Hospital Discharges Pathway

Activities
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Referral

Assessment

Personal Housing Plan

Discharge

An individual who is
identified by the
hospital as
homeless or
threatened with
homelessness is
referred to Housing
Needs/ Options

A Housing Needs / Options
Officer contacts and conducts
assessment face to face or by
phone. This includes a needs
and risk assessment if support
needs have been identified.
The Housing Needs / Options
Officer and client will develop
and agree a Personal Housing
Plan (PHP)

If the client has low/medium support
need, they will be assisted by a
Housing Needs Officer

If the client has med/high support
need, they will be also referred
appropriate specialist housing
providers and support agencies

Clients will also be referred to other
support agencies to meet other
needs identified that are non-
housing related

Temporary Accommodation
arranged if
appropriate/eligible:
Alternative accommodation
facilitated if not eligible for
temporary accommodation.

On the day of admission,
if a housing need is
identified, then a referral
form should be emailed
to

‘ Ward Discharge coordinator ’

[ Housing Needs / Options

Within 2 working days or
referral being received

[ Housing / Needs Options Officer ]

Housing Needs / Options
Officer feedbacks to
Discharge coordinator
outcome of assessment

If the client has med/high support
need, they will be also referred
appropriate  specialist  housing
providers and support agencies

[ Social care

[ Housing Related Support ]

[ Housing Needs / Options Officer ]

If the client has nollow support
needs
[ Housing Related Support J

( Housing Options Officer ]




Hospital Discharges Pathway

Referral
made by
Hospital or
Hospital Link
Worker

Housing Needs Team carry out a Housing
Assessment and introduce the Personalised
Housing Plan

Discharge from Hospital

Facilitate alternative

accommodation -
supported housing,
arrange temp (if edabs etc if not
appropriate) eligible for temp
accommodation.




