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We have analysed three years of data from 2013, and considered the 
dilemmas we all face in planning discharge from the in patient unit. 
 
On average 40% of admissions were referred to the social work team.   The vast majority of referrals 

resulted in a care planning 
process being commenced.   
 

 In roughly one in five, there 
was no further action, either 
after an initial meeting or a 
deferral without a first 
meeting being achieved. 
 

 The eventual outcome is that 
33-40% starting the discharge 
process are cancelled.   
 

 Around 40% of those referred 
die in the Rowans Hospice on 
that admission. 
 

 For context, death rate for all 
admissions is around 65-70% 
 



How we support patients and families 
 

For those patients where discharge is not achieved, could this process cause additional distress to patients 
and families? 
 
 If discharge is put on hold or cancelled the social worker remains involved but with the role changing to 

one of providing emotional support and or advice/ advocacy to the patient and family. 

 
 Of those patients being discharged, the 

majority manage to return home as 
opposed to moving to a   nursing home.  

 
 At the point of discharge the social 

worker would then remain involved to 
monitor and review.  

 

% of those referred 13/14 14/15 15/16 

Nursing Home 15 18 15 

Home 37 48 42 

Discharged total 53% 67% 60% 

Died with us 47% 33% 40% 

 15/16 was the peak of difficulty accessing care in 
the community; the discharge process was 
affected by both a lack of nursing home 
availability, and lack of care agency staff to fulfil 
care packages in the community.  

 These led to patients dying in the hospice; there 
was a lot of planning for no positive outcome in 
that year and a concern that this would persist. 



Stay of over 21 days 

Those referred to the social work team who stayed over 21 days has been monitored.  
 
 It is not clear how many of those who stayed over 21 days subsequently died 

 
 This increase may reflect an increase in patients with more complex needs, and or the lack of availability 

of care packages and nursing home placements that were required to support those patients with 
complex needs.  
 

 These challenges potentially led to a change in behaviour relating to admissions accepted, and possibly 
some professionals did not refer to the hospice or to the Social Work team and did not consider discharge 
if  it was known home was not an option. 

 

 

 

Further work:- 
 discussion needs to take place relating to patients who 

are admitted with an intention of discharge; this group 
of patients contributes massively to occupancy which 
can lead to problems with capacity to admit   
 

 further descriptive analysis of the stories for those 
whose long stay resulted in death  
 

 consider whether the hospice team is ‘risk averse’ and 
ends up not discharging people when we have the 
opportunity to, because we don't want to risk a short 
time in a Nursing Home before death 0
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the professionals seeing 

one thing; families seeing 

something different 

what does ‘less 

well mean’ 

early discussion around 

discharge not being 

appropriate due to stress and 

anxiety within the family 

Narrative - A narrative was recorded for eight patients to capture a sense of the 

dilemmas experienced for the MDT, the patient and the families:- 

  
family dynamics 

Outcome of audit 
The work carried out has led to:- 
 a review of the discharge policy; 
 the production of a leaflet which supports discharge from the hospice –  being clear about our expectations for 

the patient and carer in relation to the discharge process; 
 validation of the Hospice to Home pilot that is underway - the Hospice at Home team is now resourced to 

enable a person to be supported at home/in a nursing home for the first 72 hours following discharge. 
 More Questions!! 


