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Job Description

DEPARTMENT:		Adult Social Care / Integrated Community Services - 					Community Resource / Early Intervention & Prevention 				Hub & Hospital Social Work Team / Hospital Social Work 				Team

POST:			Social Care Discharge Coordinator

GRADE OF POST:		GR08

RESPONSIBLE TO:	Team Manager – Hospital Social Work Team

JOB PURPOSE:
Be instrumental in the early identification, then tracking of the discharge pathways of patients, ensuring smooth timely transition home, co-ordinating and navigating the patient across pathways to ensure timely discharge on the correct discharge pathway for patients deemed clinically optimised. 

Provide an expert and skilled community focused approach to inform discharge planning and assessment, embracing the principles of Discharge to Recover and Assess Model and providing a person-centred approach to care.

Be responsible for providing a high standard of patient focused service, utilising “What matters” conversations in a positive risk management approach, that will support the agreement of the most appropriate discharge pathway and services including home and bed based reablement services, urgent community response (UCR) services including admission avoidance /Virtual Wards and community teams. 

Prioritise daily workload, maintain accurate information/ codes on e Whiteboards and support patient flow, working with all key partners, whilst using their expert knowledge of community services to create seamless pathway of care from hospital to community and home.
PRINCIPAL RESPONSIBILITIES AND ACTIVITIES:

Case Progression, Discharge Coordination & Delay Management
· Be instrumental in the early identification, monitoring and tracking of patients’ discharge pathways, ensuring smooth and timely transitions from hospital to community settings.
· Obtain regular updates from social workers regarding the progress of open cases to support oversight of discharge planning activity.
· Monitor progress against agreed discharge actions and statutory and operational timescales, highlighting risks of delay at the earliest opportunity.
· Identify and track barriers to discharge, undertaking non-social-work tasks where appropriate to reduce delays, such as chasing outstanding actions, documentation, placement updates, contracts or responses from partner agencies.
· Escalate unresolved or persistent delays to the appropriate manager.
· Liaise with ward teams, health colleagues and the patient flow team to proactively chase delays impacting patient flow and discharge outcomes.
· Ensure all relevant updates and delay codes are accurately reflected on eWhiteboards and electronic system in line with agreed guidance.

Placement Brokerage & Discharge Pathway Coordination
· Act as Placement Broker, liaising with individuals, families, social workers, ward staff and commissioning team for placements.
· Source appropriate placement options in line with assessed need, arrange care home assessments, obtain outcomes and ensure all relevant parties are informed and consulted regarding discharge plans.
· Respond to basic queries relating to placements and financial processes, complete contracts as required and maintain accurate and up to date records.

Trusted Assessor & Assessment Bed Pathways
· Undertake the Trusted Assessor role for Bryn y Cae bridging beds, identifying suitable patients via electronic whiteboards in line with agreed criteria.
· Complete and quality assure Trusted Assessment and Electronic Transfer of Care documentation, ensuring information is accurate, complete and clearly recorded.
· Collate additional information where clarification is required and liaise with the Bryn y Cae management team to discuss suitability.
· Engage directly with individuals to explain the process and obtain informed consent for transfer.

Screening, Referral Management & Admission Avoidance
· Screen all referrals (Supported Discharge Notifications) received by the Hospital Social Work Team, determining appropriateness and alignment with the operating model.
· Screen referrals from community teams to identify changes in need requiring reassessment.
· Utilise eWhiteboards for early identification, monitoring and tracking of patients potentially suitable for Discharge Pathways 1 and 2.
· Monitor patients’ progress towards their identified discharge pathway and proactively seek solutions to improve discharge timelines, escalating issues where necessary.

A&E, AMU & Front Door Support
· Act as a link worker for Accident & Emergency (A&E) and the Acute Medical Unit (AMU), attending daily to support health staff and identify individuals who may be supported to avoid admission, liaising with duty social worker if social work support is required.
· Provide advice, information and signposting to third sector and community services to support admission avoidance.
· Undertake troubleshooting for wards, including manning the A&E phone and liaising with hospital and community teams to improve communication and patient flow.

Multi-Agency Working & System Coordination
· Attend triage meetings with Hospital @ Home, Support @ Home and therapy services, acting as a communication link between the Hospital Social Work Team and other internal teams.
· Collate and contextualise information ahead of triage meetings to support accurate decision-making regarding referral pathways.
· Identify recurring themes or system issues contributing to delays and contribute to service improvement activity to reduce duplication or inappropriate referrals.
· Provide troubleshooting support across wards and cover monitoring of cases for hospital social workers on leave, completing non-social-work tasks to prevent discharge delays.
· Develop and maintain effective working relationships with clinical teams, social care services (Tiers 1, 2 and 3 and Support @ Home), third sector organisations and Trusted Assessors.

Person-Centred Practice & Workload Management
· Utilise strengths-based, “What Matters” conversations within a positive risk-management framework to support agreement of appropriate discharge pathways and services.
· Prioritise workload throughout the working day to ensure Discharge to Recover and Assess timelines are met.


GENERAL DUTIES

Health and Safety
To fulfil the general and specific roles and responsibilities detailed in the Health and Safety Policy

Equal Opportunities
To ensure that all activities are operated in accordance with Equal Opportunities legislation and best practice.

Safeguarding
Protecting children, young people or adults at risk is a core responsibility of all employees.  Any concerns should be reported to the Adult Safeguarding Team or Children’s IAA Service within MASH.

Review and Right to Vary
This Job Description is as currently applies and will be reviewed regularly. You may be required to undertake other tasks that can be reasonably assigned to you, including development activities, which are within your capability and grade.

Criminal Records Check 
This post requires a criminal records check through the Disclosure & Barring Service (DBS)



Person Specification 
Social Care Discharge Coordinator
The following attributes represent the range of skills, abilities and experiences etc. relevant to this position.  Applicants are expected to meet the attributes that have been identified as essential (Yes)
	Attributes
	Requirements
	Essential
	Method of Evaluation/Testing

	Qualifications, Education & Training
	· A good standard of education to QCF (NVQ) Level 4 or an ability to demonstrate competence through experience.
	Yes
	Production of original Qualification Certificates and application form.

	Knowledge & Experience
	· Experience of working in community support services to support safe discharge from hospital.
· Experience in collaborating with various healthcare professionals (doctors, nurses, therapists, social workers). 
· Understanding of hospital discharge procedures, including relevant policies, legal frameworks, and documentation. 
· Familiarity with administrative processes and systems.
	Yes


Yes



Yes



Yes
	Interview, application form and selection process.

	Skills & Personal Qualities
	· Ability to form constructive working relationships with colleagues.
	Yes
	Interview, application form, and selection process.

	
	· Effective verbal and written communication skills for interacting with patients, families, and other professionals
	Yes
	

	
	· Ability to work well under pressure and manage deadlines 
	Yes
	

	
	· Ability to demonstrate good organisational skills.
	Yes
	

	
	· Good IT skills.
· Good problem-solving skills, with a willingness to put forward new ideas.
· Ability to identify and address potential barriers to discharge. 
	Yes
Yes
	

	
	· Ability to think clearly.
	
	

	
	· Ability to work flexibly and proactively.
	
	

	
	· Ability to work unsupervised and as part of a team using initiative
	
	

	
	· The ability to greet customers through the medium of Welsh is a requirement for this post.
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