
 

 

What can I expect if I am unwell at home, but don’t go 
into hospital? 
 
The GP will visit you to see how you are and if you need to go into hospital or can stay in your own 
home. He or she will then call the Rapid Intervention Centre in Barnstaple and ask the co-
ordinators there to help. These co-ordinators can then check all the various systems to see if you 
are known to any of the services in the community who can come and help you at home. If this is 
the case, they will ask them to make contact with you. If you are not known to the health and social 
care community teams, the co-ordinator will call the team local to where you live and a professional 
will come to your home to assess you. This may be a nurse, a physiotherapist, an occupational 
therapist or a social worker, depending on what is causing you to have difficulty at the time. 
 
Once they have completed their assessment they will consider the best options with you. You will 
only have to go into hospital if the GP thinks it would be the best place for you, or if the team 
cannot meet your needs at home. 
 
The team is able to put in immediate care if you need it, to include care overnight if required. The 
carers would come to your home and support you with washing and dressing and help you in and 
out of bed. As this is in place of a hospital admission, it would be provided free of charge by the 
NHS while you are in that time of 'crisis'. This would usually be for a few days, perhaps a week, 
depending on your situation. 
 
If it is felt by your doctor or other health and social care professionals that you could not be safely 
cared for at home, they may offer you a very short stay in a care home, not usually more than a 
week, so you have 24-hour care. This will be provided by the NHS and will not incur a charge while 
you are unwell. If at any time they consider you need to be in hospital, they will make sure this 
happens. However, most people recover more easily when they are surrounded by their family and 
friends and all that is familiar to them. 
 
Once your recovery is further forward, the team will plan the next steps with you. This may be a 
short time of ongoing care or continuing support from health and social care teams locally. If this is 
the case, this would be organised through Devon County Council (social services) and there would 
be an assessed charge. 
 
 

How are we going to improve our services? 
 
We plan to co-locate our health and social care teams even more than we already do, so they can 
work more closely together. 
 
We are working with those people who live in our local communities who are frail or vulnerable, 
and perhaps have potential to have lots of hospital admissions. The local health and social care 
teams will plan with these people and their families and other support networks what they would do 
if the person had a ‘crisis’. 
 
We will send these agreed contingency plans to the Rapid Intervention Centre so they have them 
available if they need to let others know how best to care for the person. This may be for the urgent 
care nurses who work during the evening or overnight or for GPs who work outside of normal 
practice opening times. This means the plans will already be in place so the person will not have to 
worry about what will happen. 
 
 
  



 

 

What can I expect when I’m in hospital and ready to go 
home? 
 
The hospital will have been planning your discharge home since you arrived and recovered from 
the acute part of your illness. The team that usually cares for you at home – community nurses, 
physiotherapists, occupational therapists and social care staff – works with the ward to make sure 
your transition to home is as smooth as possible. 
 
You may need a few weeks of care when you first go home, to help you get up in the mornings, to 
wash and dress and perhaps help you back to bed in the evenings. Social care reablement carers 
from Devon County Council (social services) can visit to help you regain the independence you 
had before you went into hospital. 
 
This service provides up to six weeks of personal care for you each day, and the carers will work 
with you to help you get stronger and more independent, rather than doing it all for you. After this 
time, you may still need ongoing care and support at home and this can be arranged for you 
following an assessment. If you do need ongoing care at home, after the initial period of support, 
there will be an assessed charge for this service. 
 
The community rehabilitation team – nurses, physiotherapists and occupational therapists – may 
come to assess you at home to enable you to reach your full potential and perhaps make some 
changes to your home or provide equipment to help you move around more easily. You may have 
support workers form this team visit you on a regular basis to help you with some exercises to help 
you get well. 
 
If you are unable to visit the GP practice and have nursing needs, the community nurses will visit 
you at home to provide this care. They will have received information from the ward if you have 
nursing needs or treatment that must continue once you are at home. You will have an assessment 
of all your nursing needs from this team, who will then plan with you how this will be delivered. 
 
Throughout all this, your GP will be kept informed of how you are progressing and will remain the 
lead doctor for your care. 
 
Sometimes people can feel isolated once at home, and you may receive support and a friendly 
chat with someone from the voluntary community. They are there to make sure you are okay 
socially and not feeling too lonely. All the professionals involved in your care at home will meet 
together to make sure the treatment and care you need is well co-ordinated. 
 
 

How are we going to improve our services? 
 
Our plans for the coming year are to strengthen the links between home and hospital and vice 
versa, so the people who care for you at home are able to plan your discharge from hospital more 
closely. We are looking to increase our community-supported discharge from hospital to make the 
transition home easier for you. 
 
By co-locating more of our health and social care services, we can make sure there are no gaps in 
how you receive your care and support and that all those involved in your care can communicate 
more easily. You will remain at the centre of discussions and plans for your future, along with your 
family if needed. 
 


