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1 INTRODUCTION 
 

1.1 Rationale   
 
Hospital bed availability must be prioritised for people requiring inpatient care and 
elective surgery.  
 
Using hospital beds in this way:  
 

• supports hospital flow 

• reduces cancellations 

• ensures patients can access the care they need as soon as possible 
 
By supporting patients who are fit for discharge to choose a place of onwards care 
outside of the Hospital, Health and Care Jersey (HCJ) can ensure that all patients 
are receiving care in the right place. 
 
Patient engagement and involvement are essential to the process for managing 
patient choice on discharge from hospital. This process must be handled fairly and 
consistently with clear guidance on how to escalate when patients remain in hospital 
longer than clinically required.  
 
This policy provides guidance to those staff with responsibility for arranging the 
discharge of patients from hospital. It should be read in conjunction with the JGH 
Discharge Policy (2024) and the Charges and Eligibility Appeals Procedure (2026). 
 
For purposes of this policy, a delayed discharge occurs when a patient who is 
clinically ready to leave the hospital but chooses not to do so.  
 

1.2 Scope   
 

This policy aims to support HCJ staff reducing the time people stay in hospital once 
they are assessed as discharge ready. ‘Discharge Ready’ refers to patients who no 
longer meet the criteria to stay in hospital. A patient is Discharge Ready if the 
following three criteria are met: 
 

• a clinical decision has been made that the patient is clinically well enough to 
leave hospital, and   
 

• the multidisciplinary team agree the patient is ready for discharge (all therapy or 
social care input that can only be conducted in a hospital setting are completed), 
and 

 

• the patient is safe to be discharged, and it is agreed by the MDT that the 
proposed nursing or residential setting recommended for transfer is suitable for 
their needs and/or the care package has been arranged and can start, and all 
other care arrangements to support discharge are also in place (e.g. availability 
of relevant equipment) 
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The policy is applicable to all adult inpatients within Jersey General Hospital (JGH) 
and Samares Ward who are required to choose a discharge destination and/or care 
provider on discharge from hospital and remain in hospital receiving care services. 
 
The policy sets out how to support the timely and effective transfer of care for 
Discharge Ready patients to the most appropriate setting, including temporary 
arrangements. It applies equally to all patients irrespective of their funding 
arrangements for on-going care.  
 
See section 3.2 for more detail on who this policy affects.  

 

1.3 Principles   
 
The following principles apply: 

 
1. Communication: patients and their families/carers will be provided with high-

quality information, advice and support in a format that is understandable to 
them, as early as possible before or on admission to hospital and throughout 
their stay. This is to ensure they are effectively able to participate in the 
discharge process and make informed choices about their discharge 
destination.  Effective communication and discussion should take place with 
relatives and carers if the patient lacks mental capacity. 
 

2. Engagement: patients will be supported to make fully informed decisions with 
input from their family or carer (where appropriate, and where the person 
consents to those discussions) or with those who hold a Lasting Power of 
Attorney/have Delegate status under the Capacity and Self-Determination 
(Jersey) Law 2016. All references to Lasting Power of Attorney and Delegate 
within this policy adopt the definitions within the Capacity and Self 
Determination (Jersey) Law 2016. Where the patient has been assessed as 
lacking mental capacity, information may be shared in their best interests in 
accordance with The Capacity and Self-Determination (Jersey) Law 2016. 

 
3. Own home: wherever possible all efforts will be made to support patients to 

return to their own home, rather than residential care, if it is safe and appropriate 
to do so. 
 

4. Consistency: patient choice and preference will be managed in a fair and 
consistent way across wards and care groups. Decisions will be based on clear 
clinical and social information.  
 

5. Fairness: decisions will be lawful, proportionate and non-discriminatory and 
will take account of the person’s individual circumstances. 
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2 POLICY PURPOSE 
 
The purpose of this policy is to ensure that patient choice and preference is 
managed sensitively and consistently throughout the discharge planning process, 
and the patient and their family or carer are provided with the right information and 
given the support to make a choice.  
 
When implemented consistently, this policy should reduce the amount and duration 
of delayed discharges, improve patient flow and support patients’ timely discharge 
from hospital to a place where their health and care support needs are appropriately 
met.  
 
 
 

3 CORPORATE PROCEDURE  
 

3.1 Timely discharge from hospital 
 
From the outset of a patient’s admission: the multidisciplinary team leading their 
care, the patient, their family and carers need to have a clear expectation of what is 
going to happen during their stay. This enables the patient and their family, or care 
provider, to plan for discharge at the earliest possible point (e.g. that discharge 
requirements may reflect changes in care needs, home adaptations or transport 
home from hospital).   
 
A patient’s clinical condition may change unexpectedly during an admission, and the 
multidisciplinary team will work with the patient and their family and carers to ensure 
that discharge planning continues to meet the patient’s needs.   

 
Reducing unnecessary patient delays in discharge should be a priority for everyone. 
Once a patient is considered ready for discharge, it is not appropriate that they 
remain in hospital given to the negative impact this can have on their health, 
including increased infection risk and loss of independence, which a delayed 
discharge can create both psychologically and physically.  
 
Hospital inpatient beds are a finite resource and are primarily for the provision of 
acute inpatient, medical, surgical and rehabilitative care. Patients do not have an 
automatic right to remain in an acute hospital bed once they are considered ready for 
discharge/ Discharge Ready and should expect a transfer to an appropriate 
alternative setting that can meet their assessed needs.  
 
 

3.2 Who the charge in this policy affects 

 
This policy applies to all adult patients, regardless of the ultimate funding source of 
their onwards care (i.e. self-funders, or wholly/partly funded by Environment, Social 
Security and Housing (ESSH)). 
 
The charge within this policy applies to patients who meet all the following criteria: 
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• aged 18 years or over, and 
 

• assessed as requiring long-term care in a care home or their own home, and 
 

• all opportunities for ward-based therapy or rehabilitation have been fully 
investigated with the patient, family, carer or holder of a health and welfare 
and/or property and affairs Lasting Power of Attorney (“LPA”)/Delegate, and 
 

• are safe to discharge, and 
 

• have been provided a choice of an appropriate care package outside of the 
hospital, either in their own home or residential/nursing home, and 

 

• continue to receive long-term care services in a hospital bed after 5 working 
days have passed since being provided choice of an appropriate package of 
care outside of the hospital, and 
 

• are unwilling to leave the hospital for any reason. 
 

This policy does not apply: 
 

• to individuals waiting for a package of care in their own home and require an 
interim move to a care home (known as respite which is self-funded and not a 
long-term care placement). 

 

3.3 Managing choice 

 
Engagement, involvement, and communication are central to the process of 
managing choice on hospital discharge.  
 
Patients may find it difficult to make decisions about discharge including where they 
are going next or the need for a care provider for many reasons: 
 

• anxiety at facing a major life transition of moving to a care home or other 
community setting 
 

• fears relating to the quality and/or cost of care 
 

• reluctance to transfer to a nursing or residential home, because relatives or 
friends may find it difficult to visit due to location and transportation 

 

• unwillingness to move into interim accommodation and then move again later 
 

• unwillingness to be discharged from hospital 
 
By the time a patient is ready for discharge, the patient and their family or carer/LPA 
or Delegate should understand that they cannot continue to occupy an inpatient bed 
when they do not require hospital care.  
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If the preferred location or care provider is not available, they should be aware that 
they will need to accept an available alternative, either on a permanent basis or as 
an interim arrangement, whilst they wait for their preferred choice.  
 
The Multi-Disciplinary Team (MDT) will work jointly to offer open and consistent 
management of choice, to minimise stress to the person, their family or carer/LPA or 
Delegate, and to involve them as appropriate with the discharge process. The MDT 
will maintain communication and manage expectations.  
 

3.4 Assessing Capacity 
 
The Capacity and Self-Determination (Jersey) Law 2016 provides a statutory 
framework for people who lack capacity to make decisions for themselves, or who 
have capacity and want to prepare for a time when they may lack capacity in the 
future. 
 
Whenever the term ‘lack of capacity’ is used, it should be regarding a specific 
decision at a specific time. Whilst an individual may have capacity to make decisions 
for everyday issues such as what to wear or what to eat, they may also concurrently 
lack capacity to make decisions in other areas, such as care needs, finance, or 
accommodation.  
 
A person’s best interests must be the basis for all decisions made on their behalf in 
situations where they lack capacity to make a particular decision for themselves. A 
person may lack capacity to make a decision about one issue, but not about another.  
 
Where it is assessed a patient lacks capacity to make decisions regarding their 
discharge, the MDT must follow the best interest’s process as set out by the 
Capacity and Self-Determination (Jersey) Law 2016. As someone’s mental 
incapacity may be indefinite or temporary, there should be a documented review 
date at 6 weeks for re-assessment of capacity. 
 
As an MDT function, the responsibility to assess capacity rests with the registered 
professional undertaking the person’s treatment or care at the time. It does not 
automatically defer to the hospital discharge team to perform this duty. 
 
If a patient lacks capacity, professionals should confirm whether under the Capacity 
and Self Determination (Jersey) Law 2016: 
 

• they have appointed someone to act on their behalf under a Health and 
Welfare Lasting Power of Attorney and/or a Property and Affairs (LPA). If 
there is uncertainty about the validity and relevance of the LPA then copies 
can be verified by contacting the Judicial Greffe. The LPA documentation will 
also describe the scope of the power given and a copy should be obtained.    
 

• the Court has appointed someone to act on their behalf as a Health and 
Welfare and/or Property an Affairs Delegate. Details of the relevant Act of 
Court should be obtained.   
 

https://www.gov.je/SiteCollectionDocuments/Health%20and%20wellbeing/ID%20Capacity%20and%20Self%20Determination%20(Jersey)%202016%20-%20Code%20of%20Practice.pdf
https://www.gov.je/SiteCollectionDocuments/Health%20and%20wellbeing/ID%20Capacity%20and%20Self%20Determination%20(Jersey)%202016%20-%20Code%20of%20Practice.pdf
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• an Independent Capacity Advocate (ICA) has been appointed 
 

3.5 Overview of the Process 
 
The Choice process comprises 5 steps. These are set out in the table below: 
 

Step 1: providing 
standard 
information and 
support 

(Nursing Team) 

 

• Determine the patient’s mental capacity. 

• Discussions about discharge will start with the patient before 
(planned admission) or as soon as possible after admission. 

• Give patient Expected Date of Discharge (EDD). 

• Identify other persons, with the patients consent, who need to 
be involved in discussion and decisions regarding discharge. 

• Provide patient with the Hospital Discharge Leaflet within 
48hrs of admission. 

Step 2: assessing 
need to support 
discharge 

(Social Worker) 

• Via Single Point of Referral (SPOR), refer patient to the social 
worker team for assessment of long-term support needs as 
required and appropriate professionals for assessment of 
therapy needs / treatments in preparation for discharge.   

• Identification of Case Co-ordinator or Social Worker 
involvement <7 days. 

Step 3: preparing for 
discharge 

(Ward Manager) 

 

• Discuss available and appropriate options for discharge with  

• the patient, family, carer, or welfare LPA or Delegate.  

• Where the patient lacks capacity and there is no LPA or 
Delegate, then the best interest process should be followed. The 
patient should remain      

• involved with discussion around the planning and authorisation of 
any    

• discharge plan. 

• Ensure good communication between professionals and with the 
patient, family and carer or LPA, especially around managing 
expectations. In the absence of these people who can act on 
behalf of the patient, the best interest process should be followed. 

• Refer to support services and/or advocacy as required 

• Provide the patient, family, carer, or welfare LPA or Delegate with 
a copy of Letter A that explains why they need to choose a 
package of care or nursing or residential home in readiness to 
leave hospital when ready to be discharged 

• Advise patient and family or carer that the hospital will expect 
discharge within 5 days, once confirmed Discharge Ready. 

Step 4: Five-day 
window 

(Ward Manager, 
Social Worker or 
Discharge  

Co-Ordinator) 

• Provide Letter B and tailored information on options regarding 
assessed need and available funding in advance of the estimated 
discharge date. 

• Allow up to 5 working days1 for the patient to consider their 
available options 

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

• Once the patient/family/LPA agree within the 5-day window the 
option for discharge, arrangements should be made to transfer 
the patient.  

 
1 Monday-Friday. 
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Step 5: Issue of 
charges letter 

(Lead Nurse or 
General Manager) 

• If after 5 working days a patient refuses the placement offered, 
they will be notified by Letter C that they will be charged for each 
day they remain in hospital thereafter.  

• The Chief Operating Officer should be informed of the decision 
outcome and notified when a patient, family, or LPA will be 
charged for additional hospital stay time. 

 

3.6 Detailed process 
 

Step 1: providing standard information and support 
   
The discharge planning process is led by the Ward Manager, along with their ward 
team. They should ensure that those who need to be involved after discharge are 
contacted as early as possible to discuss the patient’s needs and that care 
responsibility is transferred on discharge.  
 
The MDT must review each patients Estimated Date of Discharge (EDD). This 
should be set either: 
 

• at the first consultant review and no later than the first consultant post-take ward 
round the next morning, or 
 

• at pre-assessment if the patient is admitted for an elective procedure 
 
As a minimum, the MDT should review each patient’s EDD daily during Ward and/or 
Board Rounds or at MDT meeting and/or handovers, to ensure timely discharge 
based on clinical assessment.  
 
The EDD should be documented within the patient’s notes by the clinician and 
recorded on both Maxims and the ‘Pippa board’ above the patients’ bed. 
 
A copy of the JGH discharge leaflet ‘Going Home from the General Hospital: 
Supporting You to Return Home Safely’ should be given to all patients and/or their 
family or carer within 48 hours of admission to hospital. If necessary, an easy read 
version should be offered.  
 
The Ward Manager will ensure that the patient, family or carer are aware of the 
Patient Choice Policy and of the circumstances in which an interim placement or 
package might be necessary.  
 
Where there is a concern around a patient’s mental capacity, this should be fully 
assessed in line with the Capacity and Self-Determination (Jersey) Law 2016. When 
a patient is subject to Significant Restriction of Liberty Safeguards (SRoLS) under 
the Capacity and Self Determination (Jersey) Law 2016, staff should establish 
whether a family member, carer or advocate will participate in discharge planning.   
 
They may have appointed someone under an LPA or as a Delegate. Further, if a 
patient lacks capacity and does not have a relative/friend/carer willing to participate 
in discharge planning, staff should consider whether to involve an Independent 
Capacity Advocate (ICA) to assist in the best interests decision-making relating to 
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discharge. 
 
All communications and actions should be recorded in the patient’s notes. 
 

Step 2: assessing need to support discharge  
 
Mental health assessments, changes in social or housing circumstances, and other 
post-discharge support needs should be identified promptly after admission. 
 
With the patient’s consent, all SPOR referrals are to be completed for the 
appropriate professional assessments by the wider multidisciplinary team. Where 
patient consent cannot be obtained due to lack of capacity, the best interest process 
should be followed. 
 
Clearly explain to the patient, family, LPA or Delegate, the purpose of these 
assessments and any additional assessments they can expect once discharged.  
 
Ensure patients family, carer, welfare LPA or Delegate are informed that they have 
the right to challenge decisions regarding the planned support needs on discharge. It 
is important that staff explain and give reassurance as to the reason for any 
assessment undertaken, as well as the outcome and recommendation. Where the 
patient, family, carer, welfare LPA or Delegate remain unaccepting of the decision 
process and outcome, they need to provide a reason for this, and an explanation as 
to how they anticipate their needs will be met.   
 
Where the challenge remains, this should be escalated to the Hospital Consultant in 
charge of the patient’s care and/or Chief Operating Officer for Acute Services for 
further discussions. 
 

Step 3: preparing for discharge 
 
If the MDT determines the patient has ongoing care needs, the social worker will 
promptly advise on suitable care providers. Available options, including costs and 
funding arrangements, should be discussed with the patient, their family or carer, 
and/or holder of the health and welfare LPA/ Delegate. 
 
Eligibility for Long-Term Care funding will be assessed and guidance provided 
following confirmation by ESSH. The ward manager, discharge coordinator, and 
MDT will maintain regular communication with the patient and their representatives, 
documenting all discussions in the patient’s record. 
 
The ward manager, discharge co-ordinator and wider MDT will discuss discharge 
plans with the patient and their family or carer and/or health and welfare LPA or 
Delegate if the patient lacks capacity regularly. These conversations will be 
documented in the patient’s record.  
 
If only one care provider or care home can meet the patient’s assessed needs, this 
option must be accepted by the patient, their family or carer, or health and welfare 
LPA or Delegate. If the patient lacks capacity, then the best interest process should 
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be followed.  An Independent Capacity Advocate must be appointed before any 
agreement regarding onward care arrangements. 
 
Letter A, reflecting the proposed outcome such as home care package or residential 
or nursing home, will be issued by the Ward Manager, Discharge Coordinator, or 
Social Worker. The process and associated timelines must be clearly explained to 
the patient. 
 
Step 3 should be completed well in advance of the EDD, where possible, to prevent 
any avoidable delays to discharge occurring. 
 

Step 4: five-day window 
 
Once all relevant information on care packages or placements has been provided 
and concerns addressed, the patient, family, carer, or welfare LPA or Delegate will 
have five working days to confirm their discharge arrangements from the date they 
receive letter B confirming the proposed place of transfer or sourced care package. 
This timeframe should be communicated clearly and documented.  
 
Whilst patients do not have the right to remain in hospital once they have been 
assessed as ready for discharge, they do have the right to be treated with dignity 
and respect. Any proposed transfer should reflect the principles of this policy and 
legal requirements. 
 
There may be exceptions to the five working days’ time limit, for example, when 
safeguarding concerns are raised, the person is experiencing mental health 
difficulties, the person lacks capacity and there is no decision maker in the form of an 
LPA or Delegate and an ICA may need to be appointed, or where there are concerns 
about the persons safety or there are exceptional personal circumstances. A longer 
period for confirmation of discharge arrangements can be agreed by the Care Group 
General Manager. 
 

Step 5: issue of charges letter 
 
After the 5 working-day notice period, if the patient, family, or LPA or Delegate refuse 
the alternative placement, they will receive Letter C confirming that hospital charges 
will apply for each additional day they remain in hospital. 

Details of the daily charges relating to the different hospital bed options can be found 
at Appendix 7. 
 
The Chief Operating Officer will be informed of the decision and notified when the 
patient, family, or LPA or Delegate are updated. 
 

3.7 Interim placement period 
 
When a patient leaves hospital, taking up an interim placement whilst waiting for 
their preferred choice, the designated Social Worker will continue to engage in 
discussions regarding longer-term care options throughout this interim placement 
period. 
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The designated Social Worker will conduct regular check-ins with the patient, their 
family, carer, or welfare LPA or Delegate until the patient is transferred to their 
permanent placement or care provider, or for a maximum duration of three months 
following discharge. If, after this three-month period, the patient has not yet been 
allocated a permanent placement, responsibility for the patient will be transferred to 
the Community Adult Social Work Team for ongoing oversight. 
 
All patients in an interim placement will be discussed at HCJ’s weekly Delayed 
Transfer of Care meeting. Either the designated Social Worker or Community Adult 
Social Work Team member will provide an update to colleagues on the patient’s 
progress. This will ensure that HCJ staff continue to have oversight of patients in 
interim placements and support them in moving to their preferred choice.  
 

3.8 Funding arrangements 
 
Funding for patients who are transferred into a temporary placement prior to usual 
place of residence or a future long-term placement, will be funded through the Long 
Term Care (LTC) fund if the person has assessed care needs, or through the 
Individual Placement Panel (IPP) for other reasons, for example respite care.  
For those patients who will be charged a daily rate for their hospital stay, an invoice 
for the cost for this will be raised directly to them or their LPA or Delegate via the 
finance team. 
 

3.9 Appeals 
 
Every public patient has a right to appeal against charges set by HCJ under this 
policy. A patient must make an appeal within 30 consecutive days of receiving the 
charges invoice.  
 
For information on the appeals process, please see the Charges and Eligibility 
Appeals Procedure.  
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4 GLOSSARY OF TERMS, KEYWORDS AND PHRASES 
 

Term  Definition  

EDD Estimated Date of Discharge 

ESSH Environment, Social Security and Housing 

Discharge 
Ready  

All care completed, patient ready to be discharged from 
hospital 

ICA Independent Capacity Advocate 

IPP  Individual Placement Panel 

JGH Jersey General Hospital 

 LPA Lasting Power of Attorney 

MDT Multidisciplinary Team 

SRoL Significant Restriction on Liberty 

 


