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GLOSSARY

	13ZA
	Social Work (Scotland) Act 1968 Section 13ZA: Provision of services to incapable adults.


	Allied Health Professional (AHP)
	AHPs work with all age groups and within all specialities.  Their particular skills and expertise can be the most significant factor in helping people to:
· recover movement or mobility
· overcome visual problems
· improve nutritional status
· develop communication skills
· restore confidence in everyday living skills

	Community Hospitals
	There are four community hospitals in NHS Borders:
· Hawick
· Hay Lodge, Peebles
· Kelso
· Knoll, Duns


	Delayed Discharge
	A delayed discharge occurs when a hospital patient who is clinically ready for discharge from inpatient hospital care continues to occupy a hospital bed beyond the date they are ready for discharge.


	Matching Unit
	Team who reviews requests for individuals requiring domicillary support and match them to available services.


	Mosaic
	Software used by Social Work & Practice Team holding information on individuals, their families and finances.


	Multi Disciplinary Team
	A team of professionals including 
representatives of different disciplines who 
coordinate the contributions of each 
profession, which are not considered to 
overlap, in order to improve patient care.


	Social Work & Practice Professional
	Individual who works within the Social Work & Practice Team.


	Step down to assess
	When a hospital patient who is clinically ready for discharge is stepped down to their own home or another community setting where assessment for longer term care needs is completed.


	STRATA
	Digital referral system used within the Health & Social Care Partnership.




1.	INTRODUCTION

Scottish Borders Council and NHS Borders have a responsibility to ensure adequate processes are in place for a safe and timely discharge. 

Discharge can be a major life event for patients, their families and carers. It may also have substantial implications for the use of health and social care resources as well as for the voluntary sector and other support services.

The purpose of this policy is to provide a clear and consistent approach to facilitation of effective discharge within the timescales set by the Scottish Government. This will comply with the National Health and Wellbeing Outcomes (see Public Bodies (Joint Working) (National Health and Wellbeing Outcomes) (Scotland) Regulations 2014) and the national Discharge Without Delay (DwD) programme.  The foundations of the DwD programme are based on simple patient-centred principles, which aim to improve the patient journey through early and effective planning, enhancing discharge and preventing delays. A key aim is to limit hospital stays to what is clinically and functionally essential, getting patients home at the earliest and, crucially, the safest opportunity. The DwD programme can be distilled down to three basic elements:
1. Prepare and plan for discharge with patients, from admission use of a planned date of discharge (PDD) for each patient
2. Prioritise and protect time to plan as an extended team
3. Adopt a ‘Home First’ ethos.
The guidance will set out the overarching principles of good discharge planning.

An easy read version is also available for patients and families, with a clear visual process for all staff.  This will be available on NHS/SBC internal and external websites.  This will ensure a clear and consistent approach to safe and timely discharge whilst ensuring the authority to discharge is achieved.


2. 	POLICY STATEMENT

Discharge planning from point of admission is fundamental to the provision of effective health care and enhances the experience of patients, families, and carers. Planned Date of Discharge (PDD) should be discussed and agreed upon as a Multidisciplinary Team (MDT) along with patients, families and carers within 24-48 hours of admission. Delays in comprehensive discharge planning can lead to:
· inefficient use of beds
· increases in waiting lists
· higher re-admission rates
· patient safety issues, such as non-supply of medication and the potential of deconditioning of patients
· patient and carer distress
· increased workload for hospital and community staff

Furthermore, late decision making and planning creates a negative cycle.  For example, a patient with simple discharge requirements leaving hospital later in the day will block an available bed for the daytime peak in demand.  This results in even more patients being ‘boarded’ to non-specialty beds where they tend to have a longer length of stay.

Discharge planning is a process that begins on point of admission and is not an isolated event. The MDT should undertake the various elements in parallel (see Figure 1) to ensure timely discharge or transfer of care. Discharge planning must be managed seven days a week and involves patients, families, carers, and all members of the health and social care team.

Figure 1
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Figure 1 above shows that the MDT should be aiming for the PDD while also planning all elements of a patient’s discharge, e.g. diagnostics/medical treatment, Social Work & Practice input, and family/carer discussion.

Our health and social care system should progress towards a seven-day working week. A lack of senior clinicians and alternatives to hospital care at the weekend will negatively affect admission and discharge rates and increase patients’ lengths of stay. All discharges and transfers should be criterialed and follow a pathway-based approach (see Figure 2) so that any member of the MDT can finalise the discharge. This will also facilitate pre-12 and weekend discharges. The clinical criteria for discharge should detail clear parameters relevant to the aims and objectives of each clinical speciality. These should be clearly documented in the electronic patient record in real time. 

Figure 2
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Figure 2 above shows the steps required at each stage of the patient pathway, explaining the different pathway types. These are:
· Pathway 1: Simple – medically fit, no formal Social Work & Practice Team involvement, no ongoing care needs
· Pathway 2: Moderate – known to the Social Work & Practice Team with existing care (restart) or with additional needs identified, e.g. may need simple equipment
· Pathway 3: Complex – likely to require new care package, unable to return home without input, may not have capacity, may require bed base reablement care to assess longer term needs
· Pathway 4: End of Life – end of life or palliative care.
	
For the majority of patients, discharge from hospital is simple and uncomplicated. For some patients, their needs can be more complex. Regardless of the discharge type, we must ensure that each patient’s discharge is well-planned and that early consideration is given to technology-enabled care for all of the pathways above.


3.	SCOPE

This policy applies to all individuals involved in the discharge or transfer of patients from in-patient care settings within NHS Borders. Early planning and clear communication between every person involved in making these arrangements is essential. 

All staff, including agency and bank staff, should be made aware of this policy to understand their roles, responsibilities and accountability for discharge planning.

Any third sector organisations, supporting this whole system approach to discharge and transfer, should be made familiar with the contents of this policy by those teams liaising with them.


4.	GUIDING PRINCIPLES

Home First Principles should be applied.  These are:
1. Discharge planning starts in the community
2. Every person should have the greatest opportunity to return to their own home
3. Decisions about future care needs should not be made when patient is in crisis
4. People are not assessed for their future care needs in an acute hospital.

The application of ‘Home First’ principles provides patients with support at home or from intermediate care services. Wherever possible, patients should also be supported to return to their homes for assessment. A discharge to assess (D2A) model, where going home is the default pathway (with alternative pathways for those who cannot go straight home) is more than good practice – it is the right thing to do.

Ensuring that patients are given the chance to continue their lives at home is vital for their long-term wellbeing outcomes, whilst staying in hospital longer than necessary can have a negative impact on outcomes.

In the circumstances where a person is being considered for discharge from hospital to a care home, this decision must be taken following a full assessment of the individual’s potential for recovery, rehabilitation, and reablement. In addition to this, the patient’s capacity for decision making must be assessed and recorded (see section 5).

In order of preference, the assessment will take place:
1. In the person's own home
2. in an Intermediate Care facility (Community Hospital or SBC)
3. in a hospital setting

Moving into a care home is a major decision for a person and should be treated as such. To ensure patients feel supported throughout the process, preparation and planning must commence as early as possible. Adequate coordination and agreement across the MDT should take place, considering the person's wishes regarding the involvement of family and/or carers to support them.


5.	CAPACITY

Incapacity is defined in the Adults with Incapacity (Scotland) Act 2000 as follows:
· “adult” means a person who has attained the age of 16 years;
1. “incapable” means incapable of—
1. acting; or
1. making decisions; or
1. communicating decisions; or
1. understanding decisions; or
1. retaining the memory of decisions,
· as mentioned in any provision of this Act, by reason of mental disorder or of inability to communicate because of physical disability; but a person shall not fall within this definition by reason only of a lack or deficiency in a faculty of communication if that lack or deficiency can be made good by human or mechanical aid (whether of an interpretative nature or otherwise); and
1. “incapacity” shall be construed accordingly.

The issue of a patient’s capacity to make informed decisions about their future care should be assessed as early as possible and reviewed as appropriate in the patient’s journey in order to avoid unnecessary delays in their discharge. If it is decided by the doctor responsible for the patient’s care within the MDT that the patient does not have capacity to make decisions regarding their future care needs (in addition to their care and treatment), then consideration should be given immediately to the appropriateness of a 13ZA process. If a 13ZA process is not appropriate, it will be necessary for a Social Work & Practice Professional to raise an Adult with Incapacity (AWI) referral and arrange an AWI Case Conference. Both processes will require MDT discussion to determine the most appropriate and least restrictive course of action to facilitate discharge. Resources on discharging patients who may lack capacity are available under Appendix 1.

All staff must be clear on the legal authority being used to support discharge and should apply the principles of the Adults with Incapacity Act (Scotland) 2000 as outlined in the Mental Welfare Commission guidance. 

It is important to note that when a patient lacks capacity, this does not mean that they cannot move.


6.	DISCHARGE PLANNING

	Discharge planning should begin on admission or soon after in partnership with the patient, family, carer, and/or proxy.

As part of the assessment process, the MDT alongside the patient and their proxies/families will identify a realistic PDD and appropriate health ans social care services to enabled discharge planning.

If a patient needs to move to a care home, a referral will be made to Social Work & Practice and full assessment involving the individual, their proxy/family will take place. A copy of the assessment will be agreed and provided with all relevant parties such as care homes or service providers and the patient, carer, family and/or proxy will be informed of the third parties involved. This allows the care home/service provider to establish if they can meet the patient’s needs. For more information on Social Work & Practice please refer to the Scottish Borders Council Website for their Introduction to Social Care Leaflets, Preparing for assessment Leaflet and Eligibility Criteria.

The Social Work & Practice assessment (in part or full) will be shared with relevant third parties such as Care Homes or Service Providers and the patient, family, carer, and/or proxy will be informed of the third parties involved. This allows the Care Home/Service provider to establish whether they can meet the patient’s needs. For more information on Social Work and Practice please refer to the Scottish Borders Council Website for their Introduction to Social Care Leaflets, Preparing for Assessment Leaflet and Eligibility Criteria.

The PDD is the date that all teams jointly aim to have the patient clinically fit and ready for discharge (the date the patient no longer requires specialist hospital-based care), allowing  up to two working days to secure services. Staff from both health and social care will attend MDT meetings where PDD discussions take place to ensure good communication with other relevant staff throughout the decision-making process.

If the patient’s health needs change, the PDD should be adjusted accordingly, again following full discussion with the MDT and the patient, family, carer, and/or proxy.

The setting of a PDD will be required both when moving from hospital to an intermediate resource and when moving on from an intermediate resource.


7. 	INTERIM ARRANGEMENTS

If it becomes clear during the assessment process that the services required are unlikely to be available on the PDD, then interim arrangements must be in place to ensure discharge can take place on the agreed date. 


8. 	HOUSING

It is essential to assess the accommodation needs of persons at the earliest opportunity. Both in terms of homelessness and wider housing issues that may prevent the person being discharged from the ward or cause them to become homeless as a result of unplanned discharge. 

Questions to be asked or considered as part of admission/assessment: 
1. Can the person manage to sustain their tenancy whilst in hospital? 
· How does the person pay their rent during the admission? 
· Is the heating on in winter (repair and maintenance issues)? 
· Is there any pet left alone in the house?

2. Is the person currently homeless or will they be homeless on discharge? 
If a person is experiencing housing difficulties and holds their own tenancy for example, a private tenancy or registered social landlord tenancy (RSL) the RSL or Landlord should be contacted by the Social Work & PracticeTeam, in order to discuss their housing option for example their current home is not fit to be discharged home to, there are issues or concerns regarding their current tenancy. In some instances, homeless services will work alongside the landlord or RSL. 

3. Is the person currently homeless or will be homeless on discharge? 
Where the person has answered yes to this question - communication with the homelessness team should be made at the earliest opportunity. Contact should be made via phone 01896 661 385 and the staff will be able to speak to a duty officer or the allocated worker where known. 

4. Is the person currently in temporary homeless accommodation? 
Where the person has answered yes to this question- communication with the homelessness and housing management team should be made at the earliest opportunity. Social Work / Discharge Team should do this by calling: 01896 661385 requesting the housing management team.

However, many patients can return to their existing properties in the short term, even when they require rehousing. If adequate short-term arrangements can be made with the support of appropriate equipment (e.g. raised toilet seat or commode) and social care input, then discharge should proceed. This ensures equity for Scottish Borders residents who await rehousing in their existing properties and who may be experiencing similar difficulties.

For those patients who cannot be accommodated safely in their existing properties, Scottish Borders Council (SBC) bed-based intermediate care should be considered (see Appendix 2 for criterias). Should this be unavailable or unsuitable, alternative interim arrangements should be considered.

Advice and guidance regarding housing services are available on the SBC website: 
Council housing and housing associations | Scottish Borders Council (scotborders.gov.uk)


9. 	DOMICILLARY CARE SUPPORT

If Home First is not the appropriate pathway, then a referral will be made to the Social Work & Practice Team to request a Package of Care.  The agreed support plan will be sourced by the Matching Unit.

The PDD should be clearly marked on the STRATA referral.  Social Work & Practice Professionals should then notify the MDT Meetings to ensure that the patient is being discussed.

Should the care be unavailable on the specified date, this should be clearly communicated to the MDT and the patient, family, carer, and/or proxy immediately, and discussion should then take place about how to progress the discharge to an alternative discharge destination. 


10. 	CARE HOME ADMISSION

Admission to a care home from a hospital setting should only take place after the patient’s needs and views of their representatives have been considered, taking account of rehabilitation/ recovery. The assessment should be fully discussed with, and all information provided to, the patient, family, and carer and/or proxy.

The patient, family, carer, and/or proxy should be provided by the Social Work & Practice Professional with information on care homes that can meet the individual’s needs. The patient, family, carer, and/or proxy must then provide the Social Work & Practice Professional and ward staff with a list of their three preferred care homes. The homes should be listed in order of preference. The Social Work & Practice Professional, with the support of the MDT, must advise the patient, family, carer, and/or proxy of this.  The Senior Charge Nurse/Nurse in Charge should issue the standard letter in Appendix 3. A response is then required within seven days of receipt of the letter. The Social Work & Practice Professional must make the patient, family, carer, and/or proxy aware during this initial discussion of the choice process in line with CEL 32(2013) Guidance on Choosing a Care Home on Discharge from hospital.

For care homes in the Scottish Borders, STRATA is used to identify vacancies. Should any of the three choices of care homes not have a vacancy available, the Social Work & Practice Professional will identify a suitable interim care home that the patient will be expected to move to on the identified PDD or when funding is available. 

The need to proceed with discharge, even if the preferred home(s) is not available, must be clearly stated by the Social Work & Practice Team as once an assessed need is identified, the local authority have a duty to meet those assessed needs. The Social Work & Practice Professional, with support from the MDT, should explain to the patient, family, carer, and/or proxy why an interim move is considered to be in the best interests of the patient, and they should be reassured that they will remain on a waiting list for their preferred home and will be offered the opportunity to transfer there when a place becomes available, if that is their wish.

The Social Work & Practice Professional should then complete the relevant Mosaic workflows to seek approval for funding and should include the PDD. STRATA should be completed to formalise the referral to the Scottish Borders care homes. If the care home is out of area or is a specialised facility, social work will follow internal processes for the referral. 

As soon as the patient, family, carer, and/or proxy identify their preferred or interim care home, and funding is approved, the Social Work & Practice Professional should:
· contact the care home manager to discuss the patient’s referral
· ensure that they can meet their needs 
· confirm potential admission date to the care home

If the care home is unable to offer a placement for any reason, then another suitable care home with a vacancy must be identified. 

If the patient, family, carer, and/or proxy have not advised of their choice of care home within seven days of the initial discussion, and/or there is reasonable reason to assume they are unlikely to do so, the Social Work & Practice Professional must advise their Team Leader who, in partnership with NHS Borders, will instigate the Integrated Discharge Case Conference to support the Choice Process and send the family/POA/Patient the letter in Appendix 4. 


11. 	CHOICE PROCESS

The procedures outlined below should be followed if, at any stage, the patient, family, carer and/or proxy are unwilling to engage with the above process.

11.1 	When the patient or proxy disagrees

If the patient, family, carer and/or proxy disagree with the discharge planning arrangements, the Social Work & Practice Professional will continue to make the practical arrangements for the patient to move to a suitable care home and should advise their Team Leader so that the Choice Process can be facilitated via an Integrated Discharge Case Conference. While the Integrated Discharge Case Conference is being arranged, the Social Work & Practice Professional should, with the support of the MDT, continue to work with the patient, family or carer to move towards a resolution. 

Should it be necessary to convene an Integrated Discharge Case Conference, a formal letter will be sent as soon as possible in the name of NHS Borders to the patient, family or carer, inviting them to attend at a specified time. The Moving On From Hospital Policy process would be led by a representative from NHS Borders and Social Work & Practice would work alongside the NHS to explain and support the process whilst looking to identify relevant care arrangements.

The Integrated Discharge Case Conference will be led by the Clinical Nurse Manager/Clinical Service Manager, and should be supported by the Senior Charge Nurse.  The Social Work & Practice Professional and a member of the clinical team should also be in attendance to give information and to support the patient. 

We should aim to achieve a shared resolution.  The ongoing discharge arrangements to an appropriate interim care home will be made clear at the Integrated Discharge Case Conference. The patient and their family/carer will be advised that any interim arrangement made will be temporary and that they can continue to seek their preferred choice of care home but that people do not have the right to choose to remain in hospital when there are no medical reasons for them to be there, and that remaining in hospital care is not an option during this process.

However, for any patients who the MDT have advised against more than one move, e.g. patients with a dementia diagnosis, this should be taken into consideration when looking at interim moves.  Any such patients whose longer-term discharge destination will be available within seven days should not be moved to an interim location.

Minutes from the Integrated Discharge Case Conference will be sent by the Clinical Nurse Manager/Clinical Service Manager to the patient or their proxy following the Integrated Discharge Case Conference to outline the discussion held, and any decisions made. See Appendix 4 for letter and minutes template.  Should the patient or proxy disagree with the decision from the Case Conference, the Senior Charge Nurse should support them to submit an appeal to the Medical Director. This must be done in writing to the Medical Director within 10 working days of the meeting and decision being made. 

The Medical Director will review the appeal and write to the patient/family/proxy advising on the outcome within 5 working days.  See Appendix 5 for letter template.

Patients, family or proxies have the right to challenge the decision that the patient is ready for discharge. However, this right does not extend to insisting that the patient remains in hospital, purely on grounds of choice. 

A proxy is in no stronger a position than the adult had they retained capacity. As such, they cannot make a decision requiring that the adult remains in hospital once they are fit for discharge.


11.2 	Changes in patient medical condition, care needs or circumstances

Should the medical condition, care needs or circumstances change during the implementation of this policy, it is reasonable to pause and restart this process at a later date or stop the process entirely.  When this happens, ward staff should ensure that this is shared with the Clinical Nurse Manager/Clinical Service Manager.


12. 	FAILURE TO PROGRESS WITH PROCESS

	If there are any points during the process that the patient, family, carer, and/or proxy are failing to engage with the process, the Clinical Nurse Manager/Clinical Service Manager can escalate this to the Associate Director of Nursing or Associate Medical Director for advice.

Where the patient, family, or proxy continue to unreasonably refuse to engage with the choice and/or discharge process, NHS Borders can choose, as a last resort, to seek enforcement of the discharge through the courts with support from both organisations’ legal departments. The NHS legal team would lead the enforcement. The SBC legal position would be focused on the person’s rights dependent on their individual circumstances i.e. incapacity.


13. 	SUMMARY

Discharge planning must place the patient at the centre of all decision making and should focus on achieving the best outcome for the individual. All decisions must be achieved through a multidisciplinary process which recognises the risks associated with prolonged stays in hospital past the point of medical fitness, and which seeks to facilitate timely discharge to home or the most appropriate interim resource to continue the assessment and rehabilitation process. 
	

14.	ROLES AND RESPONSIBILITIES

Clinical staff
In order to improve patient flow and the discharge pathway:
· The discharge checklist must be commenced at the point of admission; this may be within the person-centred care plan on Trak for certain specialties This will help ensure that plans, such as the use of the discharge lounge, the requirement of hospital transport or checking the suitability of equipment, are made in advance.
· It is essential that a range of staff within the hospital (such as occupational therapists, physiotherapists, nurses and discharge coordinators) can assess and order directly any equipment necessary for their patient’s safe discharge. Additional equipment (not immediately required) and further assessments/follow-up in the person’s home environment should be arranged by liaising with the appropriate community teams as part of the discharge process.
· Diagnostic tests and other interventions and assessments must be planned and organised in a timely manner to avoid delays in treatment and discharge. Therapy assessments must commence when patients are clinically stable enough to progress this rather than being delayed until a patient is almost ready for discharge.
· Daily clinical review of the patient’s condition and response to treatment, ensuring collaborative leadership between medical, nursing, pharmacy, and allied health professionals to improve decision-making.
· Recording of patients identified as delayed discharges in TrakCare.
· The nurse allocated to the patient will contact the Social Work & Practice Team for all restart or changes in package of care.  Home First, depending on capacity, can support on an interim basis if there is an agreed upon date for the package of care restarting.
· The MDT must consider what value they are adding for the person balanced against the risk of them being away from home and, where appropriate, enable the person to receive care in a less intensive setting.
· For patients who have not reached a point where long-term 24-hour care is required, the MDT must discuss (and record) why they cannot go home that day and review the Planned Date of Discharge.
· The MDT must avoid setting expectations with the patient, their family, or carers regarding community provision or Care Home placement as patients’ needs will be different in a non-acute setting.
· The MDT must deliver values-based practice and hold realistic conversations about discharge destinations.
· The MDT must acknowledge that for patients already known to the Health & Social Care Partnerships (HSCPs), partnership colleagues will have a better understanding of that individual’s personal circumstances and it is appropriate for HSCPs to take a leading role in decision making during the discharge process.
· An up-to-date list of all patients clinically ready for discharge/transfer must be kept for discussion at the weekly delayed discharge meetings.
· Informal carers (e.g. family members who are providing care) must be given sufficient information to prepare for discharge.
· Effective and timely planning should be in place to ensure that the patient medication and an immediate discharge letter are ready in time for the planned discharge.
· Early communication and, if required, referral to community colleagues such as GP’s and District Nurses by the ward team is crucial to support the patient discharge process and minimise unnecessary re-admissions. This will include the completion of timely discharge letters, to ensure that the community are aware of the patients that have been discharged and what support has been arranged.
· The MDT should also aim to minimise the number of transfers for frail or elderly patients if their long-term discharge destination is available within seven days.
· The MDT should record any limitations on number of moves/interim moves for certain patients, e.g. those with a dementia diagnosis, so that this can be taken into consideration during discharge planning.
· The MDT should regularly review the medical condition and care needs of patients categorised as delayed discharges in case there are any changes in circumstances.
· The MDT should ensure details of reviews are recorded in the patient’s case notes.
· Should there be any change that affects the delayed discharge status of the patient, TrakCare should be updated accordingly.

Clinical Nurse Managers/Clinical Service Managers
· Support ward staff with the implementation of the policy which may include discussions with patients and/or the families/carers.
· Chair case conferences.
· Escalate to Associate Director of Nursing/Associate Medical Director as required.

Assocate Director of Nursing/ Associate Medical Director
· Respond to escalation from Clinical Nurse Manager/Clinical Service Manager as required.

Medical Director
· Respond to Appeal Against Medical Discharge as required.
· Instruct NHS legal teams to enforce patient discharge through courts.

Health and Social Care Partnership responsibilities
· The Social Work & Practice Team will screen all new requests in real time and take appropriate action without adding delays.
· Social Work & Practice assessments should be completed with discharge destination and funding agreed. The process should not routinely add to delays for patients who are clinically ready to leave hospital.
· The Social Work & Practice Professional should provide patients/families with a list of care homes for consideration.
· All new and increased packages of care requests should have up to six weeks of reablement to determine the ongoing level of care required. Where reablement services do not currently operate and would be beneficial to support patients, these should be developed.
· Where reablement is not available to match a request for service, external providers should be contacted without delay.
· Respond to ward staff request for all restart or changes in package of care.  Home First, depending on capacity, can support on an interim basis if there is an agreed upon date for the package of care restarting.
· Any Delayed Discharges meetings are to be attended by prior request by relevant representatives from the whole system. Health & Social Care Partnership (HSCP) representatives (or their deputy) must come prepared with updates on patients already known to the health and social care system and also know about capacity to accept new referrals.
· All discharge to assess referrals must be screened and allocated by a senior HSCP Allied Health Professional to ensure that the service supports timely discharge for patients who no longer require an acute bed.
· Partnership staff will help with the identification and transfer of patients for whom an admission can be avoided at the front door through a continuation or increase in community services. This may include accessing other services to support patients, where appropriate, in the community.
· Partnership staff will liaise between inpatient settings and the community to avoid unnecessary admissions, support discharge planning and help achieve discharges on the planned date of discharge.
· It is essential that a range of staff within the hospital (such as occupational therapists, physiotherapists, nurses) can assess and order directly any equipment necessary for their patient’s safe discharge. Additional equipment (not immediately required) and further assessments/follow-ups in the patient’s home environment should be arranged by liaising with the appropriate community teams as part of the discharge process.


15.	ASSOCIATED GUIDANCE, POLICIES & LEGISLATION

CEL 32(2013) Guidance on Choosing a Care Home on Discharge from hospital

Daily Dynamic Discharge Approach, Scottish Government (2016)

Social Work (Scotland) Act 1968

Social Care (Self-directed Support) (Scotland) Act 2013

Adults with Incapacity (Scotland) Act 2000

Adults with Incapacity: supporting discharge from hospital, Scottish Government and Mental Welfare Commission, 2021

Authority to discharge: Report into decision making for people in hospital who lack capacity, Mental Welfare Commission, May 2021

Mental Health (Care and Treatment) (Scotland) Act 2003

Human Rights and Equalities Legislation

The Public Bodies (Joint Working) (National Health and Wellbeing Outcomes) (Scotland) Regulations 2014


16.	APPENDICES

Appendix 1 – Discharging Patients who may lack capacity
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Appendix 2 – SB Cares Transitional Care Admission Criteria
Garden View      Upper Waverley	Upper Deanfield
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Appendix 3a – Letter Templates – Care Home Choices to be made


   

Appendix 3b – Letter Templates – Care Home Choices have been made


  

Appendix 4 – Letter & Meeting Templates for Case Conference
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Appendix 5 – Letter Template Medical Director Appeal Outcome



Appendix 6 – Moving On From Hospital Patient Leaflet



Appendix 7 – Moving On From Hospital Flowcharts & Checklist for Staff
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		Discharging Patients Who Lack Capacity Operating Procedure









		MAIN RESPONSIBILITY

		:

		



		



		

		



		LEGISLATION

		:

		Social Work (Scotland) Act 1968( the 1968 Act)

Adult Support and Protection (Scotland) Act 2007 (ASPA)

Adults with Incapacity (Scotland) Act 2000 (AWIA)

Equalities and Human Rights Act 2010









POLICIES:	Code of Practice for Local Authorities Exercising Functions under the 2000 Act

	http://www.scotland.gov.uk/Resource/Doc/216923/0058136.pdf

	Circular CCDS/2007 Guidance for local authorities: provision of community care services to adults with incapacity

	http://www.show.scot.nhs.uk/sehd/publications/CC2007_05.pdf

1.	PURPOSE



1.1 To provide guidance on the process when working with people who have significant care needs for whom there are no proxies with the relevant decision making powers and no such appointment is in process, and may lack the capacity to act or make decisions for themselves. The guidance advises on factors to consider when deciding whether to use powers under the Social Work (Scotland) Act 1968 (the 1968 Act) or apply for an order under the Adults With Incapacity (Scotland) Act 2000 (the 2000 Act.)  Further information clarifying this can be found below – When to use 13ZA.



[bookmark: _MON_1583085170]

2	BACKGROUND



2.1	The background to this guidance is an issue which arose about local authorities’ use of their powers under part 6 of the 2000 Act.  Local authorities have duties under the 2000 Act to apply for a guardianship or intervention order where that is necessary to protect the welfare (or financial affairs) of an adult with incapacity and no-one else is available or willing to apply.



2.2	In some areas a practice had developed of the Local Authority requiring an order to be obtained in all cases where an adult with incapacity was to be moved to residential accommodation, even where the adult was compliant and there was no disagreement as to the appropriateness of the service to be provided.  This resulted in unnecessary delays in discharging patients from NHS hospital care when they were clinically fit.  This directly conflicts with the Scottish Government’s aim of ensuring that community care services are provided as quickly as possible following an assessment, and that such provision should be affected without recourse to the courts, unless that is necessary. 



2.3	The Scottish Government’s view was that local authorities implied powers under the 1968 Act were sufficient to allow them to move an adult with incapacity into residential care or provide them with community care services, depending on the circumstances of the case.   To clarify the legal position in this area the Executive consulted with relevant interest groups.  The outcome was that Section 13ZA of the 1968 Act was inserted by amendment at Stage 3 of the Adults Support and Protection (Scotland) Act 2007.  Section 13ZA makes it explicit that, where a local authority has, following an assessment of the adult’s needs, concluded that the adult requires a community care service, but is not capable of making decisions about the service, they may take any steps which they consider necessary to help the adult benefit from that service.  Local authorities must act compatibly with the European Convention on Human Rights (ECHR) and the power does not allow steps to be taken which would be incompatible with those rights, including depriving an adult of their liberty in terms of Article 5, ECHR.



2.4	This guidance aims to:



· Describe how the relevant duties and powers under the 1968 and 2000 Acts sit alongside each other

· Promote and support good practice when major decisions require to be made on behalf of an adult with impaired decision-making capacity and

· Ensure greater consistency in the way the legislation is implemented



2.5	This guidance applies to adults for whom major decisions need to be made and who:



· Have complex and/or significant care needs; and

· May be incapable in relation to the decision/action in question, and

· There is no proxy or proxies with relevant powers in place or such an appointment is in process



2.6 	All actions should:



· Benefit the adult

· Be the least restrictive option in relation to the freedom of the adult, consistent with the purpose of the intervention

· All interventions should take into account the present and past wishes and feelings of the adult so far as can be ascertained

· All interventions should take into account the views of the nearest relative and primary care giver of the adult

· Any person exercising functions under section 13ZA of the 1968 Act or the 2000 Act shall encourage the adult to exercise whatever skills (s)he has concerning his property, financial affairs or personal welfare. 



3.	DECIDING HOW TO PROCEED



The views of all parties must be sought including the adult, independent advocate (if they have one), GP, relevant family, carers, proxies (with powers other than those relevant here.)



The preferred outcome for the adult must be considered:



· Provision of a suitable package of care to enable the adult to remain at home;

· Moving the adult to more suitable alternative accommodation

· Ensuring the adults welfare and financial affairs are in order







3.1    Initial Assessment of Capacity



The law in Scotland generally presumes that those aged 16 and over are legally capable of making personal decisions regarding their own welfare and finances. If there is active involvement from a medical professional, then a capacity assessment should be sought in relation to the specific decisions requiring to be made

	www.gov.scot/Publications/2008/02/01151101/1





3.2 	Adult Has Capacity



If it is clear that the adult has capacity, this procedure does not apply, and an appropriate record that this has been considered should be retained within the adult’s file. Care management procedures should then be followed. 





3.3	Adult Lacks Capacity



If the initial assessment concludes that the adult lacks capacity, an AWI decision making meeting must be convened to confirm the adult’s capacity in relation to the specific decisions/actions being considered, and to decide which interventions are required in relation to the 2000 Act or the 1968 Act





4. AWI CASE CONFERENCE



The case conference should be chaired by a Social Work and Practice Team Leader (Locality, MHO or START) and should include all relevant members of the multidisciplinary team. The adult and/or their advocate and where appropriate nearest relative will be invited to the conference as well as a representative MHO to provide advice and guidance.  It should be reinforced during this conference that arrangements for the adult to be discharged from hospital should be made as quickly as possible during this process. This conference should give consideration to:



· The Adults views and wishes, 

· The Adults nearest relative, carer and their proxy views and wishes,

· The Adults current circumstances, risks and actions which can mitigate these risks,

· The Adults current and foreseeable needs,

· The Adults capacity and ability to safeguard their welfare, property and finances.

· This has been explained in 13za process;

· If any other legal measures are required to support and protect the Adult such as Adult Support and Protection or action under the Mental Health (Care and Treatment) (Scotland) Act 2003. 

· If the proposed action is in line with the principles of the Adults with Incapacity (Scotland) Act 2000 ie proportionate, justifiable and will evidence that they will promote the Adults welfare and address risks set out by a risk assessment. http://www.mwcscot.org.uk/the-law/adults-with-incapacity-act/principles-of-the-act

· Who will apply for the Order (Private or Local Authority)

· Clarify the expectations in terms of timescales 

· What alternative actions and supports will be put in place if the group considers that an Order is not required?

· If guardianship is required and if the CSWO is the applicant, then what powers will need to be included in the order.

· An interim support and risk management plan if the group agrees that an Order is required.





4.1	Assessment of needs and risks 



Where the needs assessment gives rise to care and protection concerns, a specialist risk assessment may be needed. Adult Support and Protection – Multi Agency Guidelines can be found here: https://www.scotborders.gov.uk/downloads/file/403/adult_support_and_protection_-_multi_agency_guidelinespdf



This will inform consideration as to whether an order is necessary in terms of the criteria set out in sections 53(3) and 57 (2) of the 2000 Act. This may include circumstances where there is a severe family conflict about the future care of the adult, or where the adult themselves is resisting help.



4.2	Deprivation of Liberty 



Consideration must be given as to whether the proposed care intervention would amount to a ‘deprivation of liberty’ under article 5, ECHR.  Factors to consider in assessing whether a person is or is likely to be deprived of their liberty are set out below:









After seeking the views of the adult the consideration should also be given to whether the implementation of the care plan is likely to lead to a significant deprivation of the adult’s liberty



If it is likely that there may be a significant deprivation of liberty then less restrictive decision making options such as 13ZA of the Social Work Scotland Act will not be appropriate.



It is likely that there will be a significant deprivation of the adult’s liberty if after consulting with the adult they express views that suggest they oppose the proposed care plan, for example they state that they want to go home when the proposed care plan suggests that 24 hour care is recommended, or if the adult does not accept that they need support and that they will resist it being put in place.



It is also likely that there will be a significant deprivation of the adult’s liberty if the adult has a history of challenging behaviour for example which would suggest they will require a high level of supervision or control in future or if the use of covert medication administration is likely to be necessary.



4.3	Assessment of financial management arrangements



Welfare decisions often have financial implications therefore it will be necessary to assess whether the adult is also unable to manage his/her finances or deal with legal contracts (such as a tenancy agreement, or the sale of a house) in relation to the decision in hand.  It will be essential to find out if anyone has relevant powers over the adult’s property and finances.  Where no arrangements are in place an assessment of the financial circumstances of the person will be needed in order to decide if any financial interventions will be appropriate



4.4	Recording decisions and informing interested parties 



The minute of the case conference will provide the key record of decisions taken, including arrangements for future reviews.  It will be absolutely essential to record the decision about which power to use to provide services and the reasons for taking this decision 

[bookmark: _MON_1583085273]

In addition to the record, a formal letter should be sent to the adult, his/her carer, relevant family, his/her primary carer, independent advocate and relevant professionals.  The letter should:



· Inform them of the outcome of the case conference/review

· Confirm what care package and or actions were agreed; and

· State clearly whether or not an Order is going to be sought, with reasons for the decision, and arrangements for the next review

· Information on their legal right to object



A copy of the letter should be placed on the adult’s file.

[bookmark: _MON_1583085341]



4.5	Decision to Use the 1968 Act



When the outcome of the decision making meeting is that 13ZA can be used, then the Social Work & Practice Professional should progress with discharge planning arrangements in line with the Discharge Management Guidance. 



4.6        Decision to Use the 2000 Act



When it is necessary to use the 2000 Act, it will have been clarified in the meeting whether a Private or Local Authority Guardianship Order is required. 



4.6.1     Local Authority Guardianship Order



The MHO will take the necessary steps to progress the Order in the name of the CSWO in line with the AWI Operational Guidance. 



4.6.2     Private Guardianship Order



In the AWI Case Conference, the proposed proxy will be provided with a list of local solicitors who carry out AWI work. Following the AWI Case Conference, the allocated worker will write to the proposed proxy asking that they identify their chosen solicitor within 14 days of the meeting.



Once the solicitor is identified, the MHO will liaise with them to ensure the appropriate reports are completed within the necessary timescales. 



Should the proposed proxy have not instructed a solicitor, the Social Work & Practice Professional or the MHO will contact the proxy to assist the progress of the application within 14 days.  



The MHO will maintain contact with the Social Work & Practice Professional during this process and will ensure the interim court hearing date is communicated, in order that the Social Work & Practice Professional can work with the adult and their advocate/family/proxy power to identify an appropriate discharge plan for that date in line with the Discharge Management Guidance.
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APPENDIX 2








‘Deprivation of Liberty’ 





Where a person lacks the capacity to give informed consent to the proposed care intervention, consideration must be given as to whether the circumstances would amount to a ‘deprivation of liberty’ in terms of Article 5, European Court of Human Rights(ECHR)..





Article 5, ECHR, does not define ‘deprivation of liberty’ however the ECHR and domestic courts have considered it’s interpretation.  What amounts to a deprivation of liberty will depend on the circumstances of each individual case.  It is therefore not possible to have rigidly defined criteria stating what will and will not amount to a deprivation of liberty.  It will depend on the particular care intervention/package that is being proposed for the adult and the circumstances of the adult him or herself.





What amounts to deprivation of liberty depends on the interaction and accumulation of factors, as well as degree and intensity, in relation to the specific circumstances of the individual.  It could be argued that institutional care will always be more restrictive than care at home, but this may not necessarily be the case.  This guidance should therefore be applied regardless of the care setting.





The following list of factors is illustrative of those which may be relevant in considering whether the care intervention might constitute  ‘deprivation of liberty’.  Consideration needs to be given to whether deprivation, within the meaning of Article 5 ECHR, is likely to arise either immediately or in the future; and, if so, whether such deprivation is justified in the light of all the relevant factors.  It will be necessary to consider the combined impact of all the restrictions in place upon the adult.





Factors affecting personal autonomy, including:


· The person’s past and present wishes – daily choices available within the care setting i.e. activities, meals, bedtimes, etc


· The extent/nature of limitations on contact with the outside world, including for example: contact with their partner, spouse, family members, friends, others with an interest in the person; opportunity for visits, telephone contact; access to local community.  If the person is prevented from leaving the facility, whether by locked doors or restraint, that would be a factor in considering whether or not there is deprivation of liberty.  However, restrictions placed for the person’s protection would not necessarily amount to deprivation of liberty if opportunities exist to see family and friends and go out accompanied.  A person is not deprived of their liberty simply because they lack the physical ability to leave or the mental capacity to form a genuine intention to leave;


· Internal design of physical environment and accessibility – the extent/nature of limitations on living/moving about within a care setting e.g. if the person is not allowed any freedom of movement within the facility they are probably deprived of their liberty.  Restrictions which are unavoidable within a group living situation and which apply to all residents, would be unlikely in themselves to constitute deprivation of liberty.  But this would depend on the context and the extent of other restrictions imposed on the person concerned;


· External physical environment and access, e.g. safe garden.  If the person is accustomed to and enjoys being outside for a while each day and is prevented from doing so, then this will be a factor to consider in terms of deprivation of liberty.


· The use of restraints, e.g.  limitations on movement such as placing the person in seating or situations from which they do not have the physical ability to remove themselves/duration of any limitations.  Although the use of restraint to administer treatment or care would not necessarily constitute a deprivation of liberty in the absence of any other restrictions.  It should be seen as an indicator that the person wishes may be being over-ridden and careful consideration should be given as to whether they are deprived of their liberty.  See the MWC’s guidance (2006) ‘Rights, Risks and Limits to Freedom’; http://mwcscot.org.uk/web/FILES/Publications/Rights_Risks_web.pdf


And guidance on ‘Covert Medication’ (2007); http://mwcscot.org.uk/web/FILES/Publications/covertmedication.pdf





· Skills and abilities of staff to communicate with person and quality of that interaction.


· Effect of change in care regime – consider whether the changed care regime will be more or less restrictive than the person is accustomed to, e.g. will the person have greater freedom of choice and less restricted environment, e.g. the person with learning disability moving from hospital to community; person with dementia being moved from isolated top tenement flat to ground floor room in a care home with a safe garden area.





Deciding what amounts to ‘’deprivation of liberty’ will depend on the circumstances of each individual case.  Such decisions may involve a fine balancing of elements and in such cases practitioners might want to consider taking advice from the legal department.
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Capacity Assessment template

Please refer to guidance in ‘Communication and assessing capacity, a guide for social work and health care staff’ Scottish government 2008 before undertaking an assessment

		Name



		



		DOB



		



		Chi Number



		



		Name of Assessors



		



		Job title/ role



		



		Date(s) and time(s) of assessment

		



		

		



		Section 1: The decision (s) in question



		Describe the decision that the person is making







		Section 2: People consulted



		





		Section 3: Support given to make the decision/ maximise capacity



		Consider:

· Ensuring provision of all relevant information

· Best time and place for assessment

· Need for communication aids

· Involvement of friends, family, advocate



Please refer to Communication & Assessing Capacity, a guide for social work and health care staff for more detailed information

		

















		Section 4:



		Does the person have a mental disorder (which includes mental illness, learning disability, dementia, delirium and acquired brain injury)? 



If yes, describe the nature of the impairment e.g. a brief summary of the diagnosis, the source of any information and how the diagnosis might impact on decision making 



		YES/ NO (please circle or delete)















		Does the person have a severe communication difficulty because of a physical disability (such as stroke or severe sensory impairment)



If yes, describe the nature of the impairment e.g. a brief summary of the diagnosis, the source of any information and how the diagnosis might impact on decision making 

		YES/ NO (please circle or delete)











		Additional information relating to the impairment

		The impairment is 

Permanent/ Temporary/ Fluctuating

(please circle or delete)



Please provide details:



If the impairment is fluctuating or temporary would it be appropriate to delay the assessment?

YES/ NO (please circle or delete)





		Section 5: Additional factors beyond the skills of the person



		Are there any other factors beyond the cognitive and communication skills of the individual that you believe are affecting the person’s ability to make a free and balanced decision?



· This may include factors such as coercion or threats from others. The influence of any factors identified must also be considered as part of your decision making in the next section

· In some instances you may need to consider Adult at Risk procedures if there is a concern that a person is at risk

		





		Section 6: Functional assessment of capacity - have the impairments detailed in Section 4 resulted in the person being unable to make the decision or decisions in hand?



		Do you consider the person able to understand the information relevant to the decision?



· Why the action or decision is needed

· The likely effects of making the decision

· The likely effects of not making the decision

· Any other choices or options open to the person?

		YES/NO (please circle or delete)



Evidence: 

e.g. the questions you asked and the responses given







		Do you consider the person able to weigh up information as part of the decision making process?



· The ability to weigh up the options and foresee the different outcomes or possible consequences of one choice rather than another?



		YES/NO (please circle or delete)



Evidence:

e.g. the questions you asked and the responses given





		Do you consider the person able to understand the information but unable to act on this because of his/her mental or physical impairment?

		YES/NO (please circle or delete)



Evidence:

e.g. the questions you asked and the responses given







		Do you consider the person is able to retain the information relevant to the decision?



· The question of how long a person need retain information will vary as they need only remember salient information long enough to make an effective decision

· Aids such as videos, written summaries and voice recorders could be used to support memory

· You may need to speak to someone several times to go over the information and see if his/her response is consistent

		YES/NO (please circle or delete)



Evidence:

e.g. the questions you asked and the responses given







		Do you consider the person is able to communicate their decision?

		YES/NO (please circle or delete)



Evidence:

e.g. the questions you asked and the responses given





		If you have answered yes to all of the questions in section 6 then the person is considered to have capacity about this specific decision at this time



If you have answered no to any of the questions in section 6 then the person does not have the capacity to make this specific decision at this time



The influence of any factors identified in section 5 (additional factors) should also be considered as part of your conclusion



		Section 7: Conclusion 





		I consider that the person has the capacity to make this decision YES/NO (please circle or delete)

*you should be able to show that, on the balance of probabilities, that person has capacity



The decision that the person has made is recorded below:







		I consider that the person does not have capacity to make this decision YES/NO (please circle or delete)

*you should be able to show that, on the balance of probabilities, that person lacks capacity





Please now follow the local guidelines on AWI & s13za legislation





		I consider that it is appropriate to delay this assessment until such time that a person is better able to demonstrate their capacity.



Explain your reasoning below:







		Signature of assessor:

Date:

Job role:

Based at:

Contact phone number:

Email address:













Capacity Assessment



 



template



 



Please refer to guidance in ‘Communication and assessing capacity, a guide for social work and health care staff’ Scottish 



government 2008 before 



undertaking an assessment



 



Name



 



 



 



DOB



 



 



 



Chi Number



 



 



 



Name of Assessors



 



 



 



Job title/ role



 



 



 



Date(s) and time(s) of assessment



 



 



 



 



Section 1: The decision (s) in question



 



Describe the decision that the person is making



 



 



 



Section 2: People consulted



 



 



 



Section 3: Support given to make the decision/ maximise capacity



 



Consider:



 



·



 



Ensuring provision of all 



relevant information



 



·



 



Best time and place for 



assessment



 



·



 



Need for communication aids



 



·



 



Involvement of friends, family, 



advocate



 



 



Please refer to 



Communication & Assessing Capacity, a 



guide for social work and health care staff for more 



detailed information



 



 



 



 



 



 



 



 



 



Section 4:



 



Does the person have a mental 



disorder (which includes mental 



illness



, learning disability, dementia, 



delirium 



and acquired brain injury)? 



 



 



If yes, describe the nature of the impairment e.g. a 



brief summary of the diagnosis, the source of any 



information and how the diagnosis might impact on 



decision making 



 



 



YES/ NO



 



(please circle or delete)



 



 



 



 



 



 



 



Does the 



person have a severe 



communication difficulty because of 



a physical disability (such as stroke or 



severe sensory impairment)



 



 



If yes, describe the nature of the impairment e.g. a 



brief summary of the diagnosis, the source of any 



YES/ NO



 



(please circle or delete)



 



 



 



 



 






Capacity Assessment   template   Please refer to guidance in ‘Communication and assessing capacity, a guide for social work and health care staff’ Scottish  government 2008 before  undertaking an assessment  


Name     


DOB     


Chi Number     


Name of Assessors     


Job title/ role     


Date(s) and time(s) of assessment   


  


Section 1: The decision (s) in question  


Describe the decision that the person is making      


Section 2: People consulted  


   


Section 3: Support given to make the decision/ maximise capacity  


Consider:      Ensuring provision of all  relevant information      Best time and place for  assessment      Need for communication aids      Involvement of friends, family,  advocate     Please refer to  Communication & Assessing Capacity, a  guide for social work and health care staff for more  detailed information                 


Section 4:  


Does the person have a mental  disorder (which includes mental  illness , learning disability, dementia,  delirium  and acquired brain injury)?      If yes, describe the nature of the impairment e.g. a  brief summary of the diagnosis, the source of any  information and how the diagnosis might impact on  decision making     YES/ NO   (please circle or delete)              


Does the  person have a severe  communication difficulty because of  a physical disability (such as stroke or  severe sensory impairment)     If yes, describe the nature of the impairment e.g. a  brief summary of the diagnosis, the source of any YES/ NO   (please circle or delete)          
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Adults with Incapacity: supporting discharge from hospital

The Mental Welfare Commission and Scottish Government issued a joint statement on supporting discharges from hospital for adults with incapacity on 13 October 2021. 

The statement outlined actions that can be taken to support this vulnerable group on discharge from hospital, and highlighted key points of the law to ensure individuals’ rights are respected. This statement has been updated as below and is issued once more at this time of pressure on the hospital system and consequent focus on delayed discharge. 

At times of pressure on the hospital system, services must make use of available options in line with the Adults with Incapacity (Scotland) Act 2000 (AWI Act). The Mental Welfare Commission (MWC), the Equality and Human Rights Commission (EHRC) and the Scottish Human Rights Commission (SHRC) emphasise the need for services to meet their human rights obligations, as they adhere to the law. 

We hope health and care services find the statement useful and informative.

Purpose 

1. The purpose of this note is to highlight actions that can be taken to support the   discharge of adults with incapacity from hospital, whilst respecting and protecting their human rights.



The Adults with Incapacity (Scotland) Act 2000  

	

2. The AWI Act introduced a system for safeguarding the welfare and managing the finances and property of adults who lack capacity to make some or all decisions for themselves. 



3. This legislation is underpinned by principles of benefit to the adult, taking account of the person’s wishes and the views of relevant others. Any action must be the least restrictive option necessary to achieve the benefit and importantly to encourage the adult to exercise whatever skills he or she has in relation to their welfare, property or financial affairs and develop new skills where possible recognising issues of capacity are not ‘all or nothing’, they are decision specific.



Existing Statutory Framework: Lawful authority 



4. The Coronavirus (Scotland) Act 2020 did not enact any emergency legislation in relation to the AWI Act. 

5. Services are required to continue to operate within the existing statutory AWI framework. The Mental Welfare Commission’s ‘Authority to Discharge: Report into decision making for people in hospital who lack capacity’ May 2021[footnoteRef:1] made recommendations to ensure that this happens. People who lack capacity to make some or all decisions relating to their welfare, including community care provision, must have their rights protected and respected. [1:  https://www.mwcscot.org.uk/sites/default/files/2021-05/AuthorityToDischarge-Report_May2021.pdf
] 




6. The principles of the AWI Act must inform consideration in each case of the action to be followed. As well as applying to decisions under the AWI Act, it is explicit in s.13ZA of the Social Work (Scotland) Act 1968 (1968 Act) that the general principles of the AWI Act apply to whatever steps are taken by the local authority under the 1968 Act, in relation to the provision of community care services for an adult with incapacity. 



7. Due legal process ensures the adherence of the European Convention of Human Rights and regard for the United Nations’ Convention on the Rights of Persons with Disabilities.



Movements within the NHS estate



8. Some people may move from one registered hospital setting to another hospital setting based on their own individual needs. Such moves will evidence that they are for the benefit of the adult to support recovery pending discharge. An AWI order is not required to support such moves for people assessed as lacking capacity to make some or all decisions. 



          Hospital Discharge



9. When people are clinically well enough to leave hospital, they should receive all necessary information and support to return to their home, whether that is their own house or an alternative community setting which is their home. It is not in anyone’s interests to stay in hospital when there is no clinical reason to do so.



10. For those people who do not have the capacity to fully participate in discharge planning processes, legal frameworks must be considered to ensure appropriate lawful authority and respect for the person’s rights.



11. Helpful prompts to navigate discharge planning are included in the Scottish Government’s guidance on key actions Adults who lack capacity - discharge process: key actions - gov.scot (www.gov.scot)



12. Using video technology to undertake assessments should be the exception, rather than the default position and AWI orders should be applied for on the basis of the needs of the person rather than on a ‘just in case’ basis (principles of least restrictive and benefit).



Interim Orders

13. When an application is lodged in court, interim orders can be requested at that specific time, and the sheriff will consider the necessity of such interim powers based on the individual needs and circumstances of the person. Interim orders can expedite a legally authorised discharge from hospital for an individual who lacks capacity to consent to the move.



14. Once an AWI application is lodged in court, no other application can be made in respect of the same individual and no decisions should be taken in relation to moving the individual until the application has been concluded. A statement of intent to apply is not the same as the application being lodged.



Prescribed list of solicitors



15. Whilst recommendations cannot be made to prospective applicants regarding where to seek legal advice, local authorities can hold a prescribed list of solicitors who have confirmed that they are willing and able to support private applications in the field of AWI in their area. Such lists have assisted applicants to progress actions timeously. 



16. Best practice dictates that monitoring of the progress of private applications should be undertaken to ensure there is no delay which negatively impacts on the individual. We are advised by practitioners that where there is no progress (for example no engagement of a solicitor) within 8 weeks of agreement to proceed to private application this is a concern; an alternative applicant/application may be required. 



Local Authority applications



17. It is entirely possible for the local authority to make AWI applications and name a relative as the proposed guardian. 



Concluding Remarks



18. No-one should stay in hospital longer than is necessary and there are actions that can be taken to speed up discharge based on the individual needs and circumstances of the person. Any move of an adult lacking capacity from hospital to a setting which is not registered as an NHS setting should have appropriate legal authority and must respect the principles of the AWI Act.



For further information, please refer to the Authority to 

Discharge report (2021), published by the Mental Welfare Commission for Scotland.
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Cannot be admitted to
Garden View


50 Years
or Above?


•	 Admission Criteria
•	 Admission Standards


Transitional Care 
includes: 


Garden View 
ADMISSION CRITERIA


Admission Criteria 
for Transitional Care 


•	 Consent obtained
• 	 Agreement with and referral from AHP 


Staff
• 	 Able to mobilise with assistance from 


equipment and/or a maximum of two 
staff


• 	 Able to understand and be motivated to 
engage with their reablement plan


• 	 Have no on-going nursing care needs 
except those ordinarily met by a District 
Nurse team


• 	 Must be able to engage in a prescribed 
Programme of Reablement


• 	 Able to achieve identified reablement 
goals within 6 weeks


Reablement Plan


•	 Consent obtained
•	 Able to mobilise with assistance from equipment 


and/or a maximum of two staff
• 	 Have no on-going nursing care needs except those 


ordinarily met by a District Nurse team
• 	 6 week period of assessment whereby transitional 


care staff will work with client towards determining 
the level of support for discharge, which will be 
followed up by a Social Work Assessment which will 
identify support required:


• 	 A Package of Care
• 	 Adaptations/Equipment/ Maintenance work to be 


carried out in the home
• 	 Waiting for Tenancy
• 	 Waiting for 24hr care placement


Assessment Plan


 





NO


YES NO


YES


Please see over for Admission Standards.


If discharge is from
hospital – is the patient
medically fit and cannot


return home?
If admission from


Community – is there an
exit strategy?





Cannot be admitted to
Garden View


Able to undertake a 
programme of reablement
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Contact us .... 
Any enquires can be made to: Garden View | 01896 753300


Admission Standards 
for Garden View
You will find detailed below, standards that must be met once a referral has been 
made and an admission agreed.


•	 A STRATA Referral must be completed to allow Garden View to inform the referrer if the needs of the 
service user can be met.


• 	 There must be an open referral on Mosaic – this includes Consent from either the individual or someone 
with power to act on their behalf. A privacy statement must be shared.


• 	 Where possible, the admission will take place in a planned manner and a full handover will be given by 
the referring worker or ward staff to Garden View.


• 	 The service user must have a minimum of two weeks medication, including prescribed continence aids 
on admission. A pre-printed MAR is required for all medications.


• 	 If the service user has a DNACPR form or an AWI certificate these both must be transferred at time of 
admission.


• 	 The service user must be admitted with all necessary equipment required that has already been 
assessed, this may include walking aids, catheter equipment, oxygen equipment or any pressure 
relieving equipment.


• 	 The service user must be admitted before 8.00 pm on any day.


• 	 The service user must have knowledge of the service they are being admitted to, this will include delivery 
of the Information Leaflet and Moving On Booklet for Garden View, a visit from a member of staff from 
Garden View or evidence of a discussion by a member of Social Work team or referring worker. The 
service user must receive information about the Moving On Booklet.


• 	 If the service user is admitted from Hospital they must come with the appropriate discharge 
documentation.


• 	 Where there are ongoing ‘nursing’ requirements to be carried out by the District Nurse Team this is 
communicated to them as soon as reasonably practicable.


Please note that Garden View is not a Care Home, Nursing Home or Community Hospital. Garden View 
provides short stay services in a residential setting which enables ongoing reablement or assessment in a 
more homely setting.
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Upper Waverley Dementia Unit Criteria

The purpose of Upper Waverley Dementia Unit is to provide timely, skilled and well-co-ordinated support for service users with a diagnosis of moderate to advanced dementia, whose needs cannot be met in a general care setting.  The service will provide an alternative to nursing care and prevent unnecessary admissions to nursing home/hospital beds and embraces the principle of personalised Dementia Care.

The unit provides 10 enhanced residential beds and 5 enhanced short stay respite beds. We promote the rights of people to receive good quality, dignified, safe and therapeutic care and support within a homely setting which has been designed to Dementia-Friendly standards.  The period of support will be open ended and flexible with an effective review process which supports the service users journey and ensures care is being provided to the highest standards of quality and safety, whatever the setting, with the person at the centre of all decisions

This approach offers a foundation for good quality integrated care and does not need to be driven by time constraints - because the dementia support will be integrated within the existing support being delivered by the established health and social care team.

Signs of moderate to advanced dementia, which can be supported within the unit may include:

Moderate –

· Increasing confusion or poor judgment. 

· Greater memory loss, including a loss of events in the more distant past. 

· Requires assistance with tasks, such as getting dressed, bathing, and grooming. 

· Significant personality and behaviour changes, often caused by agitation and unfounded suspicion.

Advanced –

· Profound memory deficits (e.g., inability to recognize family`

· Minimal verbal communication

· Loss of ambulatory abilities, 

· The inability to perform activities of daily living, and urinary and faecal incontinence.

· Extreme personality and behaviour changes, often caused by agitation and unfounded suspicion.  This may include -  Depression, verbal aggression, low level physical aggression, psychosis/delusional ideas, disinhibition, restlessness and pacing, periods of marked agitation, resistive to personal or intrusive care, repetitive vocalisations

Please note Waverley are unable to administer IM PRN medication the need for this would mean a person would not be considered for a placement within the service



To support appropriate admissions the care manager must first establish that the person living with dementia:



For the 10 long stay beds

· Must be aged 65 or over

· Have a diagnosis of dementia showing moderate to high care support needs as described above;

· Has been assessed as meeting the criteria for enhanced residential care; 

· Section 47 and accompanying treatment plan in place or progressed upon admission;

· Guardianship or POA in place or progressing;

· For those without PoA Welfare or Welfare Guardian and there is MDT (including family) agreement to admission then section 13za process to be followed;

·  Individuals on a suspended hospital based treatment order (under MH 2003 Act), who may become subject to variation to a community based order when appropriate, can be considered for admission. 

· Referral to be made from locality SW or START;

· Service users must not have a clinical nursing need other than that which can be met by the local DN nursing team 

5 Respite / Short stay



· Diagnosis of dementia showing moderate to high care needs as described above;

· Need for enhanced residential care;

· Planned respite stay must be no longer than 2 weeks, unless agreed by Admissions Panel;

· Emergency respite will be agreed the Upper Waverley Dementia Unit and Social Work Referral required;

· Stay supports carer well-being, aims to prevent carer crisis and builds resilience within the family network;

· Stay prevents unnecessary emergency admission to hospital;

· Section 47 and accompanying treatment plan in place or to be progressed upon admission

· Stay to support request from MDT/SW for assessment in 24 hour setting ;

· Guardianship or POA in place however in emergencies, a professional judgement will be made based on the best interests of individual service users.

· Referral to be made from locality SW or START;

· Service users must not have a clinical nursing need other than that which can be met by the local DN nursing team 



Admission Standards for Upper Waverley Dementia Unit



Thank you for considering our service, you will find detailed below, standards that must be met once a referral has been made and an admission agreed with the unit.





· A STRATA Referral must be completed to allow the Unit to inform the referrer if the needs of the service user can be met.  

· There must be an open referral on Mosaic – this includes Consent from either the individual or someone with power to act on his or her behalf. A privacy statement must be shared.

· Where possible the admission will take place in a planned manner and as full a handover as possible will be given by the referring worker 

· The service user must have a time limited dedicated supply of medication, including prescribed continence aids on admission. A pre-printed MAR for all medications is preferred. 

· If the service user has a DNACPR form or an AWI certificate these both must be transferred at time of admission

· The service user must be admitted with all necessary equipment required that has already been assessed, this may include walking aids, catheter equipment, oxygen equipment or any pressure relieving equipment 

· Where there are ongoing ‘nursing’ requirements to be carried out by the District Nurse Team, this is communicated to them as soon as reasonably practicable.

· There must be a clear discharge plan developed as soon as reasonably practicable





Any enquires can be made to:

Waverley Care Home

01896 752659
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Cannot be admitted to
Upper Deanfield 
Reablement Unit


50 Years
or Above?


•	 Admission Criteria
•	 Admission Standards


Reablement 
includes: 


Upper Deanfield Reablement Unit 
ADMISSION CRITERIA


Admission Criteria 
for Reablement  


Reablement Plan


•	 Consent obtained
•	 Has been assessed by Social Worker as requiring a Package of Care
• 	 Able to mobilise with assistance from equipment  and/or a maximum of two staff
• 	 Have no on-going nursing care needs except those ordinarily met by a District 


Nurse team
• 	 6 week period of assessment whereby transitional  care staff will work with 


client towards determining  the level of support for discharge, which will 
be  followed up by a Social Work Review which will  identify support required 
following reablement


• 	 Adaptations/Equipment/ Maintenance work to be carried out in the home
•	 Able to understand and be motivated to engage with their reablement plan
• 	 Must be able to engage in a prescribed Programme of Reablement








NO


YES NO


YES


Please see over for Admission Standards.


If discharge is from
hospital – is the patient
medically fit and cannot


return home?
If admission from


Community – is there an
exit strategy?





Cannot be admitted to
Upper Deanfield 
Reablement Unit


Able to undertake a 
programme of reablement
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Contact us .... 
Any enquires can be made to: Upper Deanfield Reablement Unit | 01450 373072


Admission Standards 
for Upper Deanfield Reablement Unit
The purpose of Upper Deanfield Reablement Unit is to provide timely, skilled and 
well-co-ordinated support for service users who have been assessed as requiring 
care in the community that cannot currently be sourced.  The service will provide an 
alternative to waiting in an acute care setting whilst a package of care is sourced.


We promote the rights of people to receive good quality, dignified, safe and therapeutic care and support 
within a homely environment which has been designed to replicate a home setting and the package of care 
provided within.  The period of support will be dependent on the ability to secure the relevant package of 
care effective review processes will ensure that most appropriate level of care is identified.   This supports 
the service users journey and ensures care is being provided to the highest standards of quality and safety, 
whatever the setting, with the person at the centre of all decisions


This approach offers a foundation for good quality integrated care allowing for the continued reablement 
of those using the service and ensuring that their independence is maximised whilst awaiting care in the 
community being sourced.


To support appropriate admissions the care manager must first establish that the person has an agreed 
package of care that cannot currently be sourced:


Thank you for considering our service, you will find detailed below, standards that must be met once a 
referral has been made and an admission agreed with the unit.


•	 A STRATA Referral must be completed to allow the Unit to inform the referrer if the needs of the service 
user can be met.  


•	 There must be an open referral on Mosaic – this includes Consent from either the individual or someone 
with power to act on his or her behalf. A privacy statement must be shared.


•	 Where possible the admission will take place in a planned manner and as full a handover as possible will 
be given by the referring worker 


•	 The service user must have a 14 days supply of medication in the form they would be using at home, 
including prescribed continence aids on admission. A pre-printed MAR for all medications is preferred 
for those assessed as requiring Level 3 support. 


•	 If the service user has a DNACPR form or an AWI certificate these both must be transferred at time of 
admission


•	 The service user must be admitted with all necessary equipment required that has already been 
assessed, this may include walking aids, catheter equipment, oxygen equipment or any pressure 
relieving equipment 


•	 Where there are ongoing ‘nursing’ requirements to be carried out by the District Nurse Team, this is 
communicated to them as soon as reasonably practicable.
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		Date	 

Your Ref	

Our Ref	



Enquiries to	

Extension	

Direct Line	

Email	





Dear [relative/carer name]



[Patient name] is ready to leave Hospital – Care Home Choices



[Patient name] has been a patient in [Name] Hospital since [date] and we are pleased that they are now ready to leave and no longer require hospital-based care. It has been agreed that their care needs can now be best met in a care home. 



Research shows that staying in hospital after people are medically better can be damaging to their physical and mental wellbeing.  It is important for their long-term health that they are as well as they can be, in a safe, comfortable, and homely setting.



In line with our Moving on from Hospital Policy, we would be grateful if you could identify at least three care homes, in order of preference, within seven days of receipt of this letter so that the homes can undertake an assessment to determine if they can meet [Patient name]’s needs.  Further information on the Moving on from Hospital Policy can be found in the enclosed leaflet and on the NHS Borders website.



We wish to ensure that our patients benefit from being in a more appropriate environment than in a hospital and whilst this is a difficult time it is in [Patient name] best interests, including their safety, not to remain in a hospital bed any longer than necessary and to move to a care home where they can be in a more settled environment.



Should we find that you are either unable to make three choices or your care home choices do not have a vacancy, and a suitable care home not on your list has been sourced, [Patient name] will be asked to move to an interim placement until you choose care homes or until your chosen home becomes available. We will then work with you both to make the necessary arrangements to facilitate a safe and timely discharge.  This will be considered as an interim arrangement and will allow you both further time in which to view alternative options.  Further advice regarding this move can be provided by the Social Work and Practice Professional coordinating your transfer.  Please note [Patient name] will only be asked to move to an interim placement if the home is suitable and has agreed they can meet their needs.



Whilst in the interim placement, should a suitable care home placement become available in one of the original three choices, your relative will be notified by the Social Work and Practice Professional and given the opportunity to move to a care home of choice.





Should we not achieve successful discharge for [Patient name], we will plan to hold an Integrated Discharge Case Conference to reach a mutual agreement regarding a transfer to their next place of care, you will be invited to attend this meeting.



Please confirm receipt of this letter with the Nurse in Charge of the ward.



Yours sincerely







[INSERT NAME]

Senior Charge Nurse
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		Date	 

Your Ref	

Our Ref	



Enquiries to	

Extension	

Direct Line	

Email	





Dear [patient name]



You’re ready to leave Hospital – Care Home Choices



You have been a patient in [Name] Hospital since [date] and we are pleased that you are now ready to leave and no longer require hospital-based care. It has been agreed that your care needs can now be best met in a care home. 



Research shows that staying in hospital after you are medically better can be damaging to your physical and mental wellbeing.  It is important for your long-term health that you are as well as you can be, in a safe, comfortable, and homely setting.



In line with our Moving on from Hospital Policy, we would be grateful if you or family/carers could identify at least three care homes, in order of preference, within seven days of receipt of this letter so that the homes can undertake an assessment to determine if they can meet your needs.  Further information on the Moving on from Hospital Policy can be found in the enclosed leaflet and on the NHS Borders website.



We wish to ensure that our patients benefit from being in a more appropriate environment than in a hospital and whilst this is a difficult time it is in your best interests, including your safety, not to remain in a hospital bed any longer than necessary and to move to a care home where you can be in a more settled environment.



Should we find that you are either unable to make three choices or your care home choices do not have a vacancy, and a suitable care home not on your list has been sourced, you will be asked to move to an interim placement until you choose care homes or until your chosen home becomes available. We will then work with you to make the necessary arrangements to facilitate a safe and timely discharge.  This will be considered as an interim arrangement and will allow you further time in which to view alternative options.  Further advice regarding this move can be provided by the Social Work and Practice Professional coordinating your transfer.  Please note you will only be asked to move to an interim placement if the home is suitable and has agreed they can meet your needs.



Whilst in the interim placement, should a suitable care home placement become available in one of your original three choices, you will be notified by a Social Work and Practice Professional and given the opportunity to move to a care home of choice.



Should we not achieve successful discharge for you, we will plan to hold an Integrated Discharge Case Conference to reach a mutual agreement regarding a transfer to your next place of care.



Please confirm receipt of this letter with the Nurse in Charge of the ward.



Yours sincerely







[INSERT NAME]

Senior Charge Nurse



image1.jpeg








image14.emf
Letter 3 choices been  made - to family carer v2.docx


Letter 3 choices been made - to family carer v2.docx
		NHS Borders

[INSERT] Services

		[INSERT] Services

NHS Borders

Borders General Hospital

Melrose

Roxburghshire  TD6 9BD



www.nhsborders.scot.nhs.uk

		[image: BO_2col]



		

		Date	 

Your Ref	

Our Ref	



Enquiries to	

Extension	

Direct Line	

Email	





Dear [relative/carer name]



[bookmark: _Hlk133227109][Patient name] is ready to leave Hospital – Care Home Choices Made



[Patient name] has been a patient in [Name] Hospital since [date] and we are pleased that they are now ready to leave and no longer require hospital-based care. It has been agreed that their care needs can now be best met in a care home. 



Research shows that staying in hospital after people are medically better can be damaging to their physical and mental wellbeing.  It is important for their long-term health that they are as well as they can be, in a safe, comfortable, and homely setting.



[bookmark: _Hlk175217251]Thank you for providing us with a list of care home choices.  In line with our Moving On From Hospital Policy, should none of the care home choices have a vacancy, and a suitable care home not on your list has been sourced, [patient name] will be asked to move to this home on an interim placement until their chosen home becomes available. We will then work with you both to make the necessary arrangements to facilitate a safe and timely discharge.  This will be considered as an interim arrangement and will allow you both further time in which to view alternative options.   Further advice regarding this move can be provided by the Social Work and Practice Professional coordinating the transfer. Please note [patient name] will only be asked to move to an interim placement if the home is suitable and has agreed they can meet their needs.



Whilst in the interim placement, should a suitable care home placement become available in one of the original three choices, your relative will be notified by the Social Work and Practice Professional and given the opportunity to move to a care home of choice.



Further information on the Moving on from Hospital Policy can be found in the enclosed leaflet and on the NHS Borders website.



Should we not achieve successful discharge for [patient name], we will plan to hold an Integrated Discharge Case Conference to reach a mutual agreement regarding a transfer to their next place of care, you will be invited to attend this meeting.



Yours Sincerely







[INSERT NAME]

Senior Charge Nurse



image1.jpeg








image15.emf
Letter 3 choices been  made - to patient v2.docx


Letter 3 choices been made - to patient v2.docx
		NHS Borders

[INSERT] Services

		[INSERT] Services

NHS Borders

Borders General Hospital

Melrose

Roxburghshire  TD6 9BD



www.nhsborders.scot.nhs.uk

		[image: BO_2col]



		

		Date	 

Your Ref	

Our Ref	



Enquiries to	

Extension	

Direct Line	

Email	





Dear [patient name]



You’re ready to leave Hospital – Care Home Choices Made



You have been a patient in [Name] Hospital since [date] and we are pleased that you are now ready to leave and no longer require hospital-based care. It has been agreed that your care needs can now be best met in a care home. 



Research shows that staying in hospital after you are medically better can be damaging to your physical and mental wellbeing.  It is important for your long-term health that you are as well as you can be, in a safe, comfortable, and homely setting.



Thank you for providing us with a list of care home choices.  In line with our Moving On From Hospital Policy, should none of your care home choices have a vacancy, and a suitable care home not on your list has been sourced, you will be asked to move to this home on an interim placement until your chosen home becomes available.  We will now work with you to make the necessary arrangements to facilitate a safe and timely discharge.  This will be considered as an interim arrangement and will allow you further time in which to view alternative options.  Further advice regarding this move can be provided by the Social Work and Practice Professional coordinating your transfer.  Please note you will only be asked to move to an interim placement if the home is suitable and has agreed they can meet your needs.



Whilst in the interim placement, should a suitable care home placement become available in one of your original three choices, you will be notified by a Social Work and Practice Professional and given the opportunity to move to a care home of choice.



Further information on the Moving on from Hospital Policy can be found in the enclosed leaflet and on the NHS Borders website.



Should we not achieve successful discharge for you, we will plan to hold an Integrated Discharge Case Conference to reach a mutual agreement regarding a transfer to your next place of care.



Yours Sincerely







[INSERT NAME]

Senior Charge Nurse
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		Date	

Your Ref	

Our Ref	

Enquiries to	

 

	

Extension	

Direct Line	











Dear [INSERT NAME HERE],



INVITATION TO INTEGRATED DISCHARGE CASE CONFERENCE



As you have declined your planned transfer to [INSERT NAME OF RESIDENTIAL CARE SETTING / PACKAGE OF CARE DETAILS] on [INSERT DATE], the next step is for us to hold an Integrated Discharge Case Conference with you.  This process is in line with the Scottish Borders Health and Social Care Partnership ‘Moving On From Hospital Policy”. 



As a result, I am writing to invite you to an Integrated Discharge Case Conference, involving the Multi-Disciplinary Team involved in your discharge planning, and will be chaired by the [INSERT SERVICE] Services Clinical Nurse Manager/Clinical Service Manager.  We would like to offer the following times to meet:

 

[INSERT DATE]: 		[INSERT TIME]

[INSERT DATE]: 		[INSERT TIME]

[INSERT DATE]: 		[INSERT TIME]



The purpose of this meeting is to:

· Identify the best way forward to support your ongoing care needs

· Discuss progress in your care pathway 

· Discuss the options available and reasons for refusal

· Get clarity on your ongoing care needs  

· Identify a way forward and ensure that you can be transferred to a suitable destination in line with your care needs, at the earliest opportunity. 



Should you not be able to attend on any of the above suggested dates for the case conference, the Clinical Nurse Manager/Clinical Service Manager will need to consider the information made available by the Multi-Disciplinary Team to identify the way forward for your ongoing care.  


The Integrated Discharge Case Conference will be attended by clinical representatives from your current ward, Social Work and Practice Team representatives and the Clinical Nurse Manager/Clinical Service Manager.  You are also welcome to bring a family member/proxy with you for support.



A note of the meeting will be shared with you after the meeting detailing the outcome/decision made.  Should you be in disagreement with the decision made, you will have 10 working days from the date of the meeting to submit a written appeal to the Medical Director.  



You would then receive written confirmation of  the outcome of any appeal from the Medical Director within 5 working days.

· If your appeal is upheld, a further Integrated Discharge Case Conference will be held.  

· If your appeal is not upheld then we will set a new discharge date to an available, safe and appropriate destination and the Medical Director will set out the new arrangements in writing to you.



We appreciate that this has been a difficult time for you. However, you are fit to leave hospital and by remaining, place yourself at risk of developing hospital-borne infections or becoming more dependent on others than you need to be. It is important for your long-term health that you are as well as you can be, in a safe, comfortable, and homely setting.  Moreover, we have an urgent need to move patients through the health system and make beds available for the medically unwell. 



If you wish to discuss this further please contact [Senior Nurse contact details] in the first instance.





Yours sincerely









INSERT NAME HERE 

INSERT JOB TITLE HERE
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Integrated Discharge Case Conference Agenda



		1. Welcome and introductions

		Chair







		Policy background

		Chair







		2. Progress in the individual’s Health Care pathway 



		Senior Charge Nurse





		Principles of “Working with Patients and Carers to achieve a safe and timely discharge from hospital” 

		Chair







		3. Care needs

		Patient/ their Proxy





		4. Care availability

		Social Work & Practice Team







		5. Discussion: Next steps in the care pathway

		All







		6. Next steps

		Chair
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Integrated Discharge Case Conference Chair’s brief



1. Welcome and introductions

Please ask all that are present to introduce themselves.



Policy background



The aim of this meeting is to come to a mutual agreement regarding your transfer arrangements.  If it is not possible to come to a mutual agreement, then we will work to agree the best possible transfer in line with your needs and the care available.



This meeting has been called in line with the Scottish Borders Health and Social Care Partnership ‘Moving On From Hospital Policy” which is in line with the Scottish Government ‘Guidance on Choosing a Care Home on Discharge From Hospital CEL 32 (2013)’.  



The procedures outlined below are being followed due to the patient, family or proxy being unwilling to engage with the choice process by either:  

· Disputing the decision to discharge

· Refusing to make a choice of preferred home  

· Refusing to make a choice of interim home 

· Are unwilling to accept/pay for a move to the interim home   

· Any other dispute affecting timely discharge



2. Progress in the individual’s Health care pathway 

Ask the clinical representatives:

· For an update relating to the individual’s current clinical pathway

· When the patient became medically fit for discharge?

· Have the clinical risks of remaining in a hospital setting on the individual been described to the individual?



Principles of “Working with Patients and Carers to achieve a safe and timely discharge from hospital” 

Note that: 

· The decision to discharge an individual will be based on clinical need and must not be influenced by a person’s choice of care home or resolution of financial issues. 



· Where the preferred choice(s) of care home is not immediately available the person will be required to make a temporary (interim) move to another home with a suitable vacancy to wait. 



· Waiting for the preferred home does not mean that the person’s care needs are not met in the interim, or that they wait in a setting unsuitable to their assessed needs, including a hospital bed. 



· However, a person is not entitled to remain indefinitely in hospital once they are ready for discharge. Failing to make a choice of care home, or reluctance to co-operate with the discharge process should not prevent discharge taking place. 



· In addition, remaining in hospital regularly leads to deconditioning, which can come rapidly and can have significant impacts including irreversible functional decline



3. Care needs

Ask the patient/their proxy:

· Their reasons for refusal of the options so far?

· What their needs are in relation to their ongoing care?

· Whether they have any questions for the Health Board or Social Work & Practice Team?



4. Care availability

Ask the Social Work & Practice Professional:

· What is the availability of care that meets the individual’s needs

· What options for ongoing care have been considered?

· If the desired care is not available, is an interim placement available for the individual?



5. Discussion: Next steps in the care pathway

Open this up for discussion to agree a way forward 



Confirmed next steps

Summarise the outcome



Other notes for meeting



· It needs to be explained to the patient, family or proxy why an interim move is considered to be in the best interests of the patient, and they need to be reassured that they will remain on a waiting list for their preferred home(s), and will be offered the opportunity to transfer there when a place becomes available, if that is their wish. 



· Hospitals are places for people to go to for short term episodes of treatment that cannot be provided in more homely settings.  A patient does not have a right consider a hospital as their home nor to ‘choose’ to stay in there where this goes against best clinical practice. 



· Hospital-acquired deconditioning can occur insidiously and rapidly as a result of enforced bed rest, immobilization or sedentary behaviours. While hospital-acquired deconditioning can occur in people of any age, it is particularly problematic in elderly people, as it can lead to irreversible functional decline.



· Deconditioning is “a complex process of physiological change following a period of inactivity, bedrest or sedentary lifestyle”. Older people are particularly at risk, as deconditioning in this age group can quickly progress to irreversible functional deterioration and frailty, decreased life expectancy and quality of life.



· “declines in muscle strength, muscle mass, cognitive function, muscle protein synthesis and physical function” inability to undertake activities of daily living (such as sit-to-stand, moving around, and cutting toenails)







· Furthermore, the hospital is health service property and patients are allowed on that property because the Health Board consents to them being there.   



· There is no legal provision entitling a person who no longer requires treatment to remain in hospital.   
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Integrated Discharge Case Conference Minutes



Attendees

Insert list here



1. Welcome and introductions

The Chair welcomed everyone to the meeting and asked all to introduce themselves.



Policy background



The aim of this meeting is to come to a mutual agreement regarding your transfer arrangements.  If it is not possible to come to a mutual agreement, then we will work to agree the best possible transfer in line with your needs and the care available.



This meeting has been called in line with the Scottish Borders Health and Social Care Partnership ‘Moving On From Hospital Policy” which is in line with the Scottish Government ‘Guidance on Choosing a Care Home on Discharge From Hospital CEL 32 (2013)’.  



The procedures outlined below are being followed due to the patient, family or proxy being unwilling to engage with the choice process by either:  

· Disputing the decision to discharge

· Refusing to make a choice of preferred home  

· Refusing to make a choice of interim home 

· Are unwilling to accept/pay for a move to the interim home   

· Any other dispute affecting timely discharge



2. Progress in the individual’s Health care pathway 

Ask the clinical representatives:

· For an update relating to the individual’s current clinical pathway

· When the patient became medically fit for discharge?

· Have the clinical risks of remaining in a hospital setting on the individual been described to the individual?



Principles of “Working with Patients and Carers to achieve a safe and timely discharge from hospital” 

Note that: 

· The decision to discharge an individual will be based on clinical need and must not be influenced by a person’s choice of care home or resolution of financial issues. 



· Where the preferred choice(s) of care home is not immediately available the person will be required to make a temporary (interim) move to another home with a suitable vacancy to wait. 



· Waiting for the preferred home does not mean that the person’s care needs are not met in the interim, or that they wait in a setting unsuitable to their assessed needs, including a hospital bed. 



· However, a person is not entitled to remain indefinitely in hospital once they are ready for discharge. Failing to make a choice of care home, or reluctance to co-operate with the discharge process should not prevent discharge taking place. 



· In addition, remaining in hospital regularly leads to deconditioning, which can come rapidly and can have significant impacts including irreversible functional decline



3. Care needs

Ask the patient/their proxy:

· Their reasons for refusal of the options so far?

· What their needs are in relation to their ongoing care?

· Whether they have any questions for the Health Board or Social Work & Practice Team?



4. Care availability

Ask the Social Work & Practice Professional:

· What is the availability of care that meets the individual’s needs

· What options for ongoing care have been considered?

· If the desired care is not available, is an interim placement available for the individual?



5. Discussion: Next steps in the care pathway

Open this up for discussion to agree a way forward 



Confirmed next steps

Summarise the outcome



Other notes for meeting



· It needs to be explained to the patient, family or proxy why an interim move is considered to be in the best interests of the patient, and they need to be reassured that they will remain on a waiting list for their preferred home(s), and will be offered the opportunity to transfer there when a place becomes available, if that is their wish. 



· Hospitals are places for people to go to for short term episodes of treatment that cannot be provided in more homely settings.  A patient does not have a right consider a hospital as their home nor to ‘choose’ to stay in there where this goes against best clinical practice. 



· Hospital-acquired deconditioning can occur insidiously and rapidly as a result of enforced bed rest, immobilization or sedentary behaviours. While hospital-acquired deconditioning can occur in people of any age, it is particularly problematic in elderly people, as it can lead to irreversible functional decline.



· Deconditioning is “a complex process of physiological change following a period of inactivity, bedrest or sedentary lifestyle”. Older people are particularly at risk, as deconditioning in this age group can quickly progress to irreversible functional deterioration and frailty, decreased life expectancy and quality of life.



· “declines in muscle strength, muscle mass, cognitive function, muscle protein synthesis and physical function” inability to undertake activities of daily living (such as sit-to-stand, moving around, and cutting toenails)







· Furthermore, the hospital is health service property and patients are allowed on that property because the Health Board consents to them being there.   



· There is no legal provision entitling a person who no longer requires treatment to remain in hospital.   
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		Date	

Your Ref	

Our Ref	

Enquiries to	

 

	

Extension	

Direct Line	











Dear [INSERT NAME HERE],



INTEGRATED DISCHARGE CASE CONFERENCE



Thank you for attending the Integrated Discharge Case Conference on [INSERT DATE].



Please find enclosed a copy of the minutes from this case conference which outlines the decisions that were made during this meeting.



Should you disagree with the decision made, you will have 10 working days from the date of the meeting to submit a written appeal to the Medical Director.  



The Medical Director can be contacted as follows:

[INSERT MEDICAL DIRECTOR EMAIL/POSTAL ADDRESS FOR SENDING LETTER]



If you wish to discuss this further please contact [Senior Nurse contact details] in the first instance.





Yours sincerely









INSERT NAME HERE 

INSERT JOB TITLE HERE
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Date
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Our Ref



 



 



Enquiries to



 



 



 



 



 



 



Extension



 



 



Direct Line



 



 



 



 



 



Dear



 



[INSERT NAME HERE]



,



 



 



INTEGRATED DISCHARGE CASE CONFERENCE



 



 



Thank you for attending the Integrated Discharge Case Conference on [INSERT DATE].



 



 



Please find enclosed a copy of the 



minutes from this case conference which outlines the decisions that were 



made during this meeting.



 



 



Should you 



disagree



 



with the decision made, y



ou will have



 



10



 



working days from the date of the meeting to 



submit a



 



written appeal 



to the Medical Director.  



 



 



The Medical Director can be contacted as follows:



 



[INSERT 



MEDICAL DIRECTOR 



EMAIL



/POSTAL



 



ADDRESS 



FOR SENDING LETTER]



 



 



If you wish to discuss this further please contact 



[Senior Nurse contact details] 



in the first instance.



 



 



 



Yours sincerely



 



 



 



 



 



INSERT NAME HERE 



 



INSERT JOB TITLE HERE



 



 






 


   


NHS Borders   [INSERT] Services  [INSERT] Services   NHS Borders   Headquarters   Borders General Hospital   Melrose   Roxburghshire  TD6 9BD     Tel   : 01896 826000     www.nhsborders. scot.nhs.uk   


 Date     Your Ref     Our Ref     Enquiries to             Extension     Direct Line      


    Dear   [INSERT NAME HERE] ,     INTEGRATED DISCHARGE CASE CONFERENCE     Thank you for attending the Integrated Discharge Case Conference on [INSERT DATE].     Please find enclosed a copy of the  minutes from this case conference which outlines the decisions that were  made during this meeting.     Should you  disagree   with the decision made, y ou will have   10   working days from the date of the meeting to  submit a   written appeal  to the Medical Director.       The Medical Director can be contacted as follows:   [INSERT  MEDICAL DIRECTOR  EMAIL /POSTAL   ADDRESS  FOR SENDING LETTER]     If you wish to discuss this further please contact  [Senior Nurse contact details]  in the first instance.       Yours sincerely           INSERT NAME HERE    INSERT JOB TITLE HERE    
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		Date	

Your Ref	

Our Ref	

Enquiries to	

 

	

Extension	

Direct Line	











Dear [INSERT NAME HERE],



INTEGRATED DISCHARGE CASE CONFERENCE – APPEAL OUTCOME



I refer to your letter/email dated [INSERT DATE] appealing against the decision from the Integrated Discharge Case Conference held on [INSERT DATE].



I have now completed the review of your appeal and can advise:

· Your appeal is upheld/Your appeal is not upheld [delete as appropriate]



The reasons for this decision are [INSERT REASONS].



The next steps are [INSERT NEXT STEPS].  Need to list potential next steps/draft wording





Yours sincerely









Dr Lynn McCallum

Medical Director
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Moving On from Hospital

Who is this guidance intended to help?

This guide has been prepared for anyone who has been admitted into the Borders General Hospital, Mental Health inpatient ward or a Community Hospital for medical treatment, and are now ready to be discharged from hospital-based care into a care home or back to their own home with additional support.


Discharge from Hospital

NHS Borders and Scottish Borders Council have a responsibility to ensure adequate processes are in place for patients to be safely and timely discharged.


The decision to discharge a patient from hospital-based care is based on clinical need and is the responsibility of the multi-disciplinary team responsible for the patient who will assess their patients’ needs before developing a discharge plan.


Not all patients are able to return home without additional support being in place or alternatively, some patients may require to be admitted to a care home.


In this situation, patients will have been assessed by a Social Work & Practice Professional as requiring additional support.  A financial assessment may also need to be completed.  The assessment process may continue even if a person has moved to their own home or a care home.  This is to ensure that people have the best opportunity to recover and return to their own home permanently, with support if needed, or to another type of care such as a care home or supported accommodation.

Why is a care home recommended for me?

Health and Social Care staff will have discussed and planned a patient’s future long-term care needs with the patient, family, carer and/or proxy. This assessment will have recommended that a patient needs a particular type of care home to best meet their needs, and the support they will need after discharge.


Moving into a care home is a very personal and sensitive decision for a person and their family so it is important that careful preparation and planning starts as early as possible.


The assessment will be shared with the patient, family, carer and/or proxy who will be given the opportunity to discuss its contents.


Moving from hospital to a care home

If a person needs to move to a care home, their future, long term care needs will be agreed with the patient, carer, family and/or proxy as part of the assessment process. This is usually done by a Health and Social Care Practitioner based in the hospital. The assessment should be discussed with the patient, carer, family, carer and/or proxy (if the patient agrees).


The patient should receive a copy of the assessment and be given the opportunity to discuss it.


The Social Work and Practice assessment (in part or full) will be shared with relevant third parties such as Care Homes or Service Providers and the patient, carer, family and/or proxy will be informed of the third parties involved.  This allows the Care Home/Service provider to establish if they can meet the person’s needs.  For more information on Social Work and Practice please refer to the Scottish Borders Council Website via the links included in the Useful Contacts & Information section of this leaflet.


How a care home is chosen

A plan for the type of care home that will best meet your needs will be created in partnership with the patient, their family, carer and/or proxy. From that point, patients can then see a list of suitable homes that can meet their needs.


Patients must choose three care homes from the list provided to them by their Social Work & Practice Professional, preferably at least one with a vacancy, and they should be ranked in order of preference.  Patients have seven days to confirm these choices with the Nurse in Charge of the ward.


If there are no current vacancies in any of the preferred homes, an interim placement will be found in a temporary alternative home with a vacancy that can also meet your needs.  This will either be one of the other homes on the list, or it may be a different home.


Patients will still be added to the waiting list(s) of the preferred home(s) and the care home will get in touch when a place becomes available.  Patients will then be given the option to move there if they still want to go there.


What is an interim care home?

An interim care home allows a patient to leave hospital while waiting for their preferred care home place or whilst awaiting a package of care to allow them to go home.


While the patient is in the interim care home, updates can be requested regarding availability of the preferred care home or package of care from the Social Work Department.


When a vacancy arises or a package of care becomes available, the person will be able to move to their preferred care home or be discharged home.

Why Can’t I wait in hospital?


Hospitals are the best place when people need medical treatment or interventions. Once these are finished and patients are medically fit to be discharged, it is important that you are discharged safely and promptly.  No-one wants to remain in hospital any longer than they need to. A long delay can often lead to people becoming ill again, deteriorating, or becoming more dependent.


A delay in moving medically fit people from hospital could also mean that treatment may be delayed for other people waiting for the bed or service.


Research shows that staying in hospital after people are medically better can be damaging to their physical and mental wellbeing and can result in:


· A sense of isolation from family, friends and their usual social networks leading to boredom, loneliness, hopelessness, confusion, and depression.


· Increased vulnerability to hospital-associated infection and a higher risk of delirium, pressure sores, muscle wastage and falls.


· Loss of confidence and ability to cope at home, resulting in a premature shift to permanent care, particularly for people with dementia.


· Distress to the patient, family, carer and/or proxy as they are unable to plan for the discharge date, and have to spend more time and money on regular, frequent visits to the hospital


It is important for people’s long-term health and wellbeing that they are as well as they can be, in a safe, comfortable, and homely setting.


The Scottish Government is clear that no-one has the right to ‘choose’ to stay in hospital. Not engaging with the discharge process or not choosing a care home will not stop discharge taking place.


If patients are reluctant to move to an interim care home, an Integrated Discharge Case Conference will be held to reach a mutual agreement regarding a transfer to the patient’s next place of care.


Can I appeal the decision of the Integrated Discharge Case Conference?

Yes, you will have 10 working days from the date of the meeting to submit a written appeal to the Medical Director. 


Useful Contacts & Information

Power of Attorney for Guardianship
The Office of the Public Guardian, Hadrian House, Callendar Business Park, Callendar Road, Falkirk, FK1 1XR


01324 678398    https://www.publicguardian-scotland.gov.uk/home

opg@scotcourts.gov.uk

Care Inspectorate


0345 600 9527   www.careinspectorate.com   


DirectGov
www.direct.gov.uk/en/CaringForSomeone

Scottish Independence Advocacy Alliance   0131 524 1970   www.siaa.org.uk
enquiry@siaa.org.uk 


Patient Advice and Support Service
www.patientadvicescotland.org.uk

Citizens Advice Bureau
www.cas.org.uk

Care Information Scotland

0845 600 1001        www.careinfoscotland.co.uk

Borders Independent Advocacy Service (BIAS)    01896 752200 
Low Buckholmside, Galashiels, TD1 1RT


www.bordersadvocacy.org.uk

info@bordersadvocacy.org.uk

Borders Carers Centre



01896 752431
Brewerybrig, Low Buckholmside, Galashiels, TD1 1RT


www.borderscarerscentre.co.uk                  


Encompass (Direct Payment Agency) 

01896 759700
Anderson’s Chambers, Market Street, Galashiels, TD1 3AF  www.encompassborders.com

Scottish Borders Young Carers Service

01896 750173
Action for Children, Unit 10a Galabank Mill, Galabank Business Park, Galashiels, TD1 1RP


NHS Borders Patient Experience Team

01896 826719
Borders General Hospital, Melrose, TD6 9BS
patient.experience@borders.scot.nhs.uk



Scottish Borders Council Complaints

0300 100 1800
www.scotborders.gov.uk/complaints  


CustomerAdvice@scotborders.gov.uk

Social Work and Practice Information

Introduction to Social Care Leaflets


https://www.scotborders.gov.uk/downloads/file/5505/introduction_to_social_care

Preparing for Assessment Leaflet


https://www.scotborders.gov.uk/downloads/file/5506/preparing_for_assessment

Eligibility Criteria


https://www.scotborders.gov.uk/info/20069/how_do_i_get_a_service/511/eligibility_criteria

 

Please contact the Ward or service you are being discharged from for a copy of this information in another language, Braille, large print or BSL DVD 
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MOVING ON FROM HOSPITAL POLICY FLOWCHART – AWAITING CARE HOME



Patient identified as no longer requiring hospital-based care and Social Work & Practice assessment completed to identify next place of care is a care home 







Social Work & Practice Team/family submit assessment to interim placement care home

Discuss potential interim move option with patient / family.  Social Work & Practice Team continues to clarify suitability for any care homes.



Ward staff / Social Work & Practice Team record reason for non-acceptance.

Patient / family to identify additional care home choice.



Social Work & Practice Team/family shares completed needs assessment and type of contract with chosen care homes







Senior Charge Nurse sends choices letter and information leaflet to patient / family





Yes

No





Bed becomes available

Yes

Patient awaits next available interim move bed or care home bed from 3 choices list







No





Yes















Yes







No





















Arrange patient discharge

Important Notes:

· MDT’s have responsibility for identifying whether or not patients are suitable for an interim move.  This should be taken into consideration when going through the process.

· At any time, this process can pause and restart (at same point), should the patient’s needs/medical condition change.

· If there is a failure to progress through any of the stages, e.g., patient/family does not provide 3 choices, please refer to the escalation process flowchart.

· Should the patient/family contest the patient’s fitness for discharge, ask lead clinician involved in patients care to confirm this with patient/family verbally or in writing

Vacant bed in 3rd choice care home?

Vacant bed in 2nd choice care home?

Vacant bed in 1st choice care home?

Yes

No

No

Assessment accepted?

Agreement with patient / family on proposed alternative options

Yes

Arrange case conference (letter sent to patient / family advising of date by Senior Charge Nurse)

Case conference held (chaired by CSM/CNM)

Agreement reached re interim move

Assessment accepted by Care Home?

Yes

No

Patient / family, with Social Work & Practice Team support, will identify and confirm with ward staff and Social Work their 3 choices of care homes in order of preference (within 7 days of receipt of letter)

Proceed to escalation process (see separate flowchart)

No
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MOVING ON FROM HOSPITAL POLICY FLOWCHART – AWAITING CARE HOME



Patient identified as no longer requiring hospital-based care and Social Work & Practice assessment completed to identify next place of care is a care home



.Ward staff / Social Work & Practice Team record reason for non-acceptance.

Patient / family to identify additional care home choice.

Social Work & Practice Team/family submit assessment to interim placement care home

Discuss potential interim move option with patient / family.  Social Work & Practice Team continues to clarify suitability for any care homes.

Social Work & Practice Team/family shares completed needs assessment and type of contract with chosen care homes

Senior Charge Nurse sends choices letter and information leaflet to patient / family

No

Bed becomes available

Yes

Patient awaits next available interim move bed or care home bed from 3 choices list

No

Yes

Yes

Yes

No

Arrange patient discharge

Important Notes:

· MDT’s have responsibility for identifying whether or not patients are suitable for an interim move.  This should be taken into consideration when going through the process.

· At any time, this process can pause and restart (at same point), should the patient’s needs/medical condition change.

· If there is a failure to progress through any of the stages, e.g., patient/family does not provide 3 choices, please refer to the escalation process flowchart.

· Should the patient/family contest the patient’s fitness for discharge, ask lead clinician involved in patients care to confirm this with patient/family verbally or in writing

Vacant bed in 3rd choice care home?

Vacant bed in 2nd choice care home?

Vacant bed in 1st choice care home?

Yes

No

No

Assessment accepted?

Agreement with patient / family on proposed alternative options

Yes

Arrange case conference (letter sent to patient / family advising of date by Senior Charge Nurse)

Case conference held (chaired by CSM/CNM)

Agreement reached re interim move

Assessment accepted by Care Home?

Yes

No

Patient / family, with Social Work & Practice Team support, will identify and confirm with ward staff and Social Work their 3 choices of care homes in order of preference (within 7 days of receipt of letter)

Proceed to escalation process (see separate flowchart)

No



Version 6 – 18 January 2023

image1.jpeg








image25.emf
Moving on from  Hospital POC FLOWCHART v2 180123.docx


Moving on from Hospital POC FLOWCHART v2 180123.docx
[image: cid:image001.jpg@01D27E22.96F85290]

MOVING ON FROM HOSPITAL POLICY FLOWCHART

AWAITING PACKAGE OF CARE



Patient identified as no longer requiring hospital-based care and Social Work and Practice assessment completed to identify requires package of care



.No

Yes

Arrange patient discharge

Arrange case conference (letter sent to patient / family advising of date by Senior Charge Nurse)

Case conference held (chaired by CSM/CNM)

Agreement reached re interim move

No





Social Work & Practice Team submit completed assessment to Matching Unit





Patient awaits confirmation of start date for package of care



Ward staff discuss potential interim move option with patient / family





Patient / family agree to interim move

No



Yes



	Social Work & Practice Team/family submit assessment to interim placement care home

Assessment accepted[image: ]d?

Patient awaits available interim move bed

Important Notes:

· MDT’s have responsibility for identifying whether or not patients are suitable for an interim move.  This should be taken into consideration when going through the process.

· At any time, this process can pause and restart (at same point), should the patient’s needs/medical condition change.

· If there is a failure to progress through any of the stages, e.g., patient/family refuses interim move, please refer to the escalation process flowchart.

· Should the patient/family contest the patient’s fitness for discharge, ask lead clinician involved in patients care to confirm this with patient/family verbally or in writing

Proceed to escalation process (see separate flowchart)

Alternative interim move placement identified

Bed becomes available

Bed available

Yes
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MOVING ON FROM HOSPITAL POLICY

ESCALATION PROCESS FLOWCHART

Agreement not reached with patient/family re interim move

Failure to progress with any stages of Moving on Policy flowchart



CNM/CSM follows advise of ADON/AMD & takes appropriate action

ADON/AMD provides advice on next steps for CNM/CSM to follow

Clinical Nurse Manager/Clinical Service Manager escalates to Associate Director of Nursing (ADON) & Associate Medical Director (AMD)

MD writes to patient/family with outcome from appeal

(within 5 working days)

MD considers appeal

Patient family appeals to Medical Director (MD)

(within 10 working days)

Patient/family appeals to Sheriff

Arrange patient discharge

Yes

No

Appellant acceptance of decision

MD acknowledges appeal (within 3 working days)
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MD acknowledges appeal (within 3 working days)  


MD considers appeal  


MD writes to patient/family with outcome  from appeal   ( within 5 working days)  


Appellant acceptance of  decision  


Yes  


No  


Patient/family appeals to  Sheriff  


Patient family appeals to M edical  D irector (MD)   (within  10   working days)  


Arrange patient  discharge  


Agreement not reached with  patient/family re interim move  


Failure to progress with any stages  of Moving on Policy flowchart  


Clinical Nurse Manager/Clinical Service Manager  escalates to Associate  Director of Nursing (ADON) &  Associate Medical Director (AMD)  


ADON/ AMD provides advice on next steps for  CNM/CSM to follow  


CNM/CSM follows advise of  ADON/ AMD  & takes appropriate  action  



