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1.0   INTRODUCTION 
 

1.1. This policy supports people’s timely, effective discharge from an NHS inpatient 
setting, to a setting which meets their diverse needs and is their preferred choice 
amongst available options. It applies to all adult inpatients in Sherwood Forest 
Hospitals NHS Foundation Trust settings, and needs to be utilised before and during 
admission to ensure that those who are assessed as medically fit for discharge can 
leave hospital in a safe and timely way. 

 

1.2. This policy supports existing guidance on effective discharge, such as the 2015 NICE 
guidance ‘Transition between inpatient hospital settings and community or care home 
settings for adults with social care needs’1, and is based on existing good practice 
including the Integrated Care System Value Efficiency Framework 2019. 

 

1.3. The consequences of a patient2 who is ready for discharge remaining in a hospital 
bed might include: 

 Exposure to an unnecessary risk of hospital acquired infection3; 

 Physical decline and loss of mobility / muscle use4; 

 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 are medically fit for discharge5; 

 Severely ill patients being unable to access services due to beds being 
occupied by patients who are medically fit for discharge. 

 

1.4. 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. 

 

1.5. The principles of the 6Cs6 will be applied to this process – care, compassion, 
competence, communication, courage and commitment.  

 

1.6. There are defined and embedded Home First discharge pathways which will support 
patients on the most appropriate model to meet their needs. If a patient requires 
bedded rehabilitation they will go to the first available bed regardless of the home 
geographical location. 

                                                 
1
 https://www.nice.org.uk/guidance/ng27 

2
 The term ‘patient’ is used throughout this policy to refer to the individual receiving treatment 

3
 Hassan, M. et al, 2010. Hospital length of stay and probability of acquiring infection. International Journal of 

Pharmaceutical and Healthcare Marketing. 4(4):324-338.  
4
 Kortebein, P. et al (2008). Functional impact of 10 days of bed rest in healthy older adults. J Gerontol A Biol 

Sci Med Sci. 63(10):1076-81. 
5
 Monk, A. et al.  2006.  Towards a practical framework for managing the risks of selecting technology to 

support independent living.  Applied Ergonomics, Vol.37(5). 
6
 https://www.england.nhs.uk/nursingvision/compassion/  

https://www.nice.org.uk/guidance/ng27
https://www.england.nhs.uk/nursingvision/compassion/
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2.0 POLICY STATEMENT 
 
2.1 The objective of this policy 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 a choice.  

 
2.2 This policy sets out a framework to ensure that NHS inpatient beds 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 capacity to make7 decisions about discharge from hospital, 

then the application of the policy will be adapted as explained in Appendix 1, 
following the Mental Capacity Act 2005.   

 
2.4 When implemented consistently, this policy will 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 met. 
Ultimately it aims to improve outcomes for patients. 

 
2.5 This policy includes patients with very complex care needs, who may have been in 

hospital for many months and people at the end of life. 
 
3.0 DEFINITIONS/ ABBREVIATIONS  
 
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’. 
 

CURRT: Community Urgent Response and Rehabilitation Team – patients that require 
therapy at home and/or medical monitoring. 
 
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 1. 
 
Discharge Coordinator: 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 appropriate person from a voluntary sector organisation 
contracted to co-ordinate statutory services and act as patient advocate, or a named CHC 
health professional. 
 
EDD: Expected Date of Discharge.  This means when the patient is clinically assessed as 
ready for discharge. The EDD is initially based on average length-of-stay data and may 
change several times in response to the patient’s specific needs.  
 

                                                 
7
 Due to their difficulty understanding, retaining or using information given, or in communicating their views, 

wishes or feelings, as a result of a disturbance or impairment in the functioning of the mind or brain, as set 
out in the Mental Capacity Act 2005 
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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.  
 
Interim care: A provisional placement that is suitable and able to meet the patient’s 
assessed needs whilst they wait for their preferred option. 
 
MDT: Multidisciplinary team of health and social care professionals involved in the care 
and assessment of patients.  
 
Medically fit for discharge:  Further inpatient medical care or treatment is no longer 
necessary, appropriate or offered. Any further care needs can more appropriately be met 
in other settings, without the need for an acute inpatient hospital bed. 
 
Mental capacity: Being able to make a specific decision at a specific time (see Appendix 1). 
 
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 will 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. 
 
4.0 ROLES AND RESPONSIBILITIES 
 
4.1   DISCHARGE DECISION MAKER 
 
Where the patient is able to give informed consent about the discharge arrangements, 
there is no need for a separate role of decision-maker unless there are specific reasons 
such as the patient has nominated a specific representative or the circumstance of the 
package requires this. 
 
Where the patient is unable to give informed consent to the care arrangements proposed 
for their discharge plan (including any move to another location away from the acute 
hospital), because they lack mental capacity for that decision at that time as determined by 
a Mental Capacity Assessment, it must be established if there are any other 
representatives with the specific donated powers to act on their behalf for the decision, 
such as a registered Lasting Power of Attorney (LPA) or a Court Appointed Deputy (CAD). 
In the absence of capacity and a representative (LPA or CAD) then a Best Interests 
Assessment and decision needs to be made. Best Interest processes involves consulting 
with people close to the patient which will hopefully include but not a prerequisite family 
members. If the patient lacks capacity, has no proxy and is “unbefriended” an Independent 
mental capacity advocate must be involved (the details are set out in the Mental Capacity 
Act 2005 and the Code of Practice 2007). 
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The decision maker can vary, depending on the nature of the decision and discharge 
package: 

 Where the decision involves the provision of medical treatment, then the doctor or 
other member of healthcare staff can be the decision-maker. E.g. CHC. 

 In some cases, it might be a joint decision, where a care plan involves differing 
health and social care elements. 

 At other times, the decision might be made by a specific member of the team (e.g. 
Social Worker would be the decision-maker for a care home placement). 

 

4.2 MEDICAL STAFF  
 

The Consultant is ultimately accountable for the Expected Date of Discharge (EDD). 
However, the Consultant may delegate appropriate duties related to discharge planning 
within their medical / surgical team (this may include doctors on call from a different team). 
In order to ensure safe and timely discharge medical staff will:  

 Discuss the details and level of support required after discharge with patients and / 
or carers at earliest opportunity.  

 Electronic requests for Discharge Medication will be completed the day before 
discharge along with the medical summary for GP's. The exception to this would be 
Day Case patients.  

 Assess the likely outcome of the admission and length of stay in hospital and level 
of support likely to be needed on discharge  

 Set the Expected Date of Discharge (EDD) within 24 hours of admission; discuss 
the details and level of support required after discharge with patients and / or carers 
at earliest opportunity  

 

4.3 Fast Track (FT) Continuing Health Care 
 

This NHS funding stream is to support care for the dying in “out of hospital” preferred 
places for the patient. Funding is not granted for Acute Hospital care and patients do not 
have a legal right to remain in hospital for prolonged periods where there are no medical 
reasons to stay and reasonable health and social care alternatives are available. It is 
appropriate for patients to spend their last days of life in hospital if this is their preference 
or discharge is inappropriate (predominantly if attempted the process will cause distress 
and harm). 
 

It is important to state in this policy the Trust’s commitment to promote patient choice in 
any element of end of life care but this expression of choice or preference is not a 
guarantee that a treatment or a service is appropriate and accessible. There are clinical 
criteria for access to some service or receive healthcare funding for. 
 

Identifying the stage of dying and the reasonable use of resources is paramount 

 End of Life Care usually starts with less than 1 year (GSF Green).  Many of the 
service in this last year can be accessed through Call For Care. 

 FT patients have 8-12 weeks (GSF Amber). They have to show signs of irreversible 
and often rapid deterioration 

 Last Days of Life patients have days (GSF Red) to live. FT can still apply to these 
patients, and these discharges are often called rapid discharges 
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For patients who have been potentially identified as dying and might require Fast Track 
Continuing Health Care for their anticipated last days or weeks (up to 12 weeks) of life 
clinicians must: 

 Ensure any relevant specialist are involved in their treatment are consulted 
especially where there is any doubt about prognosis and healthcare needs. 

 Contact and speak to a senior member of the Integrated Discharge and Advisory 
Team to discuss the case before the patient and or their representative is informed 
and involved. 

 Where possible the initial conversations with the patient or their representative must 
be in partnership with the nominated senior member of the Integrated Discharge 
and Advisory Team. 

 Identify the appropriate clinician to complete the application in full setting out the 
medical and health care reasons for funding. 

 Have regular discussions with the Multi-Disciplinary Team (MDT) and facilitate 
effective discharge planning of care by discussion and sharing of accurate progress 
reports. Maintain written records of decisions made at MDT meetings. If not present 
this needs to be delegated this responsibility to a member of the medical team  

 If the patient is declining to be discharged, the Consultant or delegated member of 
the team will ensure the patient is informed that they no longer need an acute bed 
and that they are medically fit. Where ever possible family or carers will be involved 
in this discussion. A record of this discussion must be documented in the medical 
notes. 

 The Discharge Check list which is situated within the nursing documentation booklet 
will be appropriately completed by the discharging nurse. Any conversations held by 
the nursing staff with the patient/relative/carers must be recorded in the nursing 
documentation. 

 

4.4 REGISTERED NURSES  
 

It is the responsibility of the nurse caring for the patient to ensure that the patient and/ or 
their relatives and carers:  

 Are given their Expected Discharge Date as soon as it is set 

 Are given the discharge information leaflet “Planning your Discharge from 
Hospital” 

 Have been involved in the discussion and agreed the decision to discharge 

 Have discussed and agreed the patient's discharge destination and clarified the 
patients address  

 Have discussed any detailed arrangements for discharge and made any referrals 
required. This may include referral to Adult Health & Social Care (Assessment 
Notification) once the patient is on the road to recovery so that the assessment 
can be carried out to establish the discharge needs.  If the patient’s health is very 
unstable, it is not possible for the assessment to take place.  However, the 
patient DOES NOT need to be medically fit for discharge before a referral to 
Social Care can be made.  Note that the nurse must seek consent for the referral.  
Please see Appendix 1 for further detail. 

 Are given a copy of their discharge letter with written information regarding post 
hospital care and services as appropriate  

 In complex cases and where continuing care is being considered, be given the 
opportunity to attend a case conference and must receive information about the 
outcome both verbally and written (the relevant Clinical Commissioning Group 
(CCG) are responsible for the written outcome)  
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 Inform all patients awaiting a package of care or care home placement of this 
policy 

 Patients are informed that staying in hospital is not an option, once the patient 
does not need acute care.  If this became a problem, the Trust will implement its 
eviction policy. 

 Trust Registered Nurses can refer appropriate patients to Community 
Services/CURRT. 

 
4.5 THERAPY STAFF  
 
Therapy staff shares the responsibility with ward staff for ensuring safe and timely 
discharges of patients from hospital. This includes referring to other services as necessary 
and communicating with the patients, relatives/carers, MDT and other agencies about 
discharge planning, equipment and adaptations required and the EDD. Any conversations 
held by the therapy staff with the patient/relative/carers must be recorded in the 
medical/nursing documentation. Therapy staff will provide a detailed ongoing therapy plan 
where patients are discharged to community inpatient services, to enable continuity of 
therapy. 
 
4.6 SOCIAL WORKER  
 
Social Workers are available to offer advice and guidance to the MDT about any possible 
discharge options for a patient, prior to a referral being submitted to the Social Work Team 
(i.e. Assessment Notice). 
 

Once an Assessment Notice has been accepted as appropriate by the hospital Social 
Work Team, the Social Worker is responsible for assessing the person’s needs for 
the range of services that are available from Social Care. The Social Worker may 
need to complete a full assessment or will carry out the relevant process to refer the 
person if a full assessment can be carried out at a later date. If the Social Worker 
determines that the person is not eligible for any service from the Council or is a self-
funder, then the worker can provide advice and guidance to the person so that 
he/she can make their own arrangements. Self-funders can also ask the Council to 
carry out an assessment of needs and commission a care package on their behalf. If 
the person is eligible for a service from Social Care, then the Social Worker will 
organise the discharge package to the EDD until the date is confirmed on the 
Discharge Notice. The Social Worker will also offer a Direct Payment as an 
alternative to commissioning a discharge package. 

 

 Any conversations held by the worker with the person, relatives and carers must be 
recorded in the nursing documentation. It is the worker’s responsibility to keep the 
MDT updated about the arrangements being put in place for the EDD. If the worker 
has concerns about the EDD or any other issues, these must be raised with IDAT 
staff. 

 

 The Social Worker will complete Mental Capacity Assessments/Best Interests 
Assessments in respect of decisions about social care service provision, as they 
deem appropriate. 

 

 Please see Appendix 1 for guidance about which patients should be referred to 
Social Care for support with discharge arrangements. This guidance includes 
details of how to make the referral and when this should happen. 
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4.7   WARD LEADER/DEPUTY 
 
The Ward Leader or Charge Nurse need to be aware of any difficult or reluctant 
discharges. Ward Leader or Charge Nurse is responsible for making sure the policy is 
implemented correctly on his / her ward. They are also required to escalate the process 
according to the policy.  
 
The Ward Leader or Charge Nurse must ensure that systems are in place to support 
timely discharge once a patient is declared medically fit. The Ward Leader/Deputy has 
knowledge and is able to articulate patients with a length of stay of over seven days. 
 
The Ward Leader or Charge Nurse must nominate a nurse responsible for co-ordinating 
discharge arrangements for each patient over a 24 hour period. 
 
4.8   INTEGRATED DISCHARGE ADVISORY TEAM (IDAT)  
 
The role of IDAT is to support / facilitate complex discharges. The expectation is that IDAT 
will signpost ward staff to appropriate alternative pathways and contribute to patient / 
family discussions. 

 Supporting all members of the Multi-Disciplinary Team (MDT) in the discharge of 
patients.  Discuss any detailed arrangements for discharge and make any referrals 
required. This may include referral to Adult Health & Social Care (Assessment 
Notification); 

 Assisting and where appropriate leading the MDT on complex discharges and 
continuing healthcare needs in line with the Home First Integrated Discharge 
Service Operation Policy; 

 Supporting patients who are approaching their end of life throughout the discharge 
process to achieve preferred place of care; 

 Highlight patients for rehabilitation (CURRT). Assessing patients for bedded 
rehabilitation across all sights. 

 Assessing and assisting in the discharge of patients directly from the Emergency 
Department and Emergency Assessment Unit as required; 

 Monitoring and where possible preventing delayed discharges from across 
Sherwood Forest Hospitals NHS Foundation Trust; 

 IDAT will instruct EDASS to bridge care packages as required. Patients will be 
discharged with EDASS. 

 
In the event of patient / family refusing to leave hospital when medically fit the Lead Nurse 
and Band 6 Nurse from IDAT will commence the Escalation Policy and keep accurate 
records of this. 
 
It is the responsibility of IDAT to ensure that all letters are distributed to patients who are 
identified as needing them as per the processes in this policy at the earliest opportunity. 
They are also responsible for recording the issue of them on the associated monitoring 
tool. 
 
4.9   DISCHARGE MATRON / MATRON RESPONSIBLE FOR CLINICAL AREA  
 
The Discharge Matron and Matron responsible for their clinical area are responsible for 
facilitating and supporting staff implementing this policy and its escalation. There will also 
be accurate records of all meetings and communications.  
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4.10   DIVISIONAL NURSE MATRON AND DIVISIONAL GENERAL MANAGER  
 

The Divisional Nurse Matron and Divisional General Manager are responsible for 
facilitating and supporting staff implementing this policy and seeking Trust legal advice 
when required. 
 

5.0  APPROVAL 
 

5.1 This policy was developed nationally by a collaboration of partners with input from 
people working across the system, both locally and nationally. 

 

5.2 Locally this policy has been approved by the following partner organisations:  
 

 Nottinghamshire Healthcare NHS Foundation Trust  

 Sherwood Forest Hospitals NHS Foundation Trust  
 
And consultation with 
 

 Mid Nottinghamshire Clinical Commissioning Groups 

 Nottinghamshire County Council  
 

6.0 PRINCIPLES 
 

Supporting people to make decisions 
 

6.1 Patients will not be expected to make decisions about their long-term future while in 
hospital; home care, reablement or intermediate care or other supportive options will 
be explored first, where that is appropriate to their needs.  

 

6.2 Where it is what the patient wants and where appropriate, all possible efforts will be 
made to support people to return to their homes instead of residential placements, 
with options around home care packages and housing adaptations considered.   

 

6.3 People will be provided with high quality information, advice and support in a form 
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.  

 

6.4 Patients will be involved in all decisions about their care, as per the NHS 
Constitution, and will be provided with high quality support and information in order to 
participate, 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, the process and outcome of the assessment of needs, offers of care and 
options available.  

 
6.5 Where it is identified that the patient requires a needs assessment under the Care 

Act 2014, but would have substantial difficulty in engaging in the assessment and 
care planning process, the local authority must consider whether there is anyone 
appropriate who can support the individual to be fully involved. If there is not then the 
local authority must arrange for an Independent Care Act Advocate (ICAA). 

 

                                                 
8
 Equality Act 2010 and Human Rights Act 1998, regarding disability and heritage languages; Accessible 

Information Standard to be introduced in July 2016 

https://www.england.nhs.uk/2015/07/access-info-standard/
https://www.england.nhs.uk/2015/07/access-info-standard/
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6.6 Many patients will want to involve others to support them, such as family or friends, 

carers or others. Where the patient has capacity to make their own decisions about 
confidentiality and information sharing, confidential information about the patient will 
only be shared with those others with the patient’s consent.    

 
6.7 Where the patient has been assessed as lacking capacity in this respect, information 

may be shared in his or her best interests in accordance with requirements set out in 
the Mental Capacity Act 2005 Code of Practice and Appendix 2 of this document.9    

 
6.8 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. 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.  

 
6.9 Carers must be offered the information, training and support they need to provide 

care following discharge10, including a carer’s assessment.  
 

6.10 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 choices offered 
to people.    

 
6.11 Interactions with patients will acknowledge and offer support to address any 

concerns.  
 

6.12 If a patient is not willing to accept any of the available, appropriate alternatives, then 
they will be discharged, after having had appropriate warning of the risks and 
consequences of doing so. This option would only be pursued following the offer and 
rejection of available, appropriate options of care and appropriate safeguards and 
risk assessments (see section 7.49).  For patients who may lack capacity to make 
their own discharge decisions, see Appendix 1. 

 
6.13  Patients offered a bridge of package of care will be discharged with EDASS support. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
9
 Mental Capacity Act 2005 Code of Practice available at: 

https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice 
10

 Care Act 2014 s10 

https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
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Timely discharge from Acute Care 
 
6.14 If a patient is medically fit for discharge, it is not an option that they remain in hospital 

due to the negative impact this can have on their health outcomes.   
 
6.15 Patients do not have the right to remain in hospital longer than required11; this 

includes Fast Track/End of Life Patients discussed in 4.1. 
 
6.16 Except where a patient with the relevant capacity has made an informed decision to 

discharge himself/herself 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 will not create a situation whereby 
the independence of the carer or the sustainability of their caring role is jeopardised.  

 
6.17 Planning for effective transfer of care, in collaboration with the patient and/or 

representatives and all Multi-Disciplinary Team (MDT) members, will be commenced 
at or before admission, or as soon as possible after an emergency admission. The 
SAFER patient flow bundle12 will be applied to support timely discharge.  

 
6.18 The process and timelines within this policy will be clearly communicated to the 

patient so that by the time a patient is medically fit for discharge 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.  

 
6.19 If a patient’s preferred care placement or package on discharge is not available when 

they become medically fit for discharge, an available alternative which is appropriate 
to their care needs will be offered on an interim basis, for people that are eligible for 
Social Service / Local Authority funding. 

 
6.20 The Occupational Therapist / Physiotherapist will plan the ordering of equipment to 

avoid a delay in discharge and ensure equipment is delivered within the contracted 3-
5 days of request.  For urgent deliveries (i.e. CHC FTCC) equipment can be 
requested and delivered within 4 hours.  

 
Funding arrangements  

 
6.21 This policy applies equally to people regardless of the funding arrangements and the 

nature of their ongoing care.  
 

6.22 Those self-funding care will be offered the same level of advice, guidance and 
assistance regarding choice13 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.    

 

                                                 
11

 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). 
12

 http://www.fabnhsstuff.net/2015/08/26/the-safer-patient-flow-bundle Can this be taken out or needed to refer to 

for guidance? 
13

 Care Act 2014 s4 

http://www.fabnhsstuff.net/2015/08/26/the-safer-patient-flow-bundle
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6.23 A full assessment for NHS CHC will only be undertaken where the longer-term needs 

of the individual are unclear. In 85% of cases, these assessments will be conducted 
outside of hospital within a reasonable time frame and will not be a reason for 
delaying discharge to care outside of hospital. However, if (and only if) the individual 
has a ‘rapidly deteriorating condition which may be entering a terminal phase’ the 
NHS CHC Fast Track Pathway will be considered. 

 
Delayed Transfers of Care (DToCs) 
 
6.24 There will be weekly Delayed Transfer of Care review meetings which will proactively 

manage DToCs and appropriately accelerate discharges to deliver the national 3.5% 
target. 

 
6.25 From time to time revised guidance will come out and as a system it will be 

collaboratively reviewed and embedded where appropriate within current practice. 
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7 OVERVIEW OF PROCESS 
 

 
 
 
 

• Start discussions about discharge with patient before or as soon 
as possible after admission 

• Determine whether the patient has mental capacity and if not, 
put in place appropriate measures (see Appendix 1) 

• Identify Discharge Coordinator, and other people who have the 
patient's consent to be involved in discussions and decisions, 
e.g. carers, relatives 

• Provide 'Home first planning your discharge leaflet' 

• Refer to support services and advocacy, as required 

Step 1 - Providing standard 
information and support 

• Refer patient and any carers to required health and care services 
when they are ready to have their needs assessed for discharge. 
Patients should be "on the road to recovery" so that discharge 
support needs can be assessed, but do NOT need to be 
medically fit for discharge before a referral can be made. 

• An Assessment Notice should be sent to refer a patient to Social 
Care. The patient must consent to this. See Appendix. 

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

Step 2 - Assessing need  

• Discuss available and appropriate options with patient 

• Refer to support services and/or advocacy, as required  

• Explain the decision-making process, including how to appeal 
any decisions, to the patient and advise that the hospital will 
expect discharge by the EDD. 

• Send a Discharge Notice to Social Care for any patient who is 
having a discharge service commissioned by Social Care. This 
Notice confirms the Predicted Discarge Date. See Appendix. 

• Provide appropriate letters and tailored information on options 
which are suitable to meet assessed needs and available funding 

Step 3 - Preparing for 
discharge 

• Initiates upon provision of Letters and information on choices to 
patient, in advance of the Expected Discharge Date. 

• For people who are self-funding their own care and for people 
with CHC or joint funding for nursing home care, allow up to 
seven consecutive days for the patient to consider their available 
options 

• Support the patient to make a decision, respond to concerns and 
offer advice, support and encouragement 

Step 4 - Seven day window 

• If a patient has eligible social care needs and the Council is 
responsible for funding their discharge service, an appropriate 
interim care offer will be made to the patient if his/her preferred 
discharge option is not available in time for the EDD. This 
placement is free to the patient for up to 4 weeks. 

• The offer of an interim care placement should be made jointly by 
social care and health staff talking with the patient. 

• Give appropriate letter (see appendix...) and offer further 
support. 

Step 5 - Interim placements 
and packages 

• If no agreement has been reached regarding discharge, and/or 
transfer arrangements are challenged, senior staff to hold formal 
meeting with patient to understand and resolve issues and 
reiterate policy 

• Appropriate Letter to be sent following formal meeting or if 
patient does not engage in formal meeting [note: this applies 
where  reasonable options have been rejected and there are no 
ground to challenge] 

• Consult local legal advisors, if neccessary 

Step 6 - Escalation 
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Step 1 Providing standard information and support 
 
7.1 An identified Discharge Lead14 will be identified for each patient and they will explain 

the discharge planning process to the patient on admission.  
 
7.2 The ‘Home first planning your transfer information leaflet’ will be given to and 

discussed with the patient. 
 
7.3 The identified Discharge Lead will ensure that the patient is aware of this policy and 

of the circumstances in which an interim placement or package might be necessary.  
All communication will clearly set out 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 will be made clear that they will receive advice and support in 
making a decision15. 

 
7.4 All patients will be given an Expected Date of Discharge (EDD) as soon as possible 

after admission by a Consultant or senior clinician within HFID specific timeframes.  
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.  This date 
can only be changed by a clinician if the patient becomes unwell. 

 
7.5 Patients will be involved in all decisions about their care17 and supported to do so, 

where necessary. 
 
7.6 At this point, it will 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 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.  

 
7.7 The identified Discharge Lead 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. Ensuring the carer has adequate support in place will 
reduce the risk of unnecessary readmission of the patient. 

 
 

 

 

 

 

 

 

                                                 
14

 The term ‘discharge lead’ is used throughout this policy 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 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 
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Step 2 Assessing need 
 
7.8 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. 

 
7.9 If the patient is likely to have ongoing health, housing or social care needs after 

discharge the identified Discharge Lead will ensure timely referral to these other 
services for assessment18.  This will be from a holistic and patient-centred 
perspective of a person’s needs and the care and support options may include, for 
example: 

 Bedded rehabilitation (MCH and Newark) – First available bed irrespective of 
geographical catchment area (Mid Notts) at home (CURRT) as the first 
preference or rehabilitation in a bedded environment; 

 Bedded rehabilitation (Derbyshire) via agreed pathways; 

 Social care assessment; 

 Community nursing services, including Community Matrons; 

 Reablement; 

 Short-term placement in a care home; 

 Care at home support package; 

 Financial assessment and benefits advice; 

 Eligibility for NHS Continuing Healthcare or Funded Nursing Care; 

 Home assessment for aids, adaptations and / or assistive technology; 

 Other local health, social or voluntary service. 
 
7.10 It will be made clear to the patients (and their carers, where appropriate) what the 

assessment in hospital is for, and what further assessments they can expect in the 
places they are transferred to.  However, no promises will be made on behalf of 
another organisation regarding the patient’s on-going care and provision of services. 

 
7.11 Any carers of the patient will be advised of their rights to have a carers’ assessment, 

with appropriate information and support, and referral to relevant support services. 
 
7.12 Patients will be actively involved in the assessment process and in the development 

of care plans to enable full and effective assessments and support planning. 
 
7.13 Patients will be informed of the rights they have to complain about an assessment or 

decisions about their need for support. 
 
 
 
 
 
 
 
 
 
 
 

                                                 
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 
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Step 3 Preparing for discharge  
 

7.14 Interim letter will be prepared and given to the patient by social services.  Explain the 
process to the patient and ensure they are aware of all timelines and steps. 

 

7.15 Tailored information will be provided to the patient about the care options available to 
them, including details of costs. The conditions of funding for interim, intermediate 
and reablement places, (and the 12 week property disregard19 of fees for the 
circumstances when the patient transfers directly to a care home) will be made clear.  

 

7.16 The patient will be referred to IDAT and the hospital Social Work Team (as 
appropriate) in order to receive advice and support in making an informed choice, 
and to develop a person centred care and support plan which focuses on the 
individuals needs and preferences. This will include a discussion of the option of a 
personal budget. 

 

7.17 The patient will be directed to Age UK (based at King’s Mill Hospital) for advice and 
information regarding advocacy, if required and if available.20  

 

7.18 If the patient is assessed to have care needs after discharge, the identified Discharge 
Lead will advise the patient at the earliest appropriate opportunity about currently 
available care providers that can meet their needs and are registered with the Care 
Quality Commission (CQC). In some cases it is possible that there may be only one 
appropriate option, and the rationale for this must be explained.  

 

If it is known that the placement / package is to be funded or provided by the NHS, 
the CHC team will advise the patient of their right to look at alternatives that fall within 
the criteria set by the CCG, based on their individual needs. 

 

7.19 If it is known that the Local Authority has agreed to fund a long term care home 
placement, the allocated Social Worker will advise the patient of the choices available 
to them including the option to top-up. 

 

7.20 If it is known that the Local Authority has agreed to fund a home care placement, 
then the allocated social worker will advise the patient of the next steps, including 
their option to take the funding as a Direct Payment. 

 

7.21 If the patient is interested in taking up the offer of a personal budgets (social care), 
personal health budgets (NHS) or integrated personal budgets, the hospital Social 
Work Team will advise them where to get information, who to contact locally and 
refer them to the lead locally. 

 

7.22 Self-funders will 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.  

 

7.23 The identified Discharge Lead or support service will discuss discharge plans with the 
patient regularly, in some cases this may be as often as daily conversations.  The 
Discharge Coordinator will endeavour to meet the patient’s wishes regarding specific 
concerns about the appropriateness of a temporary arrangement, if concerns are 
brought to their attention. 

                                                 
19

 Certain circumstances where the local authority will disregard a property from means testing for the first 12 
weeks of being a permanent resident in a care home, when it is providing assistance with the placement 
20

 Care Act 2014, s67 Involvement in Assessment, Plans etc 
 

http://www.ageuk.org.uk/Documents/EN-GB/Factsheets/FS38_Treatment_of_property_in_the_means-test_for_permanent_care_home_provision_fcs.pdf?dtrk=true
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7.24 Patients will be informed of the rights they have to complain and provided with details 

of how to do so. 
 
7.25 In order to minimise the need for patients to have recourse to formal complaints 

procedures, statutory agencies will make every effort to ensure that patients are 
involved in all stages of decisions that affect them, and that their agreement to such 
decisions is obtained. 

 
Step 4 Seven day window (This is from the first working day funding is 
established - For the below) 
 
7.26 Patients who have local authority funding for residential care. 
 
7.27 Patients who have continuing CHC fast track funding. 
 
7.28 In the rare instance that a patient has had a DST within hospital and given funding. 
 
7.29 Patients who are self-funding 24/7 care and package of care at home.  
 
7.30 As soon as the funding is agreed then from this point the first letter will be issued on 

the next working day.  The identified Discharge Lead and IDAT will proactively 
support the patient during this process and will offer advice and support regardless of 
how the placement is to be funded.  Regular communication will be maintained 
throughout this period by the Discharge Coordinator and the support service. 

 
7.31 Implementation of this policy does not impact on the measurement of delayed 

transfers of care, which will continue to be reported against the guidance laid out by 
NHS England22. 

 
1 Care Act 2014 s4 and s30; Care and Support and After-care (Choice of Accommodation) 
Regulations 2014 
1 Care Act 2014 s3, and Care and Support (Discharge of Hospital Patients) Regulations 
2014, SI 2014/2823 
1 Care Act 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
22

 https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2015/10/mnth-Sitreps-def-dtoc-v1.09.pdf  

https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2015/10/mnth-Sitreps-def-dtoc-v1.09.pdf
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Step 5 Interim packages and placements 
 
7.32 An interim package of care or placement will be offered to a patient when the council 

is responsible for funding the discharge package, if that service is not available at the 
time of discharge. Patients do not have the right to remain in hospital to wait for their 
preferred option to become available. 

 
7.33 The interim package or placement is distinct from intermediate care or reablement. 
 
7.34 Where decision and/or discharge is not achieved by the EDD, members of the MDT 

will liaise within two working days. The MDT will discuss and seek to agree the 
recommended interim package or placement with the patient. Consideration of 
interim arrangements must be accompanied by a risk assessment, including impact 
on any carers. 

 
7.35 The interim package or placement will be confirmed with Social Services .  The 

interim letter  will be prepared and given to the patient by a hospital representative 
and social services.. It is important that the letter is addressed to the patient, is 
personalised to reflect their circumstances and that the process is also discussed 
with the patient.   

 
7.36 The interim package / placement will allow further time for the choice of package / 

placement to be resolved outside of hospital. This interim option would normally be in 
one of the initial packages / placements offered, if still available. 

 
7.37 Interim placements will be funded by Nottinghamshire County Council for a maximum 

of 4 weeks23 and this timescale will be clearly communicated to the patient from the 
outset.  

 
7.38 Discussions regarding permanent options will continue throughout the interim 

placement with a designated person from the relevant organisation. 
 
7.39 Self-funders will be required to fund their care in the interim package / placement 

beyond the <1> week24 maximum period, 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. 

 
7.40 Where the need for a NHS CHC assessment has been identified on hospital 

discharge the individual will not be charged for their care during the period it takes to 
complete the NHS CHC assessment.  

 
 
 

                                                 
23

 Local organisations that have supported the development of this template policy recommend an interim 
funded placement of 3 weeks in order to ensure the policy works in practice and can be implemented easily 
by staff.  This prevents multiple transfers in quick succession and enables time for full assessments to be 
completed well.  This timescale is specifically for interim placements not intermediate care or reablement 
pathways. 
24

 Local organisations that have supported the development of this template policy recommend an interim 

funded placement of 3 weeks in order to ensure the policy works in practice and can be implemented easily 
by staff.  This prevents multiple transfers in quick succession and enables time for full assessments to be 
completed well.  This timescale is specifically for interim placements not intermediate care or reablement 
pathways. 
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Step 6 Escalation process  
 

7.41 If no agreement has been reached regarding discharge arrangements after steps 1-
5, and transfer arrangements are challenged by the patient, the local Director or 
Senior Manager / clinician in the hospital will support the Discharge Nurse  to 
continue plans for transfer to an interim package or placement. 

 

7.42 The patient will be provided with details of complaints and appeals procedures 
throughout the process.  

 

7.43 The identified Discharge Lead and Director or Senior Manager / clinician will arrange 
a formal meeting with the patient. The formal meeting enables all parties to discuss 
concerns and seek to agree transfer to the most appropriate care provider, at least as 
an interim option.   

 

7.44 Inform Divisional Nurse Matron and Chief Operating Officer or Deputy. 
 

7.45 Inform Mid Nott’s Clinical Commissioning Group. 
 

7.46 The identified Discharge Lead will continue to work with the patient throughout this 
process to try and understand and address barriers to a decision being made. 

 

7.47 If the patient declines NHS treatment and a care or support package, they may be 
discharged from hospital25. 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.  

 

7.48 Care will be taken to ensure that the Trust meets its duty26 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-neglect27.  

 

7.49 The identified Discharge Lead, 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. 

 

8 MENTAL CAPACITY 
 

8.1 All patients will be assumed to have mental capacity to make a decision about their 
ongoing care, including as regards discharge. A capacity assessment will be 
undertaken at any point during the process if their capacity, in relation to the 
discussions and decisions on discharge, is in doubt. 

 

8.2 Appendix 1 sets out in detail how the application of this policy will be adapted for 
cases where the patient may lack capacity to make the relevant decisions at the 
appropriate time.   

                                                 
25

 The duty on Trusts and Foundation Trusts to carry out their functions “effectively, efficiently and 
economically” under NHS Act 2006 (as amended) s26, 63; Criminal Justice and Immigration Act 2008, 
ss119-121, if the patient is no longer in need of inpatient treatment and their behaviour constitutes a 
nuisance or disturbance and NHS protect guidance on this  provision 
26

 Care Act Schedule 3  
27

 Care Act statutory guidance chapter 14 

http://www.nhsbsa.nhs.uk/3603.aspx
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9.0    SENIOR DISCHARGE AND ESCALATION PROCESS 
 
9.1 The Home First Hub will aim to prioritise and discharge patients to a Home First 

Pathway.  It will meet daily Monday – Friday. 
 
9.2 A discharge PTL will allow Senior Managers and Executive Leaders to follow 

progress and escalate to partner colleagues for action.  This team will meet weekly. 
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10.0   MONITORING COMPLIANCE AND EFFECTIVENESS 
 
Minimum 
Requirement 
to be Monitored 
 
 
(WHAT – element of 
compliance or 
effectiveness within 
the document will be 
monitored) 

Responsible 
Individual 
 
 
 
(WHO – is going to monitor 
this element) 

Process 
for Monitoring 
e.g. Audit 
 
 
(HOW – will this element be 
monitored (method used)) 

Frequency 
of 
 Monitoring 
 
 
(WHEN – will 
this element be 
monitored 
(frequency/ how 
often)) 

Responsible 
Individual or 
Committee/ 
Group for Review of 
Results 
(WHERE –  Which individual/ 
committee or group will this 
be reported to, in what format 
(e.g. verbal, formal report etc) 
and by who) 

Discharge Policy 
implementation 

Discharge Matron Monitoring of delayed discharges  Daily review of 
delayed 
discharges 

Patient Flow Group 

Review Discharge  Discharge Matron/Team Leads DATIX/Incidents  As initiated DATIX Handler 

Regular audit of 
discharge checklist in 
the Nursing Admission 
Booklet 

Discharge Matron/Team Leads Audit 6 months Senior Divisional Nursing Team  

Complaints and 
Compliments  

PET Team Monthly Reports from PET Team Monthly Divisional Governance  
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11.0   TRAINING AND IMPLEMENTATION 
 
This is a new policy and training will therefore be required as part of implementation. 
Training will be provided by IDAT, Heads of Nursing, Matrons, Ward Leaders and other 
relevant medical, nursing and administrative staff during the period July 2019 – September 
2019. 
 
An ICARE will be issued once policy has been ratified by all parties. 
 
12.0  IMPACT ASSESSMENTS 
 

 This document has been subject to an Equality Impact Assessment, see completed 
form at Appendix 9 

 This document has not been subject to an Environmental Impact Assessment 
 
13.0 EVIDENCE BASE (Relevant Legislation/ National Guidance) AND RELATED 

SFHFT DOCUMENTS 
 
Evidence Base: 

 Equality Act 2010 and Human Rights Act 1998, regarding disability and heritage 
languages 

 Mental Capacity Act 2005 Code of Practice  

 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 
capacity for the relevant decisions has no greater right to demand this (Aintree 
University Hospitals NHS Foundation Trust v James [2013] UKSC 67) 

 Providing Information and Advice Care Act 2014, Assessment of an adult’s need for 
care and support  

 NHS Constitution  

 National Guidance: https://www.nice.org.uk/guidance/pg27 2015 

 Mental Health Capacity Act (MCA) (2005) 

 Additional references are listed at the bottom of each relevant section. 
 
14.0   KEYWORDS 
 
Transfer; integrated; team; ambulance; TTO; TTOs; taxi; out patient; OPD; discharging; 
process; planning; PDD; NHS Continuing Healthcare; care; abscond; residential; nursing; 
care; home; predicted date of; expected date of; for, PDD; preferred place of care / death; 
to die; difficult and reluctant; nurses 
 
15.0   APPENDICES 
 

 As listed in contents table 
 
  

https://www.nice.org.uk/guidance/pg27%202015
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APPENDIX 1 

 
 

Assessment and Discharge Notices 

 What, Why, Who, When, How ? 

This Guide has been produced to explain everything you need to know about Assessment 

Notices and Discharge Notices (previously called “Section 2s” and “Section 5s”). We hope 

that this guidance is helpful to you. If you have any questions or comments about it, please 

do not hesitate to contact : 

 Kings Mill Hospital social work team :  x 4018  

 Mansfield Community Hospital social work team : x 5031 

 Newark Hospital social work team : 01636 685741 

 

1.  What are these Notices ? 

 

Assessment Notices (previously called Section 2) and Discharge Notices (previously 

called Section 5) have to be completed by NHS hospital staff to get social care staff 

involved with a patient’s discharge plan.   

 

2.  Why do I need to use them ? 

 

2.1 Assessment Notices have been developed to provide a simple referral route into 

social care, just for hospital patients. Social care staff have to respond to these Notices 

very quickly, working to agreed national timescales, to make sure that patients get the right 

social care services when they are ready to leave hospital. This route into social care 

doesn’t apply in any other situation, only for hospital patients. 

 

2.2 Examples of services that can be provided by social care are : 

- personal care and support at home with daily living tasks 

- reablement support to regain confidence and skills 

- assistive technology eg to remind the person to take their medication  

- a short period in an assessment bed or assessment flat, to allow for more recovery 

and further assessment. 

- alternative living arrangements which the Council would fund, such as Extra-Care 

housing, residential or nursing home placements 

 

2.3 So the Assessment Notice requests an assessment for your patient.  

 

2.4 The Discharge Notice confirms the expected date of discharge for the patient. 

 

Ward staff guidance on assessment and discharge notices, 25.11.16 
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3.  Who should I complete a Notice for ? 

 

3.1 Because of the time needed to do a full social care assessment, it is important that 

you send an Assessment Notice only for the appropriate patients and at the right time 

during the hospital stay, when ALL the following 3 circumstances apply: 

 

1. The patient wants to have this assessment (ie has consented). If the patient 

does not have the capacity to consent, then his or her representative must have 

agreed to the assessment. Some people refuse to have an assessment and want to 

make their own arrangements for support. 

 

2. It is reasonable to think that the patient has some significant social care 

needs which have to be met, for the discharge to be successful. For example, 

the patient will need help with tasks of daily life and does not have this support 

available from family or friends. If the patient already has a social care service at 

home, this may need to be reviewed or started up again.  

 

3. The patient is on the road to recovery (ie not very unstable or getting worse). The 

assessment needs to start when people (including the patient) can discuss what the 

likely needs are going to be, at the point of discharge 

 

3.2 Do not send an Assessment Notice if ANY of the following apply : 

 The person has not agreed to it (or their representative if they lack capacity) 

 The person’s health needs are too uncertain for the assessment to start 

 The person has had a continuing health care assessment / DST and has been 

awarded full funding from health.  

 The person already has a discharge pathway identified - for example,  Transfer to 

Assess, IRIS. 

 The person is at the End of Life - initiate the Fast Track referral process instead 

 The person only needs help to solve housing-related problems and lives in 

Mansfield or Ashfield. eg rehousing or benefit issues. The ASSIST team will help 

with this. 

 The person seems to have some social care needs but these will not stop the 

person being discharged. A referral can be made to the Council at a later date (eg 

by a relative).  If the person only needs an existing care package to be started up 

again, you can organise that for Nottinghamshire patients without sending an 

Assessment Notice by phoning x 6233/6234 giving at least 2 days notice. 

 

Ward staff guidance on assessment and discharge notices, 25.11.16 
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For Derbyshire patients who need a simple restart, call the care provider directly. 

 

3.3 If you want some advice on whether to send an Assessment Notice or not for 

someone, talk to a Service Advisor in the Hospital Social Work team. The team contact 

details are on page 1 for Nottinghamshire patients.  

For Derbyshire patients, contact 01629 531802 (ask to speak to duty worker). At 

weekends, speak to Derbyshire staff between 8.00am - 4.00pm on 07500976624.   

Please do not send an Assessment Notice “just in case”. Social care staff can still 

give advice and information to a patient and their family, without them having to be put 

forward for an Assessment.  

 

3.4    If you think that a carer needs some extra support or he/she would like to have an 

assessment in their own right, please call Nottinghamshire County Council on their behalf 

or give the carer the number - 0300 500 80 80. For Derbyshire carers, the number is on 

01629 533190 (Call Derbyshire). 

 

3.5    Discharge Notice : You only need to complete a Discharge Notice for people that 

the social care staff have accepted as needing social care services (ie they meet the 

eligibility criteria). If people are not eligible, the Assessment Notice will be closed and you 

will be told about this. Send a Discharge Notice as soon as there is an expected date of 

discharge, which is as definite as it can be. You can send an Assessment Notice and a 

Discharge Notice at the same time if this is absolutely necessary but the date of discharge 

must comply with the timescale set out on the diagram on page 5, to allow time for 

assessment. 

 

4.  How do I complete a Notice ? 

 

4.1 Assessment Notices are completed on Orion by nursing staff. Make sure you fill out 

all the fields because the Notice will be sent back to you if not. Social care needs all 

the information to start the Assessment, to make sure that the right person is assessed. 

This is required by law. The only exception is the expected date of discharge. 

 

4.2 Discharge Notices at Kings Mill Hospital are completed by Nathan Watson (Clerical 

Support Officer, Integrated Discharge Advisory Team), on request by a ward-based staff, 

usually the Discharge Coordinator. Nathan forwards the Notice to the social care team via 

secure email. 

 

4.3 At Mansfield Community Hospital and Newark, nursing staff complete the discharge 

notice using a paper system. 

Ward staff guidance on assessment and discharge notices, 25.11.16 
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5.  When could a Notice be closed ?  

 

The Notice will be closed and will no longer apply if : 

 

1. During the assessment process, the person’s condition changes significantly eg. due to a 

stroke, fall or serious decline. You will need to send another Assessment Notice when the 

situation is more stable. 

 

2. During the assessment process, it is decided that the person has a Positive Health 

Checklist with full funding from health and social care no longer need to be involved. 

 

3. The social worker establishes that the person can be discharged safely without needing a 

social care service. 

 

4. The assessment shows that the person can pay for services themselves (called “self-

funding”). Advice and information will still be provided if appropriate. 

 

5. It turns out that the person is the responsibility of another local authority, so 

Nottinghamshire or Derbyshire is not involved (eg they live in a nursing home funded by 

Nottingham City). 

 

6. It turns out that the person cannot be discharged on the expected date for discharge 

because the necessary health-related arrangements are not available eg. Results of 

medical tests, medication, therapy assessment, essential equipment at home such as 

pressure mattress or rotunda. You will need to send another Discharge Notice as soon as 

possible, when the new expected date of discharge is known. 

 

7. The person changes their mind about having an assessment.  

 

8. The person has already been discharged before the assessment starts. 

 

9. The person will not be discharged by the PDD due to a Safeguarding issue.  

 

10. The person has been transferred to another hospital or Transfer to Assess. 

 

6. How quickly should social care respond to these Notices ? 

See the diagram on the next page. This diagram shows the minimum time period which 

must be given to social care, to allow for effective assessment and discharge planning. 

More notice than this will always be useful, if possible. 

 

Ward staff guidance on assessment and discharge notices, 25.11.16 
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Ward staff guidance on assessment and discharge notices, 25.11.16 
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This matter is being dealt with by: 
 
Reference:  
T 01623 622515 ext 4018 
E enquiries@nottscc.gov.uk 
W nottinghamshire.gov.uk 
 

Private and Confidential 
To be opened by addressee only 

 

Dear 
 
Offer of Interim Care  
 
As you know it has been agreed between yourself and the staff who have been looking 
after you during your stay in hospital that you are now ready to leave. 
 
Unfortunately there is a delay in the arrangements necessary for you to be discharged 
home. So that you don’t need to remain in hospital unnecessarily it has been arranged for 
you to move temporarily to a residential home. 
 
Your stay at the home is called ‘interim care’ and up to the first four weeks there will not be 
any charge. If you need to stay in interim care for longer than four weeks you will be asked 
for a contribution towards the cost, based on an assessment of your financial 
circumstances. Your social worker / community care officer will discuss this with you as 
well as any other questions you may have. 
 
Yours sincerely 
 
 
Nottinghamshire County Council 
--------------------------------------------------------------------------------------------------------------------- 
 
I  /my  representative accept  / do not  accept the above offer of interim care. 
(Please mark with an x) 
 
 

Signed:    

    

SFH Rep:  Date  

 
 
View our privacy notice at www.nottinghamshire.gov.uk/privacy 
Nottinghamshire County Council, Hospital Assessment Team, Ground Floor, TB3,  
Kings Mill Hospital, Mansfield Road, Sutton-in-Ashfield, Nottinghamshire, NG17 4JL 
  

mailto:enquiries@nottscc.gov.uk
http://www.nottinghamshire.gov.uk/privacy
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APPENDIX 2  HOSPITAL DISCHARGE AND MENTAL CAPACITY ISSUES  
 
All staff 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 capacity because they make a decision we consider to be 
unwise; 

 When the patient is assessed to lack 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. 

 
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 capacity to consent to or refuse the treatment 
they have had as an inpatient may lack capacity to make decisions around discharge and care 
planning (and vice versa).  Where there is a reason to doubt capacity for a particular decision, it 
must be specifically assessed, in accordance with the 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 
providing information in a different format or breaking information down into smaller chunks. 
 
If a person is assessed to lack 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 decision, the information relevant to the decision will include an 
understanding of their care needs on discharge, the process and outcome of the assessment of 
needs, offers of care and options available, with the person being given concrete information to 
consider, not starting with a blank sheet approach.   
 
Options which are not available (e.g. placements which are not available, care which is not 
considered clinically appropriate, or care which will not be funded) will not be considered in either 
capacity assessments or in best interest decision-making.  A patient with capacity cannot insist on 
staying in hospital after they are medically fit for discharge and so neither is it an option for a 
patient who lacks capacity for the discharge decision.    
 
Where a patient, despite all reasonable efforts to support them, lacks 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, but this does not mean they will always get what they want, any more than a 
patient with capacity would. 
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“Best interests” is interpreted widely, and goes beyond medical risk and benefit to include social, 
psychological and emotional factors.  Before making a best interest’s decision, it will 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 is entitled to an Independent Mental Capacity Advocate (IMCA) where it is proposed that 
an NHS body or a local authority provides accommodation in a care home for 8 weeks or longer 
unless there is someone to consult about their best interests other than a paid professional (MCA 
s38-39).     
 
If the proposed placement or care package 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. 
 
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.] 
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APPENDIX 3 – 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 policy, 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 policy and will 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. 
 
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 fit for discharge 
 
In some cases, where the patient’s refusal to 
leave hospital when medically fit for discharge 
constitutes a nuisance or disturbance, an 
offence may be committed and there is a 
power to remove the patient  
 
Alternatively, other remedies may be available 
to Trusts under property law  
 
 
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, including 
provision in some circumstances for a financial 
remedy against the local authority where 
discharge is delayed as a result of failure to 
meet needs 
 
Responsibility to seek authorisation for any 
deprivation of liberty occurring in the hospital 

R (Burke) v GMC [2005] EWCA 
Civ 1003; Aintree University 
Hospitals NHS FT v James 
[2013] UKSC 67 
 
NHS Act 2006 (as amended) 
s26, 63 
 
 
 
 
Criminal Justice and 
Immigration Act 2008, ss119-
121 [and see NHS Protect 
guidance]  
 
 
 
Barnet PCT v X [2006] EWHC 
787 
 
Care Act 2014, Schedule 3, 
Care and Support (Discharge of 
Hospital Patients) Regulations 
2012, and Delayed Discharge 
(Continuing Healthcare) 
Directions 2013 
 
 
 
MCA Schedule A1, paras 1-3 , 
24 and 76 

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 
 
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 s9 
 
 
 
Care Act 2014 s10 
 
 
Care Act 2014 s30, Care and 
Support and After-care (Choice 
of Accommodation) 
Regulations 2014 

##MAILMERGE - Do not delete this text or change the colour from white 
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Responsibility to provide information and 
support on choices 
 
Responsibility to offer choices / involve the 
patient in preparation of a care and support 
plan 
 
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 
 
Responsibility to authorise deprivation of 
liberty in care homes and hospitals 

 
 
Care Act 2014 s4 
 
 
Care Act 2014 s25 
 
 
 
Care Act 2014, s67 
 
 
 
 
 
 
MCA Schedule A1 paras 21, 50 

Clinical 
Commissioning 
Group [and 
NHS England] 

Responsibility to ensure an assessment for 
eligibility for NHS funded Continuing 
Healthcare where it appears that there may be 
a need for such care. [This is the responsibility 
for NHS England for military personnel and 
prisoners] 

NHS Commissioning Board and 
Clinical Commissioning Groups 
(Responsibilities and Standing 
Rules) Regulations 2012, reg 
21   

Patient Right to assessment for care and support by 
local authority and for NHS Continuing 
Healthcare as appropriate 
 
 
 
No right to insist on particular treatment which 
is not clinically indicated, including provision of 
an acute inpatient bed when medically fit 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 fit for discharge while 
preferred choice is awaited)  
 
Right to respect for family life and to not be 
treated in an ‘inhuman or degrading’ way 
 

Care Act 2014, s9 and NHS 
Commissioning Board and 
Clinical Commissioning Groups 
(Responsibilities and Standing 
Rules) Regulations 2012, reg 
21   
 
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 

Care Act 2014 s10 
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Doctors decide that patient is 
clinically fit for discharge and 

MDT fit for discharge 

Are services available on discharge? 

NO YES 

Discharge patient home 
with Care Package 

IDAT and Social Worker offer interim care placement to 
patient with family / carer in attendance wherever possible.  

Opportunity to discuss and address and discharge concerns 

Patient declines 
Interim Care 

Patient accepts 
Interim Care 

Social Worker organises 
Interim Care Placement 

IDAT Lead Nurse  & IDAT.  
Meet with patient and/or 
carers and issue Letter 1 

Package of Care 

Patient accepts 
Interim Care 

Patient declines second 
offer of Interim Care 

APPENDIX 4:  FLOWCHART – PACKAGE OF CARE ADULT  HEALTH & SOCIAL CARE FUNDED 

Seek Legal Advice 
Inform Chief Executive of situation 

Discharge within 7 days 

Inform Divisional Nurse Matron & 
Deputy Director of Operations 

Discharge Matron or Deputy and 
Matron responsible for that Clinical 

Area to meet with patient and/or 
carers and issue after 7 days 

Letter 3.  Involve social worker at 
all stages 

Inform Mid Nott’s Clinical 
Commissioning Group 
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Patient’s family / carers informed to this effect by ward staff, 
supported by IDAT team and advised to source a placement 
within 7 days.  Opportunity given to discuss any concerns or 

issues with discharge 

Placement sourced and agreed – 
Patient discharged 

Patient’s family / carers delaying sourcing a 
residential / nursing home placement 

IDAT Lead Nurse & IDAT to meet with 
patient and/or carers and issue Letter 2. As 

soon as self-funding status is 
established.  Ensure social workers is 

present 

Delay Continues 

Discharge Matron or Deputy and 
Matron responsible for that Clinical 

Area to meet with patient and/or 
carers and issue after 7 days 

 Letter 3.  Involve social worker as 
interim care may be required 

Inform Divisional Nurse Matron & 
Deputy Director of Operations 

Inform Mid Nott’s Clinical 
Commissioning Group 

In following 7 days transfer patient into 
interim care until placement is found 

APPENDIX 5: FLOWCHART – FAMILY / CARERS SOURCING A RESIDENTIAL / NURSING HOME 
PLACEMENT ADULT  HEALTH & SOCIAL CARE OR HEALTH FUNDING AND CHC FUNDING. 
 

Patient assessed as requiring long term 
residential / nursing care placement 

Following MDT input decision that patient 
medically fit for discharge  

Seek Legal Advice 
Inform Chief Executive of situation 
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APPENDIX 6: FLOWCHART – FAMILY / CARERS SOURCING A RESIDENTIAL / NURSING HOME 
PLACEMENT – PRIVATELY FUNDED 

 

Following MDT input decision that patient 
medically fit for discharge  

Patient’s family / carers informed to this effect by ward staff, 
supported by IDAT team and advised to source a placement 
within 7 days once self-funding status has been established.  

Opportunity given to discuss any concerns or issues with 
discharge 

Patient’s family / carers delaying 
sourcing a residential / nursing home 

placement 

Placement sourced and agreed – 
Patient discharged 

IDAT Lead Nurse & IDAT to meet with 
patient and/or carers and issue Letter 4 
as soon as self-funding status is 
established.   

 

Delay Continues 

Discharge Matron or Deputy and 
Matron responsible for that Clinical 

Area to meet with patient and/or 

carers and issue after 7 days Letter 5   

Inform Divisional Nurse Matron & 
Chief Operating Officer/Deputy 

Inform Mid Nott’s Clinical 
Commissioning Group 

In following 7 days transfer patient into 
interim care until placement is found 

Seek Legal Advice  
Inform Chief Executive of situation 



      

Title:  Discharge Policy 
Version:  v2.0               Issued:  June 2019    Page 37 of 46 

 

Patient’s family / carers delaying sourcing a 
Package of Care 

Package of Care 
sourced and agreed – 

Patient discharged 

IDAT Lead Nurse & IDAT.  
Meet with patient and/or 

carers and issue Letter 6 as 
soon as self-funding 
status is established.   

Inform Divisional Nurse Matron & 
Deputy Director of Operations 

Following MDT input decision that patient 
medically fit for discharge  

Patient’s family / carers informed to this effect by ward staff, 
supported by IDAT team and advised to source a Package of 

Care within 7 days once self-funding status has been 
established.  Adult Health & Social Care would attend and 
complete Financial Assessment if requested.  Opportunity 

given to discuss any concerns or issues with discharge 

Delay Continues 

Discharge Matron or Deputy and 
Matron responsible for that Clinical 

Area to meet with patient and/or 

carers and issue after 7 days Letter 7  

Inform Mid Nott’s Clinical 
Commissioning Group 

Discharge within seven days 

Seek Legal Advice 
Inform Chief Executive of situation 

APPENDIX 7:  FLOWCHART – PACKAGE OF CARE PRIVATELY FUNDED 
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Appendix 8 Example Letters (letters1-7) 
 
 
Our ref: package of care – letter1  
 
 
 
 
 
 
 
 
 
 
 
 
 
Dear patient/Relative 
 
Leaving Hospital. 
 
We are pleased that you are now ready to leave hospital, as confirmed by your consultant.  
You will be aware that the discharge assessments have shown that you are no longer in 
need of hospital care and that your future needs would be best met at home with formal 
support (we call this a care package). 
 
I am sure that you will understand that hospital beds are in great demand and that we 
need to ensure that they are available for patients who need to come into hospital.  A 
limited amount of time (up to 24 hours) will be allowed for the package of care to be 
arranged and during this time a member of the ward staff will liaise with you to inform you 
of the progress with this and to offer you support and advice.  If your package of care is 
not available to commence within 24 hours an interim placement within a care home will 
be identified for you to move to, you are required to accept this, at least on a temporary 
basis until your package of care becomes available. 
 
If you require any further information or wish to discuss your discharge plan and package 
of care then please contact the nursing staff on the ward and we will do all we can to help. 
The telephone number if required is ……………………………. 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
 
 
Yours faithfully 
 
 
 
Chief Executive                       
 

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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Our Ref: Care Home Placement – Letter 2  
 
 
 
 
 
 
 
 
 
 
Dear Patient / Relative 
 
Leaving Hospital 
 
We are pleased that you are now ready to leave hospital, as confirmed by your consultant.  
You will be aware that the discharge assessments have shown that you are no longer in 
need of hospital care and that your future needs would be best met in a nursing or 
residential home. 
 
I am sure that you will understand that hospital beds are in great demand and that we 
need to ensure they are available for patients who need to come into hospital.  A limited 
amount of time (up to a maximum of 7 days) will be allowed for a (care home) place to be 
found and during this time a member of the ward staff will liaise with you daily to see how 
you are progressing with this and to offer you support and advice.  
 
If you are eligible for a financial contribution from Adult Health & Social Care towards the 
cost of the place, then a social worker will advise you regarding the availability of 
appropriately registered places.  Once a suitable place has been identified you are 
required to accept this, at least on a temporary basis, even if the home identified is not 
your first choice. 
 
If you require any further information or wish to discuss your discharge plan please contact 
the nursing staff on the ward and we will do all we can to help.  The telephone number if 
required is ……………………………. 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
 
Yours faithfully 
 
 
Chief Executive 
 
 
 
 
 

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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Our Ref: Letter 3  
 
 
 
 
 
 
 
 
 
 
Dear Patient / Relative 
 
Leaving Hospital 
 
Following on from my recent letter I understand that there are still some on-going 
difficulties regarding your discharge arrangements from hospital. 
 
We are sorry to hear of this and as I hope you appreciate, we must ensure we have the 
hospital beds available for new patients requiring urgent hospital care.  
 
Whilst we will endeavour to continue to support you in the best way we can to secure your 
next stage/s of care we do need to discharge you into your next and more appropriate care 
setting.  
 
Therefore, we need to inform you that arrangements will be made for you to transfer into a 
suitable Care Home on a temporary basis until a more permanent solution can be found 
and agreed with yourself. 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
 
 
 
Yours faithfully 
 
 
 
Chief Executive 
 
 
 
 
 
 
 
 
 

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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Our Ref: Care Home Placement – Privately Funded – Letter 4 
 
 
 
 
 
 
 
 
 
Dear Patient / Relative 
 
Leaving Hospital 
 
We are pleased that you are now ready to leave hospital, as confirmed by your consultant.  
You will be aware that the discharge assessments have shown that you are no longer in 
need of hospital care and that your future needs would be best met in a nursing or 
residential home. 
 
Following a financial assessment by the Social Work team we understand that you will 
initially be funding this care home placement privately.  The Social Worker, Age UK or 
Discharge Nurse has provided you with information regarding the homes which will meet 
your needs or the needs of your relative. 
 
I am sure that you will understand that hospital beds are in great demand and that we 
need to ensure they are available for patients who need to come into hospital.  A limited 
amount of time (up to a maximum of 7 days once we have established you are self-
funding) will be allowed for a care home place to be found.  Please be aware that 
vacancies in care homes change due to the demand for beds, therefore we ask that you 
identify at least 2 homes to avoid disappointment.  
 
A member of the ward nursing team or Discharge Team will liaise with you daily to see 
how you are progressing with this and offer support and advice. 
 
If you require any further information or wish to discuss your discharge plan please contact 
the nursing staff on the ward and we will do all we can to help.  The telephone number if 
required is ……………………………. 
 
Please be aware that if you decline to identify a placement during the time frame stated 
above, we will have no choice but to take further action. 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
Yours faithfully 
 
 
Chief Executive 
 

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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Our Ref: Care Home Placement – Privately Funded – Letter 5  
 
 
 
 
 
 
 
 
 
Dear Patient / Relative 
 
Leaving Hospital 
 
Following on from my recent letter I understand that there are still some on-going 
difficulties regarding your discharge arrangements from hospital. 
 
We are sorry to hear of this and as I hope you appreciate, we must ensure we have the 
hospital beds available for new patients requiring urgent hospital care.  
 
Whilst we will endeavour to continue to support you in the best way we can to secure your 
next stage/s of care we do need to discharge you into your next and more appropriate care 
setting.  
 
It was agreed that it is in your best interest to be discharged to a Care Home where you 
can be in a more settled and suitable environment.  Following discussions with the 
Discharge Team / Ward Nursing Team on ………………. you were asked to identify 
suitable care homes and were given information regarding homes in this area.  As you 
have not informed us of your choice of homes, we plan to move you to a suitable home 
within 48 hours which will meet your requirements.   
 
You will be able to continue with your negotiations and to move onto the home of your 
choice from this placement if you should wish to. 
 
Please be aware that you will be charged for this temporary placement.  If you wish to 
discuss this further please contact the Discharge Team in the first instance on 01623 
622515 Extension 6344. 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
Yours faithfully 
 
 
Chief Executive 
 
 
 
 

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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Our Ref: Package of Care at Home – Privately Funded – Letter 6  
 
 
 
 
 
 
 
 
 
Dear Patient / Relative 
 
Leaving Hospital 
 
We are pleased that you are now ready to leave hospital, as confirmed by your consultant.  
You will be aware that the discharge assessments have shown that you are no longer in 
need of hospital care and that your future needs would be best met in a nursing or 
residential home. 
 
Following discussions with the Social Worker / family we understand that you will initially 
be funding your Package of Care privately.  The Social Worker, Age UK  or Discharge 
Nurse has provided you with information regarding Care Providers that can meet your 
needs or the needs of your relative. 
 
I am sure that you will understand that hospital beds are in great demand and that we 
need to ensure they are available for patients who need to come into hospital.  A limited 
amount of time (up to a maximum of 7 days once we have established you are self-
funding) will be allowed for you to find a suitable care provider.   
 
A member of the ward nursing team or Discharge Team will liaise with you daily to see 
how you are progressing with this and offer support and advice. 
 
If you require any further information or wish to discuss your discharge plan please contact 
the nursing staff on the ward and we will do all we can to help.  The telephone number if 
required is ……………………………. 
 
Please be aware that if you decline to identify a placement during the time frame stated 
above, we will have no choice but to take further action. 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
Yours faithfully 
 
 
Chief Executive 
 
 
 

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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Our Ref: Package of Care at Home – Privately Funded – Letter 7  
 
 
 
 
 
 
 
 
 
 
Dear Patient / Relative 
 
Leaving Hospital 
 
Following on from my recent letter I understand that there are still some on-going 
difficulties regarding your discharge arrangements from hospital. 
 
We are sorry to hear of this and as I hope you appreciate, we must ensure we have the 
hospital beds available for new patients requiring urgent hospital care.  
 
Whilst we will endeavour to continue to support you in the best way we can to secure your 
next stage/s of care we do need to discharge you to a more appropriate care setting.  
 
Therefore, we need to inform you that arrangements will be made for you to transfer into a 
suitable Interim Care Home on a temporary basis until your private package of care 
commences.  Please be aware that you will be charged for this temporary placement.  If 
you wish to discuss this further please contact the Discharge Team in the first instance on 
01623 622515 Extension 6344 
 
On behalf of Sherwood Forest Hospitals NHS Foundation Trust we would like to take this 
opportunity to wish you well in your future care. 
 
 
 
 
Yours faithfully 
 
 
 
Chief Executive 
 
 
  

 
Example letter – do not print from the policy and give to patients 

 
It is the responsibility of IDAT to ensure that all letters are 
distributed to patients who are identified as needing them. 
 
All letters distributed are saved to the IDAT shared drive 
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APPENDIX 9 EQUALITY IMPACT ASSESSMENT FORM (EQIA) 
 

Name of service/policy/procedure being reviewed: Discharge Policy 

New or existing service/policy/procedure:  Revised version 

Date of Assessment: 23rd April 2019 

For the service/policy/procedure and its implementation answer the questions a – c below against each characteristic (if relevant 
consider breaking the policy or implementation down into areas) 

 
Protected 
Characteristic 

a) Using data and supporting 
information, what issues, needs or 
barriers could the protected 
characteristic groups’ experience? For 
example, are there any known health 
inequality or access issues to 
consider? 
 

b) What is already in place in the 
policy or its implementation to 
address any inequalities or barriers to 
access including under representation 
at clinics, screening?  

c) Please state any  barriers that 
still need to be addressed and 
any proposed actions to 
eliminate inequality  

The area of policy or its implementation being assessed:  
 

Race and Ethnicity 
 

No adverse impact No adverse impact No adverse impact 

Gender  
 

No adverse impact No adverse impact No adverse impact 

Age  
 

No adverse impact No adverse impact No adverse impact 

Religion  No adverse impact No adverse impact No adverse impact 

Disability 
 

No adverse impact No adverse impact No adverse impact 

Sexuality 
 

No adverse impact No adverse impact No adverse impact 

Pregnancy and 
Maternity 

No adverse impact No adverse impact No adverse impact 

Gender 
Reassignment 

No adverse impact No adverse impact No adverse impact 

Marriage and Civil 
Partnership 

No adverse impact No adverse impact No adverse impact 
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Socio-Economic 
Factors (i.e. living 
in a poorer 
neighbourhood  / 
social deprivation) 

No adverse impact No adverse impact No adverse impact 

What consultation with protected characteristic groups including patient groups have you carried out? Submitted to E&D Working 
Group 
 
Consultation Adult Health and Social Care and CCGs Nottinghamshire Health Care NHS Foundation Trust. 
 

What data or information did you use in support of this EqIA? 
Local and National Policy and consultation –  

Mid Nottinghamshire CCGs 
Nottinghamshire County Council  
Nottinghamshire Healthcare NHS Foundation Trust 
 

As far as you are aware are there any Human Rights issues be taken into account such as arising from surveys, questionnaires, 
comments, concerns, complaints or compliments?  
No 
 

Level of impact 
Impact Score Low 

Name of Responsible Person undertaking this assessment:  Ros Roddy/Jon Overton, overseen by Dale Travis  
 

Signature: 
 
 

Date: 23.4.19 
 

 
 
 


