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Discharge case study 
The Red Cross Hospital to Home service 

  
A proactive approach to support discharge and prevent re-admission 
 

Overview 
 
The British Red Cross has a history of supporting people in crisis.  Our hospital to 
home service in Nottingham, whilst commissioned by Nottingham West and 
Nottingham City CCGs is based upon a service model used by Red Cross 
independent living services across the UK.  The aim of our service is to help the 
patient settle safely back in their home after discharge and support them to recover 
their independence with a view to reducing the likelihood of readmission.   
 
Background 
 
The Nottingham hospital to home service has been in existence for nearly 20 years 
and was originally commissioned by all 4 South Nottinghamshire CCGs.  In 2015, as 
a result of financial pressures on commissioners, 2 CCGs withdrew funding for the 
service which resulted in a 50% cut in funding.  This required us to review our 
service offer, including the method and manner of support and a move to focus 
resources with the patient in the community.  This has resulted in quicker response 
times and the service being geared more to support the patient in those crucial early 
days and weeks following discharge.  We also reviewed the signposting used to 
ensure that the information is relevant, timely and focussed upon ensuring long term 
stability for the patient. 
 
Understanding the problem 
 
The prompt to reviewing the service was in response to financial constraints but also 
reflected the changing needs of patients who are often desperate to return home but 
can be unrealistically optimistic about their ability to cope after a stay in an acute 
setting. The decompensation which results from in-patient episodes may present 
challenges in returning to the basic activities of living such as shopping, paying bills, 
personal care and dealing with the daily requirements of our busy society. Some 
people need intensive support of 3 or 4 visits a week for a 4 week period; others may 
only need a weekly visit. The ability to be flexible about the pattern of the visits can 
help to prevent a readmission as the support serves as an early warning when 
people are beginning to falter and the team can alert other agencies to provide 
additional care before an emergency arises and the patient ends up being 
readmitted. 
 
Our service was set up to provide the support for people who are struggling with 
issues such as: 
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 Lacking in confidence in their own abilities to cope.  

 No support from friends and family at home. 

 Identified as being over confident about their ability to cope at home.  

 Going back into the community less physically or emotionally able to cope than 
when they were originally admitted.  

 Developed a dependency while in hospital and need support to gradually re-
orientate themselves to being independent. 

 Faced with no shopping or food on return home or where the power may have 
been cut off if bills have not been paid while they have been in hospital. 
 

Solutions  
 
The service we offer is a focused 4 week support package with up to 4 visits per 
week. It has the following features: 
 

 Widely available with no eligibility criteria other than a need for support and 
being within the catchment area of the CCGs. 

 The patient has an introductory contact with the service prior to discharge if 
possible.   

Referral is accepted from many sources;  

 Self. 

 Relatives.  

 Occupational therapists and other AHPs. 

 Nursing staff.  

 Discharge co-ordinators.  

 Medical staff. 

Our staff and volunteers are based at the QMC site of Nottingham University 
Hospitals NHS Trust. They aim to visit patients within 48 hours of discharge and at 
that visit undertake an assessment in the home environment.  
 
All our staff undergo a formal British Red Cross and service induction with 
appropriate training, shadowing and observation to ensure the safeguarding and 
welfare of the service users. There is a team of 7 staff currently based at Nottingham 
University Hospital NHS Trust. 
 
Impact and outcomes  
 

 Patients - Patients provide feedback in the form of questionnaires and case 
studies which are analysed on a quarterly basis to inform service 
developments. The friends and family test was introduced in 2015. The 
feedback has generated a number of useful and relevant case studies.  
 
For example, the service supported an elderly female patient who spoke 
excellent English but could not read or write to a level that is required to deal 
with official letters and bills etc. This came came to light after discharge when 
our team was providing support; it became clear that her family were unaware 
of this issue. We were able to work with the patient to ensure that vital 
medical appointments were not missed. Subsequently her son was informed 
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(with her permission) and the service supported her to find a place at a local 
community centre where help is being provided for her communication 
challenges. 

 

 Whole system - A whole system approach was taken to reviewing the service 
to ensure cost efficiencies. Our service has had to become more streamlined 
and clearer about the offer.  

 
Further Quality Improvements and Spread  
 

 We will encourage QMC to automatically refer all “frequent flyers” so that the 
service becomes more integrated into readmission prevention work. 

 To prioritise with a risk stratification approach to assess patient’s level of need 
and likely complexity to ensure that patients with highest level of need are 
offered increased support.    

Top Tips 
 

 Build relationships with the teams and individuals who are making the 
referrals. 

 Ensure potential referrers know the referral criteria and what the service 
provides. 

 Don’t underestimate the importance of low level support with things like 
shopping, paying bills and community engagement. 

 Remember that people who are using the service are in their own homes – 
they are no longer hospital patients.  

 
For more information about this project contact: 
 
Chris Bailey, 
Red Cross, Nottingham  
CBailey@redcross.org.uk 
 

Themes  
 

 Discharge Liaison Service 
 

 Policies and systems that link health and Social Care 
 

 Systems that involve patients in their care 
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