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Introduction:

Discharge from in-patient care is a positive step in the patient’s journey but for some it may prove to be a stressful experience.  However, careful planning can minimise the anxieties that may be raised. Therefore, it is important to ensure that every person being discharged has been properly assessed and that a structured discharge plan has been developed by all involved in that person’s care.

Aims:

This document aims to set out guidance on a consistent, supportive and seamless discharge process from in-patient care within the Mental Health Service facilities in Tayside.  This process must be acceptable to patients and carers recognising and focusing on the medical, psychological and social elements of the patients’ care needs.

Objectives:

In order to achieve the above aim those involved in discharge planning will:

· Ensure that discharge planning is initiated within 24 to 72 hours of the patient’s admission to hospital.

· Place patients and their carers at the centre of the process – assessing patients’ needs and planning post-discharge care in conjunction with relatives and carers.

· Operate in a co-ordinated, multi-professional and multi-agency way.

· Assess patients’ need for support from a psychological and social care perspective as well as with regard to their illness.

· Ensure that systems to address the patient’s identified care needs will be in place prior to the patient’s discharge from hospital.  Patient’s needs that are identified and cannot be met will be recorded.

· In addition to this, develop appropriate documentation for use by staff and produce information about the discharge protocol for patients and their carers.

· Monitor, audit and review discharge standards

Monitoring of the Protocol
The Health Quality Achievement model identifies measurable outcomes that focus upon the patient, the professional and the service elements of quality (1999).  This model was developed by Christopher Wilson, Ph.D., and is intended to improve the interface between the professional and the patient: be results oriented, whether the results are: Improved patient outcomes; the achievement of quality standards; or the maintenance of measured levels of service.  The model proposes six types of performance indicator.  These are divided into indicators that the Clinical Group can define, measure and report on and those that the organisation should take responsibility for measuring.  They range from technical and service quality to patient and staff satisfaction.

Reports will be in a simple and consistent format, presenting a summary of all the relevant information, its measurement and its results.  This will enable any reader, from a member of the team to a non-executive trustee, to participate as an informed discussant.  

The reporting pathway for indicators developed in order to monitor the protocol, both locally and at Trust level will need to be agreed.

Steering Group Members:

Vernie Angus - Specialty Manager (Acting), Murray Royal Hospital
Marion Burnett - Clinical Nurse Manager, Royal Dundee Liff Hospital

Judith Cook - Voluntary Services Co-ordinator, Royal Dundee Liff Hospital 

David Hamilton - Specialty Manger, Sunnyside Royal Hospital

Ron Johansen - Clinical Nurse Manager, Murray Royal Hospital

Alistair Pender - Operational Service Manager, General Adult Psychiatry, Gowanlea, Arbroath
Mike Ramsay - Team Leader, CMHT, Panmure Street, Brechin 

Bill Troup - Clinical Nurse Manager, Sunnyside Royal Hospital
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Section 1: Role of the Multidisciplinary Team in the Discharge Process

Including the patient and carer, any member of the multidisciplinary team can/will be involved in the discharge planning process as appropriate including :

· Named Nurse/Key Worker

· Social Worker/Care Manager/Mental Health Officer

· Appropriate Professions Allied to Medicine

· Pharmacist 

· Medical Staff (Consultant, General Practitioner, Specialist Practitioner Registrar)

· Independent Advocacy Service

· Appropriate Community Mental Health Team members

Information and details on the above is available from the health care professionals involved.

Section 2: Discharge Planning Process

The Discharge Planning Process and the role of the multi-professional team are illustrated on the accompanying Patient Discharge Flow Chart (See Appendix 1).

· Whenever possible discharge arrangements should be planned prior to admission, e.g. identification of planned discharge dates, the identity of the person responsible for co-ordinating discharge, arrangements necessary for co-ordinating post-discharge support and the preliminary identification of special needs.

· When a decision has been reached regarding a date of discharge, the professional co-ordinating the discharge process must notify the identified key worker no less than 3 days prior to the discharge date.

· Where possible, the patient and/or Relative/Carer/GP/SW/PAMS is involved in discussion of the proposed treatment plan, including relevant time frames which will be recorded in the careplan. 

· Where possible patient held records should be sent with the patient on admission to hospital and must be returned to the patient on discharge.

· To enable timely discharge, the procedure as indicated in the Tayside Health and Social Care Discharge Protocol should be followed by all staff. 

· Any disagreements arising during the discharge planning process should be recorded in writing and held in the patient’s nursing records.

· The patient and/or relative/carer will be given a Patient Discharge Information Form (See Appendix 2 and 3) giving advice or information of support services relevant to their particular needs before discharge. The named nurse or deputy will document any information given on the discharge check list. 

· Where it is felt necessary, it may be agreed with the patient/carer that a pre-discharge home assessment visit should be undertaken involving any members of the multidisciplinary team deemed necessary. These visits will be co-ordinated by the named nurse/key worker in association with community staff if applicable.   
· Where eligibility for the Care Programme Approach (CPA) is to be considered a case conference will be arranged involving the patient, the carer and all involved professionals and agencies.  Where there is disagreement between the parties concerned this should be recorded in the relevant notes.

Section 3: Discharge Against Medical Advice  

· Occasionally, due to varying reasons patients ask and take their discharge against the wishes of the ward staff responsible for their care.  These are patients who cannot be detained under the Mental Health Act, yet pose concern for the staff on the patient’s ability to cope with this premature discharge.  Where discharge against medical advice occurs, discharging staff must ensure where possible, that all supporting mechanisms are in place.

· The patient is required to sign a disclaimer form Discharge Against Medical Advice (AMA).

· The junior doctor should consult with the Consultant Psychiatrist, where deemed to do so, regarding discharge against medical advice.

· It is the responsibility of the nurse in charge/doctor on call to have the AMA form completed and signed should the patient be agreeable.  The form will be filed in the medical notes.

· The patient should be interviewed by the ward doctor or doctor on call.  If the doctor cannot see the patient immediately, the Registered Nurse may implement the Nurses Holding Power Section 25 (ii) Mental Health (Scotland) Act 1984 if he/she is concerned about the patient’s condition.  However, if the patient chooses not to wait to see the doctor and the nurse is unable to implement the Nurses Holding Power, then the patient is allowed to leave after signing the ‘discharge against Medical Advice’ (AMA) Form if agreeable.

· This event should be documented in the nursing and medical notes.

· If the patient refuses to sign the AMA form this must be documented in the nursing and medical notes.

The nurse in charge should inform any other relevant person, for example Next of Kin, Carer, General Practitioner, Community Psychiatric Nurse, Care Programme Approach Care Co-ordinator, Social Worker.

· All patients taking self-discharge, where this is not felt by the multi-professional team to be in the patient’s best interests, will be assisted, as far as is possible, to establish appropriate follow-up care in the community.

· If the patient is deemed to be mentally incapable of making an informed decision re his/her discharge, medical staff should seek a psychiatric opinion.  

· The Hospital Self-Discharge process should be followed and relevant documentation completed and filed within patient medical records.

Section 4: Discharge Medication

· Discharge Protocol Standards should be adhered to at all times.
· Patients requiring prescribed medication on discharge will normally be given 7 days supply or sufficient to complete the prescribed course of treatment.
· Discharge notification and prescription form should be completed by medical staff and forwarded to the Clinical Pharmacist at least 48 hours before discharge.
· The named nurse and/or the pharmacist will explain any discharge medication fully to the patient and/or their carers.
Section 5: Equipment and Aids

· Any patient requiring equipment will be supplied on or before discharge by the relevant department. 

· Items should be requested from the appropriate supplying department as soon as the need is recognised, but ideally with at least 24 hours notice.

· Please indicate the degree of urgency with which the equipment is required, for example, within 24 hours, within 2 – 5 days, within 2 weeks. 

· The request should be documented on the patients discharge document by the named/associate nurse. 

· If adaptations are necessary to the patient’s home, this will be documented at the time of the home assessment visit.  

Section 6: Ambulance Service

If an ambulance is required, follow procedure as per details contained within guidance transport arrangements for discharging patient. 
Section 7: Hospital/Community Nursing Referral Guidelines

· As per local arrangements see Appendix 4 for CMHT/Community referrals.  Each Locality Manager to write this section.

Section 8: Death of a Patient

Please refer to local policy.

It is the responsibility of nurse in charge to notify the next of kin as per family wishes

· It is the responsibility of the medical staff present at the time of a patient’s death to ensure the deceased’s General Practitioner is informed as soon as possible after death, ideally no later than the next working day.

· All other agencies involved in the care of the patient pre-admission must be notified by the nurse in charge within the same time scale.

· The Consultant within 7 working days must forward a full written summary to the deceased’s General Practitioner.  

Section 9: Discharge to Residential/Nursing Home Care

It is important to follow the local arrangements, which are in place, to effect discharge from in-patient care to care homes in the community. More broadly, however, it is important to consider the following steps as part of good discharge planning to care homes

· Referral to a Care Manager/CMHT, if not already involved.

· Arrange multi-agency case review to discuss outcomes of  the admission episode/assessment for all new patients likely to require care home provision or those who show a changing need with regard to care environment. It may be preferable to consider such review for all clients who are to be discharged to care homes as it provides an opportunity for professionals to explore options and contingencies with patients and their families.

· Time should also be considered to allow for the necessary community care assessment to take place.

· Patients and their families will also need time to visit and select appropriate homes.

· Allow for the requirement that care homes have to assess potential residents for suitability to meet registration criteria.

· Nursing discharge documentation should accompany the patient when discharge takes place.

Section 10: Discharge Communication

· Medical staff will complete a Discharge notification and prescription form which patients are instructed to give to their General Practitioner as soon as possible after discharge.  If it is envisaged that this may prove problematic for the patient and/or relative/carer, the form may be posted or faxed to the appropriate General Practitioner. 

· A detailed letter, containing the recommended SIGN core dataset, from the Consultant/Registrar should be sent to the General Practitioner within 7 working days of patient’s discharge. 
· Patients (or where appropriate their carers) will be provided with immediate discharge information containing details of their treatment and any follow-up arrangements, for example, outpatient appointments.  

· Adult patients seen at the Accident & Emergency Department are given Form THB (MR) 470 to give to their General Practitioner, if there is any doubt that this will be carried out, the form is posted direct to the appropriate General Practitioner. 

· Form THB (MR470) is also completed for all children seen at Accident & Emergency Department, the top copy of the form is then posted to the child’s General Practitioner. - Information contained within this form is collated, by the child health officer, on a regular basis.
· A copy of the form for children 7 years and under is also sent to Community Health Services.

· The appropriate community team should be notified as per local arrangements (see Appendix 4).

APPENDICES


APPENDIX 1

Multi-Professional

Discharge Planning Process Flowchart

Assessment

As part of initial and full assessment, consider discharge date.

Initiate discharge plan within 24 hours after admission.

Confirm any pre-admission discharge planning, considering physical, psychological and social factors.


Planning

Refer to other agencies when required e.g. local housing departments, Welfare Rights Team, Advocacy Services.

Refer to Appendix 3 - Joint Health & Social Care Discharge Protocol Flowchart.

Complete the plan detailing how physical, psychological and social needs will be met on discharge.


Implementation

Direct what follow up care arrangements are required.

Ensure arrangements are in place to meet physical, psychological and social needs e.g. adaptations, medication. Home visits etc.

Implement Care Programme Approach procedures where appropriate.

Convene pre-discharge planning meeting.

Contact appropriate CMHT, SWD or other significant agency to advise when discharge is likely.


Evaluation

Evaluate discharge plan with patient within 24hours before discharge.

Record unmet need.

Audit Discharge planning on an ongoing basis.

Patient and carer involvement in all stages.

APPENDIX 2
PATIENT DISCHARGE INFORMATION

Upon leaving hospital, it is sometimes difficult to remember all the information you will need to take home with you.  The following details will assist you and other relevant people in making sure your return home goes as smoothly as possible.

(
Original form to be given to patient/carer.  
(  Copy to GP
(  Copy for Patient File

First Name:

Surname:


Address: 

DoB/CHI:




Tel No:


Town:

Postcode:


General Practitioner

Name:

Tel No:


Address:


Contact Details

Ward:…………Consultant…………………
Named Nurse………

Tel No. 


Case/Care Manager:

Base:

Tel No:


CPN/CLDN:

Base

Tel No:


Day Provision:


Tel No:


Admission Details

Date of Admission:


Reason for Admission:


Treatment:


……………………………………………………………………………………………………….

Discharge Details

Date of Discharge:


You have been supplied with 7 days medication, these medicines are labelled with full instructions.  A copy of your medication will have been sent to your G.P.

If you are prescribed depot medication, the date next due and venue are entered in the section below.

Follow-Up

	Services
	Date
	Venue
	Transport
	Comments

	GP
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Home Care Services (Home-help, meals on wheels etc)

	Service 
	Day(s)
	Time(s)
	Contact Details

	
	
	
	

	
	
	
	

	
	
	
	


Special Instructions / Other relevant Information

(Diet, Driving, Wounds, Exercise, leaflets, fact sheets etc)

Signature of Named Nurse:


Signature of Patient / Relative / Carer*:

* delete as appropriate
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TO WARD

Patient admission 

documentation 

completed within 24 

hours of admission and 

discharge planning 

commenced by named 

nurse

Relatives/GP/Carer informed of patient admission and 

length of stay as necessary by named Nurse.  Named 

Nurse confirms whether patient is known to local Social 

Work Department within 48 hours.  

Dundee 

Social Work response

3 days

email: 

claire.llewellyn@dundeecity.gov.uk

Perth 

Social Work 

response

3 days

Tel: 01738 

473117

Angus 

Social Work response

3 days

Tel: 01356 647291

Ext: 65047

Named/Associate Nurse should establish mechanism/arrangements with 

Patient/GP/Carer/Relative/Pams/SW of discharge process/equipment 

and confirms tasks and responsibilities are being progressed

NE Fife 

Social Work 

response

3 days

Tel: 01334 

412121

Multi-professional Team 

continues relevant 

discharge planning 

arrangements

 Record of Disagreement Form 

to be completed by named 

Nurse and Case Conference 

arranged giving all agencies 

involved 3 days notice

Do all

 professions/patients/Carers 

clinicians 

agree with 

arrangements

No

Is outcome 

of Case Conference 

agreed

Reason preventing patient 

discharge is explained to all 

relevant parties and patient 

care continues as planned by 

Clinician responsible for 

ongoing patient care, until 

discharge appropriate

Patient DISCHARGED 

(Patient held records returned to 

patient on discharge)

All persons involved 

following Case 

Conference will agree 

decisions and time 

scales for patient to be 

discharged

Yes

No

Yes

Named/Associate Nurse 

refers delayed discharge 

patient to

Patient 

Discharge  Manager

NHS Tayside

For Angus Residents.

Nursing staff will be notified by Social Work 

Department of any Social Work Involvement 

within 1 working day

For Dundee/ Perth/ 

NE Fife Residents

If not notified by Social Work within 1 working 

day (Mon - Fri) named nurse to assume not 

known and to make refferal to Social work as 

soon as appropriate

If CCA1 referral form is required, 

please complete.
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