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1.
Context
1.1
Delayed discharges are defined as delays in discharge from acute hospital of patients whose treatment episode in hospital is finished and who have been assessed as medically fit to leave.  This will be after any period of rehabilitation required in hospital has been concluded.  Delays related to patient choice are one of the factors affecting delays in discharge from acute hospital care.

1.2
Delays related to patient choice occur when the patient or their family or carer has identified a preferred post-hospital placement that is not immediately available, and the patient remains in hospital awaiting a place in the preferred option.  Such delays relate, primarily, to patients awaiting a place in their residential care or nursing home of choice.

1.3 A reduction in delays related to patient choice would promote patient well-being and ensure that patients ready to leave acute hospital were cared for in an environment better suited to their needs.  It would also assist with the problem of trolley waits and improve the efficient operation of acute hospitals generally.

1.4 At present there is not a consistent regional approach for managing delays due to preferred choice of residential care or nursing home not being available.  This protocol aims to introduce such consistency across all four HSS Board areas.  It has been agreed by the Regional Waiting List and Emergency Pressures Steering Group and approved by the Minister.  The protocol applies regardless of the source of funding of the care package, and whether the package is largely self-funded or largely or wholly funded through the Health and Personal Social Services system.


1.5 The protocol needs to be read in conjunction with “From Hospital to Home”, SSI (NI), November 1997, “Discharge of Hospital Patients”, Circular ECCU 1/98 and “Standards for Assessment and Care Management”, SSI (NI), October 1999.  These set out the main principles and quality standards that underpin the approach to the practical application of this protocol.

2.
Protocol
2.1 As far as possible, Trusts should seek to facilitate patients and their carers or families to consider options and reach important decisions about future care needs and how these can be met, such as the choice of a permanent residential care or nursing home placement, outside of the acute hospital setting.  In the majority of cases, the promotion of assessment and rehabilitation options outside the acute hospital setting would provide patients and their carers or families further time to take informed decisions about the patient’s continuing care.


2.2 It is recognised, however, that sometimes the assessment of care needs will indicate that the patient should move directly from an acute hospital setting to a long-term residential care or nursing home placement.  In these circumstances there will, inevitably, be times when a patient’s preferred choice of residential care or nursing home is not immediately available.  Where this situation arises, patients do not have the right to wait in an acute hospital bed for a vacancy in their home of choice if a suitable interim placement is available.  Patients and their carers or families do, however, have the right to expect to exercise choice from within available suitable alternatives. 


2.3 Alternative arrangements should meet the needs of the individual and, where possible, sustain or improve their level of independence.  In identifying alternatives due regard should be given to the individual circumstances of patients and their carers or families, including:


· the suitability of alternative accommodation in relation to the individual’s assessed needs;

· the affordability of the residential or nursing homes identified; 

· the patient's emotional, spiritual and cultural needs; and 

· accessibility of alternative care home. 

2.4 In order to reassure patients and their carers or families, Trusts should ensure that user-friendly information is made available on the range of suitable alternative accommodation available.

2.5 Patients and their carers or families should be asked to select a residential care or nursing home from the options available at the time they are assessed to be medically fit to leave hospital.  This would be after any rehabilitation required in hospital has been concluded.  Where a patient, with the involvement of carer/family, accepts an alternative interim placement he or she should be able to revert to his or her first choice of accommodation as soon as the preferred placement becomes available.  They should receive the active involvement of Trusts in pursuing a placement in the home of first choice.  Assurances to this effect should be provided by Trusts to patients and their carers or families.  Trusts should give individuals an indication of the likely duration of any interim arrangement. 

3.
Conclusion

3.1
Based on this regional protocol, Boards and Trusts should develop their own detailed procedures to eliminate non-availability of patients’ choice of residential care or nursing home as a reason for discharge from acute settings being delayed.  In doing so, they will wish to take account of good practice processess outlined in Annex A.  Boards and Trusts should aim have these procedures fully implemented by 31 March 2005.
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Annex A

Processes to be considered by Trusts when developing procedures to address delayed discharges related to patient choice.

1.
Trusts, through their multi-disciplinary teams, should ensure the efficient operation of discharge protocols, including the earliest possible communication to patients and their carers or families of the expected date of discharge.

2.
If it is clinically indicated, the multi-disciplinary team in hospital should initiate an assessment of post hospital care needs.  Consideration should be given to the opportunities available to undertake such assessment in non-acute/community settings.  A copy of the care plan should be provided to the patient and carer providing care inputs, including GP, prior to the patient’s discharge.  In reviewing needs and choices for patients who have difficulty communicating, staff should have regard to the DHSSPS Guide to Good Practice on Consent.  Where carers take on a regular and substantial caring role they should be advised of their right to a separate assessment of their needs by Social Services.
3.
The Care Manager/Discharge Facilitator should establish the availability and source of funding to support care outside hospital and will advise the patient/carer/relative of the available suitable placement options.  The Care Manager/Discharge Facilitator should advise the patient/carer/relative that the patient will be discharged as soon as funding has been secured and two or more appropriate care home vacancies have been identified. 

4. The Care Manager/Discharge Facilitator should ensure that user-friendly information is made available to patients and their carers/family about the placement options available so as to enable them to identify and prioritise a number of choices.  A checklist of points to look for in assessing the suitability of a residential care/nursing home should be made available to the patient and his or her carer/family.


5. Once the consultant in charge of the patient’s care has determined that the patient is medically fit for discharge, he/she should remind the patient/carer/family that the patient should be discharged as soon as funding has been secured and appropriate placements have been identified in line with the terms of the Protocol.  After this stage has been reached every effort should be made to ensure that any delay in discharge is minimised and, in all cases, should not exceed 14 days.


6. Discussions with the patient/carer/family should be properly documented and supported by the availability of user-friendly information on the placement options available and the discharge planning process.  


7. The Care Manager/Discharge Coordinator should work with the patient and carer/family to explore any concerns they may have and should seek to identify a mutually agreed outcome consistent with the terms of this protocol and the associated standards.

