
Community Referrer: Adult Care, Mental Health, HART, Lincolnshire Reablement Service:  Planned Transfer 

Accessing Lincolnshire Community Health Services -  Transitional Care Authorisation for Placements
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HOME FIRST – HOME FAST

Does the individual require 
Transitional Care?

Short term intervention
Recovery

Reablement
Rehabilitation
Reassessment 

Not eligible for  a 
Lincolnshire 

Transitional Care

Does the individual live in Lincolnshire or are 
they registered with a Lincolnshire GP?

Yes

No

No

Home First Transfer Plan to be completed by the 
referrer with the individual / family 

Clear goals and outcomes to be identified

HOME FIRST
Individual is returning Home 

& requires therapy 
intervention

Individual 
may require a

 Transitional Care
 Placement in a 

Community Hospital or a Care 
Home setting 

Transitional Care Flow Team

Tel: 01522 308969

Flow team will email the Home 
First Transfer Plan to referrer for 

completion. 

Email Completed Transfer Plan
 to the Flow Team at 

LHNT.homefirst@nhs.net
Flow team upload to Cayder

Flow Team receive the Home First 
Transfer plan via telephone, email 

or SystmOne

Flow team contact 
the Community 

Hospital  

Flow Team contact 
the Transitional 
Care Placement

Flow Team discuss and 
confirm with the referrer the 

request for a Transitional 
care placement 

Community Hospital 

Transitional Care 
Placement

 (Nursing or Residential 
Home) 

Individual is accepted and 
authorised by the flow team 

and Provider – Referrer is 
informed of the decision. 

2 hr response time 

Referrer inform the  

Individual of the plan to 
transfer and when and 

contacts the Community 
Hospital or Care Home to 
confirm the arrangements 

Flow Coordinator  responsible for 
arranging transport and confirming 

equipment requirements 

Yes- admission 
date agreed 

No Capacity

Flow team will escalate 
following the LCHS 

escalation plan seeking an 
alternative plan. This will 

be discussed with the 
referrer.

If a Community Hospital decline a 
referral for anything other than 

capacity,  it will be the clinical team 
from the Ward who will inform the 

referrer of their reason why. 

Individual is 
Transferred 

9.




