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PURPOSE AND SCOPE

· The following protocol applies to all members of the Multidisciplinary Team within Health and Local Authority who undertake or are involved in discharge planning for patients throughout Tayside. 

· The Discharge Information Group (DIG), with representation from Health and Social Care, will review the Tayside Joint Health and Social Care Discharge Protocol in line with the Scottish Executive framework for the production of Joint Hospital Discharge Protocol and the NHS QIS recommendations (Terms of Reference of the group are available on the NHS Tayside intranet).

· Discharge planning includes the formal authority for Registered General Nurses to discharge patients from the Single Delivery Unit in areas that have locally agreed criteria for Nurse Led Discharge, without further recourse to the medical team.  Locally agreed criteria will be identified and authorised by multi-disciplinary teams

Statement of protocol

The aim of this protocol is to:

· Integrate Health and Local Authority discharge planning.

· Facilitate discharge planning for patients between care environments.

· Provide a generic framework to facilitate discharge for all adult patients in Tayside.

· Promote the involvement of all relevant members of the Multidisciplinary Team.

· Provide information for all members of the Multidisciplinary Team regarding different types of discharge process i.e. Nurse Led Discharge, Inter Hospital Transfer, Self Discharge Patients.

· Promote the involvement of Patients and their carers at all stages of the discharge planning process.

· Encourage staff to proactively facilitate patient flow. 

Implementation of Protocol

· Service managers/line managers for each area in Health and Social Care must take responsibility to disseminate this protocol to all members of their team.

· Service managers/line managers will ensure that all staff are working to the protocol and that the Protocol is filed in the green Discharge Information Folder, along with other current and relevant discharge information specific to their area.
Nurse-Led Discharge

Nurse-led discharge (NLD) is the process by which the Registered Nurse assumes responsibility for the proactive planning and co-ordination of the patient’s discharge.  Discharge planning will include the formal authority to discharge patients from the Single Delivery Unit in areas that have locally agreed criteria for discharge, without further recourse to the medical team. Locally agreed criteria will be identified and authorised by multi-professional teams.  The rationale for this is that delegating authority to suitably competent nursing staff will enable the whole discharge process to be formally completed by nurses, advancing current discharge practice and contributing to optimising bed capacity.

Appropriate patients for NLD are those who fall into the category of’ “simple discharge”.  This can incorporate up to 80% of discharges from hospital and includes patients who;
· Will be discharged to their own home or place of residence
· Have ongoing care needs that can be facilitated and implemented prior to discharge
· No longer require acute care/intervention
· Have a predicted length of stay
· Can be discharged directly from A&E/ Wards/ Assessment Units/ community hospitals/ intermediate care settings
· Will be returning to their own home with an existing care package
Education/ Training and Supervision

Registered nurses undertaking this role will have completed the NHS Tayside Clinical Skills Programmes: 

· Good practice study guides on the following are available on the NHS Tayside intranet;

· Professional issues

· Record keeping

· Discharge planning

It is the responsibility of the Senior Charge Nurse to facilitate the process of education/training & supervision requirements, to ensure competence of practice, & retain records of completion of programmes.

The Registered Nurse is responsible for updating and completing his/her personal development plan in conjunction with performance development and review process.

SECTION 1 – THE PATIENT JOURNEY

Patient Journey Flowchart
See following pages for further guidance.
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At least 3 days prior to Estimateed Date of Discharge

 1. Patient admission - prompt 

to bring patient-held health/ 

social care notes - establish 

place of residence

2. Nurse responsible liaises with Multi-

Disciplinary Team and sets provisional 

Estimated Date of Discharge (EDD)

3.  Does patient have 

health, social care or 

housing involvement?

4a. Liaise with relevant 

agencies to inform of 

admission to hospital and 

inform of EDD



4b. Is a new 

referral to health, 

social care or 

housing necessary?



4bi. Raise appropriate 

referral (consider 

supported discharge)



7aii. Are all members of the Multi-

Disciplinary Team (including family/ carers, 

social work, housing, hospital & community 

staff) in agreement that the patient is fit for 

discharge AND are services, funding, 

equipment, transport, medication, 

accomodation, etc in place for the patient 

to be moved or discharged?

7ai. Nurse co-ordinates meeting, 

involving Multidisciplinary Team (& 

family/ carers), giving 5 working 

days notice

8a. Discharge patient, 

following discharge policy 

standards



No



No



No



Yes



Yes



Yes



No



8b. Register patient as Delayed Discharge 

on EMPTAYDD.

If necessary, contact discharge support 

team for advice

6. Is pre-discharge 

planning meeting 

necessary?

Yes



5. Consider nurse-led 

discharge, if appropriate 

for your clinical area


* EDD: This is an estimate of the length of time the patient will need acute hospital care

Note: This chart is consistent with other agreed NHS Tayside escalation procedure colour codings.  1st stage (green) allows time for planning, through 2nd stage (amber) to 3rd stage (red) when discharge is imminent, i.e. URGENT

The Patient Journey Flowchart – Guidance Notes

The Patient Journey will normally follow 3 stages; the timing of each of these stages will vary depending on the needs of the patient and flow through the clinical area and hospital.  Each of the following sections describes the steps in the Patient Journey Flowchart.

If a patient chooses to self-discharge, please refer to the Discharge Against Medical Advice Policy for guidance.

Patient Journey: Stage 1

Box 1:

Patient admission - prompt to bring patient-held health/ social care notes - establish place of residence
Social Care Notes

If a patient has had a package of social care in the community, they will have a care plan and case notes held in their home.  These notes will indicate the level of care being provided and the names of the workers responsible.  These records are the property of the patient and may be brought into hospital in order to provide information on the level of independence within the patient's home environment.
Community Nursing Notes

All patients receiving care from Community Nursing Staff will have been given their own nursing care record to keep at home.  Each record has contained within it a comprehensive assessment of nursing need, care plans to address individual need and progress notes.  The records may also contain useful contact numbers for Allied Health and Social Work colleagues.  These records should be kept separately from medical records within the hospital and should be returned to the named Senior Charge Nurse within the community.

NB:  Patients who are homeless or who are in vulnerable housing situations may not have these notes and attempts should be made to contact relevant teams for background information (See Section 3, item (C) for additional guidance).

Box 2:

Nurse responsible liases with Multi-Disciplinary Team (MDT) and sets provisional Estimated Date of Discharge (EDD)

Estimated Date of Discharge

EDD: This is an estimate of the length of time the patient will need acute hospital care

· It is good practice to review the estimated date with the multi-disciplinary team (MDT) as soon as possible following admission to agree that it is realistic; this then becomes the expected discharge date.

· It provides a useful focus for the MDT to work towards in planning transfer/ discharge.
Discharge from hospital: pathway, process and practice, DoH, 2003

Roles and Responsibilities of the Hospital MDT

a Nursing Staff

· Key co-ordinator in achieving integrated discharge planning and effective timely discharge from hospital.

· Assume responsibility and accountability for his/her decisions and actions relating to discharge planning.

· Liase and co-ordinate with the MDT and Social Care staff.

· Establish and record EDD on the patients discharge plan.

· Complete discharge plan.

· Ensure that patients and carers are involved in decision making relating to discharge, kept informed of the discharge plan from day of admission or where possible pre-admission and provide verbal updates.  Record and review any concerns the patient/carer/relative may have and seek to resolve these.

· Ensure accurate and full documentation of the discharge process.

· Ensure that all instructions regards post-discharge care/advice are given to the patient and/or carer with a full and comprehensive explanation.

· Ensure that all take home drugs and/ or supplies are ordered in advance of the discharge date.

· Arrange appropriate transport for patients, ensuring that patients have a morning discharge.  Ambulances should only be ordered when patients meet the Criteria for Requesting Ambulance Transport (see Section 2, item E).

Ensure the patient has adequate clothing for discharge and that house key/ access to home is available.  If the patient is homeless or in a vulnerable housing situation please see Section 3, item (C) for guidance.  No-one should be discharged into a situation of homelessness.
In addition, where Nurse Led Discharge (NLD) is in place the Registered General Nurse will:

· Obtain medical authorisation to discharge patient using discharge checklist or discharge plan in medical record.

· Complete the discharge criteria checklist, ensuring the patient meets the discharge criteria before proceeding to discharge.

· Ensure that all discharge summaries are completed and that a copy is; provided to the patient and/or carer, retained in patient record, sent to General Practitioner and/or any other health care professional involved in the patients follow-up care.

· Inform/discuss with the Registered Medical Practitioner responsible any patient no longer meeting the criteria for nurse-led discharge.

In addition, where Nurse Led Discharge (NLD) is in place the Senior Charge Nurse will:

· Ensure that NLD & the effective discharge planning process is proactively facilitated within their area of responsibility.

· Maintain a record of staff training and competence.

· Monitor quality of discharge planning and devise action plans to address quality issues.

· Support adverse incident management reporting and significant event analysis where the discharge has been unsuccessful.

b Medical Staff

· Confirm when patients are medically fit for discharge.

· Support implementation of an expected date of discharge for all patients with a predictable length of stay admitted under their care.

· Communicate with General Practitioner (GP) as necessary and according to SIGN guidelines i.e. within 7 working days of discharge.

· Complete immediate discharge letter in compliance with SIGN 65 and NHS QIS recommendations.

· Complete a discharge prescription - a minimum of one working day prior to the EDD.  Patients planned for discharge at the weekend should have their discharge prescriptions completed by Thursday.

· Determine and direct follow-up health care arrangements.

In addition, where Nurse Led Discharge (NLD) is in place the Consultant/ Lead Clinician will:

· Agree discharge criteria and parameters of clinical/ medical stability.

· Agree ‘condition specific’ criteria for discharge.

· Sign nurse-led discharge checklist or authorise NLD in discharge plan in medical record thereby delegating formal authority to the registered nurse to proceed to discharge if patient meets agreed criteria.

c Occupational Therapist

· Assess functional abilities and suitability for discharge or transfer to appropriate destination.

· Provide specialist assessment as necessary e.g. sensory, perception, cognition, physical and behavioural.

· Enable patients to achieve their optimum level of functioning prior to discharge, providing small items of equipment as required e.g. feed and dressing.

· To liaise with and refer to other agencies that will potentially support discharge e.g. social work OT service.

· Ensure the provision of equipment for discharge (see Section 3, item B).

· Liaise with relatives/carers as permitted by the patient e.g. regarding ongoing support required on discharge.

· Carry out home visit as necessary, in conjunction with the MDT and community colleagues.

d Physiotherapist

· Assess patient’s physical and functional ability and suitability for discharge or transfer.

· Rehabilitate patients to optimum levels to facilitate discharge.

· Determine the need for mobility aids and ensure provision of mobility aids where required for discharge.

· Arrange appropriate follow-up care as necessary e.g. Outpatient Department, Community Rehabilitation team.

e Speech and Language Therapy (SLT)

· Assess and manage communication and/or oral or pharyngeal swallowing difficulties.

· Arrange follow-up care where required by providing a written report to the receiving speech and language therapy service, with a copy to the patient’s GP or consultant as appropriate.

· Transfer patients currently receiving in-patient therapy to the local speech and language therapy service (UK wide) as appropriate.

f Clinical Pharmacist

· Identify the pharmaceutical needs of the patient.

· Ensure safe, effective and appropriate use of medicines by patients/carers through explanation and education.

· Ensure arrangements are in place for continued supply and monitoring of medication including compliance aids.

g  Dietician

· Assess nutritional status and dietary requirements.

· Provide advice on nutritional care.

· To provide and arrange education and training on nutritional care to patients and carers for discharge.

· Liaise with patient’s GP regarding prescriptions for nutritional products.

· Make the necessary arrangement for home enteral feeding (NB.  This requires 5 working days notice therefore early referral of such patients is essential).

· Arrange follow-up nutritional care if required.

h Social Work

· Social work/care management staff have a statutory responsibility for the holistic assessment of the patient's needs.  Informal carers must also be offered an independent assessment.  Any assessment decisions should be made in conjunction with the patient and carer/relative if appropriate. 

· Confirmation of the social worker/care manager responsible for assessment must be communicated to the patient's ward at the point of allocation.  The social worker/care manager will be responsible for ensuring that the assessment is carried out within agreed timescales as documented by the local authority.  Any subsequent assessment decisions should be noted within the patient's medical notes. 

· Following assessment, social work/ care management staff are responsible for arranging packages of care which appropriately meet the patient's needs in order to facilitate discharge from hospital.  This may include a wide range of services from domiciliary care to admission to a care home.

· Any charging/ benefits implications will be advised to patients by the social worker/care manager.

· The Ninewells Social Work Team will receive all referrals for the acute sector.  However it should be noted that this team provides a service for patients from Dundee City, and can only route referrals to the appropriate teams within Angus, Perth & Kinross and North East Fife.

Consent
Guidance on Single Shared Assessment states that informed consent for the sharing of information and for any subsequent assessment should be sought from the patient as part of the assessment process.  Where it is not possible to obtain informed consent, every effort should be made to obtain the past views and wishes of the patient, and the patient's interests should be safeguarded through the involvement of a legal representative, specialist worker, carer or advocate.

Box 3

Does patient have health, social care or housing involvement?

If unsure, contact the following agencies for guidance:

	
	Health
	Social care

	Who to contact?
	Patient’s GP
	Angus residents
01575 576962
	Dundee residents
01382 632650
	Perth & Kinross residents
01738 476700
	Fife residents
08451 555555

	When?
	On admission
	On admission


Patient Journey: Stage 2

Independent Advocacy

The Patients Charter recognises that all users of the NHS have a right to independent advocacy.  This can be accessed through local social work departments or local health councils.

Box 4a

Liaise with relevant agencies to inform of admission to hospital and inform of EDD

Communication with relevant service providers in Health, Social Care and Voluntary Services is essential.

Box 4b

Is a new referral to health, social care or housing necessary?

If the patient’s circumstances have changed since admission to hospital, it may be relevant to raise a new referral to Health, Social Care or Housing providers.  Patients who are homeless or in vulnerable housing may experience particular problems during a period of inpatient admission (see Section 3, item C for guidance).

Patients can be referred for long-term social care support services as above.  Short-term support can be offered to those patients who meet the criteria for supported discharge services in their area (refer to local discharge co-ordinators for advice).

Patients must consent to referral, assessment and provision of services in principle, prior to referral for supported discharge services.

Dundee Supported Discharge Team

· Assess the patient in conjunction with the MDT, to determine suitability of the service to meet the health and social care needs of the patient.

· Provide support and rehabilitation to patients who meet the criteria for the service.

Angus Early Supported Discharge Hospital Co-ordinator

· Assess the patient in conjunction with the MDT, to determine suitability of the Early Supported Discharge Scheme (ESDS) and Intermediate Care Schemes (IICS) to meet the health and social care needs of the patient, according to the agreed criteria.

· Provide support and guidance in relation to transfer to Angus Hospitals from Ninewells Hospital as required.

Community Liaison Team

· Assess and co-ordinate transfer of appropriate patients from Ninewells Hospital to the five Perth and Kinross Community Hospitals and Medicine for the Elderly, Perth Royal Infirmary (PRI).

· Assess patients in PRI to determine suitability of step down to Community Hospitals or Medicine for the Elderly and or the Early Supported Discharge Scheme (ESDS) to meet the health and social care needs of the patient according to the agreed criteria.

· Assessing patients in Perth and Kinross (PRI and Murray Royal) and arrange packages of care for those not currently allocated to social work.

North East Fife (NEF) Discharge Coordinator/ Integrated Response Team

· Assess the patient in conjunction with the MDT, to determine suitability for Integrated Response Team (ESDS) and Intermediate Care Schemes (IICS) to meet the health and social care needs of the patient, according to the agreed criteria.

· Provide support and guidance in relation to inter-hospital transfer to Fife Community Hospitals from Ninewells Hospital as required.

Box 5

Consider Nurse-Led Discharge, if appropriate for your Clinical Area

See information on Nurse Led Discharge in introduction for guidance

Patient Journey: Stage 3

Box 6

Is pre-discharge planning meeting necessary?

See “Guidance for Planning, Facilitating and Documenting a Discharge Planning Meeting” (Section 3, item A).

Box 7ai

Nurse coordinates meeting, involving Multi-Disciplinary Team (& family/ carers), giving 5 working days notice.

Box 7aii

Are all members of the Multi-Disciplinary Team (including family/ carers, social work, housing, hospital & community staff) in agreement that the patient is fit for discharge AND are services, funding, equipment, transport, medication, accommodation, etc in place for the patient to be moved or discharged?

Effective discharge planning from hospital is dependent upon collaborative working between all health, local authority and social care professionals involved in the delivery of patient care in both primary and secondary care settings.  All stakeholders should be in agreement that the patient is ready for discharge.

Box 8a

Discharge patient, following discharge policy standards
Refer to relevant local Patient Information Leaflet for guidance

Health and Social Care staff must ensure accurate and full documentation of the discharge process. See Section 3 (A) for details.
Documentation:

NHS Tayside intranet | Nursing | Nursing & Pat Services Directorate (Acute Services Division) | Acute Division Multi Professional Documentation | Discharge planning meeting
Box 8b
If the patient’s discharge becomes delayed (see below), register patient as Delayed Discharge on EMPTAYDD.  If necessary, contact discharge support team for advice.

Patients whose discharge becomes delayed

The vast majority of patients will be discharged home smoothly and without major difficulties.  A small but significant proportion will become delayed discharges where, for one reason or another, they are medically and clinically fit but cannot go home.  NHS Tayside has committed to improving the service we give by making sure these patients are discharged to a more appropriate location as quickly as possible.

A delayed discharge is experienced by a hospital in-patient who is clinically ready to move on to a more appropriate care setting but is prevented from doing so for various reasons. The next stage of care covers all appropriate destinations within and outwith the NHS (patient’s home, nursing home etc).

The date on which the patient is clinically ready to move on to the next stage of care is the ready-for-discharge date which is determined by the consultant/GP responsible for the inpatient care in consultation with all agencies involved in planning the patient’s discharge, both NHS and non-NHS (Multi-Disciplinary Team).

Thus the patient is ready-for-discharge, but the discharge is delayed due to:

· Social care reasons

· Healthcare reasons

· Patient/Carer/Family-related reasons

It is very important that, while the clinician in charge has responsibility for the decision to discharge, the decision must be made as part of a multi-disciplinary process and focuses on the needs of the individual patient.
ISD Scotland October 2007

EMPTAYDD

A patient whose discharge has been delayed, as defined above, should be registered on the EMPTAYDD system, which can be found on the NHS Tayside intranet at;

Learning and Development / NHS Tayside IT Implementation & Training Department / E-Health IT Projects / EMPTAYDD (Electronic Delayed Discharge System)
Both Health and Social Work users can access this system.

Discharge Support Team

· Support the discharge planning process where necessary

· Provide advice on complex discharges

· Involvement in level 4 discharge planning meetings (see Section 3, item A)

· Support the use of the EMPTAYDD system

Delayed Discharge help and information

	Health Strategy Directorate
	Central contact number
	01382 424096 (x71096)

	Strategic Clinical Care & Discharge Manager
	Case conferences, assistance with complex discharges
	01382 424021 (x71021)

	EMPTAYDD Administrator
	EMPTAYDD support & management
	01382 424058 (x71058)

	Strategy & Performance Officers
	EMPTAYDD support & management
	01382 424197 (x71197)

01382 424002 (x71002)


EMPTAYDD training

Only users who have been trained by the NHS IT Implementation & Training team can access the system.  Each member of staff who requires access to the EMPTAYDD system should complete and return the EMPTAYDD Registration Form, available on the NHS Tayside intranet.

Training notes can also be found on the NHS Tayside intranet;

Learning and Development / NHS Tayside IT Implementation & Training Department / E-Health IT Projects / EMPTAYDD (Electronic Delayed Discharge System)
SECTION 2 – REFERRAL GUIDELINES

(A) Referral Guidelines for Inter Hospital Transfer

Several options are available for inter-hospital transfer within NHS Tayside.  These are dependent on the patient’s address and/ or GP practice.

Angus
· All referrals to the Angus Community Hospital, and Angus Medicine for The Elderly service, must include the reason / purpose for transfer.
A) For referrals to Angus Community Hospital GP Wards (i.e. Whitehills, Brechin, and Montrose Infirmaries), liase directly with the patient’s GP and then the Nurse in Charge of the Community Hospital ward.

B) For referral to Arbroath Infirmary and Stracathro Hospital, please fully complete the relevant referral form and fax.

· Patients must be medically fit for transfer and appropriate for management by the receiving Multi disciplinary team. This must be clarified by verbal dialogue. The receiving team must agree that the transfer is appropriate and safe prior to transfer being organised. On no account must patients be transferred until agreement has been reached.
· Sufficient resources must be available to meet the needs of the patient – including AHP needs. It should also be noted that on-site access to radiology, pharmacy and AHPs is not available in all areas.

· Patient transfer MUST be confirmed on the morning of discharge. The patient should arrive at the hospital in the morning where ever possible but no later than 5pm Monday-Friday, with the exceptions of Arbroath Infirmary where the patient should arrive no later than 4pm Monday – Friday, and Brechin Infirmary where patients must arrive before 1pm on a Friday.

· All relevant documentation, information, medication and supplies must accompany the patient when transferred.  Inter-hospital transfer checklist must be completed. 

· Advice and support regarding transfer to Angus Hospitals can be sought by contacting the Angus Early Supported Discharge Co-ordinators on extension 36521 or bleep 5536 during office hours or by contacting the Angus Community Hospital Nursing Staff.

Dundee

· For referrals to Royal Victoria Hospital (RVH) Assessment, Rehabilitation and Continuing Care wards patients should be 65 years and over.

· Rehabilitation patients must be medically stable, have reasonable cognitive function and have been assessed by the AHPs in Ninewells.  Priority will be given to people who were previously fairly independent, and those likely to return to their own home.

· Occasionally, medically unwell patients may be accepted to a medical assessment ward in RVH for further assessment.

· Continuing NHS care may be an option for people with an advanced malignancy, medical instability or very complex nursing needs.

· All relevant documentation, information, medication and supplies must accompany the patient when transferred (see “Checklist for inter-hospital transfer in Tayside” on the following page).

· To refer to Dundee Medicine for the Elderly Service please telephone 01382 660111 ext 26179 or 26199.

North East Fife (NEF)

· For referrals to NEF Community Hospital GP Wards (Glenrothes Hospital, Adamson Hospital in Cupar, St Andrews Memorial Hospital and Netherlea Hospital in Newport on Tay) liase directly with the NEF Discharge Co-ordinators (see contact details below).

· For referrals to specialist units in Fife hospitals contact the unit/consultant directly or contact NEF Discharge coordinators for advice and support (see contact details below).

· Patients must be medically fit for transfer and appropriate for management by the receiving Multidisciplinary Team.
· Sufficient resources must be available to meet the needs of the patient – including AHP needs. 

· Patient transfer should be confirmed on the day of discharge.  The patient should have an AM discharge plan.

· All relevant documentation, medication and supplies should accompany the patient when transferred (see “Checklist for inter-hospital transfer in Tayside” on following page).

· Advice and support regarding transfer to NEF can be sought by contacting the NEF discharge co-ordinators on bleep no.4346 or bleep no.4602 or telephone 01334 658470 or 01334 46870 during office hours/answer machine outwith office hours.
Perth

· For Perth and Kinross Community Hospital transfers please contact the Perth Community Liaison Team on Bleep 5311 or 5124 during office hours or 01382 660111 ext. 13154 – answer machine outwith office hours.

Checklist for inter-hospital transfer in Tayside

PATIENT’S NAME



DOB / CHI


	
	Date and sign when completed

	1. Patient and relatives / carers informed of transfer
	

	2. Appropriate transport arranged – morning preferably
	

	3. Medical notes – including a medical discharge summary and details of ongoing management and follow up required/arranged
	

	4. X-rays
	

	5.  Approved medication prescription and administration record
	

	6.  Discharge script and 7 days supply of medication (including details of specific drug regimes where appropriate e.g. warfarin therapy)
	

	7.  Nursing transfer letter
	

	8.  Nursing notes including care plans
	

	9.  Five days supply of dietary supplements
	

	10. Five days supply of specific dressing materials
	


(NB.  For use when transferring patients to:

· Angus (i.e. Stracathro, Little Cairnie and Sunnyside Hospitals, Arbroath, Brechin and Montrose Infirmaries and Whitehills Health and Community Care Centre), 

· NE Fife (Glenrothes, Adamson, Netherlea and  St Andrews Memorial Hospitals)
· Perth and Kinross (Blairgowrie, Pitlochry, Crieff, Aberfeldy and Auchterarder Community Hospitals and Perth Royal Infirmary)
· Dundee (Royal Victoria Hospital)

(B) Referrals Guidelines to Community Nursing Services

The District Nursing Service in Tayside operate a 24 hour open referral policy and will accept referrals from Health, Social Work or Housing as well as any self referrals.

Patients Eligible for District Nurse Referral

i Any housebound patient who requires professional nursing assessment, care and advice for any of the following; 

· Support/teaching/education for patients and carers
· Acute and long term conditions management
· Palliative and terminal care

· Assessment of complex health needs

· Wound care management

· Physical disabilities

· Assessment for specialist nursing equipment (see “Equipment in Tayside and how to access it” in Section 3, item (B))

· Continence assessment / management

· Health promotion/advice
ii Any patient with a diagnosis of cancer who requires any of the following;

· Support and/or nursing intervention
· Is in the end stage of life and wants to be cared for at home
· Specific needs in terms of cancer or palliative care
Alternative services for those who are not eligible for District Nursing services

	Inappropriate referrals
	Suggested Alternatives

	Those who are mobile and can attend the practice or clinic
	GP/Practice Nurse, 

Continence Service (see “Continence Referral Guidelines” in Section 2, item D)

	Personal hygiene/care needs (except in the end stages of life)
	Social services

	Collection and delivery of prescriptions
	Community pharmacist

	A visit where there is no nursing need
	Social services or other agencies

	Those who have fallen/cannot get up independently
	Community alarm

	Non nursing equipment requests and / or equipment uplift

Other equipment (i.e. bathing equipment, walking aids)
	Physiotherapist or Occupational Therapists as appropriate

	Foot care
	Podiatry


Referral Process
Referrals to District Nurses (DN) form part of the discharge process.  These referrals should be made timeously according to the specific needs of the patient.  It may be appropriate for the District Nurse to be involved in discharge planning for those patients with complex needs.

The referral process to the District Nurse Service varies according to the patient’s address:

Dundee - refer to the voicemail service protocol on the following pages
Angus – refer to the voicemail service protocol on the following pages
Perth and Kinross – contact the DN at the patient’s GP Practice

North East Fife – contact the DN at the patient’s GP Practice
All patients must be discharged home with a patient transfer letter, which includes an up to date record of medication prescribed on discharge, where possible.  Patients requiring on-going dressings, catheter bags or appliances must be discharged with 7 days supply.

STEPS TO BE FOLLOWED WHEN REFERRING A PATIENT TO THE DISTRICT NURSING SERVICE - DUNDEE

Step 1 - District Nurses in Dundee are GP- attached.  Therefore you need to know the patient’s GP practice to contact the appropriate District Nurse.
Step 2 - To refer a patient to the service or to contact an individual District Nurse for any reason please use the appropriate ansaphone: -
	Tel:  740187
	Tel: 740188
	Tel:- 740211
	Tel:  740189
	Tel: 740190

	· Broughty Ferry Health Centre

· Grove Health Centre

· Maryfield Medical Centre

· Park Avenue Medical Centre

· Princes Street Surgery

· Stobswell Medical Practice

· Taybank Medical Practice

Tel: 740187
	· Hawkhill Medical Centre

· Nethergate Medical Centre
· Ryehill Health Centre

· Taycourt Surgery

Tel: 740188
	· Ancrum Medical Centre

· Invergowrie Surgery

· Lochee Health Centre 
· Muirhead Medical Centre

· Westgate Health Centre

Tel: 740211
	· Ardler Clinic
· Coldside Medical Practice

· Downfield Surgery

· Hillbank Health Centre

Tel: 740189


	· Arthurstone Medical Centre Erskine Practice
· Arthurstone Medical Centre Mill Practice

· Fintrymill Medical Centre

· Terra Nova Medical Centre

· Wallacetown Health Centre Green Wing/Douglas Family Medical Group

· Whitfield Health Centre

Tel: 740190


Step 3 - For urgent DUNDEE District Nursing messages that require action after 4.30pm and before 8.00am.  Please contact Night Service Tel: 740208. 

Step 4 - Please leave your message in this order: -

· GP Name & Address

· Patients name, address, D.O.B. & CHI.

· Your name and contact number

· A short message

Note: The Dundee area code is 01382. The full list of Dundee District Nurse Contact Numbers is attached as Appendix 1.
ANGUS DISTRICT NURSING SERVICE

(VOICE MESSAGING FOR HOSPITAL DISCHARGES)

Referral Guide to Service
· This voice messaging service can be used for all patients requiring a visit by the District Nurse on discharge from hospital.

· Please give 24 hours notice of discharge, whenever possible. 

· If visit required on the same day, message must be left before 10.00am.

· Your message will be timed and dated

· Messages can be left between 0800 hours and 1600 hours weekdays and public holidays and before 1400 hours on Saturday and Sunday

· It will be the responsibility of hospital staff to ensure messages are left within the hours stated.  Failure to do so may delay visit response

TO REFER TO THE DISTRICT NURSING SERVICE, PLEASE PHONE THE NUMBER BELOW WHICH CORRESPONDS TO THE PATIENT’S G.P.

	Forfar/ Kirriemuir/ Letham

Tel: 01382 496291
Ext. 36291
	Arbroath/ Friockheim

Tel: 01241 822519
Ext. 21219
	Monifieth/ Carnoustie

Tel: 01382 496298
Ext. 26298
	Brechin/ Montrose/ Edzell

Tel: 01674 667099
Ext. 67099

	· Academy Medical Centre, Forfar

· Lour Road Surgery, Forfar

· Ravenswood Surgery, Forfar 

· Kirriemuir Health Centre
	· Friockheim Health Centre

· ARBROATH
Abbey Health Centre:
Practice 1 
Springfield East
Springfield West

· Medical Centre, Arbroath 
	· Parkview Medical Centre, Carnoustie

· Monifieth Health Centre
	· Edzell Practice,  by Brechin

· Brechin Health Centre

· The Links Health Centre, Montrose (which includes: Annat Bank Surgery, High St Castlegait Surgery & Townhead Surgery)


Please leave information in the following order - 

· Hospital and ward number

· Patients name, address and DOB and CHI

· GP name and address

· Date of Discharge

· Short message/diagnosis/treatment requested

· Your name and contact details

(C) Referral Guidelines to Community Mental Health Teams

Referrals to the Community Mental Health Team (CMHT) form part of the discharge planning process.  These referrals should be made timeously according to the specific needs of the patient.  When a discharge date is being considered the appropriate CMHT must be involved (according to local procedures). 

All patients under 65 years will be given an outpatient appointment prior to discharge.  A reason must be given if an appointment is not given or needed.  This will be documented in the patient transfer letter. 

Angus CMHT Older People 

The CMHTs are multi-disciplinary teams, which may include a consultant psychiatrist, psychologist, OT, social worker and mental health nurse.  The CMHTs operate an open referral policy. 

· Referrals should meet the CMHT referral criteria.

· New referrals to the CMHT will be acknowledged to the referrer within 7 working days of receipt.  The patient will also be contacted within 7 working days of referral.  The first patient contact may be a domiciliary visit or an out patient appointment dependent on the specific needs of the patient.

· Where the CMHT is currently involved and is aware of the patient admission, they will liase directly with the ward staff and should be fully involved in the discharge planning process.

(D) Continence Referral Guidelines

PATIENTS LIVING IN OWN HOME OR RESIDENTIAL HOME USING A CATHETER OR SHEATH

· New Patients

The district nurse should be informed of all patients being discharged home or to a residential home.  The district nurse will then be responsible for identifying the most appropriate nurse to manage ongoing catheter care e.g. district nurse, practice nurse, Minor Injuries Unit.  Patients should be advised by ward nursing staff that if treatment is required prior to contact being made by the district nurse then they should contact their GP practice 8.30am – 5pm Monday to Friday and NHS 24 out of hours.

Prior to discharge;

· Patients must receive education regarding catheter care and a starter pack of equipment.

· The ward nurse will complete the Discharge home with a catheter information sheet; this will inform the District Nurse of whether the patient’s catheter can be changed in the community or whether they will be attending the urology department for catheter changes.
· Existing Patients

Following assessment, patients should be referred back to the nurse previously responsible for their care if appropriate, e.g. District Nurse, Practice Nurse, etc.

NB – Patients who require assistance to empty catheter bags or connect/ disconnect night drainage bags must be referred to social work department.

NURSING HOME CLIENTS

All nursing home patients should be referred to the nursing home staff for ALL their continence requirements and assessment.

· For those using a catheter

Prior to discharge;

· The ward nurse will complete Discharge home with a catheter information sheet, this will inform the nursing home of whether the patient’s catheter can be changed in the Home or whether they will be attending the urology department for catheter changes.

· Patients must receive education regarding catheter care and a starter pack of equipment.

PATIENTS LIVING IN OWN HOME OR RESIDENTIAL HOME
All patients requiring assessment/reassessment, follow-up care (including pads) but excluding catheter or sheath care should be referred to their local Continence Service.

If you have any difficulties or wish to check the Continence Service data base of current patients and their products please contact the patient’s local Continence Department:

	ANGUS
	Whitehills Health and Community Care Centre, Forfar
	 01307 468383

	DUNDEE
	Wallacetown Health Centre, Dundee
	 01382 443527

	PERTH
	Drumhar Health Centre, Perth
	 01738 564258


(E) Referral to the Scottish Ambulance Service

 SHAPE  \* MERGEFORMAT 


   SHAPE  \* MERGEFORMAT 





PATIENTS WHO ARE ALLOCATED AMBULANCE TRANSPORT UNNECESSARILY MAY BE DELAYING THE DISCHARGE OF A PATIENT WITH A GENUINE MEDICAL REASON

Scottish Ambulance Service can provide transport on urgent, non-urgent or palliative basis.  Please call 01382 832409 for guidance.
SECTION 3 – OTHER INFORMATION

(A) Guidance for Planning, Facilitating and Documenting a Discharge Planning Meeting

Documentation:

NHS Tayside intranet | Nursing | Nursing & Pat Services Directorate (Acute Services Division) | Acute Division Multi Professional Documentation | Discharge planning meeting
Discharge Levels: Discharge Planning
This is very general in order to be useful to both Single Delivery Unit and Local Authority.  It is meant to promote early communication between staff and patients/families/carers.

· Level 1: This is a simple discharge with mutual agreement between patient, family/carers and the multidisciplinary team (MDT).  Ward staff to liaise directly with community support services if required for return to their previous environment.

· Level 2: Patient is no longer able to return to their pre-admission package.  Therefore, they will require identified additional service, e.g. further rehab, Early Supported Discharge Scheme (ESDS), community health and/or social care services, etc.

Ward staff should refer to the identified service for assessment and provision of package.

· Level 3: Patient is no longer able to return to pre-admission environment without an extensive community health and/or social care package.  Assessment for rehousing or long-term care may be necessary.  Discharge meeting required to facilitate an agreed plan for discharge.  Commence using the agreed documentation.

· Level 4: Where there is delay or no agreed plan then contact should be made with the Strategic Clinical Care and Discharge Manager, NHS Tayside (01382 424096/ 424021).

Guidance for Discharge Planning Meeting

1. Any member of the MDT can initiate a discharge meeting.

2. However, it is the responsibility of the nurse responsible to co-ordinate this meeting.

3. Consider invitees - this should include all patient/ families/ carers/ health/ social care/ voluntary staff who are likely to be involved in the patient’s discharge planning.  At all times patients/ carers should be encouraged to attend.  If they decline, document reasons given.

4. Agree a date - at least 5 working days notice must be given.  Negotiate a suitable time; taking into account that afternoon is usually more suitable for all attendees.

5. Book a suitable venue, i.e. quiet, well ventilated, good lighting, patient-accessible and private.

6. Consider time allocation, invitees should be made aware that the meeting should last no more than 1 hour.

7. The nurse responsible should facilitate and nominate a scribe to document the meeting, using agreed documentation.  Copies should be given/ sent to all attendees and a copy placed in the joint AHP and nursing notes.

8. The action plan should be agreed and documented prior to closing the meeting.

(B) Equipment in Tayside and how to access it

If a patient being discharged is going to require any of the following equipment, nursing staff should telephone the appropriate agency to discuss equipment requirements and proposed discharge date.

District Nursing Service (DNS)

· Bed (if type not in stock, funding has to be agreed, and then add 2-5 weeks for delivery

· Bed Cradle

· Bed pan/urinal (not supplied in P& K patient must purchase own)

· Commode (different types available including wheeled)

· Hoist (in Angus different types of hoists and slings will be available from DN where there is other DN input, need 2 men for transport)

· Infusion stand

· Pillow raiser

· Pressure relieving cushion (different types available)

· Male and female urinal

· Mattress (different types available including Propad, Carewave, Overture, Nimbus)

· Monkey pole ( not supplied by Dundee district nurses)

· Transfer board (supplied by Social Work OT in Fife and not supplied by Dundee district nurses)

· Walking frame/stick (supplied by physiotherapists in Angus)

· Recliner chair (not available in Fife)

· Nebuliser and suction machines (available on short term loan from GP practice)

Community Occupational Therapists

· Mattress variator

· Raised toilet seat

· Mowbray toilet frame

· Bathing aids (available via the DNS in Perth only)

· Chair and bed raising units

· Bed lever

· Minor adaptations (grab rails etc)

· Major adaptations (stair lifts etc)
Other Equipment

· Domiciliary oxygen (must be prescribed by the patient’s GP who will inform the patient/carer of local pharmacy that deals with the supply of oxygen cylinders)

· Oxygen concentrators (issued on the recommendations of a consultant in respiratory medicine)

· Urine bags (on prescription)

Wheelchair Provision

· Patients requiring a wheelchair should be assessed by the hospital based occupational therapist or physiotherapist.  They will complete an assessment form and send to Tayside Orthopaedic Rehabilitation Technology Centre (TORT). 

· If the wheelchair is imperative for discharge it will be supplied immediately from stock.  Patients requiring a special order wheelchair, e.g. bariatric patients, may be subject to a delay of 8-10 weeks.
· If the wheelchair is not imperative for discharge, (e.g. an attendant propelled transit chair to allow outdoor mobility) this can be ordered in the same way but will be subject to a waiting list of 12-14 weeks.  Patients from NE Fife who require this type of chair should be assessed by the hospital OT or physiotherapist in the usual way but referred directly to the Mobility Centre, Astley Ainslie Hospital, 133 Grange Loan, Edinburgh.  Telephone: 0131 5379 177.

(C) Additional Guidance for Homeless Patients

Discharges that are not well planned may not be sufficient for the complex care and accommodation needs of homeless people which can lead to them being discharged into circumstances that are not good for their overall health and wellbeing.  No-one should be discharged into a situation of homelessness.
Homeless people include not just those who are ‘roofless’ but also those who are in vulnerable housing situations.  This can include:

· People in temporary accommodation such as night shelters, hostels, refuges and B&B accommodation.

· Those who cannot gain access to their accommodation or who risk domestic violence by staying there.

· People who are at risk of eviction (tenants and owner-occupiers).

· People with no legal right to remain in accommodation, such as squatters.

· Those temporarily staying with friends and family.

· Those whose accommodation is ‘unreasonable’, overcrowded or a danger to health.  This includes those who live in a boat or caravan and have nowhere appropriate to park it.

Whilst the Patient Journey Flowchart applies to all patients there are some additional responsibilities for the nurse undertaking discharge for homeless patients:

· It is vital that homeless people and those in vulnerable housing situations are identified as early as possible, ideally on admission.  As patients may not disclose their situation it is important to look out for signs such as ‘care of’ (c/o) addresses and discussion of aspects of the description above.
· The Nurse undertaking the discharge is responsible is responsible for assessing the risks faced by a homeless patient and for contacting relevant agencies.  This includes social work and the homeless section of the housing department.  It is important to be sensitive to the fact that the person may not have contact with relatives or a GP.
· The nurse is expected to make contact with the relevant agencies to check they are aware of the issues and thus be able to respond.  The outcome of these contacts should be formally recorded.  

· These steps should also be taken when patients self-discharges to ensure other agencies are aware of their needs.

                                                                                                                 APPENDIX 1

DUNDEE DISTRICT NURSE CONTACT NUMBERS
	BASE
	OFFICE
	ANSWERING MACHINE

	Ancrum
	646456
	740211

	Ardler
	811879
	740189

	Arthurstone – Erskine
	457628
	740190

	Arthurstone – Mill
	457019
	740190

	Broughty Ferry
	732034
	740187

	Coldside
	815332
	740189

	Downfield
	811879
	740189

	Fintrymill
	506645
	740190

	Grove
	737945
	740187

	Hawkhill
	646969
	740188

	Hillbank
	204058
	740189

	Invergowrie
	580551
	740211

	Lochee
	401446
	740211

	Maryfield
	778159
	740187

	Muirhead
	580551
	740211

	Nethergate
	201999
	740188

	Park Avenue
	454661
	740187

	Princes Street
	461189
	740187

	Ryehill
	669392
	740188

	Stobswell
	451230
	740187

	Taybank
	459702
	740187

	Taycourt
	669392
	740188

	Terra Nova
	453766
	740190

	Wallacetown
	443535
	740190

	Westgate
	647480
	740211

	Whitfield
	443535
	740190
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STAFF MUST CONSIDER ALL ALTERNATIVE TRANSPORT (RELATIVES, FRIENDS, TAXI, BUS AND OTHER AGENCIES) BEFORE THE SCOTTISH AMBULANCE SERVICE IS CONSIDERED, AS THERE MUST BE A MEDICAL NEED FOR AMBULANCE TRANSPORT.








An escort/carer will only be acceptable in the cases of a child


OR


If the patient has mental health problems, a learning disability or that their condition is such that they require constant attention





The patient requires the skills of the non-emergency service ambulance care assistant during the journey


OR


It would be detrimental to the patient’s medical condition or recovery to travel by any other means of transport




















Patient Journey: Stage 1
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