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Discharge case study 
Nottingham CityCare Partnership  

 
Developing urgent care and reablement services in the community  
 
Overview 
 
Nottingham CityCare Partnership is a Community Interest Company (CIC) social 
enterprise which spun out of the NHS in April 2011 as part of the Transforming 
Community services programme. We are a community provider providing a range of 
health and social care services to citizens across the city of Nottingham.           
 
The aim of our Reablement service is the prevention of unnecessary admissions and 
facilitation of safe and timely discharge and to promote and support people 
recovering from an acute illness to regain independence.  The service started life as 
a small intermediate care team in 2002 and has developed more recently into a very 
large Reablement service. 
 
Since 2013 our service has also been in reaching in to the local hospital, providing 
assessment in the emergency department and front door admissions wards with a 
view to prevent unnecessary admissions. This service is now known as the 
Supported Transfer Of Care (STOC) team and utilises the skills of Physiotherapists, 
Occupational Therapists and Nurses as well as Assistant Practitioners. The CityCare 
staff work in partnership with the hospital employed Discharge team, now also 
known as STOC but based on the main base wards. A transfer of care form is 
completed and a clinical decision is made by the CityCare Community Triage Hub 
about what services are needed. 
 
These services can usually be put into place immediately so that there are no delays 
to a patient’s transfer back into the community. There is currently a pilot on 4 wards 
so that as soon as patients are medically stable for transfer the ward identifies the 
level of need and sends this straight to the hub. This means there is a quicker 
response time and in time this will be rolled out across the hospital. 
 
The STOC team feed in to the wider Reablement services where Community Beds 
and Reablement at Home services are provided in partnership with social care. Here 
a thorough assessment and rehabilitation process takes place in order to ensure that 
the patients receive a seamless service which helps them come to a decision 
regarding the best option for their longer term needs.  
 
Background 
 
The reason for this work being implemented was due to the increasing complexity of 
people presenting to hospital and then back into the community with long term 
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conditions. Additionally there is increasing evidence about the risks that an aging 
population in an area of health inequalities face. 
 
Locally we see varying levels of deprivation and social capital meaning there is often 
a greater risk of readmission to hospital after discharge. There was a systematic 
realisation that it would be better to undertake a full assessment in the community 
rather than in the hospital so that patients can transfer earlier and avoid the risk of 
protracted hospital stays which have been well documented. 
 
An in-depth assessment in the community necessitates a high level of trust between 
the hospital and community staff and an increasing input from community staff. 
Commissioners have invested heavily in this area in the city and this has made the 
work possible. 
 
Understanding the problem 
 
The problems we identified before the change processes were implemented were as 
follows: 
 

 Increasing levels of readmissions in a fairly short period of time after 
discharge.   

 

 No hospital at home facilities available to support more dependent patients 
going home. 

 

 A lack of understanding of each other’s roles and environments (hospital and 
community). 

 

 The levels of complexity of patients returning to the community were 
unprecedented and ever increasing. For example, it used to be unheard of to 
have a fracture (C2) with a neck brace sent to a community bed as it was 
deemed unsafe for them to go home, with various rules about the brace and 
taking it off and replacing it when the patient is in different positions. These 
issues however need to be addressed and should not be barriers to patients 
going back into the community. This highlights skills gaps which need to be 
overcome if patients are to be successfully transferred sooner.   

 
Solutions 
 
Transfer to assess  
This is about focussing on increasing assessments in the community rather than an 
unfamiliar hospital environment to determine the best course of intervention for a 
patient. This cuts down length the traditionally lengthy time it can take to assess 
someone and choose the right community services from the hospital. Instead we are 
focussing on timely and safe discharges with patients being transferred to the 
Community before other complications occur such as hospital acquired infections, 
dependence, immobility, and confusion and disorientation. 
 
In-reach at the front door  
This bridges the gap between community and hospital. For example, if a patient 
comes into ED and it is decided they can go home but need antibiotics or additional 
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care the STOC team can do a comprehensive assessment and make decisions 
about a transfer back home and the support required to ensure a safe transfer if the 
patient is elderly or particularly vulnerable with learning difficulties or special support 
needs. It may be that they will need a community bed rather than a transfer home.  
 
Urgent care services  
Formally known as the crisis response team, this team provides care in the first 48 
hours after discharge. The team are specialist in assessing someone’s acute and 
longer term needs and can implement care or rehabilitation packages to support 
people in the community.  
 
Reablement Services  
This large service provides rehabilitation and assessment within community beds or 
peoples own homes with a view to facilitating timely and safe discharges and 
avoiding unnecessary hospital admissions.  
 
Impact and outcomes  
 

 The average response time has decreased from the point of being declared 
medically safe for discharge to actual discharge. The target for this is to 
transfer within 24 hrs of becoming medically stable for all Reablement 
services.  
 

 There has also been an increase in equipment to support earlier discharge for 
example investment in sensor beds in community beds for patients with a high 
risk of falls. Increased use of telehealth and telecare has supported the whole 
process. 
 

 Because of the pressure to get patients out of hospital there is always a 
constant balance between quality and safety which has to be considered.  
 

 Removing exclusion criteria has made the whole process simpler and as a 
result there has been a more positive impact with more health input for 
patients who would in the past have had only a social care input.  
 

 We are striving for decreased readmission rates, a decrease in falls, 
infections and an increase in the quality of life for all patients. 
 

 Due to investment by commissioners there are more community beds in the 
system for Reablement than ever before. There are currently 71 city beds in 
the system across 4 different residential settings in Nottingham.     

 
Further Quality Improvements and Spread  
Full integration with social care is planned and is scheduled to begin in April 2016. 
There will be co-location of health and social care staff with more streamlined and 
integrated pathways of care. This will prevent duplication, and bring a health and 
social care hub together. There will be an urgent care pathway, a social care 
pathway and a Reablement pathway.  
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Top Tips 
 

 Remembering why we are doing what we are doing rather than putting our 
own concerns of change in the way. 
 

 Bed flow and capacity are not the only objectives but quality and safety are 
paramount. 
 

 Sometimes it is important to take time to redesign services and not rush the 
changes so that we get it right. 
 

 Sometimes hospital is the right place and we must not rush people out of the 
system if it is not safe. 

 
For more information about this project contact: 
 
Hayley Parkin 
Hayley.parkin@nottinghamcitycare.nhs.uk 
 
Themes 

 

 Policies and systems that link health and Social Care 
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