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1. Introduction 

1.1 Background 

From September 2024 until January 2025, Healthwatch Cheshire East 
undertook an independent review of East Cheshire Trust’s and Cheshire 
East Council’s Discharge to Assess process to gain an understanding of 
people’s experiences of using the service, to highlight areas of good 
practice and to make recommendations for improvement. 

1.2 What is the Discharge to Assess Process? 

Cheshire and Merseyside Integrated Care Board define the Discharge to 
Assess process as: 

Discharge to assess (D2A) is about funding and supporting people to leave 
hospital, when safe and appropriate to do so, and continuing their care 
and assessment out of hospital. They can then be assessed for their 
longer-term needs in the right place. 

There are four pathways under the discharge to assess model: 

• pathway 0: discharges home or to a usual place of residence with no 
new or additional health and/or social care needs 

• pathway 1: discharges home or to a usual place of residence with 
new or additional health and/or social care needs 

• pathway 2: discharges to a community bed-based setting which has 
dedicated recovery support. New or additional health and/or social 
care and support is required in the short-term to help the person 
recover in a community bed-based setting before they are ready to 
either live independently at home or receive longer-term or ongoing 
care and support 

• pathway 3: discharges to a new residential or nursing home setting, 
for people who are considered likely to need long-term residential or 
nursing home care. Should be used only in exceptional 
circumstances. 
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For the purposes of this report Healthwatch focusses on patients who were 
on pathways 1, 2 and 3. 

1.3 Why are Healthwatch undertaking this survey and report? 

All NHS Trusts are under severe pressure to ensure people are receiving the 
most appropriate support possible when leaving hospital and that they are 
not waiting in hospital beds unnecessarily. The efficiency of the Discharge 
to Assess process is key to this aim.  This report focuses specifically on 
Cheshire East 

Good, prompt communication between NHS hospital departments, the 
local authority, care homes and domiciliary care providers are vital to the 
smooth running of this process. Healthwatch Cheshire East are keen to 
highlight the experiences of patients by following them on their Discharge 
to Assess journey. 

We explored how people feel when they are discharged from hospital to 
receive support at home or in the community on this pathway. Our aim 
was to identify what is working well and what could be improved. 

2. Methodology 

2.1 Approach 

Healthwatch Cheshire East, in conjunction with members of the East 
Cheshire Trust Discharge Team and Cheshire East Adult Social Care Team, 
co-designed the survey questions (see Appendix 1) to use in discussions 
with patients who had been identified as being ready to be discharged. 
Healthwatch sought the experiences and views of fifteen patients. 

Prior to Healthwatch visiting the hospital, East Cheshire Trust provided a list 
of patients who were ready to be discharged onto Pathways 1, 2 or 3. 
Members of the Healthwatch Team visited those patients on the ward who 
had sufficient capacity and if they consented to be part of the survey, they 
were interviewed using the first stage of the survey questions and their 
experiences were discussed. 

Once the patients had been discharged from hospital we arranged a 
follow up visit at the patient’s home or care home when they were 
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interviewed using the second stage of the survey questions. Their 
experiences of the discharge so far would be discussed, including the 
transfer from hospital, links to other organisations and any support that 
had been made available to them.  

After approximately a further fortnight Healthwatch contacted the 
participants again and arranged for a final interview at which the third 
section of survey questions were discussed with the participants to gain 
their experiences of the ongoing support they received. They were also 
able to give their opinions of the entire discharge process including 
support and treatment. 

For consistency, Healthwatch ensured that whichever member of the team 
had interviewed the patient in hospital also undertook the two sets of 
follow up interviews. 

Whilst a total of fifteen patients were initially interviewed in hospital at the 
start of their discharge journey, our report reflects that for various reasons 
four of them dropped out of the study.  

**A copy of the survey has been attached at the end as Appendix 1 

2.2 Challenges to the Delivery of the Methodology 

The project was delayed due to GDPR concerns relating to patient consent 
forms, which in turn impacted staff availability and prevented the work 
from being completed as quickly as we would have liked. 

Some patients were scheduled for early morning discharge; (HW) staff 
were attending to other patients, and they missed seeing those who were 
discharged early. It would have been better to visit these patients the 
afternoon before their discharge. 

The number of patients available for interview upon discharge was 
reduced due to many lacking the capacity to participate.  In addition, 
during the survey, it became apparent that some patients were unable to 
adequately respond to the questions, so the process was discontinued for 
them. Others initially participated but decided not to continue when 
approached a second time or third time.  Six patients initially chose not to 
take part.  
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2.3 What Would We Do Differently? 

• Do not allocate resources to the project until all GDPR concerns have 
been fully addressed. 

• Assign dedicated Healthwatch staff to liaise with the hospital on a 
daily basis until a sufficient number of patients have been tracked 
through the process. 

• Gain a clear understanding of the hospital’s transport procedures to 
effectively coordinate the initial visit to patients in hospital. 

• Review the survey questions to ensure clarity, relevance, and 
effectiveness. 

2.4 Impact of The Survey 

We followed patients after they left hospital to see how things worked for 
them.  

The results of the survey and the subsequent report and its 
recommendations will be presented to East Cheshire Trust and Cheshire 
East Local Authority for comment before publication. The report will also be 
presented to the Cheshire and Merseyside ICB and the local Health and 
Wellbeing Board. 

It is anticipated that as a result of the report’s findings action plans can be 
developed if needed to improve the process and the experiences for 
patients. 

The individual participants will also receive a copy of report.  

2.5 Patients who Refused 

Category Details Total 

Patients who declined to complete the 
survey 

Total declines 6 

Patients not seen due to 
confusion/infection/capacity issues 

1 patient (seen but confused, 
see note below*) 
1 patient (infectious with VSE, 
not visited for safety reasons) 
1 patient (confused, mistaken 
about driving himself home) 
1 patient (pretended to be 
asleep, unwilling to engage) 

5 
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1 patient (deaf, no hearing 
aids, unable to 
communicate) 

Patients missed due to timing/logistical 
issues 

1 patient (already discharged 
before the survey attempt) 

1 

No available patients No patients due to infections 
slowing down discharge. 
No patients with capacity on 
several occasions. 

- 

Total patients not seen 
 

12 

One patient we spoke to appeared confused and lacked capacity. He 
believed he had driven himself to the hospital and insisted on driving 
home. Later, he was found at reception, unable to locate his car or recall 
his registration number. He was meant to be taken to the discharge lounge 
for hospital transport and his daughter was waiting for him at home. His 
responses were excluded from the survey. 

3. What We Found Out 

This section covers an overview of the results. These results are explored in 
detail further on.   

3.1 Before Leaving Hospital 

12 out of 15 patients were not given written information about the process 
of going home but most people were told about it which meant they had 
to remember what the doctors and nurses told them. 13 out of 15 patients 
felt the information was helpful and it answered their questions. Family 
members and carers were important too as they helped patients 
understand what would happen next. 13 out of 15 patients felt ready to 
leave the hospital, the other two wanted more time to get ready. 

4.2 Going Home 

Going home from the hospital was smooth for most people, but some had 
to wait longer than they expected. Everyone who wanted a meal before 
being discharged received one. Most patients went home in an 
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ambulance, while others went with family members. Almost all patients left 
with the medicine they needed, but sometimes family members had to go 
back to the hospital to get forgotten medicine. 

4.3 Getting Care at Home 

People who went back to their own homes were the happiest with their 
care. Most rated their home care as excellent. They felt the people taking 
care of them understood what they needed. Some patients did not know 
who to call if they had questions after leaving the hospital which made 
them worry sometimes. 

4.4 Overall Feelings 

Most people were happy with the "Discharge to Assess" process. More than 
half felt it helped them get better. Only a few people felt safer at home 
than in the hospital - most felt about the same in both places. Most would 
tell their friends to use this process if they needed to leave the hospital. 

4.5 What We Think Could Be Done to Improve the Process  

From patients’ comments and the discussions we had with them we 
learned some ways to make leaving the hospital better: 

• Follow up visit with patient to ensure there are no issues and their 
needs are being met 

• Ensure transport timetables are met or offer a longer timeframe 

• Ensure everything is properly prepared — including transport, 
medication, and personal belongings — before informing patients 
that they are ready to go home 

• Give clearer information about medical supplies and who to contact 
if there is an issue 

• Ensure each patient and family member or carer receives written 
information about the discharge process 

• Each patient to have a direct contact number for queries or support. 

We found that the hospital staff worked hard and were kind, but making 
these small changes could help patients feel even better about discharge. 
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4. Pre-Discharge 

Most patients were informed about the Discharge to Assess process 
before leaving the hospital, with 86% reporting they had received 
explanations, though only 14% were given written information. Many relied 
on verbal communication, which some found insufficient. While 86% felt 
the information met their needs and 71% had support contacts, those 
without support expressed uncertainty. Family involvement was crucial, 
with 86% of patients reporting participation. 

Table 1: Out of 15 respondents 

 

Every patient was seen by either an Occupational Therapist or 
Physiotherapist. Most patients (87%) felt prepared for discharge, though 
some needed more guidance. Communication about discharge dates was 
good, with 80% informed, but 20% still felt unsure, which caused stress. 

• A patient has spoken with the hospital GP, who was aiming for the 
patient to go home around the 20th (of February) as they said the 
patient was doing well and ready to go home today. The patient has 
told us that they have been practising for 3 days with the physio on 
the stairs to prepare them for going home. 

• The patient told us that she has been kept informed of her expected 
discharge. "It has been a case of waiting for a bed to become 
available. I've been told that I am going to Aston Ward, I have been 
told I should be going in 2 hours." 

• The patient was given 3 different dates to be discharged but there 
was no care package in place at these times so the patient was 
unable to go home. 

• Patient was told in the morning when she woke up that she would 
be going home. 

Out of 15 respondents, transport to home saw 60% using ambulances, 
while 26% relied on relatives. A few (7%) patients were unclear about their 
transport. Overall, feedback on hospital staff was positive, but some felt 
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rushed, with one patient noting ‘last-minute equipment training.’ Delays in 
arrangement of personal care were also mentioned.  

5. Transition to Home or Care Setting 

The experience of leaving the hospital was different for each patient. While 
some had a smooth transition, others faced delays or challenges. Most 
patients felt the timing of their discharge was right, but a few had to wait 
longer than expected.  

For example,  

• One patient was told they would leave at lunchtime but didn’t 
actually leave until 5:30 pm due to a delay in bed availability at a 
community hospital.  

• Another patient wasn’t sure about the timing, only getting 
confirmation at 7:00pm and leaving an hour later. 

For the most part, the discharge process itself went well.  

• One person noted that their belongings were packed and ready, 
making it easy to leave. However, when medical concerns arose, like 
needing extra tests, the discharge was delayed. While this was 
important for safety, it made some patients unsure of when they 
could leave. 

Most patients felt safe and positive about their discharge. 80% said they 
had enough information and contacts for aftercare. However, a few (20%) 
patients were concerned about whether they had the right support in 
place immediately after leaving the hospital.  

Table 2: Out of 10 respondents 

 

All respondents had food and support when they got to their next 
destination. 
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Receiving the correct medication is a key part of leaving the hospital. While 
92% got all the medication they needed, 8% didn’t.  

• In one case, a patient’s granddaughter had to go back to the 
hospital later for missing medication. 

For recovery, more than half of the patients (55%) had appointments 
with Occupational Therapists or Physiotherapists. However, 36% weren’t 
receiving this support, and 9% weren’t sure if they had access to it.  

Table 3: Out of 11 respondents 

 

Out of 11 respondents, only 18% had a social worker, meaning many 
patients didn’t have this extra support after leaving the hospital. 

Table 4: Out of 11 respondents 

 

As shown above, many patients also didn’t have a clear plan for their 
recovery. Only 27% said they had a structured plan, and some who did 
weren’t involved in setting the goals.  
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For patients discharged to care homes, access to a GP was vital. All of 
those in care homes had seen a GP. 

Table 5: Out of 4 

 

 

Did you feel your discharge was safe and positive? Were you 
provided with adequate information and points of contact for 
any safety concerns or issues after discharge? 

 

Overall, the discharge process was mostly safe and positive, with some 
delays and gaps in communication.  

Those who found it positive had told us the following: 

• The patient felt that their discharge was safe and positive. The 
patient shared that everyone had been telling them how lovely 
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[care home] was. They were not able to remember if they were 
provided with information on who their point of contact would be. 

• The patient didn't have any concerns over the discharge and was 
given the Physiotherapist details if they needed to contact them.   

• The patient shared that the discharge was safe and positive, they 
told us "I felt the discharge was safe and positive, I might have been 
given some information of contacts but I think it just went over my 
head. " 

But those with a negative experience shared concerns such as: 

• The patient said they have a feeling they were given a piece of 
paper with some information, the ambulance man took something 
and put it in their bag, there was no number for their friend to call 
the hospital if they needed anything, they had to go through the 
social worker. The hospital said there would be someone to come 
and sort the patients' catheter the day they got home, but nobody 
came that day. They also had no carers the day that they got home 
Their friend stayed with them, and carers came the next day. 

• The patient told us that they had concerns leaving the hospital, they 
were concerned if their leg was ok, the hospital staff reassured them 
that it was. The patient also had concerns about going to [care 
home], they were expecting to go to [care home], so did not know 
anything about [care home]. 

6. Quality of Care and Support 

The quality of post-discharge care varied by location. In the hospital, 66% 
of respondents rated their care as excellent or very good, while 16% 
reported average or poor experiences, indicating inconsistencies.  

Feedback from those discharged to care homes was also mixed, where 
two-thirds (66%) rated their care as very good or good, but none deemed 
it excellent. However, all felt that staff understood their needs and 
provided adequate support. 
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Patients returning home reported the highest satisfaction, with 84% 
rating their care as excellent, suggesting a positive experience in familiar 
surroundings. All felt their needs were met by staff, aiding their daily tasks 
and recovery. 

 

Communication about ongoing care was a concern; 67% felt informed of 
changes to their care plan, while 33% did not. 

• The patient spoke with the relevant members of staff about each 
stage of their care and when they were reducing care calls. 

• The patient shared "Changes just took place." The patient has had 
setbacks at the care home with breaking their arm in a fall, they 
have not been able to do anything themselves, they need staff to 
assist with everything. These kinds of changes have just taken place. 

• The patient now receives two private care calls a day. It used to be 
more but due to the cost, it has been reduced to twice a day. 

• The patient was admitted back to the hospital and was waiting for a 
bed in a care home where they will stay permanently. 

Overall, while many patients had positive experiences, there were 
inconsistencies in communication and care coordination. 

7. Overall Satisfaction with the Discharge to 

Assess Process  

Only 30% of people felt positive about the Discharge to Assess process. 
However, 50% expressed negative views. A further 10% gave neutral 
feedback, and another 10% described their experience as mixed.  
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Some comments explained that better communication and more support 
after leaving the hospital could help improve the process. 

 

The patient shared that they thought they would 
have liked to stay in hospital a few days more due 
to being worried about going home and falling 
etc, but they can see why the hospital 
encouraged them to go home, they just needed 
to regain their confidence. 

When asked if the process helped with their recovery and care 64% felt it 
helped them, and 36% felt it did not.  

• The patient expressed that you get better in your own environment. 
Whilst in the hospital the wards were mixed with residents living with 
Dementia so the patient said they did not get much sleep as there 
was often a lot going on with the patients living with dementia. 

• The patient was delayed leaving the hospital once fit for discharge 
due to having to wait for private care to be arranged. They were due 
for discharge Christmas week but the original private care company 
could not provide adequate care so the patient's daughter found a 
new private care company and the patient was discharged once 
the new care package was in place. 

• The patient shared due to being discharged and feeling unsafe that 
it made him worse, causing him stress and worry. 

• The patient said it would have been nice for a nurse to be in contact 
with them when they got home, as there was no GP visit and the 
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social worker had handed them over to the care team; this left the 
patient feeling abandoned. There was a struggle with the catheter 
leaking after leaving the hospital, and if it was not for the 
ambulance driver sorting it out, they would have been soaked 
through. The patient also felt rushed leaving the hospital, not ready 
to manage the stairs. Since leaving the hospital they have had to 
stay inside their flat as they are unable to manage the stairs. 

When people were asked if they felt safer and more comfortable at home 
than in the hospital, the answers were mixed.  

 

Only 27% felt safer at home, while another 18% felt less safe than in the 
hospital. 55% felt there was no difference in how safe or comfortable they 
felt. 

8. Post-Discharge Follow-Up 

Feedback from patients (11) indicates a generally mixed view of the 
follow-up process, as improvements are needed. While 55% were satisfied 
with the follow-up care, 45% felt it did not meet their expectations. 
However, most patients (82%) reported no unresolved issues post-
discharge, but 18% experienced problems that weren't adequately 
addressed as elaborated in this section. 

 

The patient wanted to share that there was a 
comment made by a GP at the hospital, "Get her 
out of here, she shouldn't be here in the first 
place.”  
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• The patient shared that all follow-up appointments came through 
once the patient was back in hospital. 

• The patient told us that the GP never visited at home 
• Patient did not have any follow-up appointments as they were soon 

admitted back to the hospital. 
• The patient has been back to see consultants at the hospital and it 

has all been ok.  
• The patient has 3 more follow up appointments coming up for which 

they will use hospital transport. The last appointment they had was 
very quick, they were picked up early by hospital transport and 
ended up being seen and back home before the actual time of their 
appointment.   

• The first Physio appointment was arranged before the patient left 
the hospital and they have yet to attend the appointment. 

• The patient told us that they should have had an appointment the 
other week for a medication review but they were not fit enough so 
a telephone call review took place and they are having another call 
next week.   

• Patient said that they have an upcoming appointment soon, just not 
sure when or who it is with. 

Some patients felt rushed during discharge, which led to confusion and 
stress due to unprepared care packages.  

• The patient said that she was not told how long they needed to 
have the catheter on so there was confusion about that. 

• The patient shared that there were issues with their catheter - who 
orders the supplies; this included what they ordered, where they 
were ordered and when they needed to be ordered. This took a while 
to sort out. "Neurology was meant to call yesterday and still has not" 
- so the patient will have to follow this up. 
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Did you experience any issues after discharge that were not 
adequately addressed by the follow-up care? 

 

Overall, many patients were happy with their follow-up care. 

9. Individual Patient Journeys 

Patient responses were gathered from notes made by Healthwatch staff, 
survey data, direct quotes, and conversations with patients. 

Patient A  

First Visit - Macclesfield Hospital, 19/09/2024  

Second Visit - Home, 21/10/2024  

The patient found the Discharge to Assess process to be effective. The discharge 
team communicated clearly and kept them well informed throughout the 
process. Although the patient was offered reablement support, they did not 
require care calls as their wife was at home to assist them.  

Positive Outcomes from the Patient 

• The patient appreciated the care provided by junior doctors at 
Macclesfield Hospital. They noted that the junior doctors took the time to sit 
with patients, provide information, and check pain levels. The patient found 
this interaction helpful, as it allowed them to ask questions and feel listened 
to and cared for. 

• Discharge from Macclesfield ran smoothly and they were discharged with 
no delays without hospital transport and with the correct medication.  

• The patient was given lots of information prior to discharge. 

Suggestions for Improvement 

• The patient suggested that physiotherapy sessions should be offered 
weekly instead of every two weeks. 

• A follow-up call after discharge to check on the patient’s progress at home 
would be beneficial. 
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Patient B  

First Visit - Macclesfield Hospital, 19/09/2024  

Second Visit - Macclesfield Hospital, 11/02/2025  

The patient received verbal information about the Discharge to Assess process 
but did not receive any written information. 

The patient was discharged from Macclesfield Hospital to return home. However, 
they informed Healthwatch that they felt they were "being sent home to die." They 
expressed a strong preference for being placed in a care home rather than 
returning home. They showed significant distress about the prospect of being 
alone and were particularly concerned about the risk of falling. 

During their brief stay at home, the patient continued to express anxiety about 
falling while alone, despite receiving care calls. They also reported feeling unsafe 
even when carers were present, particularly when using the shower. 

There was a considerable gap between our initial visit and our follow-up, as the 
patient was readmitted to the hospital with a suspected heart attack shortly after 
returning home. They remained in the hospital until a suitable care facility could 
be found to meet their needs, which took some time. Eventually, the patient was 
discharged to Ashfields Care Home. However, before Healthwatch could arrange 
a visit to the care home, the patient was once again readmitted to Macclesfield 
Hospital. We subsequently visited them at the hospital to complete the survey. 

This patient never received any written information about the Discharge to Assess 
process. 

Positive Outcomes from the Patient 

• The patient praised the staff at Macclesfield Hospital, stating that they are 
"brilliant." They felt comfortable with the staff and trusted them. 

• Once a suitable care facility was found, the patient was able to move to 
Ashfields Care Home, which aligned with their preference for care rather 
than being alone at home.  

• The patient received ongoing medical attention and support following their 
readmission, ensuring their health needs were monitored.  

• The process ultimately led to the patient being placed in a setting that 
better suited their needs, reducing their distress and anxiety about being 
alone. 
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Suggestions for Improvement 

The patient felt that the hospital did not listen to their concerns. They believed that 
if their initial request to be placed in a care home had been considered, it would 
have prevented unnecessary distress and hospital readmissions. 

• The patient should have been given written information about the 
Discharge to Assess process to ensure they fully understood their options 
and next steps.  

• More thorough consideration of the patient’s concerns before their initial 
discharge could have prevented unnecessary distress and readmission.  

• Improved communication and early placement in a care home may have 
provided better continuity of care and prevented delays in finding a 
suitable facility.  

• Additional support at home, where the patient would receive equipment to 
improve safety in the shower and support in building their confidence may 
have helped alleviate some of their concerns. 

 

Patient C  

First Visit - Macclesfield Hospital, 24/09/2024 

Second Visit - Aston Wards, 28/10/2024 

Third Visit – Home, 31/01/2025 

Patient did not receive any written information about the Discharge to Assess 
process. 

The patient was ready for discharge and was waiting for a bed to become 
available in Cheshire East. After approximately three weeks, a bed was secured at 
Aston Wards in Congleton Hospital. On the morning of the day of discharge, the 
patient was informed they would be leaving, but they did not depart from 
Macclesfield Hospital until around 8pm. 

Overall, the patient reported a positive experience at Macclesfield Hospital, 
despite having to wait a week for a shower. They understood that staff were 
extremely busy. 

When Healthwatch visited the patient at Aston Wards, they shared concerns 
about a misdiagnosis at Macclesfield Hospital. Initially, they were told the issue 
with their arm was arthritis. However, after undergoing a CT scan at Aston Wards, 
it was discovered that they actually had a hairline fracture. As a result, the patient 
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was advised not to bear weight on the affected arm, which extended their stay 
there. 

The patient found the staff at Aston Wards to be very caring. However, their 
discharge was further delayed over the Christmas period due to complications 
with arranging a care package. The patient declined reablement care because 
they were unable to request female-only carers. Since they already had 
permanent private home care, they preferred to return directly to that service. 
Unfortunately, their usual care provider had not reserved them any care slots over 
Christmas, which postponed their discharge until after the holiday period.  

Upon discharge, the patient was provided with two weeks’ worth of medication 
and a sandwich to take home. They were discharged around 1-2 pm, with their 
first care visit scheduled for 5pm. Despite the delays, the transition back home 
went smoothly. 

On their third visit Healthwatch visited the patient at home, and they appeared to 
be coping well. They receive support from two private care calls and assistance 
from their daughter. Occupational therapy has provided any necessary 
equipment, and the patient has previously had adaptations made to their home. 

The main difficulty the patient experiences is with the intercom system, as they 
are unable to reach it to let visitors into the apartment. To address this, a key is left 
in a lockbox outside. The patient receives visits from various healthcare services 
and deliveries, but they do not always know who is entering their apartment. 
Some individuals fail to announce their arrival until they are already inside the 
living room, which can be frightening and causes the patient to feel anxious. 

Positive Outcomes from the Patient 

• The patient found the staff at Aston Wards to be helpful and rated them as 
excellent, though there were occasional waits when assistance was 
needed for the toilet. 

• The physiotherapy team provided useful advice to support the patient’s 
recovery. 

• Patient was kept in the loop regarding waiting for a Discharge to Assess 
bed to become available. 

Suggestions for Improvement 

• The patient felt that the misdiagnosis of their arm injury at Macclesfield 
Hospital caused unnecessary delays in their recovery and discharge. If the 
correct diagnosis had been made initially, they would not have faced 
setbacks in their rehabilitation and return home. 
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Patient D 

First Visit - Macclesfield Hospital, 24/09/2024  

The patient was due for discharge but appeared confused when Healthwatch 
spoke with them. We raised our concerns with a nurse, who informed us that the 
patient had recently been diagnosed with a urinary tract infection. As a result, we 
decided not to proceed with the survey at that time. 

Patient E 

First Visit - Macclesfield Hospital, 24/09/2024 

Second Visit - Hemming Hall Care Home, 22/10/2024 

Third Visit - Macclesfield Hospital, 16/01/2025 

The patient was transferred to Macclesfield Hospital after being admitted to Great 
Yarmouth Hospital. They were initially informed they would be discharged to 
Aston Wards for rehabilitation, where they felt comfortable as they had been 
there before. However, their discharge plans changed when a bed became 
available at Hemming Hall Care Home. They were informed the day before 
discharge that they would be going there instead. 

The patient had concerns about moving to Hemming Hall as they were unfamiliar 
with the facility, unlike Aston Wards where they had previous experience. They 
were also worried about the condition of their leg. The staff at Macclesfield 
Hospital reassured the patient that they would be well cared for. 

Upon arrival at Hemming Hall, the patient received the correct medication, and 
there were no delays. When Healthwatch visited them at the care home, we noted 
that the patient appeared more confused and was struggling with their memory 
compared to our previous interactions. However, the patient expressed that they 
immediately felt supported by the staff. They were encouraged to spend time in 
the day room and the dining room for meals, which helped with social 
engagement. 

Once the patient was ready to leave Hemming Hall, a reablement care package 
was put in place, starting with four care calls per day. This was gradually reduced 
to three calls, then two, before eventually stopping altogether. The reduction in 
care was discussed with the patient, though their sister felt that care calls should 
have continued for a little longer. 
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Shortly after the care package ended, the patient experienced a fall, leading to 
their readmission to Macclesfield Hospital. Healthwatch visited the patient for the 
third and final time to complete the survey. 

Positive Outcomes from the Patient 

• The patient felt well-supported by the staff at Hemming Hall, and their 
needs were met. 

• They were encouraged to engage socially, which contributed to their 
overall well-being. 

• The structured discharge process and reablement support helped rebuild 
their confidence in managing daily activities. 

Suggestions for Improvement 

• The patient felt they could have benefitted from a longer stay at the care 
home for additional support before transitioning home. 

• Their sister believed the care package should have remained in place for a 
longer period to prevent the risk of falling. 

Patient F  

First Visit - Macclesfield Hospital, 28/09/2024  

The patient was informed about the Discharge to Assess process. They told 
Healthwatch that every member of staff who had seen them had explained the 
plan for them to go home. They also received many leaflets, some of which they 
found useful. 

The patient’s son had been involved in their care and was actively 
communicating with the hospital. 

The patient saw the physiotherapy team at the hospital as and when needed. 
They confirmed they were going home but were still unsure about their transport 
arrangements at the time of the survey. 

At this point, the patient did not wish to continue with the survey. 

Positive Outcomes for the Patient 

• Clear communication from staff - the patient felt that every staff member 
they interacted with had explained the discharge process well. 

• Useful written information - The patient received leaflets, which they found 
helpful in understanding their care and discharge plan. 
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• Family involvement in care - The patient’s son was actively involved in 
communication with the hospital, ensuring their needs were met. 

• Physiotherapy support - The patient was seen by the physiotherapy team 
when needed, helping them prepare for discharge. 

Suggestions for Improvement 

• Clarification of transport arrangements - the patient was unsure about 
their transport home. Ensuring transport plans are confirmed in advance 
could help make the discharge process smoother. 

Patient G  

First Visit - Macclesfield Hospital, 24/10/2024  

Second Visit – Home, 5/12/2024 

The patient was admitted to the hospital and, before discharge, contracted 
COVID, which delayed their discharge. The patient received verbal information 
from a staff member about their discharge but could not confirm whether they 
had received any written information. Staff had answered any questions they had. 

The patient shared that they live in a first-floor flat and had physiotherapy two 
days before going home to practice using stairs - five steps up and five steps 
down. They told us they had expressed to the physiotherapy team that they were 
exhausted and were surprised to be discharged home, as they had expected to 
go into a care home. The patient told Healthwatch, "Nobody realizes how 
debilitating hospitals can be." They also expressed that they did not feel ready to 
go home and felt as though the hospital was trying to discharge them as quickly 
as possible. 

There were no delays in the discharge process. After being discharged from the 
ward, the patient was taken to the discharge lounge and was home by 12pm. The 
patient said the staff in the lounge were “very nice ladies.” They were transported 
home by hospital ambulance and were told a GP would visit them there. During 
transport, the patient’s catheter leaked, which worried them as they feared 
getting the seat wet, but the ambulance staff reassured them and fixed the issue. 
The patient shared, "The ambulance staff were great." 

The patient mentioned that it was assumed by the hospital that they had food 
supplies at home, though fortunately, they had a food delivery service. They had a 
social worker, but once the handover was made to the Reablement Team, the 
social worker was no longer involved in their care. The patient received care calls 
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twice a day for a short period, which was extended over the Christmas period. 
They underwent a financial assessment to enquire about permanent carers but 
were informed it would cost £400 per month, which they could not afford, leaving 
them without formal care. Instead, they received support from a friend. 

The patient experienced issues with their catheter care, as there was confusion 
over whether the morning or night carers were responsible for changing the 
weekly bag. They also stated that the quality of hospital care varied depending on 
which staff member was looking after them. In contrast, they found the care at 
home to be excellent, with carers going above and beyond by assisting with 
personal care and even household tasks such as hoovering and polishing. 

After discharge, the patient felt abandoned, as no GP visited them at home. They 
expressed that it would have been reassuring to have a nurse check in on them. 
They told Healthwatch, “They need to care about people - we’re not a package 
that can be passed around, we are people.” 

Positive Outcomes for the Patient 

• The patient received physiotherapy before discharge to practice using 
stairs, helping them prepare for returning home. 

• The discharge process was efficient, with no delays, and the staff in the 
discharge lounge were described as very kind. 

• The hospital ambulance staff provided excellent care, reassuring and 
assisting the patient when their catheter leaked during the journey. 

• The patient’s care at home was excellent, with carers going above and 
beyond by providing both personal care and household support. 

• The patient received an extended period of care calls over Christmas, 
ensuring they had support during a potentially difficult time. 

Suggestions for Improvement 

• The patient felt they were discharged too soon and expected to be placed 
in a care home rather than sent home. Greater involvement in discharge 
planning and consideration of their exhaustion could have improved their 
experience. 

• Written discharge information should be provided to ensure patients fully 
understand their care plan and next steps. 

• The assumption that the patient had food supplies at home could have 
been avoided with better discharge planning and communication. 

• The transition from the social worker to the Reablement Team felt abrupt, 
and the patient was left without ongoing care due to financial constraints.  
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• There was a lack of clarity regarding catheter care, with confusion over 
which carer was responsible for changing the bag. Clearer communication 
and coordination between healthcare providers could have helped. 

• The patient felt abandoned after discharge, with no GP visit or follow-up 
nurse support. A follow-up visit or call from a healthcare professional could 
have reassured the patient and ensured their needs were being met. 

Patient H 

First Visit - Macclesfield Hospital, 24/10/2024  

Second Visit – Home, 26/11/2024 

The patient shared that they were well informed through verbal communication 
from Macclesfield Hospital about the Discharge to Assess process. A reablement 
care package was organised for them upon returning home. They felt reasonably 
prepared for discharge but not fully, as they felt a little anxious and unsteady on 
their feet and were expecting more physiotherapy before being discharged. The 
discharge felt a bit rushed, as a night bag was fitted on their catheter the night 
before discharge, and they were shown how to use it in preparation for going 
home the next day. Although the discharge felt premature, the patient said that 
once they got home, they felt okay. 

There were no delays in the patient’s discharge, and the hospital ambulance 
transport went smoothly. The patient’s care package consisted of two calls per 
day, one in the morning and one in the evening. They only received physiotherapy 
in the hospital and had previous adaptations at home, so they did not see an 
occupational therapist. 

During the Healthwatch visit, it was noted that the patient’s home was extremely 
cluttered with many hazards that could lead to trips and falls. It might have been 
beneficial for an occupational therapist to assess the living conditions. However, 
the patient reported that both hospital and home care had been excellent. They 
felt supported by the staff, and the care at home was even better, as it was more 
personal. The patient was happy with the reablement care team, referring to 
them as “a good bunch.” 

The patient also shared that they have a Parkinson’s diagnosis, and things are 
becoming more difficult for them each day. They are awaiting a financial 
assessment to transition to a private care package. The patient said the 
Discharge to Assess process had helped their recovery, and they preferred to be 
at home as long as they can manage. While they felt safer in the hospital 
because there was someone available 24/7, they would still rather be at home. 
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There were communication issues regarding the patient’s catheter, as no one 
seemed to know who was responsible for ordering the catheter bags. This created 
stress for the patient. Despite this, the patient would recommend the Discharge to 
Assess process to others as they feel it is better to be at home and more mobile. 
However, they mentioned that an issue with this process is that there is no one to 
call most of the time, though they wouldn’t necessarily need anyone unless there 
was an emergency. 

Positive Outcomes for the Patient 

• The patient felt verbally well informed about the Discharge to Assess 
process by Macclesfield Hospital 

• A reablement care package was organised to support the patient once 
they returned home 

• The patient reported that the hospital and home care were excellent, 
particularly praising the personal care they received at home 

• The patient felt supported by the reablement care team, describing them 
as “a good bunch” 

• The patient preferred to be at home for recovery, as it allowed them to be 
more mobile, even though they felt safer in the hospital 

• The patient was able to manage their care at home with the assistance of 
the care package, which included two daily calls. 

Suggestions for Improvement 

• The patient felt that the discharge was rushed and that more 
physiotherapy was needed before discharge to address their anxiety and 
unsteadiness. More time or support with physical recovery prior to 
discharge could have alleviated this. 

• The home environment was cluttered with hazards that could lead to trips 
and falls. An occupational therapy visit could have identified and 
addressed these safety concerns before the patient returned home. 

• Communication regarding the patient’s catheter care was unclear, 
causing them stress. There should be clearer communication regarding 
who is responsible for ordering catheter supplies and ensuring that the 
patient has all necessary items in place. 

• The patient mentioned feeling unsafe due to limited support once they 
were at home, particularly in case of an emergency. While they felt the care 
team was excellent, ensuring better support and clearer communication 
regarding emergency contacts could provide reassurance. 
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Patient I 

First Visit - Macclesfield Hospital, 18/12/2024 

Second Visit - Home,11/02/2025 

The patient was given verbal information about the Discharge to Assess process 
before leaving the hospital, which was explained by staff. However, they were not 
provided with any written information. There were multiple discussions, mainly 
with the physiotherapy team, who provided information on how to use equipment 
at home. 

The patient chose not to have any reablement support at home, as their spouse 
would be there to assist them. They did not feel that the way information was 
provided could have been improved, as they had discussions with both the 
physiotherapy team and the hospital GP. The patient’s daughter and spouse were 
also involved in discussions about their discharge. 

Before leaving the hospital, the patient had discussions with the occupational 
therapy team, who arranged for essential equipment such as a raised toilet seat, 
chair, frame, and crutches to be delivered to their home. The patient was kept 
informed about their discharge date, with the GP aiming to have them home by 
the 20th. 

On the day of discharge, a relative picked the patient up at around 2pm. To make 
the transition easier, they exited through a side door for better access to the car 
park, and staff assisted in helping the patient into the relative’s car. The patient 
was sent home with their prescribed medication and contact details for 
physiotherapy, where they would have outpatient appointments. 

The patient expressed gratitude for the support received from the physiotherapy 
team and the hospital staff in general. A twelve-week recovery plan was put in 
place, and the patient felt that the physiotherapy team provided excellent 
support without making them feel rushed. 

Overall, the patient has been very satisfied with the Discharge to Assess process, 
describing the staff as patient and understanding. Upon arriving home, they 
reported no difference in how safe they felt, as they lived only five minutes away 
from the hospital if they needed to return. They have had successful follow-up 
appointments and medication reviews without experiencing any issues. 

The patient would recommend the Discharge to Assess process, as it allows 
recovery in the comfort of one’s own home. They also received printed 
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instructions for physiotherapy exercises and had practice using stairs before 
being discharged. The patient had only positive feedback and compliments for 
the hospital staff who assisted them. 

Positive Outcomes for the Patient 

• The patient received clear verbal information about the Discharge to 
Assess process and felt well-informed. 

• They had multiple discussions with the physiotherapy team, occupational 
therapy team, and hospital GP, ensuring they understood how to manage 
at home. 

• The patient’s discharge was well-coordinated, with their spouse and 
daughter involved in discussions about their transition home. 

• Essential equipment (raised toilet seat, chair, frame, and crutches) was 
arranged and delivered before they arrived home, ensuring they had the 
necessary support. 

• The physiotherapy team provided excellent support, creating a 12-week 
recovery plan, and ensuring the patient did not feel rushed in their 
rehabilitation. 

• The patient experienced no issues with follow-up appointments or 
medication reviews. 

• They felt safe at home and appreciated being only five minutes away from 
the hospital in case they needed to return. 

• The patient received written instructions for physiotherapy exercises and 
had stair practice before discharge. 

• The patient had only positive feedback for the hospital staff and highly 
praised their care and support. 

Suggestions for Improvement 

• While the patient received thorough verbal information, they were not 
provided with any written documentation about the Discharge to Assess 
process. Offering written materials could ensure they have a reference for 
future needs. 

Patient J 

First Visit - Macclesfield Hospital, 16/01/2025 

Second Visit - Telephone call, 18/02/2025 

The patient received verbal information about the Discharge to Assess process 
before leaving the hospital and stated that the information they received was 
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perfect. The patient's daughter was involved in their care and discharge process. 
The patient mentioned that their daughter may have received some written 
information, but they were unsure. 

During their hospital stay, the patient was seen by both the physiotherapy and 
occupational therapy teams. Initially, they were told they would be discharged on 
Monday, but their discharge was delayed until Thursday when their daughter 
collected them from the hospital. 

The patient felt that their discharge time of 11:30am was appropriate, and staff 
assisted their daughter in helping them into the car. However, the patient 
mentioned that they would have liked to stay in the hospital a few more days, as 
they felt weak and worried about falling. To support the transition home, their 
daughter stayed with them on the first night, and reablement care was put in 
place. 

The patient was sent home with a two-week supply of medication and now 
collects new prescriptions monthly from the pharmacy. However, they expressed 
that they would have liked more physiotherapy support at home, as they only saw 
the physiotherapist during their hospital stay and were not given any exercises to 
do at home. 

The patient had a goal of being able to shower independently, which they have 
now achieved by using a shower chair, making the process easier and safer. 

The patient rated the care they received both in the hospital and at home as 
excellent, stating that they could not fault the carers who provided their care calls. 
They were kept informed about the gradual reduction of their care calls, which 
decreased from daily visits to four times a week. 

Initially, the patient felt embarrassed about receiving personal care assistance, 
but the carers made them feel comfortable, and this was no longer an issue. They 
found the carers exceptionally supportive and willing to go the extra mile. In one 
instance, when the patient was unwell and needed to provide a urine sample to 
the GP, the carers offered to take it for them, which allowed the patient to receive 
antibiotics earlier rather than waiting until later in the day. The patient 
emphasised that nothing was ever too much trouble for the Reablement Care 
team. 

The patient was scheduled for an outpatient medication review, but due to illness, 
they could not attend. Instead, the review was conducted over the phone, and a 
follow-up appointment was arranged. The patient shared that they have 
consistently received wonderful care and appreciated the ability to recover at 
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their own pace. They had no suggestions for improvement, as they felt that all 
staff had been excellent. They would recommend the Discharge to Assess process 
to others. 

Positive Outcomes for the Patient 

• The patient received clear and effective verbal information about the 
Discharge to Assess process and felt well-informed. 

• Their daughter was actively involved in discussions about their care and 
discharge, providing additional support. 

• The discharge process was well-coordinated, with staff assisting in helping 
them into their daughter’s car. 

• The reablement care team provided high-quality, compassionate care, 
helping the patient feel comfortable with personal care. 

• The gradual reduction in care calls was communicated clearly, allowing 
the patient to adjust. 

• The patient achieved their goal of being able to shower safely using a 
shower chair. 

• The carers were proactive in supporting the patient, even assisting with 
delivering a urine sample to the GP, which helped the patient receive 
antibiotics sooner. 

• The patient appreciated the flexibility of having a medication review 
conducted over the phone when they were too unwell to attend in person. 

• They felt that the overall care they received was excellent and would 
recommend the process to others. 

Suggestions for Improvement 

• The patient mentioned they would have liked to stay in the hospital a few 
more days as they felt weak and worried about falling. In future cases, 
additional assessment of a patient’s confidence and strength before 
discharge could be beneficial. 

• The patient only received physiotherapy during their hospital stay and was 
not given exercises to continue at home. Providing written exercise plans or 
arranging follow-up physiotherapy sessions at home could help ensure 
continued progress in recovery. 
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Patient K 

First Visit - Macclesfield Hospital, 29/10/2024  

Second Visit - Wilmslow Manor, 26/11/2024 

Third Visit - Genesis Care Home, 11/02/2025 

Hospital staff informed the patient about the Discharge to Assess process. Two 
days before leaving the hospital, the patient was told that they would be going to 
Wilmslow Manor. They were given a leaflet about the home which the patient 
found helpful in understanding where they would be going and what to expect. 

The patient’s son was actively involved in their care and was also informed by 
hospital staff about the Discharge to Assess process. While in the hospital, the 
patient received physiotherapy, where they practiced taking steps and were 
provided with a walking frame. They felt prepared to leave the hospital, as they 
wanted to return home eventually. The patient stated that they did not feel the 
hospital could have provided them with any additional information, as they felt 
well-informed about the process and their discharge timeline. 

During their stay at Wilmslow Manor, the patient unfortunately had a fall and 
broke their wrist. The son felt that the physiotherapy team may have pushed the 
patient too much before they were ready. To enhance safety, a sensory mat was 
placed in the patient's room to alert staff of any movement. However, on one 
occasion, when the son visited, he found that the sensory mat had been turned 
off. He discovered his parent by the wardrobe without staff being aware that they 
had moved without assistance or their walking frame. 

Due to the injuries from the fall, the patient’s stay at Wilmslow Manor was 
extended. A decision was later made for the patient to move permanently to 
Genesis Care Home instead of returning home. During the patient’s stay at 
Wilmslow Manor, their son noticed that they had become noticeably confused 
and did not believe their parent had full mental capacity at that time. Toward the 
end of the survey, the son answered most of the questions on behalf of his parent, 
as they were confused and unable to recall certain details. 

The patient and their son are happy with the decision for the patient to move 
permanently to Genesis Care Home. They find it to be a friendly and supportive 
environment, and the patient has settled in well. They are interacting with staff 
and other residents, and the son believes that staying in a care home 
permanently was the best decision to ensure his parent’s safety. 
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Overall, they have been satisfied with the discharge process, though the fall 
delayed the patient’s recovery. There was, however, a suggestion for 
improvement regarding the discharge from Macclesfield Hospital, as the patient 
experienced a delay in transport. Due to this delay, family friends had to take the 
patient to Wilmslow Manor instead. Additionally, when the patient was discharged 
from Wilmslow Manor, the son was left to handle the move alone, without 
assistance in transporting the patient's belongings to the car. 

Positive Outcomes for the Patient 

• The patient was well-informed about the Discharge to Assess process and 
received a helpful leaflet about Wilmslow Manor, which provided clarity on 
their next steps. 

• The patient's son was actively involved in their care and discharge, 
ensuring they had family support. 

• Physiotherapy support was provided in the hospital, including walking 
practice and a walking frame to assist mobility. 

• The patient felt prepared for discharge and appreciated being kept 
informed about the process. 

• Despite initial concerns, the patient has now settled into Genesis Care 
Home, where they are engaging with staff and other residents in a friendly 
environment. 

• The son feels confident that the care home was the best decision to ensure 
his parent’s safety and well-being. 

• The overall discharge process was managed well, aside from transport 
issues and the fall, which was an unfortunate setback. 

Suggestions for Improvement 

• Enhanced Fall Prevention Measures - the patient experienced a fall at 
Wilmslow Manor that led to a broken wrist. Additional assessments and 
precautions, such as closer monitoring or increased supervision would 
safeguard against falls. 

• Proper Use of Safety Equipment - The sensory mat designed to alert staff of 
patient movement was found turned off. Ensuring staff regularly check and 
maintain safety equipment would enhance patient safety. 

• Better Coordination of Transport - The patient faced a delay in hospital 
transport, requiring family friends to step in. Improving transport 
coordination could ensure timely and stress-free transfers for patients. 

• Assistance with Personal Belongings - The son was left to move the 
patient’s belongings from Wilmslow Manor without help. Assisting with 
personal belongings during discharge would help reduce the burden on 
family members. 
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Patient L 

First Visit- Macclesfield Hospital, 29/10/2024  

Second Visit - Aston Wards, 28/10/2024 

Third – Declined to continue with the project 

When the patient was first admitted to Macclesfield Hospital, the Discharge to 
Assess process was discussed with them. They were informed that they would be 
moving to another location but needed to wait for a bed to become available. 
This information was provided verbally, and the patient did not receive any written 
information. 

The patient stated that any questions they had were answered, particularly by a 
male nurse on the ward who provided them with information and support. They 
did not require any family members to be involved in discussions about their care 
but relayed the information they received to their family themselves. 

During their hospital stay, the patient only saw the physiotherapist once and did 
not have an assessment with the occupational health team. Despite this, they felt 
prepared to leave the hospital and shared that they were eager to be discharged 
so they could return to normal life. 

On the morning of the Healthwatch visit, the patient shared that they had just 
been informed that they would be moving to the Aston Wards at Congleton 
Hospital in approximately two hours, around lunchtime. Later, when Healthwatch 
visited the patient at Aston Wards, the patient explained that they had arrived 
there at around 5:30pm. Although they were informed throughout the day at 
Macclesfield Hospital that they would be transferred, the delay was due to waiting 
for a bed to become available. 

The patient was transported by hospital ambulance and described the transition 
as generally safe and positive. However, at the time of speaking with Healthwatch, 
they were unsure about their recovery plan. 

Overall, the patient rated the care at Macclesfield Hospital as very good and 
described the care at Aston Wards as average. At this point in the survey, the 
patient chose not to proceed further. Healthwatch later became aware that the 
patient had a long stay at Aston Wards and eventually returned home at the end 
of February. 
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Positive Outcomes for the Patient 

• The patient felt well-informed about the Discharge to Assess process and 
had their questions answered by hospital staff. 

• They felt personally prepared for discharge and were eager to return to 
normal life. 

• The transition to Aston Wards was smooth, and the patient found the 
transport process safe and positive. 

• They did not require additional family involvement, demonstrating their 
confidence in managing their care. 

• The patient was able to return home at the end of their stay at Aston 
Wards, achieving their goal of resuming normal life. 

Suggestions for Improvement 

• Provision of written information - The patient did not receive any written 
documentation about the Discharge to Assess process. Providing written 
materials could help reinforce verbal information and provide clarity. 

• Increased physiotherapy and occupational health support - The patient 
only saw a physiotherapist once and did not see the occupational health 
team. More frequent sessions and assessments could support better 
recovery planning. 

• Clearer Communication on Recovery Plan - Upon arrival at Aston Wards, 
the patient was unsure of their recovery plan. Ensuring that patients receive 
a clear outline of their rehabilitation goals could enhance their 
understanding and engagement in their care. 

• Reduction of Transfer Delays – The patient waited all day at Macclesfield 
Hospital for a bed at Aston Wards to become available. Improving bed 
management and communication about expected wait times could make 
the discharge process smoother and less frustrating for patients. 

Patient M 

First Visit - Macclesfield Hospital, 18/12/2024  

Second Visit - Telephone call, 30/01/1025 

The patient was informed about the Discharge to Assess process. On the day 
Healthwatch visited, they were waiting for blood test results to determine when 
they could be discharged. The patient had a care call scheduled for 11:30am, so 
they needed to be home before then. 
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The patient’s family was involved in their care and communicated with the 
hospital. They mentioned that there had been three different discharge dates, but 
they could not leave the hospital earlier because a care package had not yet 
been arranged. When they were finally discharged, they arrived home in time for 
their care call at 11:30am. However, they left the hospital without their medication, 
as it was not ready. Their granddaughter later returned to Macclesfield Hospital to 
collect it once it was available. 

The patient felt their discharge was safe and positive. However, they were initially 
worried about going home as they did not feel well. Staff reassured them that 
they would be okay, and they were discharged under the Virtual Ward. Despite 
this, the patient felt that the Virtual Ward was not properly explained to them. 
Once they left the hospital, they initially felt abandoned and wished someone had 
visited them at home. 

After arriving home and receiving the necessary equipment to check their own 
observations, they started to understand the Virtual Ward better. Over time, they 
felt more supported and cared for. 

The patient received support from the Reablement Team carers for six weeks. 
Once this ended, a permanent care package was put in place. They also had a 
social worker, but the social worker only visited once to check on their recovery. 
The patient was informed that their full recovery could take up to six months. 

The patient shared that the care they received from the Reablement Team was 
fantastic. Regardless of which carer attended, nothing was ever too much trouble. 
The carers took their time, engaged in conversation, and encouraged them with 
daily tasks. On one occasion when the patient felt unwell, the carers immediately 
alerted their daughter, demonstrating their attentiveness and quick response. 

Overall Experience 

The patient was very satisfied with the Discharge to Assess process. Once they 
adjusted to the Virtual Ward, they found it to be a positive experience and felt well 
cared for. Most importantly, they felt valued as a person rather than just a 
number. They described the Reablement Team as being “more like family”. 

Positive Outcomes for the Patient 

• Safe and positive discharge - Despite initial concerns, staff reassured the 
patient, and they arrived home safely in time for their care call. 

• Family involvement - The patient’s family played an active role in their care, 
ensuring they received their medication and additional support. 
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• Excellent care from the Reablement Team - The carers went above and 
beyond, providing not only physical support but also emotional 
reassurance. 

• Improved experience with the Virtual Ward - While initially unclear, once 
the patient understood how to monitor their own observations, they felt 
more in control of their care. 

• Long-term care in place - The patient transitioned smoothly from the 
Reablement Team to a permanent care package. 

Suggestions for Improvement 

• Better Explanation of the Virtual Ward - The patient felt unprepared and 
confused about how the Virtual Ward worked. Providing clearer information 
before discharge and offering a follow-up home visit could improve patient 
confidence. 

• Medication Readiness at Discharge - The patient had to leave the hospital 
without their medication, requiring a family member to return later to 
collect it. Ensuring medications are ready before discharge would 
streamline the process. 

• More Frequent Social Worker Visits - The patient’s social worker only visited 
once, despite their recovery being expected to take up to six months. More 
regular check-ins could provide additional support. 

Patient N 

1st Visit - Macclesfield Hospital, 18/12/2024  

2nd Visit - Wilmslow Manor Care Home, 19/02/2025 

The patient told Healthwatch that they were not informed about the discharge 
process. They knew they would be leaving Macclesfield Hospital and that they 
might be going somewhere in Wilmslow, but that was all the information they had 
received at that point. 

When first speaking with Healthwatch, the patient had not been told they were 
leaving hospital that day. However, the discharge team confirmed with 
Healthwatch that the patient was due for discharge that day. The patient 
mentioned that they had not asked any questions and preferred to "see what 
happens" once they were moved. They also said that if they had any questions, 
they would ask them once they arrived at their new location. 

One of the patient’s sons was involved in their care and had been in 
communication with the hospital. The patient saw the physiotherapy and 
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occupational health teams during their hospital stay. They felt that, so far, they 
had been given enough information - knowing that they would be going 
somewhere was sufficient for them at that time. 

The patient was transferred to Wilmslow Manor, where they were made a 
permanent resident. However, the patient was unaware of this decision. Due to 
increasing confusion, the staff and family decided not to inform them yet. 

Healthwatch observed that, as the survey continued, the patient appeared 
confused and was only able to answer some questions. Despite this, the patient 
remembered the transition from the hospital to Wilmslow Manor, describing it as 
unstable but overall okay. They noted that the journey itself was very bumpy. 

The patient shared that the care they received at both Macclesfield Hospital and 
Wilmslow Manor had been good. They expressed that the staff continue to look 
after them well. 

They also mentioned that they had seen the GP and physiotherapist at Wilmslow 
Manor, and the physiotherapist had been doing exercises with them to support 
their mobility. 

Positive Outcomes for the Patient 
• Smooth transition in terms of care - While the journey was bumpy, the 

patient arrived safely and received ongoing support at Wilmslow Manor. 
• Family involvement in care decisions – The patient’s son was in 

communication with the hospital, ensuring they received the necessary 
support. 

• Continued physiotherapy support - The patient has been receiving regular 
physiotherapy to assist with mobility. 

• Positive experience with staff - The patient felt well cared for at both 
Macclesfield Hospital and Wilmslow Manor. 

 
Suggestions for Improvement 

• Better communication about the discharge process - The patient was 
unaware they were being discharged on that day. Providing clear, timely 
communication could help reduce uncertainty and confusion. 

• More involvement in discharge decisions - The patient was not informed 
that they would be a permanent resident at Wilmslow Manor. While the 
family made this decision for their well-being, clearer discussions before 
discharge could help ensure the patient feels included in their care plan. 

• Smoother transition experience - The patient found the journey unstable 
and bumpy. If possible, improving transport arrangements could help 
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ensure a more comfortable experience for patients being discharged to 
care homes. 

Patient O 

1st Visit - Macclesfield Hospital, 16/01/2025 

Passed away before 2nd Visit to follow up the survey 

The patient had not yet received any information regarding the Discharge to 
Assess process, either verbally or in writing. They shared with Healthwatch that 
they were simply told they would be going home. 

The patient already had carers in place before being admitted to the hospital. 
However, they felt comfortable speaking with hospital staff if they had any 
questions. 

During their hospital stay, the patient saw both the physiotherapy team and the 
occupational health team. They already had all the necessary equipment at 
home to support their needs. 

The patient shared that they felt ready to go home. They would be receiving three 
care calls per day and travelling home by hospital ambulance. 

Positive Outcomes for the Patient 

• Existing support system - The patient already had care in place before 
admission, ensuring continuity of support. 

• Comfortable communicating with staff - They felt they could ask questions 
if needed. 

• Fully equipped home - The patient had all the necessary equipment at 
home, reducing the need for additional support. 

• Clear discharge plan - They had a set care schedule with three daily care 
calls and hospital-arranged transport home. 

Suggestions for Improvement 

• Provide formal discharge information - The patient had not received any 
verbal or written information about the Discharge to Assess process. 
Ensuring all patients receive clear guidance before discharge could help 
them better understand the next steps. 

• Confirm understanding of discharge plan - While the patient was aware 
they were going home, a brief discussion about what to expect once home 



 

40 | P a g e  
 

(e.g., follow-up care, medication management) could provide additional 
reassurance. 

10. Recommendations from Patients 

The feedback from patients offers both strong support for the 'Discharge to 
Assess' process and suggestions for improvements. 

Most patients (80%) would recommend the 'Discharge to Assess' model to 
others. They appreciated the support they received and felt it was a 
positive experience. However, 20% of patients would not recommend it, 
which suggests that some elements of the process may not be effective 
for everyone. 

When it comes to improving the process, there were a few key suggestions. 
Some patients felt that more care should be taken when sending patients 
home. For instance,  

• One suggestion was to send a nurse home with the patient to help 
them settle in, ensure there are no complications like catheter 
issues, and confirm that GP visits are scheduled.  

• Others emphasised the need for better preparation before 
discharge. One patient mentioned that having everything ready, 
such as medication and transport, before being told they are going 
home would make the process smoother and less stressful. 

• Transport was another area for improvement, with some patients 
suggesting that transport delays need to be addressed to avoid 
additional frustration.  

• Additionally, a few patients suggested that clearer communication 
regarding supplies, such as catheters, would help reduce distress 
and ensure patients feel more in control of their care. 

In terms of other feedback, many patients expressed satisfaction with the 
care they received.  

• Compliments were given to the Reablement Team and 
physiotherapists, who were described as going above and beyond. 
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• Some patients also shared that their experience was generally 
positive, except for a few specific issues, like moving personal 
belongings during discharge or waiting for a bed to become 
available. 

Overall, most patients had a positive experience and would recommend 
the 'Discharge to Assess' model, but there are clear suggestions for 
improvement. These include more preparation before discharge, 
additional support when settling back at home, better communication, 
and addressing transport delays. 

11. Service Provider Response 

“I believe the recommendations in the report are positive and can be 
taken forward quickly, such as better written communication, TTOs 
(medication taken home from hospital), etc. 

The opinion that a return home was felt to be the best outcome for those 
interviewed is clearly welcomed, as this supports the D2A options 
appraisal recommendation. 

Once again, thank you for finding the time to deliver this report and work 
with people to obtain their feedback. This report will help to continue to 
shape our place-based D2A model and steer in the direction of integrated 
neighbourhood teams moving forward.” 

- Dan McCabe, Head of Integrated Urgent and Emergency Care 
Cheshire East Council 

“We welcome the feedback from patients about their experience of the 
discharge process, and we are committed to improving the services we 
provide. The feedback has identified several areas for improvement that 
we will support our teams to address, and areas that have had a positive 
impact on our patients and their families. It is important that we share this 
good practice with our teams to help improve our patients’ experience of 
discharge.” 

- Jo Young, Deputy Chief Operating Officer, Acute and Integrated 
Community Care East Cheshire NHS Trust  
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Appendix 1 – The Survey 
(Press the link below to access the survey copy) 

 

Discharge to Assess Survey 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

-------------------------End of report------------------------------- 

https://drive.google.com/file/d/1I84WSuiPjxW7EUhiY3bzAX40p-8ZRQTa/view?usp=sharing
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