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SUMMARY POINTS 

This is a policy to support timely and effective transfer of care of patients ready for discharge 

from an acute or community hospital to the most appropriate setting and clarifies the way in 

which the Directions on Choice should be implemented. It provides guidance to staff on how 

to ensure that patients who are ready for discharge do not remain indefinitely in a hospital 

bed by a patient whilst choosing a care home or alternative care provider. It also explains 

that interim accommodation should be secured for patients whose preferred choice of care 

home or care provider are not available within the discharge planning period. 

The overarching aim is to reduce delays in the appropriate transfer of care or discharge of 

patients, through early engagement and support, and efficient implementation of the Choice 

Directive.   
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1. Introduction 

This policy supports timely, effective discharge of adults from an NHS acute or 
community hospital, to a nursing or residential home or home with a private care 
provider able to meet their needs.  This policy is to be used in conjunction with the 
Supported Discharge Pathway Operating Policy. 

2. Policy Statement 

When the Community Care Act (1990) came into force the government was anxious to 
ensure that individuals had a reasonable right to choose where they were 
accommodated following discharge from hospital.  A statutory direction known as the 
“Choice Directive” was issued.  The Directive only applies where the outcome of the 
assessment and care planning process is that the person’s needs makes them eligible 
to receive nursing or residential home care.  This policy provides guidance on the 
management of patient choice where patients are required to choose a nursing or 
residential home. 

The management of choice in relation to patients choosing a care provider at home or 
admission to a community hospital has also been included in this policy but not under 
the remit of the Directions on Choice.  All other aspects of discharge planning and 
process are included in Oxfordshire Supported Discharge Operating Policy. 

The process described in this policy applies equally to all patients irrespective of 
funding arrangements for on-going care. 

3. Scope of Policy 

This policy applies to all bed based services within Oxford University Hospitals NHS 
Trust and Oxford Health NHS Foundation Trust.  The guidance in this policy applies to 
all staff working within both Trusts who are involved in managing any aspect of patient 
discharge and transfer of care. 

There will be occasions when situations arise which are not covered by this policy and 
any concerns should be addressed to the relevant senior manager. 

4. Aim 

The aim of this policy is to ensure: 

• That staff are aware of the process to follow when arranging the discharge from an 
acute or community hospital bed to a nursing or residential home. 

• That staff are aware of the process to follow when patients are being offered 
admission to a community hospital or being discharged home with a domicillary care 
provider particularly when patient or family choice is delaying the process. 

• That patients and their carers are aware of the patient’s rights when choosing nursing 
or residential home care. 

• That no delayed transfers of care occur directly as a result of patient choice. 

5. Definitions 

The terms used in this document are defined as follows:  

a. CQC: Care Quality Commission 

b. Discharge Process: Transition planning for the patient’s discharge from a bed 

based healthcare service 

c. EDD: Estimated date of discharge 
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d. IMCA: Independent Mental Capacity Advocate 

e. MDT: Multidisciplinary team of health and social care professionals involved in the 

care and assessment of patients.  

f. CCG: Clinical Commissioning Group 

g. Representative: In this paper this is taken to mean the patient’s family, next of kin, 

advocate or other named representative.  

h. Self funder: A person who financially meets the full cost of their social care needs, 

whether because their financial capital exceeds the threshold for Adult Services 

funding or because they or a representative choose to pay for their care.   

i. Social Care Assessment: Under the Community Care Act (1990) all adult patients 

are entitled to an assessment of their social care needs. 

j. SW: Social worker or social care professional . 

k. Social care support: Social Work teams based in the hospital will offer support to 

patients, regardless of financial status, to identify a suitable care home or package 

of care and to assist with discharge from the hospital setting. The only exceptions 

are Continuing Health Care (CHC) patients who are not known to Social Services; 

they will be supported by CHC. 

6. Responsibilities 

Chief Executive Officer 

The Chief Executive is the Accountable Officer of the Trust and is responsible for 
ensuring safe and effective systems are in place for patient discharge. 

Divisional Director 

It is the Divisional Directors responsibility to lead on any legal process following full 
implementation of this policy.  The Divisonal Director will be supported by the Divisonal 
Lead Nurse in this process.  

MDT (Multi-Disciplinary Team)  

The multi-disciplinary team is responsible for timely and appropriate referrals to other 
professionals, taking into account the predicted date of discharge and recognising 
relevant requirements of the process e.g. agreeing the patient is ready for transfer and 
that this is recorded in the medical notes.  This team will support the patient and family 
in following this Policy supporting them to make the transition out of hospital.   

The nurse organising the patient discharge is responsible for ensuring the discharge 
planning process is undertaken in accordance with Oxfordshire Supported Discharge 
Operating Policy and that the  “managing your discharge, patient information” letter is 
given to the relevant patients. 

Ward Manager/Sisters 

Sisters are responsible for monitoring and ensuring that the timescales set out in this 
policy for the management of patient choice are adhered to and any breaches of the 
timescales are escalated to the Matron and Lead Nurse. 

Discharge Nurse Specialist 

The Discharge Nurse will provide advice and support to ward staff in the management 
of choice as part of the planning process for a complex discharge.  
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Matron  

The Matron is responsible for supporting ward staff in implementing the choice policy.  
The Matron should escalate any breaches of the timescales set out in the formal 
stages 3 and 4 of the choice policy.  It is the Matron’s responsibility to chair any case 
conference. 

Divisional Lead Nurse  

The Lead Nurse has responsibility for overview of implementation of the choice policy 
across all areas of the division and providing support to staff as necessary to ensure 
full implementation of the policy.  The Divisional Lead Nurse will support the Divisonal 
Director in taking forward any legal eviction process following full implementation of this 
policy. 

Social Worker  

With regard to discharge planning  the Social Workers  will assist  organise a best 
interest discussion where a patient lacks capacity as agreed with the MDT to make 
their own decisions regarding discharge destination.  If no agreement is reached, it is 
the responsibility of the Social Worker to  ensure a Best Interest meeting is held within 
7 days.  It will be essential for all those involved in the care of the patient to be present. 

7. Training 

Guidance for the management of patient choice is provided on the Trust intranet.  Face 
to face training sessions will be provided to any staff groups or individual staff member 
that requires it. 

8. Purpose 

The purpose of this policy is to provide guidance to staff on how to manage choice of 
care home or care provider for people moving from hospital, in a way which is 
consistent and fair and which minimises delays. It also defines the timescale to enact 
this Choice Policy in line with the meaning of “reasonable period” as definied in 
paragraph 3(c) of the Choice Directive. 

To be effective there must be clear escalation processes when a patient’s choice 
delays their discharge from hospital longer than is clinically required.  This escalation 
process may be cross-organisational and is set out in the Supported Discharge 
Pathway Operating Policy. Where choice has become a barrier to discharge and 
appropriate options have been refused, the organisation will follow the formal stages 3 
and 4.  

This operational policy sets out a framework to ensure that: 

• Hospital beds will be used appropriately and efficiently for those requiring bed based 
care.   

• When patients no longer need bed based care they will not remain in hospital if the 
preferred option is unavailable.  

• The process of offering choice of care provider and/or discharge destination will be 
followed in a fair and consistent way throughout the Trust and there will be an audit 
trail of choices offered to patients. 

• Where a patient is unable to express a preference, an advocate will be consulted on 
their behalf.  This will be done in accordance with the relevant legislation relating to 
capacity. 
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9. Discharge Planning- Choice of Available Options and Interim Care 

9.1 Discharge Planning 

There is a common approach across the NHS and Social Care in Oxfordshire, to 
achieve the timely and effective transfer of patients through the supported discharge 
pathway as contained in the Supported Discharge Pathway Operating Policy.  

Where decisions about future care have been made, these should be clearly relayed 
with full, written explanations, including likely funding implications.  Patients should be 
made aware that any funding will be dependant on a financial assessment, which may 
not be completed in this timescale due to the amount of information required and may 
be completed following discharge from hospital.  Health and Social Work staff should 
take a proactive approach to managing choice of care home or alternative care 
provider.  

The Choice Directions provide that if an individual expresses a preference for particular 
accommodation, the Local Authority has to arrange it provided: 

• the accommodation is suitable to the person’s needs as assessed by the Local 
Authority; 

• it will not cost the authority more than it would usually expect to pay; 

• the accommodation will be available within a reasonable period; and 

• the person in charge of the accommodation is willing to provide the accommodation 
subject to the authority’s usual terms and conditions. 

9.2 Interim Care  

If the patient preferred choice is not available they will be asked to choose an 
alternative location or care provider whilst they await availability of their preferred 
choice.  Where people make an interim move into a care home, the local authority will 
ensure their name remains on a waiting list for the preferred choice care home. 

If a patient indicates he/she would prefer to stay in the interim care home, either when 
offered a place in one of the preferred care homes originally chosen or during the 
waiting process, the Local Authority would usually try to arrange this and amend any 
waiting lists accordingly.  Any offer of a permanent placement must be within the 
Oxfordshire County Council rates for Residential and Nursing Care and if alternatives 
have been offered, a third party top up may need to be considered. 

9.3 Self Funders 

People who are self-funding their care will be provided with the same advice, guidance 
and assistance on choice as those fully or partly funded by Social Services.  If such 
patients decline to accept advice, guidance and assistance from Social Services, they 
will be expected to make their own arrangements for care on discharge from hospital.  
Once a patient is clinically fit for transfer to their usual place of residence or to a less 
acute setting they will be subject to the choice process in accordance with this policy. 

9.4 Out of County  

Where a patient is ‘out of county’ and should commence the next step in their care 
within the area of their residence, the social worker and discharge co-ordinator will 
liaise with the relevant health and/or social care colleagues in that area to facilitate 
swift transfer with the minimum of delays. 



Patient Choice Policy 
Version 4.3 Master 
 

Page 8 of 19 

 

9.5 Mental Capacity 

It is recognised that most patients have the capacity to participate in making choices 
relating to planning their discharge from hospital, however: 

• If the patient is assessed as unable to make choices regarding discharge, despite 
efforts to help them communicate their wishes, the MDT will consult advocates, e.g. 
family or an Independent Mental Capacity Advocate (IMCA), in line with the Mental 
Capacity Act (2005), and make a Best Interest Decision as appropriate in 
accordance with this legislation. 

• Staff will be mindful of the obligation to seek the least restrictive option for the 
patient’s discharge and should follow Trust policies and procedures relating to 
Mental Capacity, Best Interest and Deprivation of Liberty Safeguards. 

9.6 Dispute in Relation to the Patient’s Discharge Plan or in relation to CHC decision 
on funding 

In cases of dissatisfaction with proposed discharge arrangements, patients must be 
informed of their rights including the right to a second medical opinion from within the 
same Trust, access to the Continuing Care Review Panel, the general complaints 
procedures and the Patient Advice and Liaison Service (PALS), and independent 
advocacy services. 

At the point at which a patient is ready for discharge or transfer of care as decided by 
the MDT they cannot continue to occupy a hospital bed.  The original Guidance on 
Continuing Care HSG (955) 8 outlines the context regarding rights on hospital 
discharge. Section 27-29 states: 

 “Where patients have been assessed as not requiring continuing inpatient care, 
as now, they do not have the right to indefinitely occupy an NHS bed.  In all but a 
very small number of cases, where a patient is being placed under Part II of the 
Mental Health Act 1983, they do however have the right to refuse to be 
discharged from NHS care into a nursing home or residential care home.  

In such cases the Local Authority should work with Hospital and community 
based staff and with the patient, his or her family and any carer to explore 
alternative options including a package of health and social care in the person’s 
own home or suitable alternative accommodation.”  

10. The Choice Process 

Stages 1 and 2 apply to every patient in order to provide support and prevent the need 
for further escalation. 

Stage 1 – Provision of information to patient  

The EDD is to be set by the patient’s Consultant at the first clinical review and at the 
latest within 24 hours after admission to the ward.  The likelihood of the patient needing 
health, social care, housing, mental health or other support after discharge should be 
considered as soon after admission as possible and a request for assessment of need 
made. 

An essential aspect of preventing delays in discharge due to patient choice is through 
regular communication with the patient, carers or interested relatives throughout the 
whole discharge planning process. They should be kept informed with relevant 
information, answering questions that arise and alerting them in good time to choices 
and decisions that will have to be made about their future care. 
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Stage 2 - Preparing for discharge  

Once the post discharge support  pathway is agreed and the patient is MDT fit and safe 
for discharge then the ‘Managing your discharge: patient information’ letter is issued 
(Appendix 2) and signed by the nurse responsible for organising the patients 
discharge. 

Patients or their representative will be asked to choose two or more appropriate and 
available care homes or care providers within the next 7 days.  They should be 
informed that the patient will be transferred to the first accepting care home and not 
necessarily the patient or representative’s first preference. 

Stage 3 – Barriers to effective discharge identified 

If a patient or their representative has not chosen a care home or care provider within 7 
days or there is any indication that the patients discharge may be delayed because of 
choice then the ward manager and ward nurse arranging the discharge should arrange 
a case conference within 3 working days to include the patient and their representative, 
the patients Social Worker and the relevant members of the multidisciplinary team.  
The case conference should be chaired by the senior nurse and must be minuted with 
copies kept in the patient’s records and the social care records and a copy given to the 
family.  Guidance on managing the case conference is provided in Appendix 8. 

The case conference will clarify the expectations of the patient, family or carer with 
regards to discharge planning.  At this meeting the patient and/or their representative 
should also be given the first Transfer of Care (TOC) letter signed by the Matron or 
Divisional Lead Nurse.  This starts the formal transfer of care process.  

There are three letters available depending on the patient’s pathway: 

• Appendix 3 Social Services Care Home 

• Appendix 4 Private Care Home 

• Appendix 5 Home with Private Package of Care 

 A further 7 days will be afforded to engage in the process and prepare for discharge. 
This should be documented in the health care records and a decision point added to 
the board round on the relevant day to issue the second TOC letter within one working 
day if the timeline is breached. 

It is recognised that difficulties in securing an onward placement may rest with health 
and social care organisations, and not the patient or their family.  If the delay in onward 
transfer of the patient is due to such reasons, this will be discussed with the patient and 
family, and confirmed via letter (Appendices 3 to 5). 

Stages 3 and 4 represent the Formal Choice Process: All professionals involved in 
the patient’s discharge must ensure that discussion between the patient and their 
representatives has been undertaken prior to initiating the Formal Choice Process.  
Emphasis should be placed on accessing available support, clarification of the process 
and the possible need to transfer to an interim placement if the preferred option is not 
available. 

Stage 4 – Formal Planned Discharge Process 

If after 7 days there has been no information regarding discharge provided by the 
patient or their representative, a second letter will be issued with either the name of an 
available care home or care provider that is able to meet the patient’s care needs and a 
confirmed date for discharge. The patient will be discharged in accordance with this 
letter.  The letter will be signed by the Director of Clinical Services or Divisional 
Director.  There are two letters dependent on patient pathway: 
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• Appendix 6 Private or Social Services Care Home 

• Appendix 7 Home with Private Package of Care 

Within one day, a second Transfer of Care letter will be issued (Appendices 6 or 7).  
This letter will set out the arrangements for discharge and provide the patient and their 
carer/family/representative with 7 days to view a vacancy or service which is suitable to 
meet their assessed needs and available funding, and to make a decision. 

Stage 5 – Consider Legal Process 

If no agreement has been reached regarding discharge arrangements after steps 1 to 5 
and transfer arrangements are challenged by the patient and/or their representative/ 
family, the senior nurse, supported by the Divisional Director will consult with legal 
advisors regarding legal proceedings and escalate as required to ensure discharge 
from hospital, in order to safeguard the health and well-being of the patient and other 
patients. 

11. Consultation and Approval Process 

This document was developed following consultation with staff of the Oxford Health 
Foundation Trust (OHFT), Oxford University Hospitals NHS Trust (OUH) and 
Oxfordshire County Council (OCC). 

This guideline has been approved by the Executive Boards of the OHFT and OUH 
Trust. 

12. Dissemination 

The guideline will be placed on the OHFT and OUH Trust intranets and all users 
informed of its publication by email and at ward/unit meetings.  New clinical staff will 
receive an overview of this policy during their induction. 

13. Equality Impact Assessment 

TBC – Appendix 1 

14. Review and Revision Arrangements including Version Control 

This guideline will be reviewed initially within the first year and then every 3 years or 
sooner if required by organisational, structural or governance changes. 

15. Monitoring Compliance and Effectiveness 

Monitoring will be undertaken yearly at a minimum, facilitated by the Service Director, 
Older Adult Directorate, OHFT. 
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APPENDIX 1 – EQUALITY IMPACT ASSESSMENT 

 
To be completed by following the Trust Equality Impact Assessment Guidance 

 

Date of assessment 
 

 

Division or Directorate: 
 

 

Author: 
 

 

Position: 
 

 

Assessment area 
 

 

Purpose  
 

 

Objectives 
 

 

Intended outcomes  

 
What is the overall impact on those affected? 
 

Ethnic Groups Gender 
groups 

Religious Groups Disabled Persons Other 

     

 

Available information:  

As per guidelines. 

 

Assessment of overall impact:  

Low.   

 

Consultation: 

 

 

Actions: 

None 
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APPENDIX 2 – MANAGING YOUR DISCHARGE; PATIENT INFORMATION 

 
[INSERT ORGANISATION LETTER HEAD] 

  
  

  

  

  

  

  

  

  

 

You Are Ready to Leave Hospital – What Happens Now? 
 
During your time in hospital the staff involved in your care have been working together to 
assess what happens next? 
 
Your team will work with you and/or your family to find an appropriate care home or community 
hospital that has a vacancy.    
 
We will make every effort to meet your preferences on your next steps. If you find a care home  
that does not have a vacancy, you will be asked to move to a suitable alternative until your first 
choice of care home becomes available. If you then decide you prefer to remain in this home 
then help will be available to make this a permanent residence. If, however, you prefer to go to 
your first home of choice you will be transferred as soon as possible. 
 
If you need a Community Hospital, we will transfer you to the first available bed in Oxfordshire in 
order to maximise your therapy and rehabilitation opportunities. 
 
Support will be available throughout the discharge process and you should speak to me if you 
have any questions or concerns.  
 
 
Yours sincerely, 
[INSERT SIGNATURE BLOCK OF AUTHORISED SIGNATORY] 
 

DearMMMMMMMMMMMMMMM 
 
Your Ward Manager is 
MMMMMMMMMMMMMM. 
 
Your Social Worker is (where 
applicable)MMMMMMMMMMMMM
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Overview of the discharge process 
 
 
 
 

Stage 1: Provision of information 

• You should be given your Estimated Date of Discharge within 24 

hours of admission.   

• A multi-disciplinary team meeting on the ward agrees the date at 

which you no longer need an acute/community hospital bed.  

• We will then discuss with you the plan for discharge and offer an 

appropriate care programme to meet your needs as quickly as 

possible.  

Stage 2:  Prepare for Discharge 

• You will be asked to pick at least 2 care home or private care agency 

with vacancies within 7 days. 

• You will be transferred to the first placement available form the option 

you pick.  

•  If your first choice is unavailable you will be offered an interim 

placement until your first choice becomes available. 

Stage 3: Barriers to Discharge Identified – starts the formal 
process 

• If you have not identified a care home within 7 days a case conference 
will be organised within 3 days to agree a plan for discharge. At this 
meeting you will be given formal notice that you need to identify a care 
home within 7 days. (1

st
 transfer of care letter) 

• An interim care home/ alternative care programme will be agreed with 
you (this may not be your preferred choice) 

• Your discharge is arranged 

Stage 4: Formal Transfer of Care process Commenced  

• If you cannot arrange an alternative within the timescales identified in 
Stage 2 and 3, you will be given the second Transfer of Care letter the 
name of an available care home or provider that is able to meet your 
needs with a confirmed date for discharge. 

• .If you do not choose a home within this time 
arrangements will be made to transfer you to the an interim placement.  

Stage 5: Consider legal procedings . 

•
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APPENDIX 3 – FIRST TOC LETTER; SOCIAL SERVICES FUNDED CARE HOME 

This template letter should be personalised to reflect the patient’s individual circumstances. 
Should a patient be assessed under the Mental Capacity Act 2005 as not having capacity to 
make decisions regarding discharge, this letter will be given to their representative but should 
be addressed to the patient. 
 

 
[INSERT ORGANSIATION LETTER HEAD] 

 
 
 
Dear [patient name] 
 
You have been a patient on [Name] Hospital since [date] following [diagnosis] and we are 
pleased that you are now ready to leave. We have completed all the assessments and agreed 
that your care needs can be best met in a residential/nursing home.  
 
On [date] you were awarded Social services funding. Following a discussion with [name of 
team member] we asked you to identify a suitable care home and gave you information 
regarding the homes in Oxfordshire which will accept the Social Services funding. Unfortunately 
you haven’t told us your decision so we are sending you a list of homes with current vacancies.  
 
We ask you to identify at least 2 homes from this list by [date 7 days later] so that the home 
can undertake an assessment to determine if they can meet your needs. We will then work with 
you to make the necessary arrangements to facilitate a safe and timely discharge. 
 
Should you find that you are unable to view or to make a choice from the options offered within 
the requested timescale, we will make contact with you to arrange your transfer to one of the 
options offered.  This will be considered as an interim arrangement and will allow you further 
time in which to view alternative options or to re-consider the choices you have been given. 
Please be advised that in any such move you will be required to pay for any placement that is 
arranged to facilitate a safe and timely discharge. 
 
We wish to ensure that you benefit from being in a more appropriate environment than in a 
hospital and whilst this is a difficult time it is in your best interest not to remain in a hospital bed 
any longer than necessary and to move to a residential/nursing home where you can be in a 
more settled environment.  If you have any questions please address these to Senior Nurse 
contact details] who will be happy to discuss these with you.  

 
Yours Sincerely 
 

 

 
[INSERT SIGNATURE BLOCK OF AUTHORISED SIGNATORY] 
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APPENDIX 4 – FIRST TOC LETTER; PRIVATELY FUNDED CARE HOME  

This template letter should be personalised to reflect the patient’s individual circumstances. 
Should a patient be assessed under the Mental Capacity Act 2005 as not having capacity to 
make decisions regarding discharge, this letter will be given to their representative but should 
be addressed to the patient. 
 

 
[INSERT ORGANSIATION LETTER HEAD] 

 
 
 
Dear [patient name] 
 
You have been a patient on [Name] Hospital since [date] following [diagnosis] and we are 
pleased that you are now ready to leave. We have completed all the assessments and agreed 
that your care needs can be best met in a residential/nursing home.  
 
Following a financial assessment by the social services team I understand that you will initially 
be funding care privately and that your social worker has provided you with information 
regarding the homes with vacancies in Oxfordshire.  Unfortunately you haven’t told us your 
decision so we are sending you a list of homes with current vacancies.  
 
We ask you to identify at least 2 homes from this list by [date 7 days later] so that the home 
can undertake an assessment to determine if they can meet your needs. We will then work with 
you to make the necessary arrangements to facilitate a safe and timely discharge. 
   
Should you find that you are unable to view or to make a choice from the options offered within 
the requested timescale, we will make contact with you to arrange your transfer to one of the 
options offered.  This will be considered as an interim arrangement and will allow you further 
time in which to view alternative options or to re-consider the choices you have been given. 
Please be advised that in any such move you will be required to pay for any placement that is 
arranged to facilitate a safe and timely discharge. 
 
We wish to ensure that you benefit from being in a more appropriate environment than in a 
hospital and whilst this is a difficult time it's vital that we act promptly to ensure that you do not 
remain in hospital any longer than necessary. Should you wish to talk through any aspect of this 
letter further, please contact Senior Nurse contact details  who will be happy to discuss any 
concerns you may a have. 

  
 
Yours Sincerely 
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APPENDIX 5 – FIRST TOC LETTER; PACKAGE OF PRIVATE CARE AT HOME 

This template letter should be personalised to reflect the patient’s individual circumstances. 
Should a patient be assessed under the Mental Capacity Act 2005 as not having capacity to 
make decisions regarding discharge, this letter will be given to their representative but should 
be addressed to the patient. 
 

 
[INSERT ORGANSIATION LETTER HEAD] 

 
Dear [patient name] 
 
You have been a patient on [Name] Hospital since [date] following [diagnosis] and we are 
pleased that you are now ready to leave.  We have completed all the assessments and agreed 
that your care needs can be best met at home with a private package of care.  
 
Following a discussion with [name of team member] we asked you to identify a suitable private 
package of care and gave you information regarding the care providers in Oxfordshire. 
Unfortunately you haven’t told us your decision so we are sending you a list of care providers 
with current capacity to pick up care.  
 
We ask you to identify at least a provider from this list by [date 7 days later] so that the agency  
can undertake an assessment to determine if they can meet your needs. We will then work with 
you to make the necessary arrangements to facilitate a safe and timely discharge. 
   
Once you have been offered appropriate options dependent on availability, you will not be able 
to remain in this hospital and arrangements will be made for your transfer without undue delay. 
There is often a very high demand for home care packages within the community, therefore 
there is a chance care with your chosen provider will not be available if you do not take prompt 
action.  We ask that you make a decision so that we can assist with your discharge home within 
a few days of care agency availability to support you at home being identified. 
 
We wish to ensure that you benefit from being in a more appropriate environment than in a 
hospital and whilst this is a difficult time it's vital that we act promptly to ensure that you do not 
remain in hospital any longer than necessary. Should you wish to talk through any aspect of this 
letter further, please contact Senior Nurse contact details  who will be happy to discuss any 
concerns you may a have. 
 
Yours Sincerely 
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APPENDIX 6 – SECOND TOC LETTER; PRIVATE OR SOCIAL SERVICES FUNDED CARE 
HOME 

This template letter should be personalised to reflect the patient’s individual circumstances. 
Should a patient be assessed under the Mental Capacity Act 2005 as not having capacity to 
make decisions regarding discharge, this letter will be given to their representative but should 
be addressed to the patient. 

 
 

[INSERT ORGANSIATION LETTER HEAD] 
 

 
 
Dear [patient name] 
 
You have been a patient on [Name] Hospital since [date] following [diagnosis] and we are 
pleased that you are now ready to leave.  We have completed all the assessments and we are 
pleased that you no longer require inpatient care within this hospital.  It has been agreed that 
you require a placement in a (Nursing or residential) to meet your on-going needs. 
 
We appreciate that this has been a difficult time for you. However, you are fit to leave and by 
remaining, place yourself at risk of developing hospital-borne infections. Moreover, we have an 
urgent need to move patients through the health system and make beds available for the 
medically unwell.  
 
It was agreed on [date] that it is in your best interests to be discharged to a residential/nursing 
home where you can be in a more settled environment 
 
Following a discussion with [name of team member] you were provided with information 
regarding potential homes that had vacancies and you were asked to identify at least 2 
vacancies by [date given]. 
 
As you have not informed us of your choice of homes, we plan to move you to [name of home] 
[location of home] on [date within 7 days]. You will be able to continue with negotiations to 
move on to the home of your choice from this placement if you should wish to. Please be 
advised that you will be assessed to financially contribute towards the cost of this placement, 
either in full if you have been assessed as a self funder, or if not, you will be expected to make a 
client contribution towards the cost of your care. 
 
If you wish to discuss this further please contact [Senior Nurse contact details] in the first 
instance. 
 
 
 
Yours Sincerely 
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APPENDIX 7 – SECOND TOC LETTER; PACKAGE OF PRIVATE CARE AT HOME 

This template letter should be personalised to reflect the patient’s individual circumstances. 
Should a patient be assessed under the Mental Capacity Act 2005 as not having capacity to 
make decisions regarding discharge, this letter will be given to their representative but should 
be addressed to the patient. 

 

[INSERT ORGANSIATION LETTER HEAD] 
 

 
Dear [patient name] 
 
You have been a patient on [Name] Hospital since [date] following [diagnosis] and we are 
pleased that you are now ready to leave.  We have completed all the assessments and we are 
pleased that you no longer require inpatient care within this hospital.  It has been agreed that 
you require a package of care to support you at home with your ongoing care needs.  
 
We appreciate that this has been a difficult time for you. However, you are fit to leave and by 
remaining place yourself at risk of developing hospital-borne infections.  Moreover, we have an 
urgent need to move patients through the health system and make beds available for the 
medically unwell.  
 
It was agreed on [date] that it is in your best interests to be discharged home with a 
residential/nursing home where you can be in a more settled environment 
 
Following a discussion with [name of team member] you were asked to identify a suitable care 
agency and were given information regarding the care agencies in Oxfordshire. On [date of 
previous letter] we sent you a letter with the list of agencies with current vacancies asking you 
to identify a suitable agency by [date given]. 
 
As you have not informed us of your choice of agency, we plan to discharge you home with 
[name of agency] on [date within 7 days]. You will be able to continue with negotiations to 
choose an agency of your choice from home if you should wish to.  
 
If you wish to discuss this further please contact [Senior Nurse contact details] in the first 
instance. 
 
 
 
Yours Sincerely 
 

 

 
 

 

[INSERT SIGNATURE BLOCK OF AUTHORISED SIGNATORY] 



Patient Choice Policy 
Version 4.3 Master 
 

Page 19 of 19 

 

APPENDIX 8 – GUIDELINES FOR MANAGEMENT OF CASE CONFERENCES (NHS STAFF) 

 

Pre Case Conference Planning 

• Chair- Lead Nurse 

• Agree the persons required to attend 

• Role of Chairperson: to arrange the date/time and venue of the case conference. 

The Chair person will then issue the invitations to the professionals and appoint a 

minute taker. 

 

Case conference 

• Introduction of attendees 

• Apologies received ( minutes from any previous meetings) 

• Outline the purpose of the case conference 

• Views of the patient ( may be given by an informed person) 

• Views of the main carer (may be given by an informed person) 

• Views/reports from professionals involved 

• Outcomes and actions agreed 

• Any other business 

• Any further meetings needed to be arranged by Chairperson 

 

Post Case Conference 

• Planned outcome confirmed by ;letter and copy of the minutes sent to patient 

• Copy of minutes filed in patients notes and and social care records 

 


