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London Borough of Hillingdon	


Standard Operating Procedure 


London Borough of Hillingdon (LBH) Hospital Team Adult Social Services

· To assess adults being discharged from Hospital and who appear to have social care needs.
· To undertake statutory reviews of care and support needs to ensure effective delivery of services continues to meet identified needs. 
· Where adults have social care needs, to provide proportionate support or advice.
· The Hospital Team will work with Service Users who have social care needs including complex needs, are new or known to the borough, need support following discharge from hospital via a community care package or a placement / step down bed, undertake Best Interest decisions where applicable and support adults who may be at risk of harm.


Service Description

The Hospital Team Service consists of 22 staff in total as follows – 
1 Assistant Director 
1 Service Manager
4 Team Managers  
9 SWs  including SSWs
5 CCW 
2 Apprentice social workers 

The service is an adult service, working with adults from the age of 18.
The service will operate from the Civic Centre Uxbridge.
Core hours for the service are 9.00am until 5.00pm Monday to Friday. Outside of Core Hours, 5pm to 9.00am, support is provided by the Emergency Duty Team.

Aims of the Service

● The service aims to provide prompt and robust social care act assessments following hospital discharge.

● To provide care and support plans to meet identified social care needs.

● To work towards a Strengths Based Model of service delivery.

● To promote independence and resilience.

● Responding to Safeguarding Adult referrals.

● To work in collaboration with both secondary and primary health care services.

Referral Process

Referrals are received from nominated Hospital Discharge Hubs to HSCD and the Duty Manager, who will undertake a screening process for each referral. 

Social care referrals, including Safeguarding Adults, should be made to Hillingdon Social Care Direct:
Contact Number: 01895 556633 	Email: socialcaredirect@hillingdon.gov.uk

Out of hours (5pm-9am), any urgent matters should be referred to the Emergency Duty Team. Contact Number 01895 250111, email address edtduty@hillinfdon.gov.uk

Referral Criteria 

· Referrals should be made for a Care Act Assessment following hospital discharge where there is an appearance of need and support as per the Care Act.

· Safeguarding adult referrals must be made where the 3 part (Care Act) test is met.

The remit of the Hospital Team service

Referral meeting the above criteria will be allocated to the Hospital social care team. The below sets out the criteria for allocation to the Discharge to Assess (D2A) service, as opposed to other social work teams.

· A referral to the Hillingdon Integrated Discharge Hub is received and triaged by the Duty Manager who confirms discharge via D2A process, which will be for a community care package and/or therapy support. The case is allocated to a Hospital Team worker to complete a Care Act Assessment within 72 hours of the hospital discharge 
· Safeguarding adults enquires where the person appears to be at risk of harm or neglect
· The Hospital will make Community Deprivation of Liberty (DoL) referrals for any person who lacks capacity and is an inpatient at the hospital 



Service Functions

LBH will follow the standard case management process. Cases will be classed as either active cases (open cases), or review cases (review cases are open cases that are not allocated or actively managed).
It is anticipated that full time members of staff will manage an active caseload of approximately 20 cases. There will be a case reduction formula for SWs who have additional responsibilities in line with agreement from the respective Team Manager.

For example 
● BIA
● Practice Supervisors

Review Function

If provided with a new service, the support plan is reviewed between 4 - 6 weeks and annually thereafter, unless there is a change in presentation.

Working with Partners

LBH recognises that a successful Social Work service will need to collaborate with other organisations and providers. The service will aim to develop close working relationships with a range of provider services, both in-house, private and voluntary sector providers.

Working with CNWL / CCG

LBH Adult Social Care will work with Service Users who have social care needs as identified in the Care Act.

· Domains: managing and maintaining nutrition, maintaining personal hygiene, managing toilet needs, being appropriate clothed, being able to make use of the adults home safely, maintaining a habitable home environment, developing and maintaining family or other relationships, accessing and engaging in work, training and volunteering, making use of necessary facilities or services in the local community, including public transport and recreation facilities and services, Carrying out any caring responsibilities the adult has for a child.
· Care Act eligibility, the adult’s needs for care and support arise from or are related to a physical or mental impairment or illness and are not caused by other circumstantial factors.
· As a result of the adult’s needs, the adult is unable to achieve two or more of the outcomes specified in the regulations and outlined in the section.

There will be cases that will require both health and social care interventions as part of a holistic care and support package. LBH will work with either CNWL or the CCG to deliver the social care element of support.

· LBH will participate and attend Multi-Disciplinary Team Meeting, Professionals Meetings and Community Treatment Reviews.
· Management Meetings and Operational meetings
· LBH attends a weekly Multidisciplinary meeting 
· LBH attends a weekly meeting for Risk of Admission Avoidance Register
· Hospital Team Duty Manager attends twice daily triage meetings to screen referrals. 

CHC and Section 117 Responsibilities

LBH joint chairs the CHC panel - CHC funded cases, Joint funded cases and 117 funding will be ratified at the CHC panel, which will be held on a weekly basis and chaired by the Service Manager LBH or the Head of Service LBH. The purpose of the Panel is to ensure that service provision is appropriate and proportionate. 
LBH has a statutory duty to collaborate (where required) with health and housing providers and other support services to support.

Risk Management

LBH risk management assessments are an integral component of care management. In addition to standard risk plans there is provision to complete an enhanced detailed assessment the 'Risk Profile Assessment'. Where appropriate LBH will share information with Partners to manage risk and protect the public.

LBH recognises Caldicott principles of sharing information when it is in the public interests and it is required to prevent harm.

Transforming Care 

LBH will support cases that are deemed to be transforming Care cases, this will be determined by their status, i.e. service users in hospital under section 3, Section 37/41, or by the risks posed to others. To manage this process LBH has a Transforming Care Lead, their role will be to support staff to manage complex Transforming care cases.

Supported Living

LBH commission supported accommodation for Service Users who require housing with additional support or who are unable to live in general housing provision.

Case Closure

The aim of the service is to improve the quality of life for service users, and to enable service users to live independently, or with minimal support. Service Users who no longer require statutory support will be closed to adult social care.

Any case closures will be agreed by the Team Managers. If the case is open CNWL, Health team or other partner agencies they will be informed of the case closure.
Exclusions from this process are Service Users who are under Transforming care, 37/41 MHA as cases are required to have long term work completed. 

Safeguarding Adults

Safeguarding Service Users from harm and/or abuse is a key function of the Service. All qualified staff will be trained to carry out safeguarding investigations, Team Managers and Senior Social Workers will be trained to carry out the Safeguarding Managers Role (SAM). Safeguarding referrals will follow the Safeguarding Pathway, this includes forensic and out of borough referrals. All Safeguarding concerns are managed via HSCD and the Team Managers.

All safeguarding concerns and referrals will be managed within the Council safeguarding Policy and KPIs.

Specialist Roles

· To attend national and local forums, developing practice learning sessions, and providing performance data and practice improvement initiatives. Hospital Discharge Section 117 Aftercare Process.

· Team Manager: - Day to day support of social workers and Community Care workers, Duty rota, Complaints (stage 1), staff supervision, team meetings, approving assessments and support plans. 

· Service Manager: - Strategic Management of the Service, Performance Data, Business Continuity, Service Development, Complaints, Coordinating Chair the Transforming care panel, Attends the transition panel, attends the tripartite panel.




Workflow Process

Referral Pathway: All referrals will be managed by HSCD, which captures demographic information; the reason for the referral and any associated risks. These referrals will be checked by HSCD and if they are not open on IAS, HSCD will open a referral episode.

HSCD will forward to the Hospital Intake tray. The Duty worker will determine if there is adequate information to progress the referral. The referral will either be finalised and approved, or the Duty worker will seek additional information from the referring agent. 



Daily Hospital Duty Service

The ASC duty service manages the Hospital Intake Tray, including all new referrals from the Integrated Discharge Team/out of borough hospitals and contacts regarding open cases where the allocated worker is unavailable.

The duty process involves monitoring the Hospital Intake Tray, screening all new referrals, making an initial risk assessment and prioritising cases. Where required, the duty worker will seek further information to support their decision, which may involve contacting the referring agent. The duty worker will take any immediate action to manage / mitigate risk. The relevant Team Manager will be informed of any situations that require managerial oversight.

After the initial assessment, the Duty Manager will allocate cases for Bridging Care, Reablement Service and Care Act assessments once the person has been discharged from hospital via Pathway 1, 2 or 3.

Weekend Discharge Service 

A Duty Manager will manage the ASC duty service during the weekend between 9am – 5pm.  

Miscellaneous

As needed, team members may be required to move to different teams within Adult Social Care, as determined by senior management. Team Managers might also need to cover for absent colleagues or temporarily switch teams themselves.
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