people regardless of the funding arrangements and the nature of their ongoing care.

3.28) Those self-funding care will be offered the same level of advice, guidance and assistance regarding choice as those fully or partly funded by their local authority or NHS Continuing Healthcare (CHC), although it is likely that some of the content will need to differ.  

3.29) A full assessment for NHS CHC should only be undertaken where the longer-term needs of the individual are clear. In the majority of cases, these assessments should be conducted outside of hospital within a reasonable time frame and should not be a reason for delaying discharge to care outside of hospital. However, if the individual has a ‘rapidly deteriorating condition which may be entering a terminal phase’ the NHS CHC Fast Track Pathway should be considered. This should be in line with the ‘National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care guidance revised July 2022.







4. Discharge Process Functions

The table below sets out the functions of the discharge process. This should be viewed in conjunction with the step by step process outlined in the NW London Discharge Process map in Appendix 8.




Function 1 – Providing standard information and support

a. Discussions about discharge will start with the patient before (for planned admission) or as soon as possible after admission.

b. A Discharge coordinator14 will be identified for each patient and they will explain the discharge planning process to the patient on admission.

c. Discharge expectations will be discussed with the patient and supported using the written Factsheet A (Appendix 5).

d. The discharge coordinator will ensure that the patient is aware of this framework and of the circumstances in which a short term package of care or placement might be necessary before being assessed for more permanent solutions, where the possibility expressing preferred choices can be made. This will also include any funding implications to the patient that may be associated with additional care needs. All communication will clearly set out in the process that the hospital will follow in order to work towards the patient’s safe and timely discharge when their need for inpatient treatment ends. It should be made clear that they will receive advice and support in making a decision15.

e. All patients will be given an Estimated Date of Discharge (EDD) as soon as possible after admission by a consultant or senior clinician. Regular review and discussion about the EDD as part of ‘board rounds’16 will ensure all parties understand when support will be required to facilitate discharge.

f. Patients should be involved in all decisions about their care17 and supported to do so, where necessary.

g. At this point, it should be clearly identified who else the patient wishes to be informed and/or involved in the discussions and decisions regarding discharge, and appropriate consent received (if the patient lacks Mental Capacity then other legal basis needs to be established – see Appendix 2). This can include, but is not limited to, any formal or informal carers, friends and family members.

h. Patients who are on a DoLs should have an independent advocate assigned who will ensure their voice is heard through the whole discharge planning process, see Appendix 2

i. The discharge coordinator will ensure that any carer(s) of the patient are identified and supported through the discharge process. This includes providing information on Carer’s Assessments and support services and/or referrals to the relevant support services. They will provide Fact Sheet C to support this conversation. Ensuring the carer has adequate support in place for discharge will reduce the risk of unnecessary readmission of the patient. 

j. The discharge coordinator will ensure that patients are made aware of support available within the voluntary sector and make referrals where appropriate. 






Function 2 – Assessing need to support discharge

a. The likelihood of the patient and any carers needing health (including mental health) care, social care, housing, or other support after discharge will be considered as soon after admission as possible.

b. The discharge co-ordinator will ensure that timely referrals to relevant services are completed to address any ongoing health, housing or social care needs the patient may have, this includes early assessment notification for local authorities to identify any social needs. Referrals will be completed using a patient centred approach and with the patient’s consent. 

c. The support a person may need to support discharge may be through voluntary sector services, where patients have needs but are not eligible for statutory services (see appendix x for summary of what is available in each borough). 

d. If a patient is likely to have ongoing health needs that may come under NHS Continuing Healthcare, the continuing healthcare team will be informed and referral made. If a CHC checklist or DST is indicated this will normally take place outside of hospital. See CHC policy, appendix 3 (TBC).

e. It should be made clear to the patients (and their carers, where appropriate) what the assessments are for, and what further assessments they can expect in the places they are transferred to.

f. Local trusted assessor arrangements should be followed where applicable.

g. Care should be taken to ensure that the Trust meets its duty to serve an assessment notice and a discharge notice as appropriate on the local authority where it appears that the patient’s discharge may be unsafe without the provision of appropriate care, and some cases may justify an adult safeguarding referral, including for cases which may amount to self-neglect. 

h. Any carers of the patient should be advised of their rights to have a carers’ assessment, with appropriate information and support, and referral to relevant support services. Sharing Fact Sheet C with them can support this conversation (Appendix 5).

i. Patients should be informed of the rights they have to complain about decisions made about their need for support.

Function 3 – Preparing for discharge 

a. Preparing for discharge should be completed well in advance of the EDD, where possible and will require a discharge destination to have been identified.

b. Explain the process to the patient and ensure they are aware of all timelines and steps. All possible efforts should be made to support people to return to their usual place of residence, with options around home care packages and housing adaptations considered. Letter B (version dependent upon destination) will be prepared and given to the patient by the discharge coordinator to support this discussion (Appendix 5). 

c. If the patient is identified as having care needs to support discharge, they will be referred to the appropriate team.

d. Information will be provided to the patient about the care options available to them either at home or in a placement. If required, a Care Act or CHC Checklist19 may be completed, this will normally occur following discharge once recovered or level of long term need established. If not eligible to progress to a CHC assessment a level of contribution to the long term care/placement may be required and is dependent on the completion of a financial assessment. The allocated social worker will be able to provide additional information about this process once discharged from hospital. 

e. The patient should be directed to the local advocacy service for advice and information regarding advocacy, if required.20

f. Self-funders should be provided with the same level of information, advice and support as people whose care is being funded by the NHS or the local authority21

g. The discharge coordinator will discuss discharge plans with the patient regularly. The discharge coordinator will consider patient’s wishes regarding discharge plans, if concerns are brought to their attention.

h. Every effort should be made to ensure that patients are involved in all stages of decisions that affect them, and that their agreement to such decisions is obtained. Patients should be informed of the right they have to complain and provided with details of how to do so, including recourse to formal complaints procedures and statutory agencies.

i. By giving appropriate information on packages of care or placements, clarifying concerns and giving Letter B to the patient there should be no delay in their discharge (Appendix 5).

j. Patients do not have the right to remain in hospital longer than required23 However, they do have the right to “respect for a private life” and not to be treated in an inhuman or degrading way. Therefore, it is crucial for the hospital to ensure that the planned transfer is appropriate and in line with human rights legislation.24

k. The discharge coordinator will advise the patient that the hospital will expect discharge to be achieved within the agreed timescale.

Function 4 – Packages and Placements 

a. If indicated, an appropriate package of care or placement will be offered and coordinated to facilitate a safe and timely discharge. A short term option may be required to enable the patient to recover or where the specific package, placement, or adaptation is not yet available. In some cases, it is possible that there may be only one appropriate option, and the rationale for this must be explained. Patients do not have the right to reside in hospital to wait for their preferred option to become available.

b. If it is known that the placement / package is to be funded or provided by the NHS, the Continuing Healthcare Team will advise the patient of the option/s available, based on their individual needs.

c. If it is known that the placement / package is to be funded by social services, a social worker will advise the patient of the option/s available, based on their individual needs, and the option to top-up. Particular consideration should be given to the timings within this framework to prevent breaches of local authority duties relating to discharge.

d. If the patient is interested in taking up the offer of a personal budget (social care), personal health budget (NHS) or integrated personal budget, the relevant agency will advise them where to get information, who to contact locally and refer them to the lead locally.

e. If an interim placement is required ahead of return to the patient’s usual place of residence or long term placement, this will be funded by the relevant responsible organisation(s) and the timescale for the length of placement will be clearly communicated to the patient from the outset. 

f. Discussions regarding longer term options will continue throughout the interim placement with a designated person from the relevant organisation.

g. Self-funders will be required to fund their care of the interim package / placement, if a permanent decision has not yet been made or if the chosen package / placement is not yet available. The exception to this is where the 12-week property disregard applies.

h. Where a patient declines the planned discharge destination the patient or their advocates will have 24 hours to identify an alternative. 

i. After the 24 hours have elapsed and no alternative has been identified the patient will be discharged to the planned discharge destination

Function 5 – Escalation Process  

a. Each hospital should follow their Facilitated Discharge Policy when the discharge plan is disputed or declined.

b. If functions 1-4 have been followed and no agreement has been reached regarding discharge arrangements, with transfer arrangements challenged by the patient or their advocate, the local director or senior manager / clinician will be informed. Each hospital will then follow its own designated escalation process.

c. The patient will be provided with details of complaints and/or appeals procedures throughout the process for those agencies involved. 

d. The discharge coordinator will continue to work with the patient throughout this process to try and understand and address barriers to a decision being made.

e. If the patient declines NHS treatment and a care or support package, they may be discharged from hospital. In those circumstances they will be advised in advance of any discharge on the further NHS or social care support they may be able to access in the community and warned of the risks if they refuse such support. 

f. The discharge coordinator, supported by the local director or senior manager in the hospital will consult local legal advisors and escalate as required to ensure discharge from hospital, in order to safeguard the health and wellbeing of the patient and other patients.

g. If an identified place of safety has been presented by the commissioning authority the acute hospital will proceed to transfer at the earliest opportunity to prevent an extended hospital stay.  

h. Care should be taken to ensure that the Trust meets its duty to serve an assessment notice and a discharge notice as appropriate on the local authority where it appears that the patient’s discharge may be unsafe without the provision of appropriate care, and some cases may justify an adult safeguarding referral, including for cases which may amount to self-neglect.

i. This escalation process also applies to community hospitals/Trusts.

Function 6 – Post Discharge 

a. Patients will continue to have their care coordinated post discharge by a designated person from the relevant organization according to the pathway they are discharged via and the interim health/care services utilized for discharge (see NW London ICS Discharge Process Appendix 8). 

b. Once a period of recovery has occurred, if the new or extra care continues to be required, an assessment will be made to identify their long term care needs. Where the community services operate an in-reach model to support discharge and recovery the IDT case manager, who has been co-ordinating the care to date, will participate in the assessment. Patients will be supported by the assessor to understand their long term care needs and to make changes if they want e.g. to move to an alternative care home that meets their need.

c. Self-funders will be required to fund their care after any period of NHS funding has completed25. A financial assessment form will need to be completed.


5. Mental Capacity 

5.1) All patients should be assumed to have mental capacity to make a decision about their ongoing care, including discharge.

5.2) Mental Capacity assessment is not required if the person is returning to their usual place of residence and there is no dispute in that expectation.

5.3) A Mental Capacity assessment should be undertaken at any point during their hospital stay, if their ability to make informed decisions, in relation to the discussions and decisions about discharge, is in doubt. It is recommended that this occurs at the time that the doubt is raised and is conducted by the member of the MDT who knows the patient best. 

5.4) Appendix 2 sets out in detail how the application of this framework should be adapted for cases where the patient may lack Mental Capacity to make the relevant decisions at the appropriate time.


6. Consultation and approval process 

6.1) This framework has been developed from the North West London ‘DISCHARGE POLICY: SUPPORTING PATIENTS’ CHOICES TO AVOID LONG HOSPITAL STAYS’ March 2020 and the North Central London ‘SUPPORTING PATIENTS’ CHOICES TO AVOID A DELAYED DISCHARGE’ April 2022, which had both been adapted from the national template policy that was developed nationally by a collaboration of partners. Local input was sought across the system in NW London via the NW London ICB Discharge Steering Group.

6.2) Approval has been sought from all partners responsible for the operating framework as listed on page 4. The final sign-off is through the North West London Local Care Board. 

7. Review and Revision 

7.1) This framework will be reviewed at least every 3 years to ensure that it remains current with national policy

7.2) Should any national policy or legislation change occur within this period that impacts the wording of the framework, changes will be made at that time to ensure that it remains current with policy and legislation.

8. Monitoring compliance and effectiveness 

8.1) Monitoring will take place by NW London Discharge Steering Group, DASS and Local Care Board

8.2) Monitoring in each hospital will be undertaken on a biannual basis, facilitated by the IDT Discharge Leads.

8.3) Local monitoring will include an audit of:

· Discharge Operating Framework Implementation checklist (Appendix 6)
· Staff training to check that training courses are relevant to the framework and ensure training is undertaken;
· Discharge Operating Framework checklist for individual patients (Appendix 7)
· Framework effectiveness;
· Review of when choice information is provided;
· Patient and/or representative feedback and complaints;
· Number of delayed discharges
· Length of delayed discharges
· Equality monitoring
· Patient/carer feedback





9. Appendices 

Appendix 1 Glossary of terms 

· Advocacy: a service to help people be involved in decisions, explore choices and options, defend their rights & responsibilities, and speak out about issues that matter to them.
· CHC: NHS Continuing Healthcare is defined as a package of ongoing care for an individual aged 18 or over which is arranged and funded solely by the NHS where the individual has been found to have a ‘primary health need’.
· Deprivation of liberty: when an individual without mental capacity to consent is under continuous supervision and control and is not free to leave, and this is imputable to the state. See Appendix 2.
· EDD: Estimated or expected date of discharge. This means when the patient is clinically assessed as ready for discharge. The EDD / PDD is initially based on average length-of-stay data and may change several times in response to the patient’s specific needs.
· Independent Mental Capacity Advocate (IMCA): will represent patients assessed as lacking capacity under the Mental Capacity Act 2005 to make important decisions, such as change of accommodation, and who have no family and friends to consult.
· Independent Advocate: someone not employed by either health or adult social care who can ensure that the patients voice is heard in decision making, this is not mandated in law, however it is considered best practice when a person may find it difficult to express their own thoughts in formal meetings, for whatever reason
· Interim care: A provisional placement that is suitable and able to meet the patient’s assessed needs whilst they wait for their preferred option. This is a step before to support discharge home/to patient’s place of residence. 
· Intermediate care: Short-term care provided free of charge by the NHS for people who no longer need to be in hospital but may need extra support to help them recover. It lasts for a maximum of six weeks and can be in the patient’s home or in a residential setting.
· MDT: Multidisciplinary team of health and social care professionals involved in the care and assessment of patients.
· Criteria to reside: A set of medical criteria where the need can only be addressed within an acute hospital setting. Anyone not meeting the criteria to reside can have their nursing and care needs met in a less intensive environment.
· Patient: The individual receiving treatment in hospital.
· Reablement: Reablement services are meant to help people adapt to a recent illness or disability by learning or relearning the skills necessary for independent daily living at home. Reablement should be provided free of charge by the local authority for up to six weeks. It can be extended at the local authority’s discretion.
· Self-funder: A person who financially meets the full cost of their social care needs (apart from reablement care and the 12-week property disregard), because their financial capital exceeds the threshold for adult services funding, their level of need is not deemed to be high enough for local authority funding, or because they or a representative choose to pay for their care.


Appendix 2 – Hospital Discharge and Mental Capacity Issues

All staff (including acute, local authorities and continuing healthcare) must follow the five guiding principles of the Mental Capacity Act 2005 (“MCA”). This means:
· Presume that adults from 16 are mentally capable of making their own decisions;
· Do not determine the person lacks capacity until all practicable steps to support them have been taken without success;
· Do not consider someone to lack mental capacity because they make a decision we consider to be unwise;
· When the patient is assessed to lack mental capacity we must act in their best interests;
· Before taking any action or decision on their behalf we must consider if it can be achieved in a less restrictive way.

Mental Capacity is specific to the decision that must be made, at the relevant time, and so it is possible that a patient who has been assessed as having mental capacity to consent to or refuse the treatment they have had as an inpatient may lack mental capacity to make decisions around discharge and care planning (and vice versa). Where there is a reason to doubt mental capacity for a particular decision, it must be specifically assessed, in accordance with the Mental Capacity Act (MCA), the MCA Code of Practice and relevant case law and documented appropriately.

All practicable steps must be taken to support the patient to make the decision before concluding that they are unable to make it themselves. This might involve taking a number of steps such as a providing information in a different format or breaking information down into smaller chunks.

If a person is assessed to lack mental capacity this means that staff have tested whether they can:
· Understand the information relevant to the decision,
· Retain the information long enough to make a decision,
· Use and weigh the information as part of the decision making process and
· Communicate the decision they want to make.

In the context of a discharge plan, the information relevant to the decision will include an understanding of their care needs on discharge, offers of care and options available, with the person being given a concrete plan to engage with.

Options which are not available (e.g. placements which are not available or care which is not considered clinically appropriate,) should not be considered in either mental capacity assessments or in best interest decision-making. A patient with mental capacity cannot insist on staying in hospital after they no longer meet the criteria to reside and so this not an option for a patient who lacks mental capacity for the discharge decision.

Where a patient, despite all reasonable efforts to support them, lacks mental capacity for discharge decisions, the decision must be made in their best interests (see MCA s4).

It is important to identify who the decision maker is, as it could be a number of different people. The decision maker may be an attorney (if a health and welfare Lasting Power of Attorney has been granted, and is valid, applicable and registered) or a Deputy (if a health and welfare Deputy has been appointed by the Court). If neither of these are appointed, then it will be the health or care professional who needs to make the decision in question. The wishes and feelings of the patient are paramount, however this does not mean they will always get what they want, any more than a patient with mental capacity would.

“Best interests” is interpreted widely, and goes beyond medical risk and benefit to include social, psychological and emotional factors. Before making a best interests decision, it should be tested by asking whether the patient’s best interests can be achieved in a way which is less restrictive of their rights and freedoms.

A patient who lacks Mental Capacity and is unbefriended is entitled to an Independent Mental Capacity Advocate (IMCA) to support the long term decisions about care provision. Therefore, IMCAs are required when the discharge plan is for long term care provision. Decisions about long term care provision are best made outside of an acute hospital.

If the proposed care package or placement on discharge puts a patient without capacity to consent to it at risk of being deprived of liberty (Article 5, European Convention of Human Rights), currently as interpreted by the Supreme Court in Cheshire West [2014] UKSC 19 to mean “under continuous supervision and control and not free to leave” then additional safeguards are required to ensure that the deprivation is lawful.

During discharge planning, health and care providers should continue to meet their responsibilities regarding Deprivation of Liberty Safeguards, where appropriate. This is especially the case for, but not limited to, people with learning disabilities, dementia, acquired brain injury or people currently lacking capacity to make decisions about their mental health treatment. This includes carrying out a capacity assessment before a decision about discharge is made if there is reason to believe a person may lack the mental capacity to consent to their discharge arrangements which amount to a deprivation of liberty. No one should be discharged to somewhere assessed to be unsafe. 

Any decision by the decision maker must be taken specifically for each person and not for groups of people. The Deprivation of Liberty Safeguards - Code of Practice outlines further information in relation to Mental Capacity.

It may be appropriate for an Independent Advocate to support an individual during the discharge planning process, and in some cases this may be a legal requirement (e.g. if the Deprivation of Liberty Safeguards are being applied). Advocates are independent from the NHS and Local Authority and are trained to help people understand their rights and options, express their views and wishes, and help make sure their voice is heard. Advocates play a vital role for people including but not limited to those with learning disabilities, dementia, acquired brain injury or people currently lacking capacity to make decisions about their mental health treatment. Referrals to Independent Advocacy services should be made as soon as discharge planning begins and ideally upon admission.

Where the proposed deprivation of liberty is in a hospital or a registered care home, a referral must be made for a standard authorisation under the Deprivation of Liberty Safeguards (DoLS). However, DoLS do not extend to other placements, such as supported living or domiciliary care and so any proposed deprivation of liberty there can only be authorised by the Court of Protection. [In either case, case law has found that it is preferable for any proposed deprivation of liberty to be authorised in advance by a prior referral to DoLS or Court application – see for example Re AJ ( DoLS) [2015] EWCOP 5, or Re AG [2015] EWCOP 78]

[It may be appropriate to seek legal advice on cases where deprivation of liberty after discharge appears to be an issue.]


Appendix 3a – NHS Continuing Healthcare and Intermediate Care (national framework)

National Framework for NHS Continuing Healthcare and NHS funded Care
https://www.gov.uk/government/publications/national-framework-for-nhs-continuing-healthcare-and-nhs-funded-nursing-care 

Understanding how NHS Continuing Healthcare interacts with Hospital Discharge 

There is growing evidence that the most effective way to support people is to ensure they are discharged safely when they are clinically ready, with timely and appropriate recovery support if needed. An assessment of longer-term or end of life care needs should take place once they have reached a point of recovery, where it is possible to make an accurate assessment of their longer-term needs. This process is set out in the hospital discharge guidance. This may include screening for NHS Continuing Healthcare, depending on the individual’s circumstances and the point at which their longer-term needs are clearer. In the vast majority of cases this will be following discharge and after a period of recovery at home. 

Multi-disciplinary discharge teams should work together when discharging people to manage risk carefully with the individual, and their unpaid carer, representative or advocate, as there can be negative consequences from decisions that are either too risk averse, or do not sufficiently identify the level of risk. At one end of the scale, people may be discharged onto pathways which result in care being over-prescribed; and at the other end, individuals may not receive the care and support they need to recover. Any onward care providers should be included early in the person’s discharge planning. This allows more time for local capacity to be managed and suitable support to be put in place. People’s care needs may also change, and there should be processes in place to ensure these needs are regularly reviewed and that the person is receiving appropriate care and support. 

ICBs should ensure that local protocols are developed between themselves, other NHS bodies, local authorities and other relevant partners. These should set out each organisation’s role and how responsibilities are to be exercised in relation to hospital discharge, including any arrangements for intermediate, reablement, rehabilitation or sub-acute care and arrangements for long-term care assessments including NHS Continuing Healthcare. In particular, ICBs should ensure (i.e. through contractual arrangements) that discharge policies with all providers are clear. Where appropriate, the ICB may wish to make provisions in its contract with the provider. There should be processes in place to identify those individuals for whom it is appropriate to undertake a screening for NHS Continuing Healthcare using the Checklist and, where the Checklist is positive, for full assessment of eligibility to be undertaken at the appropriate time and place. 

For individuals leaving the acute hospital environment, it is best practice to screen for NHS Continuing Healthcare at the right time and in the right place for that individual. In the vast majority of cases this will be following discharge and after a period of recovery in a familiar setting or intermediate/rehabilitation placement. It should always be borne in mind that a screening, or an assessment of eligibility for NHS Continuing Healthcare that takes place in an acute hospital setting is unlikely to accurately reflect an individual’s longer-term needs. This could be because, with appropriate support and opportunity, the individual has the potential to recover further in the near future. Another reason is that it may be difficult to make an accurate assessment of an individual’s needs while they are in an acute services environment. 

Where an individual is ready to be safely discharged from acute hospital it is very important that this should happen without delay. Therefore, the assessment 
process for NHS Continuing Healthcare should not be allowed to delay hospital discharge. 

In order to ensure that unnecessary stays on acute wards are avoided, there should be consideration of whether the provision of further NHS-funded services is appropriate. This might include therapy and/or rehabilitation, if that could make a difference to the potential of the individual in the following few weeks or months. It might also include intermediate care or an interim package of support, preferably in an individual’s own home. In such situations, assessment of eligibility for NHS Continuing Healthcare, if still required, should be undertaken when an accurate assessment of ongoing needs can be made. The interim services should continue until it has been decided whether or not the individual has a need for NHS Continuing Healthcare. There must be no gap in the provision of appropriate support to meet the individual’s needs. It is important that there are clear local protocols setting out where responsibility for meeting an individual’s needs lies, including who is responsible for funding their care and support. 

In the vast majority of cases, CHC assessments should take place in community settings. There may be rare circumstances where assessments may take place in an acute hospital environment. In addition, ICBs and their partner organisations should ensure appropriate processes and pathways exist for individuals who may have a need for NHS Continuing Healthcare, for example: 
(a) where the individual has an existing package or placement which all relevant parties agree can still safely and appropriately meet their needs without any changes, then they should be discharged back to this placement and/or package under existing funding arrangements. In such circumstances any screening for NHS Continuing Healthcare, if required, should take place within six weeks of the individual returning to the place from which they were admitted to hospital. If this screening results in a full assessment of eligibility and the individual is found eligible for NHS Continuing Healthcare through this particular assessment, then any necessary re-imbursement should apply back to the date of discharge; 

(b) a decision is made to provide interim NHS-funded services to support the individual after discharge. This may allow individuals to reach a better point of recovery and rehabilitation in the community before their longer-term needs are assessed. In such a case, before the interim NHS-funded services come to an end, screening, if required, for NHS Continuing Healthcare should take place through use of the Checklist and, where appropriate, the full MDT process using the DST (i.e. an assessment of eligibility); 

(c) a ‘negative’ Checklist is completed in an acute hospital (i.e. the person does not have a need for NHS Continuing Healthcare); 

(d) a ‘positive’ Checklist is completed in an acute hospital and interim NHS funded services are put in place to support the individual after discharge until it is either determined that they no longer require a full assessment (because a further Checklist has been completed which is now negative) or a full assessment of eligibility for NHS Continuing Healthcare is completed; 

(e) a ‘positive’ Checklist is completed in acute hospital and a full assessment of eligibility for NHS Continuing Healthcare takes place before discharge. In a small number of circumstances, it may be decided to go directly to a full assessment within the acute hospital, without the need for a Checklist. 

ICBs are reminded that if an individual’s needs change in a short time frame between a positive Checklist and a full assessment of eligibility taking place, it is legitimate to undertake a second Checklist, rather than necessarily proceeding to full assessment of eligibility for NHS Continuing Healthcare. The individual should be kept fully informed of the changed position. 

Intermediate care and NHS Continuing Healthcare 

Intermediate care is a programme of care provided for a limited period of time to assist a person to maintain or regain the ability to live independently. Intermediate care is aimed at individuals who would otherwise face unnecessarily prolonged hospital stays or inappropriate admission to acute or longer-term inpatient care or long-term residential care. It should form part of a pathway of support. For example, intermediate care may be appropriately used where an individual has received other residential rehabilitation support following a hospital admission and, although having improved, continues to need support for a period prior to returning to their own home. It should also be used where an individual is at risk of entering a care home and requires their needs to be assessed in a non-acute setting with rehabilitation support provided where needed. This is irrespective of current or potential future funding streams. 

ICBs and their partner organisations should consider the most appropriate care environment for individuals, following a person-centred approach. Individuals should not be transferred directly to a long-term residential care setting from an acute hospital ward unless it is clearly appropriate under the circumstances. These circumstances might include: 

(a) where the individual has an existing long-term residential care placement that can continue to meet their needs; 

(b) where the individual has already completed a period of specialist rehabilitation e.g. stroke units, neuro-rehabilitation centres or spinal injury centres, and following consideration of what next options might be available; 

(c) where the individual has had previous failed attempts at being supported at home which were formally assessed (with or without intermediate care support); or 

(d) those for whom the professional judgement is that a period in residential intermediate care followed by another move is likely to be unduly distressing for that individual

Appendix 3b Continuing Healthcare and NW London Local Authorities (local arrangements)

The below sets out the local arrangements in place across North West London to support with the interface between local authorities and ICB continuing healthcare in relation to the placement of patients requiring longer term bedded settings of care (i.e. pathway 3 patients).

	Arrangements 
	Local Authorities adopting this approach

	Where person is not able to return home and requires an interim nursing placement:
· Local authorities will fund and broker non-complex care and NHS continuing healthcare will provide FNC automatically as appropriate. 
· FNC to be agreed on discharge for non-complex placements
· CHC team will continue to manage and source placements for people with complex clinical needs, in line with the agreed criteria*, including fast track
· For complex patients in line with the national framework, CHC will complete a DST within 28 days with a social worker in community and upon outcome (including any appeals) funding will transfer to ICB / NHS continuing Healthcare if positive and local authorities will seek reimbursement from ICB for care costs since discharge date. If negative, the local authority continues to fund with FNC as appropriate. 

Notes:

· For complex cases MDT/discharge practitioners will identify that patient are very complex and are likely to have a primary health need. 
· CHC will place those patients, however, where any patients that have a care act assessment and social care identify that patient may then require continuing healthcare, CHC will do DST assessment in the community post discharge in 28 days with a SW
· CHC commit to backdating funding (so DST will always be done for patients who need this). This is to avoid patients being put onto the higher CHC rates from the outset, which was problematic for local authorities when they then had to fund cases.
· In addition, all patients transferred to a Nursing level placement will have FNC agreed by CHC on the basis of providing a care act assessment or checklist to CHC is provided at the point of discharge

	Westminster
Royal Borough of Kensington & Chelsea
Other LAs – to add their organisations here if they are in broad agreement, additions welcome.



*Clinical complex criteria patients for direct referral to CHC:

· Unable to breathe independently 
· Difficulty in breathing even through a tracheotomy, which requires suction to maintain airway 
· Multiple wounds not responding to treatment 
· Wounds with extensive destruction and tissue necrosis extending to underlying bone, tendon or joint capsule 
· Completely immobile and a clinical condition such that on movement or transfer there is a high risk of serious physical harm and where positioning is critical 
· Challenging behaviour of severity and/or frequency and/or unpredictability that presents an immediate and serious risk to self, others or property. The risks are so serious that they require access to immediate and skilled response at all times for safe care 
· Unremitting and overwhelming pain despite all efforts to control pain effectively 
· Altered State of Consciousness that occur on most days, do not respond to preventative treatment and result in a severe risk of harm

Fast Tracks 

· Directed to CHC team both placement and care packages with exception of Hounslow where all P3 transfers via borough brokerage

Continuing Healthcare Process – (does not include Hounslow residents as brokerage via borough):

[image: ]

	Process/criteria for referral – Local Authorities for nursing home placements 

	Local Authorities adopting this approach

	· The resident will have Care Act Eligible needs within the specified domains of the Care Act: nutrition personal hygiene, toileting, making use of the home safely, maintaining a habitual environment, developing and maintaining family and other personal relationships, accessing and engaging with work training, education and volunteering, making use of necessary facilities of services in the local community, carrying out caring responsibilities.
· The person is unable to safely return home with the maximum care available from Adult Social Care and requires a moderate level of need throughout the 24-hour period.
· The person’s care needs cannot be managed in a residential care home.
· The person’s care needs cannot be managed in Extra Care or Home via the Overnight Care Pathway (where applicable) 
· The person’s nursing or other health services required by the individual: 
· are no more than incidental or ancillary to the provision of accommodation which local authority social services are, or would be but for a person’s means, under a duty to provide; and are not of a nature beyond which a local authority whose primary responsibility it is to provide social services could be expected to provide 
· ASC The person will not be eligible for an ASC brokered nursing placement if they have need for placement in relation to:
· Non Weight Bearing Restrictions requiring 24-hour care and supervision 
· Need for Nursing care based wound care only. 
· They are on a Delirium Pathway.
	Westminster
Royal Borough of Kensington & Chelsea
Other LAs – to add their organisations here if they are in broad agreement, additions welcome.





Appendix 4 – Summary of legal responsibilities and rights

This appendix includes a brief summary of selected key legal responsibilities held by participating organisations and the rights that patients have in relation to the specific topic of this framework, with references to specific legislation and case law.

This list does not cover all of the legal complexities in relation to this issue – it is only provided as a guide to the people reading this framework and should not be used in place of legal advice.


	
	Responsibility or right in relation to
choice at discharge
	Relevant legislation / case
law

	Hospital (NHS Trust)
	No clinician or Trust is obliged to offer anything which is not clinically indicated. This includes provision of an acute inpatient bed.
	R (Burke) v GMC [2005]
EWCA Civ 1003; Aintree University Hospitals NHS FT v James [2013] UKSC 67

	
	A Trust is obliged to carry out its functions “effectively, efficiently and economically”, which is not consistent with prolonged occupation of inpatient beds by patients who are medically optimised for discharge
	NHS Act 2006 (as amended) s26, 63

	
	In some cases, where the patient’s refusal to leave hospital when medically optimised for discharge constitutes a nuisance or disturbance, an offence may be committed and there is a power to remove the patient
	Criminal Justice and Immigration Act 2008, ss119-121 [and see NHS Protect guidance]

	
	Alternatively, other remedies may be available to Trusts under property law
	Barnet PCT v X [2006] EWHC 787

	
	Where appropriate, where the Trust considers it will not be safe to discharge a patient unless arrangements for care and support are in place it must give notice to local authority
	Care Act 2014, Schedule 3, Care and Support (Discharge of Hospital Patients) Regulations 2012, and Delayed Discharge (Continuing Healthcare) Directions 2013

	
	 Responsibility to seek authorisation for any deprivation of liberty occurring in the hospital
	MCA Schedule A1, paras 1- 3 , 24 and 76


[image: ]

[image: C:\Users\abrjes\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\JXQ15T3X\NWL-ICS-logo-high-res.jpg][image: ]


[image: ]24

NW London ICS Discharge Operating Framework Jan 2023                                36


	Local Authority
	Responsibility to assess a patient’s needs for care and support where it appears to the local authority that the patient may have such needs
Responsibility to assess a carer’s needs for support and choice about caring
This no longer needs to take place in the hospital prior to discharge
	Care Act 2014 s9


Care Act 2014 s10
Hospital Discharge and Community support Policy 2021

	
	Responsibility to provide patient’s choice of accommodation in care home / shared lives / supported living, where this is to be arranged by the local authority, in some circumstances
	Care Act 2014 s30, Care and Support and After-care (Choice of Accommodation) Regulations 2014

	
	Responsibility to provide information and support on choices
	Care Act 2014 s4

	
	Responsibility to offer choices / involve the patient in preparation of a care and support plan
	Care Act 2014 s25

	
	Responsibility to provide a Care Act advocate if a patient would experience substantial difficulty in participating in the assessment of need or care planning process unless there is another (unpaid) appropriate person to fill this role
	Care Act 2014, s67

	
	Responsibility to authorise deprivation of liberty in care homes and hospitals
	MCA Schedule A1 paras 21, 50



	Practitioner Guidance
	This judgment provides practitioners and healthcare professionals key guidance on the following issues:
· Legal enforcement of COVID-19 discharge requirements and support to reclaim hospital beds. 
· Provides a limit in which local authorities are required to reasonably meet a patient’s needs.
· Highlights potential human rights arguments and how they are applied.  
Outlines how the Courts scrutinise hospital eviction processes for patients no longer meeting the clinical criteria to reside, however they are objecting to the care package being offered

	University College London Hospitals NHS Foundations Trust v MB[2020] (QB) (9 April 2020)



	Integrated care board
	Responsibility to ensure an assessment
	Health and Care Act 2022

	
	for eligibility for NHS funded Continuing
	

	
	Healthcare where it appears that there
	

	
	may be a need for such care.
	

	
	
	

	
	
This no longer needs to take place in the hospital prior to discharge
	
Hospital Discharge and Community support Policy 2021




	Patient
	Right to assessment for care and support by local authority and for NHS Continuing Healthcare as appropriate
This no longer needs to take place in the hospital prior to discharge
	Care Act 2014, s9 and NHS Commissioning Board and Clinical Commissioning Groups – now Integrated Care Boards (Responsibilities and Standing Rules) Regulations 2012, reg 21
Hospital Discharge and Community support Policy 2021

	
	No right to insist on particular treatment which is not clinically indicated, including provision of an acute inpatient bed when medically optimised for discharge

Right to be involved in decision making about care

Right to choice of accommodation in care home / shared lives / supported living, where this is to be arranged by the local authority, in some circumstances (but no right to remain in hospital when medically optimised for discharge while preferred choice is awaited)

Right to respect for family life and to not be treated in an ‘inhuman or degrading’ way
	Barnet PCT v X [2006] EWHC 787; R (Burke) v GMC [2005] EWCA Civ 1003



NHS Constitution


Care Act 2014 s30, Care and Support and After-care (Choice of Accommodation) Regulations 2014



Human Rights Act 1998 s6 in relation to Articles 3 and 8 of the European Convention of Human Rights




	Carer
	Right to carer’s assessment / support and
choice about caring i.e. willingness to provide care
This no longer needs to take place in the hospital prior to discharge
	Care Act 2014 s10


Hospital Discharge and Community Support Policy 2021














































Appendix 5 – Supporting template factsheet and letters

Factsheet A
Hospital discharge: leaflet for patients when they enter hospital - GOV.UK (www.gov.uk) Click link for latest version[image: ]





Local Patient Discharge Booklet B1
Let’s talk about discharge – getting you out of hospital (click document below to see full version). 




National Choice Letter B2
Leaving hospital to go home: patient leaflet - GOV.UK (www.gov.uk) Click link for latest version
[image: ]









National Choice Letter B3
Leaving hospital to go to another place of care: patient leaflet - GOV.UK (www.gov.uk) Click link for latest version
[bookmark: _Toc115353176][image: ]







Factsheet C
Looking after friends or family when they leave hospital: leaflet - GOV.UK (www.gov.uk) Click link for latest version
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Appendix 6 –Discharge Operating Framework and implementation checklist 

	No.
	Key Lines of Enquiry
	Completed
	Date
	Signature

	1
	Do you have an SRO with responsibility for implementing this  Discharge Operating Framework
	
	
	

	2
	Has the Discharge Operating Framework been shared at Executive Board
	
	
	

	3
	Has the Discharge Operating Framework been seen by Medical Director
	
	
	

	4
	Has the Discharge Operating Framework been seen by Director of Nursing
	
	
	

	5
	Has the  Discharge Operating Frameworkbeen seen by Director AHPs
	
	
	

	6
	Has the Discharge Operating Framework been stored on your intranet 
	
	
	

	7
	Has you Communications Team been approached to support the mobilisation and implementation of this  Discharge Operating Framework
	
	
	




Appendix 7 –Discharge Operating Framework checklist 

To be maintained in the patient record to support staff to follow the Discharge Operating Framework for each patient.

	NAME:
	DOB

	No
	Description
	Name 
	Date
	Signature

	Function 1 – Providing standard information and support

	1
	Discharge co-ordinator identified
	
	
	

	2
	Discharge expectations discussed with patient
	
	
	

	3
	Patient made aware of Discharge Operating Framework 
	
	
	

	4
	Patient provided with Fact sheet A
	
	
	

	5
	Patient informed of the EDD/PDD
	
	
	

	6
	Patient has demonstrated that they understand the information that has been given to them
	
	
	

	7
	Family/carers provided with Fact sheet C if appropriate
	
	
	

	8
	If patient lacks Mental Capacity to make decisions about discharge destination do their family/advocate understand the information they have been given
	
	
	

	9
	If patient is on a DoLs has an Independent advocate been requested to participate in discharge planning
	
	
	

	10
	If it is identified that a child is the main carer has their social worker been informed, to participate in discharge planning
	
	
	

	Function 2 – Assessing need to support discharge

	1
	Early identification of complexities likely to delay discharge
	
	
	

	2
	Risk stratification
	
	
	

	3
	Information on identified risks shared with ASC, housing and community services
	
	
	

	4
	Ensure referrals sent to relevant services
	
	
	

	5
	Family/carers provided with Fact sheet C if not completed in step 1
	
	
	

	Function 3 – Preparing for discharge

	1
	Explain discharge  and processes to patient
	
	
	

	2
	Letter B provided to support decision making
	
	
	

	3
	Describe care needs to the IDT in MO meeting
	
	
	

	4
	IDT decision on discharge pathway
	
	
	

	5
	Patient informed of advocacy services
	
	
	

	6
	Discharge Plan explained to patient
	
	
	

	7
	Patient has demonstrated that they understand and accept the Discharge Plan
	
	
	

	8 
	If patient lacks Mental Capacity to make decisions about discharge destination do their family/advocate understand the information they have been given
	
	
	

	9
	Have informal carers been asked whether they can take up or continue with the carer role
	
	
	

	Function 4 – Packages and Placements

	1
	If required PoC or placement offered to support discharge
	
	
	

	2
	Patient Accepts Discharge Plan
Yes                No
If no record the time that discharge plan refused
	
	
	

	3
	Patient identifies viable alternative to Discharge Plan within 24 hrs
Yes                 No
	
	
	

	4
	Discharge Plan enacted
	
	
	

	5
	Patient alternative discharge plan enacted
	
	
	

	Function 5 – Escalation Process  

	1
	Enact Facilitated discharge policy
	
	
	

	2
	Inform a senior executive
	
	
	

	3
	Enact the Hospital Escalation policy
	
	
	










Appendix 8 NW London Discharge Process





Appendix 9 – Criteria to reside: maintaining good decision making in acute settings 

Every person on every general ward should be reviewed on a twice daily ward 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? 
· NEWS2 > 3? (clinical judgement required in persons with AF and/or chronic respiratory disease) 
· Diminished level of consciousness where recovery realistic? 
· 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 48 hours? 
· Undergone thorax-abdominal/pelvic surgery with 72 hours? 
· Within 24 hours of an invasive procedure? (with attendant risk of acute life- threatening deterioration) 

Clinical exceptions will occur but must be warranted and justified. Recording the rationale will assist meaningful, time efficient review. 

Review and challenge questions for the clinical team 
· Is the person medically optimised? Do not use ‘medically fit’ or ‘back to baseline’. 
· What management can be continued as ambulatory, for example heart failure treatment? 
· What management can be continued outside the hospital with community/district nurses? For example, IV antibiotics? 
· Persons with low NEWS (0-4) scores – can they be discharged with suitable follow up?  
· if not scoring 3 on any one parameter – for example, pulse rate greater than 130 
· if their oxygen needs can be met at home 
· stable and not needing frequent observations every 4 hours or less 
· not needing any medical/nursing care after 8pm: 
• people waiting for results – can they come back, or can they be phoned through? 
• repeat bloods – can they be done after discharge in an alternative setting? 
• people waiting for investigations – can they go home and come back as outpatients with the same waiting as inpatients?
 





Criteria-led discharge 

· Can a nurse or allied health care professional discharge without a further review if criteria are well written out? 
· Can a junior doctor discharge without a further review if criteria are clearly documented? 
· How can we contact the consultant directly if criteria are only slightly out of range and require clarification?

Appendix 13 – Voluntary sector support 

Across the North West London Integrated Care system voluntary sector providers routinely support our acute hospitals to aid discharge to home after someone has had an acute episode. The following sets out the principles that underpin the services and a generalised list of what is available.

Note: this is not a service specification, and there will be local variation.

General principles:

· Our voluntary sector providers will provide support that falls outside that of which statutory authorities’ provide
· These are generally short term preventative interventions for those who are not deemed fully independent.
· The support usually relates to patients who are on pathway zero (no new or additional support is required to get the person home or such support constitutes only, informal input from support agencies…) 
· There may be scenarios where support would also benefit patients on pathway one (patient able to return home with new, additional or a restarted package of support from health and/or social care). However, the services will never be in place of statutory services
· The support offered is both practical and emotional 
· Service will be delivered in a culturally sensitive way and personalised to needs of individuals and informal carers
The services will generally work with staff on the wards, but will also interface with the Community Transfer of care/Discharge hubs. The support that is available (list is not exhaustive):

· Shopping/ensuring food is in fridge
· Preparing light meals/ drinks
· Support with basic housing issues/environment (such as hoarding and light essential cleaning)
· Topping-up gas and electricity meters 
· Signposting to voluntary and community services 


· Providing non-specialist support, inclusive of homeless patients, by helping them to access relevant services
· Providing and or signposting to income/benefits advice

· Providing emotional support settling back into life at home
· Supporting isolation and lack of social networks/connectedness with community
· Referral to statutory services where issues beyond the service’s remit identified (established via risk assessment)
· Service that is available within each borough:
	Borough
	Trusts
	Provider
	Service

	Hillingdon
	Hillingdon hospital
	Age UK
	Discharge Support Service

	Kensington & Chelsea
	Imperial
	British Red Cross
	Hospital to Home Discharge Support Service

	Hammersmith & Fulham
	Imperial
	British Red Cross
	Hospital to Home Discharge Support Service

	Westminster
	Imperial
	British Red Cross
	Hospital to Home Discharge Support Service

	Hounslow
	West Middlesex
	British Red Cross
	Hospital to Home Discharge Support Service

	Harrow
	London North West
	Age UK
	Discharge Support Service

	Brent
	London North West
	Age UK
	Discharge Support Service

	Ealing
	London North West
	Age UK
	SDEC Discharge Support
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7. https://www.gov.uk/government/publications/national-framework-for-nhs-continuing-healthcare-and-nhs-funded-nursing-care 
8. Equality Act 2010 and Human Rights Act 1998, regarding disability and heritage languages; Accessible Information Standard to be introduced in July 2016
9. Mental Capacity Act 2005 Code of Practice available at: https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice 
10. Children’s Act 1998
11. Care Act 2014 s10
12. Barnet PCT v X [2006] EWHC 787. A patient has no right to demand / the NHS has no obligation to provide something not clinically indicated, (R (Burke) v GMC [2005] EWCA Civ 1003), including provision of an inpatient bed and a patient who lacks mental capacity for the relevant decisions has no greater right to demand this (Aintree University Hospitals NHS Foundation Trust v James [2013] UKSC 67).
13. http://www.fabnhsstuff.net/2015/08/26/the-safer-patient-flow-bundle
14. The term ‘discharge coordinator’ is used throughout this framework to refer to the named individual responsible for coordinating a patient’s discharge – this could be a named nurse from the ward, a named social care professional from the local authority, an Allied Health Professional, an appropriate person from a voluntary sector organisation contracted to co-ordinate statutory services and act as patient advocate, or a named CHC health professional.
15. Care Act 2014 s4 Providing Information and Advice
16. A ‘board round’ is a rapid review of progress against the care plan, typically involving the consultant, the medical team, the ward manager and therapists (and sometimes a social worker). It is usually held by a wards ‘at a glance’ white board. The aim is to ensure that momentum is maintained and deteriorations identified and managed promptly.
17. NHS Constitution
18. Care Act 2014, s9 Assessment of an adult’s need for care and support; NHS Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012, reg 21
19. 18https://www.gov.uk/government/publications/national-framework-for-nhs-continuing-healthcare-and-nhs-funded-nursing-care
20. Care Act 2014, s67 Involvement in Assessment, Plans etc
21. Hospital Discharge and Community Support Policy (July 2021)
22. Care Act 2014
23. Hospital Discharge and Community Support Policy (April 2022)
24. Human Rights Act 1998
25. Hospital Discharge and community Support Policy (April 2022)


Function 1-PROVIDING STANDARD INFORMATION AND SUPPORT


Discharge coordinator identified for each patient


Function 2 – ASSESSING NEED TO SUPPORT DISCHARGE


Early identification of complexities likely to delay discharge


Function 3 – PREPARING FOR DISCHARGE


Completed well before EDD


Risk stratification 


Ensure assessments to clarify care needs and carers' needs are completed [note: NHS CHC assessments should be conducted outside of hospital in the main]


Explain process and timelines to patient


Letter B provided to support decisions


Home First Principles – assume patient is going home


Describes care needs


IDT will decide whether patient can be managed at home


Direct patient to advocacy services


Discharge plans discussed regularly 


Function 4 – INTERIM PACKAGES AND PLACEMENTS 


When required, appropriate care packages or placements offered  and coordinated to to facilitate safe, timely discharge 


If 24 hours elapses with no alternative identified, the discharge plan will be enacted


Function 5 – ESCALATION FOR DISPUTED / DECLINED DISCHARGE PLAN 


Trust to follow Facilitated Discharge Policy when the discharge plan is disputed or declined.


Trust to enact their own escalation policy when required.


Discharge coordinator continues to work with the patient to try and understand and address barriers to a decision being made


Function 6 – POST DISCHARGE


Care coordinated post discharge by named case manager according to the pathway they are discharged via and the interim health/care services utilized for discharge


After recovery and stabilisation of need a Care Act or CHC Checklist will be undertaken if the additional needs require long term support


Early discharge discussions, including discharge framework / process, expectations and funding implications 


Provide patient with Factsheet A


Patient given Expected Discharge Date (EDD)


Any carers / advocates provided with Factsheet C


Patients on DoLs should have an independent advocate to participate in discharge decisions


Ensure all necessary referrals made including early assessment notice to local authority to identify any social needs


Sharing information on risks identified with community services 


Interim care package / placements to enable recovery, before their longer-term needs are assessed in the community


Local director or senior manager / clinician to be informed


If the agreed discharge plan is declined, the patient or advocate has 24 hours to identify an alternative


Trust to ensure that the planned transfer is appropriate and in line with human rights legislation
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leaving hospital
when the time is right

This leaflet explains why it is important
to start planning for you to leave

hospital.

Our top priority is to help you get
better and support you to leave
hospital when the time is right. You
will only leave hospital when you no
longer need hospital care and itis
safe to do so. Itis important that,
together, we start planning right
away to ensure you leave hospital
in a safe and timely manner.

In most cases, you will return home
You might need some additional
care to help you in your recovery, or
practical support such as help with
shopping. If you are a care home
resident you will most likely return to
your care home. f you require
more complex care and support this
could be in another bed in a
community setting

Early conversations — Soon after
you arrive in hospital we will discuss
and plan how you will be able to
leave. We will involve your carers,
family and/or friends in
conversations if you would ke them
to be included

“Expected date of discharge’
Soon after you arrive in hospital you
will be given an ‘expected date of
discharge' (expected date you will
leave hospital) which will be
reviewed during your stay.

What matters most to you to be
considered - The team caring for
you will ask ‘what matters most to
you?'. They will ensure this is
considered when planning for you to
leave hospital
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LET’'S TALK ABOUT DISCHARGE - getting you out of hospital

We understand that you may be worried about leaving hospital, especially if you have
been in hospital for a while. When you no longer need hospital care, it is better to
continue your recovery out of hospital. Staying in hospital for longer than necessary
may reduce your independence, result in you losing muscle strength and can lead to
risk of infection. Leaving hospital as soon, as you no longer require treatment in hospital
will benefit your recovery, as well as allowing other patients to receive the care at the
right time.

Hospital care is for people who are very unwell. Once you no longer need this, you may
be transferred to a community setting to continue your recovery, on a temporary basis,
where your longer term care needs and choices can be supported.

Who will plan my discharge from hospital?

Your hospital will start planning your discharge as soon as is possible. Following your
admission into hospital, a case worker will be allocated to support the planning of your
discharge. They will act as your single point of contact throughout the planning process.
This person may change due to leave and other staff requirements.

It may be necessary to involve other professionals in your discharge planning. Here are
some of the professionals who may also be involved:
e Specialist Nurse

e Physiotherapist

e Occupational Therapist

e Dietitian

e Speech & Language Therapist
e Integrated Discharge Team

e Social Worker

e Community nursing

A discharge assessment will determine whether you need more care after you leave
hospital and where that care should come from. You will be fully involved in the
assessment process. With your permission, family or carers will also be kept informed
and given the opportunity to contribute.

The different types of discharge:

1. Discharge home

In most cases, it will be appropriate for patients to be discharged home with no
additional support or input required.





1a. Discharge home with informal support from voluntary organisations

Voluntary teams (such as the Red Cross) work with hospitals and provide a level of
support that will help you get home. This may include transport, shopping, minor
cleaning at home and anything else to ensure you are comfortable at home after
discharge. As well as practical help they will support you settle back at home, support
you emotionally and highlight organisations in the community where you can access
additional support, which might range from services that help with social isolation to
welfare advice.

1b. Discharge home with additional support from the NHS community teams:
occupational therapists, physiotherapists, community nursing

This support will be organised by the discharge team, in discussion with you and those
who care for you, and you will be told who is coming, how to contact them and who to
contact if there is a problem.

1c. Discharge home with a care package

This will be identified following a full assessment with your social worker. In most cases,
your ongoing care will be organised by the local authority. This is a chargeable service.
A financial assessment will be requested, which will be required by your social worker. If
you have complex health needs you may be assessed and found eligible for Continuing
Healthcare, which is provided by the NHS.

You can choose to not have a financial assessment, however, this means that
discharge will proceed on the basis of you self-funding care.

2.Discharge to somewhere other than your home

There may be several reasons why you would not be able to be discharged directly
home from hospital. These are identified below:
e Changes in your housing / home environment

e Your home environment cannot meet your rehabilitation needs
e Complex nursing needs
e Your care and support needs can no longer be managed at home.

In any eventuality you will be discharged to the most appropriate accommodation, in
some instances on a temporary basis such as:
e Extra care sheltered accommodation

e Community inpatient rehabilitation unit
¢ Residential care home
e Nursing home





We cannot always guarantee that the destination that you and family request as a
preference, is available on discharge. Any changes or proposed suggestions will be
discussed with you, family and the discharge and clinical teams.

We aim to ensure that every discharge is safe and completed in a timely way to prevent
any potential risks whilst remaining in the hospital. However, sometimes unforeseen
delays occur, or new options are provided at short notice. We aim to ensure you are
provided as much notice ahead of discharge as possible.

2a. NHS Continuing healthcare

If you require a high level of health or care needs the ward team involved in your care
may refer you for an NHS continuing healthcare assessment. If you have been
assessed as eligible for NHS continuing healthcare, a package of services to meet your
care needs will be arranged and funded by the NHS. These services can be provided in
your own home or in a care home with or without nursing. If appropriate, this
assessment should take place after you have left hospital and when you are in a care
setting that is most appropriate for your care needs.

This may be a temporary placement such as a nursing/residential care home. Whilst
every effort will be made to ensure that you are discharged to a temporary placement
that is local to your family and friends. Due to availability of beds at the time of your
discharge, it may not always be possible to guarantee that this temporary placement is
within the location that you and your family would like.

Longer term nursing/residential care home placements will be based on all available
local units across North West London.

2b. NHS-Funded nursing care

People with lower nursing needs who require a care home with nursing may be eligible
for a weekly contribution towards registered nursing care. Your ward team can advise
you on this. For more information, please ask for the leaflet: NHS continuing healthcare
and NHS-funding nursing care - public information booklet

Funding

Care from NHS services are free at point of access. However, discussions about the
funding of your care arrangements for when you leave hospital, will be had with you

while you are in hospital or with you or your nominated representative.

Local councils are responsible for commissioning social care and they each have their
own charging policies. Your social worker will discuss what this means for you in detail.

However, as a general guide:





You will not be entitled to help with the cost of care from your local council if:

o Yyou have savings worth more than £23,250 — this is called the upper capital limit,
or UCL, and will rise to £100,000 from October 2025
o Yyou own your own property (this only applies if you're moving into a care home)

You can ask your council for a financial assessment (means test) to check if you qualify
for any help with costs.

More information about financial assessment can be found online at www.nhs.uk
(Search Financial assessment, means test).

You can choose to pay for care yourself if you don't want a financial assessment.
However, this means that discharge will proceed on the basis of you self-funding care.

You can:

o arrange and pay for care yourself without involving the council

o ask the council to arrange and pay for your care (the council will then bill you, but
not all councils offer this service and they may charge a fee)

o Find out what care you need

Even if you choose to pay for your care, your council can do an assessment to check
what care you might need. This is called a needs assessment.

For example, it will tell you whether you need home help from a paid carer for 2 hours a
day or 2 hours a week and precisely what they should help you with.

The needs assessment is free and anyone can ask for one.

Medication

The hospital will aim to have your discharge medication ready on the day of estimated
discharge.

Copy of letters

You will receive a copy of the letters sent to your GP relating to your
hospital stay.

Therapy

If your hospital multi-disciplinary team decide that you require ongoing input from a
physiotherapist or occupational therapist once home, they will ensure this is passed on





to your local Therapy Team, who will support you to meet your needs and regain
independence.

Below are the types of therapy you may be given:

Therapy on discharge

If a therapy request is required immediately following discharge you will receive a visit
from a skilled and competent member of your local therapy team within 48 hours of
discharge.

Community therapy

A member of the community therapy team will visit you for a period of up to six weeks.
They will work with you on jointly agreed goals to continue your progress and maximise
your independence at home, and if appropriate, outside the home. The team can
provide any additional advice and support from local agencies and voluntary services to
meet any on-going needs you may have.

Being looked after: Informal Carers

An informal carer is anyone who cares, unpaid, for a friend or family member who due
to illness, disability, a mental health problem or an addiction, cannot cope without their
support.

The role of a carer can encompass a multitude of activities including, helping people to
the toilet, helping with washing, dressing or moving around the home, shopping,
cleaning, cooking, laundering of clothes, assisting with medication, managing money
and taking people to attend appointments. If you are helping someone because they are
ill or disabled, then you are a carer.

Carers UK has some very useful information about what to consider when coming out of
hospital.
Discharge checklist

This checklist is for you, your designated hospital carer, and your family to
ensure you have everything in place for your discharge.

You should make sure that each of these questions is ticked off before you go home; if
anything is not checked off then please ask the designated member of your
care team to organise what needs to be done to ensure your safe discharge:





O O O O O O O

o O

O O O O

Have you made your relatives and carers aware of your estimated day of
discharge?

If you had any cannulas inserted were they all removed?

Have you fulfilled all requirements for you to be discharged?

Have you been to the toilet?

Have you had something to eat?

Have you planned where you are going ‘home’ to?

Do you have a key to get into your property?

Have you asked the ward staff to return any valuables you may have left
in safe keeping?

Do you have all of your other personal belongings?

Have you made arrangements for your extra belongings to be taken
home?

Do you have outdoor clothes for your journey home?

Have you changed into your personal clothes?

Do you need a Medical Certificate to cover your hospital stay?

Do you have all of your medication? If you normally receive your
medication in a Nomad or Dossette box it is important that you tell us
before the day of discharge.

Have you arranged transport to take you home?
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This leaflet explains why you are
leaving hospital and what you might
expect after you have left.

The team caring for you have
agreed that you no longer need
hospital care and it is safe for you to
return home to continue your
recovery.

When you no longer need hospital
care, it is better to continue your
recovery out of hospital. Staying in
hospital for longer than necessary
may reduce your independence.
resultin you losing muscle strength
or expose you to infection. Leaving
hospital when you are ready is not
only best for you but will free-up a
bed for someone who is very
unwell

Ourtop priority is to ensure you are
in the right place at the right time for
the best recovery possible. The
best place for you right now s at
home where you can continue to
recover in a familiar environment

The team caring for you will discuss
transport and other arrangements
with you (and your carers, family
and/or friends if you wish). If you
have coronavirus you will be
provided with relevant advice.

If you need more care and support
now than when you came into
hospital, the team caring for you will
discuss options for how you receive
that care and support following
discharge. The team wil also
discuss when you should be
assessed for the provision of any
long-term care and support. You
may be required to contribute
towards the cost of your care and
support, if you need it

Adter you have left hospital, if you
need to speak to someone, please
contact:
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ing Home

moving or

returning to another place of care

This leaflet explains why you are
leaving hospital and what you might
expect after you have left.

The team caring for you have
agreed that you no longer need
hospital care and it is safe for you to
move to another place of care to
continue your recovery.

When you no longer need hospital
care, it is better to continue your
recovery out of hospital. Staying in
hospital for longer than necessary
may reduce your independence.
resultin you losing muscle strength
or expose you to infection. Leaving
hospital when you are ready is not
only best for you but will free-up a
bed for someone who is very
unwell

Our top priority is to ensure you are
in the right place at the right time for
the best recovery possible. The
best place for you right now is a bed
in the community which can best
meet your needs at this time. If you
are a care home resident this wil
most likely be your care home

The team caring for you will discuss
transport and other arrangements
with you (and your carers, family
and/or friends if you wish). If you
have coronavirus you will be
provided with relevant advice.

If you need more care and support
now than when you came into
hospital, the team caring for you will
discuss options for how you receive
that care and support following
discharge. The team wil also
discuss when you should be
assessed for the provision of any
long-term care and support. You
may be required to contribute
towards the cost of your care and
support, if you need it

Adter you have left hospital, if you
need to speak to someone, please
contact:
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This leaflet lists useful advice for family
and friends of people needing ongoing
care or support with day-to-day life.

‘Support may be in the home or remotely (.g. by phone), such as
+ Emotional support like helping someone manage

anxiety or mental health;
+ Housework like cooking, cleaning or other chores;

+ Personal support like help moving around, washing,
eating or getting dressed;

« Assistance with getting essential items like
medicine or food; or

* Help to manage money, paid care or other services

If you are not able to care, and/or need help, then you have a right to a
carer's assessment to have your needs considered too.

Check what your council or local authority can offer. Find their websites
using the online postcode tool at Services
may change during the pandenic.

+  Gotothe Carers UK and Carers Trust websites for information
about support available. Carers UK also have an online forum where
you can speak to other carers, and a free helpline, open Monday to
Friday, 9am to 6pm on 0808 808 7777. Carers UK website:
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If you are employed, talk to your employer about managing work
whilst caring. You may be able to arrange flexible working and many
employers offer other support to make things easier.

If you are at school, college or university, let them know you are
caring for someone so they can help you manage your studies.
Carers Trust has lots of helpful advice for young people looking after
family members or friends. Carers Trust website

Get specialist advice about caring from condition-related
organisations like Alzheimer’s Society, MIND and others. Also AgeUK:

Try not to do everything yourself! Speak to friends and family about
what others can do to help. Can they share any tasks?

Itis important to look after your own health and wellbeing. Eata
balanced diet, get enough sleep and try to make time each day for
physical activity. Even taking a few breaths can relieve stress and help
you manage each day. Check out the NHS ‘Every Mind Matters’
website for more tips: If your
own health or the health of the person you support gets worse, with
coronavirus or another iliness, talk to your GP or call NHS 111

Write down what care the person needs and what others should do if
you cannot continue providing care for any reason. It is important that
others can easily find your plan and quickly understand what needs to
be done if you aren't there. Carers UK have advice on their website on
how to make your plan

Carers as well as those they care for can get a range of help including
with shopping and other support by calling 0808 196 3646,
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Discharge planning — patient journey

IDT Screening of notification
) to allocate appropriate
48hrs coordinator dependant on
complexities identified
Initial clinical Patient & family letters
Patient presented assessment by AMU / g to explain next steps Notification sent to
to acute hospital ward. Initial needs / - and manage Complexities noted / Submit the early commissioning
S barriers identified expectations Care a‘r)1d R assessment notification provider LA / ICB
= on dischafpe (P1-3) gtili~charge hub
8 & (completed by ward)
5  cie 4
o+
C
% WD St (21D " " RAG rating applied for
— No Egzpa:izltslt‘j;p/):rct) ::S:jt;onal Notification complexity categorisation
Inclusive of restart active POC (<1 ref:\;]atnEcOLA Criteria
week LoS) and return NH (P0)
Ward to sgpport through to Amber /
discharge De

o T IO ..
= Investigate complexities and Processes to support d/c g . g_ ] v need
c . ) g . Confirmation of ) g assigned
c remove barriers prior to MO / destination completed (i.e. Rabacity MCA Introduction to patient
o EDD. Discuss plans with ¢—— | BIM, behaviour chartsand | |€—— (copm Igtion if ] & family to explain
3 therapy / Social services as specialist care plans, TVN / . puired) process and next steps g
00 needed Psych etc) i B aree case Health need
E manager assinged
e
[S}
D
o
w
= : - : - ; D2A referral submitted at least 48 - ; ;
) BRITIEC =T rounds and IDT to act .as s.mgls point of Llpk v(\j/!thhMDT arlmd fa.mlly hours to hub with full MDT input :at;e:ts w(ljth prlmary
s ; | communication between . or discharge planning (care needs, function, goals and | ealth needs require a
o R oEDD and d/c plans hub/ward/community to i (without confirming el i CHC initial checklist to
= — stay reasons updated ) I risk identified)
< progress plans for discharge pathway / destination) be completed
()
o
e IDT to case manage
8 No further social

services involvement
at this stage

IDT Screening of D2A to
determine appropriate
pathway dependant on
needs within the referral

SW Assessment to
confirm care needs
once confirmed MF

Increased needs
complexities

longer meeting
the criteria to
reside

Dual screening SW

/ -

and IDT screener

Qo
c D2A referral Queries or incompleteness of
‘c Safe between care . i .

Stay reasons / o ) submitted to referral discuss with referrer /
o ; el s appropriate undertake ward assessments
o barriers amended in ek pp F')d A
8 boardrounds provider or further insight

Fast Track referral & g

v
Patient declared MF face to

face assessment completed A Pathway
by trusted assessors / SW as determination
indicated

Assessment

Criteria

Pathway 1 Pathway 1 Pathway 2 Pathway 2

(Home with care / home with Reablement / (Short term (Interim

community therapy homefirst / Restart POC intervention - placement /
including 24hr care) (if LoS >1week) Inpatient Rehab) Stepdown)

Pathway 3 Fast track
(Longer term care in P1—-Home or
24hr bedded unit — P3 Nursing

Care home) Home / Hospice

Pathway

Patient residing borough —
Social services Hospital Patient residing Local borough
discharge team for POC / borough — Social Intermediate care unit /
Local Community provider for services duty team ICE hub
Therapy

Patient residing LA
borough if social needs or

Patient residing LA borough
or CHC if predominately
health related need based
on checklist outcome

ICB if predominately ICB = CHC team

health related need

Responsible organisation

Family and patient Discharge support needs

Allocated IDT case manager All progress updates

) . updated on - in place and patient EDN & TTAs Ward confirms
) to follow up with patient and added to clinical system ) )
EDD confirmed . progress and A mmmm o confirmed for d/c from Transport discharge and
relevant teams coordinating o and communicated to .
likelihood of d/c IDT. ready informs NoK

ward

needs for d/c

date

Details provided to Ward

Hospital Discharge

Hand over to community
ms (Local Authori r
gJD Patient discharged Bt ocdlAuthority / Care
o . . homes to complete the
o Patient discharged Rehab goals met / ¢ transfer of care)
% back home Barriers removed
A
ge]
2
. . . Onward .
g e wErsEr e e e Patients needs Community On-going rehab / discharge Patient transferred
c ) greater longer term 3 g assessment / interventions with L e & to identified unit /
term place of residence X . . . overseen by

(@) placement required completion of DST community provider DT place
Glossary:

MDT = Multi-disciplinary Team
IDT = Integrated discharge Team
DST = Decision Support Tool

EDD = Estimated Date of Discharge
TTA = To take away

EDN = Electronic Discharge Note
D/c = Discharge

LA = Local Authority

POC = Package of care

ICB = Integrated Care Board

CHC = Continuing Healthcare

LoS = Length of stay

MF = Medically Fit

SW = Social Worker

ICE = Intermediate Care Escalation
NoK = Next of Kin

RAG = Red, Amber, Green
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 The Association of Directors of Adult Social  Services (ADASS) is registered charity with the  objectives of furthering equitable social policies,  articulating the interests of those needing social  care and promoting high quality social care  services.    

   Care England, a registered charity, is the  leading representative body for independent  care services in England.  

 The Department of Health  is the system  steward and lead on legislation and  parliamentary accountability for health and care  in England.    

 The Emergency Care Improvement Programme  is a clinically led programme that offers  intensive practical help and support to 28 urgent  and emergency care systems.    

   The Housing Learning and Improvement  Network (LIN) provides a ‘knowledge hub’ for a  hous ing, health and social care professionals  network.    

 The Local Government Association (LGA) is the  national voice of local government. We work  with councils to support, promote and improve  local government.      

 NHS Alliance is an independent,  not - for - profit,  leadership organisation that brings together  progressive providers of care outside hospital  including general practice, primary care,  housing and community - based organisations.    

                  NHS England leads the National Health  Service  (NHS) in England; setting priorities and direction  of the NHS and encouraging and informing the  national debate to improve health and care.    

   From 1 April 2016 NHS Improvement will be the  operational name for   the organisation that  brings togethe r Monitor, NHS TDA, groups from  N HS England’s Patient Safety teams, the  National Reporting and Learning System, the  Advancing Change team   and the Intensive  Support Teams.  
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		The Department of Health is the system steward and lead on legislation and parliamentary accountability for health and care in England.
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		The Emergency Care Improvement Programme is a clinically led programme that offers intensive practical help and support to 28 urgent and emergency care systems.
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		The Housing Learning and Improvement Network (LIN) provides a ‘knowledge hub’ for a housing, health and social care professionals network.
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		The Local Government Association (LGA) is the national voice of local government. We work with councils to support, promote and improve local government.
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		NHS Alliance is an independent, not-for-profit, leadership organisation that brings together progressive providers of care outside hospital including general practice, primary care, housing and community-based organisations.
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		NHS England leads the National Health Service (NHS) in England; setting priorities and direction of the NHS and encouraging and informing the national debate to improve health and care.
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		From 1 April 2016 NHS Improvement will be the operational name for the organisation that brings together Monitor, NHS TDA, groups from NHS England’s Patient Safety teams, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.
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		Public Health England exists to protect and improve the nation's health and wellbeing, and reduce health inequalities. It does this through world-class science, knowledge and intelligence, advocacy, partnerships and the delivery of specialist public health services. 
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		The Registered Nursing Home Association campaigns for high standards in nursing home care and strive to influence policy, provide information, advice and training to the sector.
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		United Kingdom Homecare Association Ltd (UKHCA) is the national professional association for organisations from the independent, voluntary, not-for-profit and statutory sectors which provide care to people in their own homes.
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