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Choice Policy

Supporting Patient Choices to Avoid Delayed Discharge
Supporting policy dealing specifically with patient choice, care home choice, temporary placements and discharge disputes relating to choice.
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1. [bookmark: _Toc238736105]Introduction
1.1 This policy supports timely and effective discharge from NHS and social care inpatient settings for meeting physical health care needs to the most appropriate environment to meet an individual's needs. It applies to all adult inpatients within Swansea Bay University Health Board provider services and should be considered during pre-operative assessment and throughout admission to support safe and timely discharge once a patient no longer meets the criteria to reside.
1.2 This policy supports Welsh Government Hospital Discharge Guidance (January 2025) and does not apply to patients requiring a Fast Track discharge process.
1.3 Patient engagement and involvement are central to discharge planning. References to patients include, where appropriate and with consent, their representatives, family members or advocates.
1.4 Patients and families may experience difficulties making discharge decisions due to concerns regarding care quality, costs, availability of services, future accommodation, family support arrangements, or uncertainty about available options. Staff should provide timely information, advice and support to enable informed decision-making and minimise avoidable delays.
2. [bookmark: _Toc237794294][bookmark: _Toc237795405][bookmark: _Toc238736106]Purpose
2.1 This policy ensures that patient choice is managed consistently and sensitively throughout the discharge process, enabling informed decision-making through timely information, advice and support.
2.2 It provides a framework to support the appropriate and efficient use of inpatient beds and discharge-to-assess pathways across Swansea Bay University Health Board, ensuring timely discharge once a patient no longer requires inpatient care.
2.3 Where a patient lacks capacity to make decisions regarding discharge, this policy must be applied in accordance with the Mental Capacity Act 2005 and the guidance outlined in the Standard Operating Procedure - Best Interest Decision.docx
2.4 Consistent application of this policy should reduce delayed discharges, improve patient flow and support better outcomes by ensuring patients receive care in the most appropriate setting. 
2.5 This policy forms part of the Overarching Discharge Policy DRAFT v1.2.docx
3. [bookmark: _Toc238736107]Overarching Principles
3.1 Discharge planning should commence prior to admission wherever possible, or at the earliest opportunity following admission.
3.2 A Home First, strengths-based approach should be adopted wherever safe and appropriate, maximising independence and recovery within the patient's usual place of residence.
3.3 Long-term care needs should not normally be determined during an acute hospital admission. 
3.4 Patients who no longer meet the Criteria to Reside do not have a legal entitlement to remain in an acute hospital bed or discharge pathway while awaiting a preferred option.
3.5 Prolonged hospital stays beyond clinical necessity may expose patients to avoidable harms, including hospital-acquired infection, physical deconditioning, loss of independence, sleep disturbance, psychological distress, and poorer recovery outcomes.
3.6 Delays in discharge reduce the availability of inpatient beds and services, affecting timely access to care for other patients who require hospital admission.
3.7 Information sharing must be undertaken in accordance with legal, professional and organisational requirements, while respecting patient confidentiality.
3.8 All organisations and professionals involved in the patient's care share responsibility for facilitating safe, timely, effective and person-centred discharge arrangements.
4. [bookmark: _Toc237794295][bookmark: _Toc237795406][bookmark: _Toc238736108]Supporting people to make decisions
4.1 [bookmark: _Toc237794296][bookmark: _Toc237795407][bookmark: _Toc238736109]Home First and Ongoing Assessment
4.1.1 A Home First, strengths-based approach will be adopted, focusing on what matters to the patient, their abilities and recovery potential. Patients should not normally make long-term care decisions whilst in hospital. Home care, reablement, intermediate care and community-based support options will be explored wherever appropriate.
4.1.2 [bookmark: _Hlk237699212]Any package of care or placement offered at discharge will normally be temporary. Assessment and planning of long-term care needs should take place following discharge and recovery, with patient preferences considered wherever possible. Permanent care home placements from an acute hospital bed will only be considered in exceptional circumstances in line with Welsh Government Hospital Discharge Guidance (2025).
4.2 [bookmark: _Toc237794297][bookmark: _Toc237795408][bookmark: _Toc238736110]Information, Involvement and Choice
4.2.1 Patients and those who support them should receive timely, accessible information, advice and support throughout their admission to enable informed participation in discharge planning and decision-making with reasonable adjustments made as necessary to ensure this.
4.2.2 A discharge coordinator or lead will be identified for each patient, and they will explain the discharge planning process including this policy to the patient on or soon after admission. This may be a health or social care staff member. 
4.2.3 Patients and, where appropriate, their advocates should be involved in decisions regarding their care and discharge arrangements in accordance with the NHS Constitution for Wales. The process for offering care options and discharge destinations will be fair, transparent and appropriately documented.
4.2.4 An information leaflet for Patients and Carers can be found here in both English and Welsh Information for Patients and Carers Leaflet.docx  Information for Patients and Carers Leaflet - Welsh.docx
4.2.5 A leaflet on your hospital discharge going home can be found here Your hospital discharge - going home Leaflet D.docx
4.3 [bookmark: _Toc237794298][bookmark: _Toc237795409][bookmark: _Toc238736111]Families, Carers and Representatives
4.3.1 Patients should be supported to involve family members, friends, carers or nominated representatives in discharge planning where appropriate. Confidential information will only be shared with the patient's consent or another lawful basis for sharing.
4.3.2 Any request for carers, family or patient representatives to attend relevant meetings will give a minimum of 24 hours’ notice and may be in person or virtual. Invitees are expected to prioritise attendance and not contribute to delays in discharge by postponing
4.3.3 Carers should be identified and involved at the earliest opportunity. They must be offered information, advice and support, including information about their right to a Carer's Assessment. Where appropriate, carers should receive the training and support necessary to undertake their caring role following discharge.
4.3.4 Practitioners should recognise the needs of young carers and young adult carers and ensure appropriate support is in place. Where carers have an allocated social worker, they should be involved in discharge planning discussions as early as possible.
4.4 [bookmark: _Toc237794299][bookmark: _Toc237795410][bookmark: _Toc238736112]Mental Capacity and Best Interests
4.4.1 The Best Interest Decision SOP should be followed where a patient lacks capacity regarding discharge decisions.  Standard Operating Procedure - Best Interest Decision.docx
5. [bookmark: _Toc238736113]Discharge Home with a package of care
5.1 A package of care offered at discharge will normally be temporary in accordance with D2RA Home First principles.
5.2 Assessment and planning of long-term care needs should take place following discharge and recovery in the patient’s usual place of residence.
5.3 A long-term package of care may be offered upon discharge when a patient has stable long- term needs identified following a period of in-patient recovery and assessment.
5.4 Expected discharge arrangements and anticipated timescales should be discussed with patients, families, carers and advocates from the outset.
6. [bookmark: _Toc237794300][bookmark: _Toc237795411][bookmark: _Toc238736114]Transfer to a Non-Acute Bed / Clinically Stable for Transfer
6.1 Where a patient has recovered from the acute phase of their illness and no longer requires acute hospital care, but is not yet able to return home, they may be transferred to a non-acute hospital bed as part of their ongoing care pathway. This may include transfer to another hospital or healthcare facility within the Health Board or partner organisation.
6.2 Such transfers are necessary to ensure that acute hospital beds remain available for patients who require specialist acute assessment, treatment and care.
6.3 Patients and, where appropriate, their families or representatives will be informed of the transfer arrangements and the reasons for the move. As the transfer forms part of the patient's continuing care and treatment pathway, patient preference will be considered where possible; however, consent is not required for transfer between hospital settings when the patient no longer requires acute care and an appropriate alternative bed has been identified.
6.4 The receiving ward or facility will be responsible for continuing the patient's assessment, treatment, rehabilitation and discharge planning in accordance with their individual care needs.
7. [bookmark: _Toc238736115]Discharge to a Care Home
The following principles will guide all care home placement decisions:
· Patients should be offered information, advice and support to make informed decisions regarding care home options.  The information should be tailored to the individual’s needs to ensure informed decision making, with reasonable adjustments made as necessary. 
· Care home placements must be based on assessed need and the ability of the provider to meet those needs safely.
· Patients have the right to express a preference for a care home, subject to availability, suitability, funding arrangements and statutory requirements.
·  Patients do not have a right to remain in hospital while awaiting a preferred care home placement where a suitable and safe alternative is available.
· Decisions regarding placements and funding must be fair, transparent and appropriately documented.
· The time from decision for new care home placement to discharge should generally take no longer than 3 weeks.
· Information for patient and carers can be found here Moving to a Care Home following a Hospital Stay - Care Home Choice Leaflet C.docx

7.1 [bookmark: _Toc238736116]Social Care Assessment
7.1.1 Patients requiring a care home placement must undergo an assessment of care and support needs. This assessment will normally be completed by Local Authority social care staff, supported by hospital staff where appropriate.
7.1.2 Patients and, where appropriate, their families, carers or representatives will be involved throughout the assessment process.

7.2 [bookmark: _Toc238736117]Financial Assessment
7.2.1 Where required, a financial assessment will be completed to determine whether the patient is responsible for meeting the cost of their care or is eligible for Local Authority financial support. The outcome of the assessment will determine responsibility for arranging and funding the placement.

7.3 [bookmark: _Toc238736118]Expressing a Preference
7.3.1 Patients may express a preference for a particular care home.
7.3.2 Where the Local Authority is responsible for arranging the placement, it must ensure that genuine choice is available and that suitable options capable of meeting the patient's assessed needs are identified.
7.3.3 A preferred placement may only be agreed where:
· The home can meet the patient's assessed needs;
· A vacancy is available;
· The placement is appropriate and safe; and
· Funding arrangements can be agreed.

7.4 [bookmark: _Toc238736119]Visits and Decisions
Patients, families or representatives are expected to:
· Visit identified suitable homes within two working days of receiving details; and
· Confirm their preferred option within a further two working days.
Reasonable support will be provided where visits are not possible.

7.5 [bookmark: _Toc238736120]Additional Cost Payments
7.5.1 Where a preferred care home costs more than the usual rate agreed by the Local Authority, or additional services are requested, an Additional Cost Payment may be required. Any such arrangement must comply with Local Authority policies and be agreed before placement.

7.6 [bookmark: _Toc238736121]Interim Placements
7.6.1 Where a preferred care home is suitable but does not have a vacancy available, the patient may be offered an interim care home placement.
7.6.2 Patients must not remain in hospital awaiting a future vacancy.
7.6.3 The Local Authority will ensure that:
· The interim placement meets the patient's assessed needs;
· The patient's preference is recorded;
· Waiting list arrangements are considered where appropriate; and
· Patients are informed if a vacancy becomes available at their preferred home.

7.7 [bookmark: _Toc238736122]Self-Funding Arrangements
7.7.1 Patients who are not eligible for Local Authority financial support may be responsible for meeting the full cost of their placement.
7.7.2 Where patients are self-funding:
· Advice and support must still be provided;
· Suitable care home options should be identified based on assessed need;
· The chosen provider must confirm it can meet the patient's needs; and
· Patients may request that the Local Authority assists in arranging the placement on their behalf.
7.7.3 Self-funding patients may also be required to accept an interim placement where their preferred home does not have an available vacancy.

7.8 [bookmark: _Toc238736123]Continuing NHS Healthcare (CHC) 
CHC placement arrangements are set out in the National Framework and must be applied when CHC is to be provided in a care home. The Guidance can be found here: National framework for Continuing NHS Healthcare | GOV.WALES

8. [bookmark: _Toc238736124]Managing Disagreement, Reluctant Discharge and Escalation
8.1 The detailed Reluctant Patient Discharge Standard Operating Procedure should be followed if there are any disagreements or escalations required.  Standard Operating Procedure - Reluctant Patient Discharge.docx
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