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Date of Response: 29/12/2020

Further to your Freedom of Information Act request, please find the Trust’s response, in blue bold text below:

Request and Royal Devon and Exeter NHS Foundation Trust Response

1. An electronic copy of any policies, procedures or guidelines within the trust regarding or relating to patient discharge from hospital: specifically -

a. Patient self-discharge from hospital. Please see attached Discharge &
Transfer Policy attached (Section 20).

b. Discharge against medical advice. Please see attached Discharge &
Transfer Policy attached

c. Missing/Absconded patients. Please see Missing Patient policy attached
2. Your 30-day readmission rates from the dates of 01/05/2020 to 01/11/2020 for patients who were admitted in an emergency (on the original spell/admission).
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Emergency readmissions
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4592
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Total emergency admissions
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27802
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Readmission rate



17%
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Chose to self-discharge/ discharge against medical advice

The information requested in question 2 b has not been routinely captured on Trust systems. Because of this , to collate the information requested would require our staff manually reviewing individual patient records/discharge notes.

To undertake this piece of work would take in excess of the appropriate limit set by the Freedom of Information Act 2000 (section 12 (1)) and defined in the Freedom of Information and Data Protection (Appropriate Limit and Fees) Regulations 2004. The appropriate limit of £450 represents the estimated cost of one person spending two and a half days in determining whether the Trust holds the information, and locating, retrieving and extracting the information. Consequently, the Trust is not obliged by the Freedom of Information Act 2000 to retrieve the above information. I regret to inform you that we shall not process your request to the above question further.
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KEY POINTS OF THIS POLICY

· The purpose of this policy is to ensure co-ordinated safe and timely discharge to all adult in-patients from the Trust to other healthcare organisations, home or community care.
· To facilitate a smooth discharge from care in hospital to care in the community, a discharge plan must be well defined, prepared and agreed witheach individual patient.
· Prompt and efficient discharge of patients from acute hospital beds to the next level of care plays a vital part in ensuring capacity is available for patients needing to access acute care beds.
· To allow sufficient time for suitable and safe arrangements to be made, discharge planning should begin on admission, or at pre-admission clinics, with a predicted date of discharge being identified within 24 hours of admission and communicated to patients and, if appropriate, their carers/relatives.
· The purpose of discharge planning is to ensure that patients are discharged in a timely fashion to clinically appropriate and agreed environments. Multi-disciplinary assessment of individual patient needs is the key factor in planning and co-ordinating discharge care.
· Reducing both individuals’ length of stay in hospital and delays in discharge results in improved health related outcomes and quality of care. Such improvements requires a close working partnership with other organisations, including primary care, hospital services, adult social care, voluntary services and the private sector.
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INTRODUCTION

1.1
The Royal Devon and Exeter NHS Foundation Trust (hereafter referred to as the Trust) recognises that to facilitate a smooth discharge from care in hospital to care in the community, a discharge plan must be well defined, prepared and agreed with each individual patient. To allow sufficient time for suitable and safe arrangements to be made, discharge planning should begin on admission, or at pre-admission clinics, with a predicted date of discharge being identified within 24 hours of admission and communicated to patients and, if appropriate, their carers/relatives.

The planning of discharge care is endorsed by the Government and NICE and outlined in a series of publications (Ready to Go DoH, 2010) (Refer to Discharge Directory).

Prompt and efficient discharge of patients from acute hospital beds to the next level of care plays a vital part in ensuring capacity is available for patients needing to access acute care beds.

1.2
The purpose of discharge planning is to ensure that patients are discharged in a timely fashion to clinically appropriate and agreed environments. Multi-disciplinary assessment of individual patient needs is the key factor in planning and co-ordinating discharge care.

1.3
This document defines the aims of co-ordinated, safe and timely discharge, the rationale for achieving this, the scope of the policy, the responsibilities of individuals and teams, and the operational procedures, systems and documentation involved.

1.4
This policy has been produced to provide a clear process for offering choice within reasonable parameters such that individuals do not remain in an acute hospital bed for inappropriate lengths of time whilst they are fit for discharge, at the detriment to themselves and other individuals needing hospital beds.

1.5
Health and social care communities work together to ensure appropriate care is available to avoid unnecessary admissions and provide for timely discharge or transfer. There is a framework for integrated multidisciplinary and multi-agency team working to ensure a co-ordinated management of patient discharge and transfer planning processes.

1.6
Failure to comply with this policy could result in disciplinary action.

2. PURPOSE

2.1
The purpose of this policy is to ensure co-ordinated safe and timely discharge to all adult in-patients from the Trust to other healthcare organisations, home or community care.

2.2
Reducing both individuals’ length of stay in hospital and delays in discharge results in improved health related outcomes and quality of care. Such improvements requires a close working partnership with other organisations, including primary care, hospital services, adult social care, voluntary services and the private sector.

2.3
The purpose of a properly planned discharge from an acute hospital bed is to ensure that an individual can function as independently as possible in a safe and supported environment with no or minimal deterioration in quality of life.

2.4
To ensure that patients are discharged safely to an appropriate destination that meets the needs of the patient, paying particular attention to patients deemed vulnerable who may be less able than others to voice their wishes and any concerns. These
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groups include people with learning disabilities, mental health problems or dementia, victims of neglect or of sexual or domestic violence, and those people who are particularly frail or nearing the end of their life.

2.5
To achieve effective discharge through good communication between professionals, whether verbal or written.

2.6
To ensure that multidisciplinary discussions are timely and robust.

2.7
To ensure that all risks relating to the discharge of a patient are identified and discussed so that appropriate management plans can be put into place.

2.8
To ensure that appropriate documentation is completed throughout the discharge process.

2.9
To set out the process requirements and staff responsibilities to support well-organised, safe and timely discharge for all patients.

2.10
To fully involve patients and their carers/relatives in the discharge process and ensure that patients receive appropriate assessment, planning and information about their discharge and after care.

2.11
This policy applies to all adult in-patients being discharged / transferred from services provided by the Trust. This includes internal transfers as well as external transfers to other care providers.

2.12
The policy does not apply to children’s services or maternity services.

3. DEFINITIONS

3.1
Discharge

The process whereby a person is discharged from an NHS trust providing acute, community or mental health & learning disability services or independent sector providers of NHS care. Hospital discharge should be viewed as a process rather than an event.

3.2
Simple Discharge

Patients with simple discharge needs make up at least 80% of all discharges (DoH,

2010) NHS Choices 2013. They are defined as patients who:

· Return to their usual place of residence.

· Do not require a significant change in support offered to the patient or their carer in the community.

· Where on-going care/support needs or discharge destination are not in dispute.

Time in hospital does not determine whether a patient has simple discharge needs.

The key criterion is the level of on-going care required.

3.3
Complex Discharge

The remaining patients in hospital who have more complex needs (approximately 20%) require referral for assessment by other members of the Multi-Disciplinary Team (MDT).

Complex discharges relate to patients:

· Who will be discharged home or to a carers home, or to intermediate care, or to a nursing or residential home, and

· Who have complex on-going health and/or social care needs which require

Discharge and Transfer Policy
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detailed assessment, planning, and delivery by the multi-disciplinary team and multi-agency working, and whose length of stay is more difficult to predict.

· Where a discharge deviates from the normal discharge pathway and requires complex co-ordination of services to enable safe discharge.

3.4
Predicted Date of Discharge (PDD)

A target discharge date by which time it is expected/predicted that the individual should be fit/stable, ready and safe to be discharged. All agencies will apply the discharge process simultaneously to ensure the discharge occurs on the target date.

3.5
Medically optimised for Discharge

The patient no longer has the capacity to benefit from on-going acute hospital-based inpatient services within an acute setting and where:

· On-going care needs have been agreed and can be met in another setting, home or through primary, community, intermediate care or adult social care.

· On-going care needs can be met more appropriately in a secondary or community care setting closer to the patient’s home.

· Additional tests and interventions can be carried out in an outpatient or ambulatory setting.

3.6
Self – Discharge

Where an individual discharges themselves against medical advice (see Self-

 HYPERLINK "https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/5009.pdf" Discharge Form).

3.7
Transfer

The process whereby a person is moved between clinical areas/departments on a temporary or permanent basis within the organisation; or as a result of the decision to transfer the responsibility for care and support to another organisation.

3.8
Internal Transfers

These are formal general ward and department transfers where a new base ward or department will be established and care will be handed over from one clinical team to another (this does not include transfers to community hospitals but does include the Mardon Neuro-Rehabilitation Centre).

3.9
External Transfers

These are formal care provider to care provider transfers of care and include community hospitals and care homes.

3.10
Patient Transfer System (PTS)

This is a web based electronic database application and is the principle tool for the maintenance and monitoring of the SPoA/Patient Transfer waiting list, that Ward Whiteboard SPoA referrals are sent to and monitored from.

3.11
‘To Take Out’ Medicines (TTOs)

Prescribed medicines which the patient takes home with them when they leave hospital.

3.12
Urgent Community Response (UCR)

A joint health and social care service providing support to people in their own homes in times of crisis, to avoid unnecessary admissions to hospital and facilitate discharges home from hospital.

3.13
Social Care Reablement (SCR)

Discharge and Transfer Policy
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Provides short term support to people who have recently had a period of illness or injury to help them regain confidence and learn, or relearn skills such as washing, dressing and meal preparation and regain a level of independence.

4. DUTIES AND RESPONSIBILITIES OF STAFF

4.1
The Chief Nurse has overall executive responsibility for patient discharge.

4.2
The Named Consultant in charge of a patient’s care who has overall responsibility to ensure the patient is stable and safe for discharge and ensuring the Discharge Summary is written.

4.3
The Assistant Director of Nursing (ADN) has overall responsibility for monitoring compliance with the Discharge Policy within their division.

4.4
The Senior Nurse has overall responsibility for monitoring the discharge process within their areas of speciality.

4.5
The Lead Nurse/ Head of Patient Flow has overall responsibility for ensuring adherence to this policy and for escalation of any capacity pressures to the appropriate specialty or clinical division.

4.6
The Discharge Lead has overall responsibility for:

· Overseeing safe and effective discharge planning throughout the Trust.

· Ensuring patients are discharged from the Trust safely and as far as possible, in line with their predicted discharge date (PDD).

· Monitoring discharges, providing advice and training to the organization in regard to discharge systems and processes.

· Providing specialist advice, supporting staff acting as an expert for patient transfers for MDT and ward staff, including signposting to other specialist services.

· Acting as a point of contact for colleagues within community hospitals, primary care, social services and voluntary agencies in relation to any concerns related to the hospitals discharge procedure and process.

4.7
The Operations System Manager has overall responsibility for:

· Monitoring, reporting and recording on the transference of patients from the Trust to community hospitals, intermediate care facilities, other onward care settings, or discharge home with packages of care.

· Ensuring that information regarding the Patient Transfer System waiting lists, transfers and delays, are accurately recorded, monitored and reported on.

· Managing the collation, and submission of national Delayed Transfers of Care (DTOC) submissions.

· Leading development of the Patient Transfer System.

4.8
The Medical Team has overall responsibility for:

· Providing a PDD to patient/family/carer post ward round. Any change to this date is agreed with the Consultant or senior member of their team.

· Working with the Multi-Disciplinary Team to agree and manage a discharge plan for the patient.

· Prescribing TTOs within 24 hours prior to the anticipated discharge date.

· Documenting the PDD in the medical notes.

· Documenting that the patient is ‘medically fit for discharge’ or ‘no longer requires an acute hospital bed’.

· Ensuring that the Discharge Summary is completed prior to discharge.

Discharge and Transfer Policy

Ratified by: Safety and Risk Committee: 25 October 2019

Review date: April 2024



Page 8 of 38

[image: image41.png]0 (
1 (Proceed to



4.9
The Matron has overall responsibility for:

· Ensuring that all patients have a PDD detailed on the Ward Whiteboard, recorded in patient notes, and that this date has been communicated to the patient, relatives/carer, as appropriate.

· Ensuring that systems are in place so that patient discharge is co-ordinated and progresses according to plan.

· Ensuring that information required to plan and manage patient discharges is gathered, and recorded accurately, especially in respect of conversations with the patient, their family and/or carers: including the date and times of those conversations.

· Continuously monitoring the discharge progress of all patients and, if necessary, ensuring positive action is taken to expedite discharges for those who are medically fit and have exceeded their PDD.

· Reviewing and escalating any delays to patient progress.

4.10
The Registered Nurse has overall responsibility for:

· Ensuring discharge planning commences within 24 hours of admission and that progress is appropriate to achieve the PDD.

· Ensuring that patient and relatives / carers are fully involved in the discharge planning process, their needs and wishes are taken into account and they have at least 24 hours notices of the discharge date, whenever possible.

· Ensuring that, for patients with complex needs, a referral to the Single Point of Access (SPoA) is made as early as possible. (SPoA Referral)
· Ensuring the discharge checklist is utilised in conjunction with discharge planning and that prompt referrals are made to relevant agencies using the appropriate referral criteria and documentation (Refer to Discharge Checklist).
· Ordering patient’s medication 24 hours before the discharge.

· Organising transport via the Patient Transport Booking System for those who meet the entitlement for transport.
· Ensuring that transport arrangements are made with any pertinent information regarding the patient’s condition given to the ambulance service transporting patients. (e.g. Treatment Escalation Plan (TEP) status, infections, issues regarding transferring, manual handling).

· Ensuring that the discharge address is confirmed and checked as correct, including post code, and that the patient can access their destination address e.g. they have a key.
· Contacting the receiving hospital, care home or social care facility (or community nurse team. If the patient is returning home to complete a Community Nursing Services Referrals) prior to discharge from the ward, notifying of any known infection and any current infection control practices in place e.g. antibiotic therapy, dressing regime, barrier nursing.

· Ensuring the patient has the necessary medication, dressings and relevant information about post discharge care.

· Ensuring all arrangements and referrals in relation to discharge planning are clearly documented, signed and dated within the discharge planning/checklist documentation.

4.11 The Multi- Disciplinary Team (MDT) has overall responsibility for:

(MDT includes all professions relevant to an individual patient to include clinicians, nurses, allied health professionals, specialist nurses/services, social care workers and voluntary workers.)

· Timely and appropriate dischargeplanning;

· Referrals to other professionals, taking into account the estimated date of discharge, andrecognising relevant legislation.
· Planning and instigation of diagnostic tests and other interventions to avoid
Discharge and Transfer Policy
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delays in treatment and discharge.

· Reviewing the patient’s response to treatment and their condition daily.

· Ensuring that any equipment required to support the patient following discharge has been assessed for suitability. Where this is not practicable, a robust plan is in place to ensure such assessments are undertaken on arrival at the discharge destination.
· Ensuring that informal carers (e.g. family members who are providing care) have sufficient information and are safe to undertake the care.
· Initiating the timely completion the discharge checklist/plan.

· Ensuring that, where there is a change to the patients moving and handling needs, a community moving and handling plan is handed over to the team that will be continuing the patient’s care. Where this has not been possible, the patient’s most recent hospital moving and handling plan should be sent instead.
4.12
The Pharmacists/Pharmacy Technicians have overall responsibility for:

· Medication management both as a source of medicines information and practical guidance for staff, patients and their relative/carer(s) in the preparation for discharge.

· Pro-actively planning medication on discharge from the point of admission. Confirming the medication history/ associated adherence, documenting this information and ensuring that the TTO is completed as far ahead of the expected date and time of discharge as is clinically appropriate.

4.13
The Single Point of Access (SPoA) has overall responsibility for:

· Providing specialist advice and support to wards and MDTs on complex hospital discharges.

· Acting as a point of contact for colleagues within community hospitals, primary care, social services and voluntary agencies in relation to people with complex discharge packages or concerns related to the hospitals discharge procedure and process.

· Assisting ward staff in the identification of patients with on-going care needs.

· Supporting ward staff in assessment of patient discharge needs and assisting ward staff in making alternative discharge plans, as appropriate.

· Advising ward staff about suitability for and availability of Community Hospital beds or intermediate care settings.
4.14
The Supportive and Palliative Care Team has overall responsibility for:

· Providing ward staff with specialist support and advice for patients in the last year of life. This may include advice for patients with complex symptoms or supportive needs.

· Co-ordination of rapid discharge for patients in the last few days of life . In these instances the team will complete the fast track assessment and liaise with the necessary community teams.

5. STANDARDS OF DISCHARGE AND TRANSFER PLANNING

5.1
It is never appropriate for a patient to remain in an acute hospital setting after they are declared medically stable/safe, ready for transfer and no longer requiring hospital treatment.

In order to facilitate the best use of hospital capacity and improve patient flow throughout the system, the Trust’s Discharge & Transfer Policy advocates the following key principles:

· Discharge planning starts at the point of admission (unscheduled) and at the pre-assessment stage for scheduled admissions.
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A working diagnosis is established as quickly as possible, ideally within 24-48 hours.

· Board/ward rounds will be scheduled daily to allow senior review of all patients.

· Patient discharge needs assessed as either simple or complex and the discharge plan managed accordingly/

· The PDD will be proactively managed against the treatment plan on a daily basis and formally reviewed at each MDT meeting and changes communicated to the patient and their family/carer.

· Elective patients will be informed of their predicted length of stay at pre-assessment - this will be confirmed on admission.

· The PDD for non-elective patients will be established within 48 hours maximum on arrival at base ward by the MDT. This will be documented on the Patient Flow Board, in the patient’s medical/nursing notes and inputted onto the electronic Ward Whiteboard (See Discharge Directory).
· Patients and their family/carer will be given clear information on the PDD early on in their care pathway.

· A discharge assessment and care plan should be completed for all patients, including consideration of home circumstances, within 24 hours of admission to a base ward.

· For internal transfers, good communication between wards is vital to ensure the patient experiences consistent continuity and quality of care. All internal transfers require a clinician to clinician patient handover.

· The discharge planning process is owned by the ward team, the Consultant is clinically accountable for the discharge and transfer of care decision and the ward Matron/Sister/Nurse in Charge is responsible for its delivery.

· For patients with complex care needs the MDT is critical to the planning and delivery of the transfer of care pathway and responsible for the timely escalation of constraints.

· Board/ward rounds will occur daily to allow a senior review of all patients.

· Patients will be medically safe at the point of discharge with appropriate on-going care arrangements in place.

· Discharges/transfers should be planned to occur before 12 noon on any day of the week including weekends.

· A copy of the patient’s medical Discharge Summary will accompany the patient on discharge and one sent to the patient’s General Practitioner (GP).

· Medications should be ordered 24 hours in advance of the planned discharge or transfer wherever possible, following the guidance for ordering and safe storage of medication as set out in the Medicines Management Policy.
· Medications must be explained to the patient including any relevant changes by the discharging nurse.

· The discharge of patients from a base ward after 21:00 and before 08:00 should be avoided unless it is clinically and socially safe to do so and in the best interests of the patient and that receiving destination and/or family, carers are informed.

· All patients should be encouraged to use their own transport home where possible. If the patient fits the criteria for transport, the ward must submit an electronic transport request form via the electronic white board ensuring the discharge destination is confirmed and checked as correct.

· The discharging nurse must ensure the patient is fully clothed before discharge. The patient must not be discharged in night clothes unless the patient declines the offer of clothes, or alternative clothing is not available.

· If a TEP form has been discussed with the patient, the original should accompany the patient on discharge. A copy should be kept in the patient’s medical records.
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Communication with the patient’s GP, locality/community teams is essential ensuring that their knowledge and views are taken into consideration.

· Timely completion and actioning of the discharge checklist to include TTOs and transfer of care management arrangements.

6. SIMPLE / NON-COMPLEX DISCHARGE

	6.1
	For the majority of hospital admissions they will be a planned or a simple discharge.

	
	The  length  of  stay  and  the  discharge  plan  will  have  been  agreed  prior  to  the

	
	admission or as soon after admission as possible. (See Appendix 1.)
	

	
	
	
	
	

	6.2
	All discharges should be planned to take place before midday.
	

	6.3
	The consultant and the ward Matrons must ensure robust arrangements are in place

	
	for PDDs to be reviewed and updated on a daily basis.
	

	6.4
	The  patient  and/or  carers  should  agree  with  the  discharge  plan.  This  must  be

	
	documented in the discharge plan. The discharge plan could include, for example,

	
	care provision by relatives, or restart of care package or return to usual care home

	
	(pending assessment by the home to check that they can still provide care).

	6.5
	Where care has already been in place, the MDT is responsible for nominating a

	
	member of staff to contact Care Direct Plus (CDP), or the care agency or care home

	
	directly, to arrange for care to be reinstated. Where there is an assessed need for a

	
	long term package of care and the patient is not complex but needs care, contact

	
	CDP on 01392 381206 (professional).
	

	6.6
	Social Care reablement (SCR) are able to offer support to people who have recently

	
	had a period of illness or injury to help them regain confidence and learn, or relearn

	
	skills  such  as  washing,  dressing  and  meal  preparation  and  regain  a  level  of

	
	independence. For patients who meet this criteria a referral should be made to

	
	SPoA. (SPoA referral)
	

	6.7
	If  a  patient  requires  support  to  settle  home  after  a  period  in  hospital,  such  as

	
	provision of groceries, turning heating on, collection of medication or other practical

	
	support, a referral should be made to Neighbourhood Friends on 01392 823690.

	
	(Refer to Discharge Directory).
	

	6.8
	If a patient requires a referral to Community Nursing Service, or Community Therapy

	
	Service, an electronic referral can be completed on the Ward Whiteboard in hours..

	
	Out of hours, contact Devon Doctors 0845 504 8997. (Refer to Discharge Directory).

	6.9
	A sick certificate / Statement of Fitness to Work should be issued to all patients who

	
	require them by the medical team looking after the patient.
	

	6.10
	Likely equipment needs must be identified early utilising the MDT.
	

	6.11
	Medical staff must be timely in prescribing discharge medication and completing the

	
	discharge summary.
	

	6.12
	The  discharging  nurse  from  the  ward  must  complete  and  sign  the  discharge

	
	checklist/plan.
	

	
	N.B In times of heightened escalation and extreme bed pressures later discharges

	
	may be necessary and should be discussed and agreed with patients, carers, families

	
	and receiving care facility.
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6.13
Medical staff must be timely in prescribing discharge medication and completing the discharge summary.

7. ELECTIVE ADMISSIONS

7.1
Discharge planning commences at pre-assessment clinic.

7.2
The following areas will be discussed with the patient:

· Predicted Date of Discharge given.

· Any equipment required following admission.

· Discharge Care Plan commenced.

· Discharge booklet to be given to patient where applicable.

8. COMPLEX DISCHARGES OR TRANSFERS

8.1
Once a patient has been identified as having complex needs (Appendix 2) they should be referred, as soon as possible, to the Single Point of Access (SPoA). If the patient has complex moving and handling needs, then a referral to the Moving and Handling Team, for advice and support, can be made.

8.2
The majority of the referrals to SPoA will be older person with complex needs, physical, social and mental. There may also be issues around housing and finance.

8.3
Complex discharges may also include patients deemed vulnerable who may be less able than others to voice their wishes and any concerns. These groups include people with learning disabilities, mental health problems or dementia, victims of neglect or of sexual or domestic violence, and those people who are particularly frail or nearing the end of their life. (See Safeguarding Vulnerable Adults Policy.)

8.4
Appendix 2 demonstrates the patient discharge process for complex discharges.

9. SINGLE POINT OF ACCESS (SPoA)

9.1
Patients with complex care needs may already be known to the Community Health & Social Care Teams (CHSCT) who will instigate a community led discharge ‘PULL’ process supporting early discharge. (Refer to Discharge Directory).

9.2
Patients identified as needing support to leave hospital can be referred to the SPoA via the electronic Ward Whiteboard referral form by a member of the MDT or contacting the team direct on 01392 406172. (Refer to Discharge Directory).

9.3
The SPoA will be responsible for accepting the patient as being suitable for their service and determining which service/onward care setting is the most appropriate.

9.4
The active patient transfer list will be reviewed daily (Monday to Friday) by the SPoA, Discharge Lead and Operations Systems Manager through use of the Patient Transfer System (PTS).

9.5
It is the responsibility of the base ward of the SPoA referral to ensure the medically fit status of the patient (denoted by the ambulance icon transfer symbol on the Ward Whiteboard) is accurate at all times, and the SPoA are verbally and electronically informed of any changes in status or update to the referral. (Refer to Discharge Directory)

Discharge and Transfer Policy

Ratified by: Safety and Risk Committee: 25 October 2019

Review date: April 2024



Page 13 of 38

10. [image: image46.jpg]


COMMUNITY HOPSITAL TRANSFER

10.1
The use of East Devon community hospitals is managed through the SPoA who will agree if this is the most appropriate onward care destination.

10.2
The use of all ‘other’ and ‘out of area’ community hospitals are managed by the Trust’s Discharge Lead and Operations Systems Manager.

10.3
Once a decision has been made that a community hospital bed is appropriate, the Lead Nurse will identify bed availability with the SPoA daily for those patients who are “green to go” and identify the patient.

10.4
Where there is an empty bed and there are no patients identified, then SPoA is responsible for identifying another patient who will be asked to transfer to a community hospital bed when the organisation is in escalation status.

10.5
If the patient refuses to go, the Discharge Lead will be informed and discuss with the relevant patient/ carer and if they still decline this will be escalated to the Lead Nurse / Head of Patient Flow or the On-Call Manager.

10.6
To request transport, complete the Patient Transport Booking System request from the electronic Ward Whiteboard. The discharging address must be confirmed as correct as this may be different to the one the patient came in from.

10.7   A nursing referral form for transfer and discharge of patients must be completed in addition to a verbal handover; with a copy to be retained in the patient’s notes.

10.8
A telephone call should be made by the discharging ward to the admitting community hospital when the patient leaves the ward.

10.9
Patients should not be discharged from inpatient ward areas after 9pm at night unless a later discharge has been discussed and agreed with the receiving community hospital, patient, family or carers where appropriate.

10.10
Discharges/transfers of care to community hospitals should take place as early in the day as possible. Later discharges after 8pm need to be discussed and agreed with the receiving ward.

N.B In times of heightened escalation and extreme bed pressures later discharges may be necessary and should be discussed and agreed with patients, carers, families and receiving care facility

11. HOSPITAL TO HOSPITAL TRANSFER

11.1
For transfers to another acute hospital, or to an out of area community hospital, the patient must have been accepted by an appropriate consultant or senior clinician to accept the patient’s care.

11.2
The name of the accepting clinician for the receiving hospital must be clearly documented in the medical notes by the RD&E consultant/medic.

11.3
When the accepting hospital has notified the ward they are able to receive the patient, there must be a registered nurse to registered nurse verbal handover using the Situation – Background – Assessment – Recommendation (SBAR) model.

11.4
A handover using either a handwritten nursing referral form or an electronic transfer referral form available on the patient transfer system should go with the patient.
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11.5
On the day of transfer, the registered nurse must confirm with the receiving hospital whether they require the patient’s actual notes or photocopies, along with a current TEP form which must be an original copy and NOT a photocopy.

11.6
All medication/property/clothing and any other items belonging to the patient must be clearly documented as having been sent with the patient on the day of transfer.

12. MANAGING COMPLEX DISCHARGE

12.1
Communication is central to the process of managing hospital discharge, commencing as early as possible, throughout a patients stay and following discharge.

12.2
The acute hospital environment is not designed to meet the needs of people who are medically fit and safe for transfer. Some of the risks included, but are not limited to:

· Greater functional decline

· Less likelihood of returning home

· Greater likelihood of needing formal support

· Greater likelihood of hospital readmission

· Greater mortality

· Institutionalisation

· Social isolation.

· Greater likelihood of hospital-acquired infection.

· Poor patient experience

· Increased whole system pressure as individuals are unable to access the appropriate environment of care in as timely a manner as possible.

12.3
Decisions to accept care or support at home or to live in nursing or residential care are major, and often made during a time of considerable change in personal circumstances including adjustment to disability, increasing dependence and the potential erosion of social networks.

12.4
Individuals and/or their representatives may find it difficult to choose a short term discharge destination or care provider for many reasons including but not limited to perceptions of:

· Inconvenient location.

· Uncertain timescale.

· Uncertainty about the quality or cost of care.

· Strong and sometimes unrealistic expectations of their ability to manage without support.

· Time needed to come to terms with change of circumstances.

· Mental capacity issues.

· Ethnic or religious beliefs that limits providing a certain type of service.

12.5
The MDT will interact with patients and/or their family/carers to offer support with any concerns, whilst reinforcing the message that everyone will work towards the patients timely discharge from hospital.

12.6
When a patient is clinically ready for discharge/transfer of care they need to understand that they cannot continue to occupy an inpatient bed. If their preferred location or care provider is not available they will be made aware that they must accept an available alternative, whilst they await availability of their preferred choice.
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12.7
For patients who are funding their own care (“self-funding”) they will be provided with the same advice, guidance and assistance on choice as those fully or partly funded by their Local Authority (LA)/Clinical Commissioning Group (CCG).

12.8
Any decision made on the individuals behalf by the MDT or a legal representative must be made in the patient’s best interest, in line with the Mental Capacity Act 2005.
13. AVAILABLITY AND INTERIM CARE

13.1
A discharge plan should include choice where possible and recognise a patient’s autonomy to choose from available options.

13.2
It is important that the MDT is aware of a patient’s housing/home situation well ahead of the proposed discharge date in order to inform this choice.

13.3
If more than one appropriate option is available when a patient is ready for transfer or discharge from hospital, the MDT will offer support to the patient, family/carer to choose.

13.4
If only one identified home or hospital can meet the individuals care needs, the process of searching for alternative options should not delay discharge. A plan for transfer to the available option will be made, and if necessary the patient transferred on an interim basis and the search continued once the patient has been transferred.

13.5
There may be occasions when a patient needs support from housing services in order to be discharged from hospital. Early identification of any issues that may delay discharge is key, so that there is maximum opportunity to put in place any support required. This can include support from local authority housing services or other local community services (Bay 6).

13.6
When a patient requires transfer to another hospital, including a community hospital, but the preferred hospital has no vacancies, patients do not have the right to remain in the current hospital longer than required because they do not wish to accept treatment/rehabilitation at an available, more suitable alternative. If they choose to decline the offered transfer, discussions should start regarding discharge from NHS care.

13.7
When a patient needs care at home or a move to a care home, and the preferred care provider or location is not available (including that the patient’s own home might not be ready to support the discharge or the preferred care provider might have no vacancies), patients do not have the right to remain in hospital longer than required because they or their family/carer have refused or not reviewed available options.

13.8
The MDT/SPoA will provide information should a patient require a domiciliary care package, care home placement, intermediate care or ‘step down’ care. Refusal to make a choice about available options or refusal to accept a single available temporary option must not lead to a patient remaining in the hospital indefinitely.

14. THE DISCHARGE PROCESS

14.1
The discharge process comprises six stages (Appendix 3). The discharge process audit trail template to accompany this is designed to evidence a patient’s journey through the discharge process. (Refer to Discharge Directory).

14.2
Stages 1 to 3 apply to every patient in order to provide support and prevent the need for further escalation:
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Stage 1 – Information provided on admission

· Stage 2 – Assess likely care needs on discharge

· Stage 3 – Offering options and preparing for discharge

14.3
Stages 4 to 6 represent the formal escalation process:

· Stage 4 – Available care declined

· Stage 5 – Formal meeting and formal letter

· Stage 6 – Legal process and formal letter

14.4
The final stage constitutes eviction from the Trust.

14.5
STAGE 1- Give standard information on admission

14.5.1 The discharge planning process will be led at ward level by the MDT responsible for the individual’s care, with one named member taking overall responsibility for each individual – hereafter referred to as the responsible MDT member. This may be SPoA, case manager or another health or social care professional as appropriate. The responsible MDT member supports the individual and/or representative in liaison with all those involved in the patient’s care. They will ensure that those who need to be involved after discharge are contacted at the earliest opportunity to discuss the patient’s needs.

14.5.2 All parties will record plans, communication with the patient and/or representatives, referrals and actions in the medical records.

14.5.3 A discharge-planning information leaflet has been agreed locally (i.e. at the hospital), a member of the MDT will give this to the patient and/or their representatives as soon as possible after admission, and discuss the content with them. (See Discharge Directory.)

14.5.4 Staff on the ward should take note of relevant information about the patient’s housing and home circumstances as soon as possible after admission, and record this information in the medical records/care plan. This will enable early identification of any issues that may have contributed to admission and any issues that need to be rectified in order to facilitate return home.

14.5.5 If the patient is identified as homeless, please refer to Bay 6 for guidance and further information.

14.5.6 A patients mental capacity to choose their discharge destination in accordance with the Mental Capacity Act 2005 should be established as early as possible after their admission which may include establishing if anyone is able to make a decision on the patients behalf, for example under a Lasting Power of Attorney.

14.5.7 If there are safeguarding concerns that may impede discharge, these should also be flagged to the appropriate team early on in line with organisational policies on safeguarding. The responsible MDT member should ensure that the patient and/or representative are aware of the Discharge and Transfer Policy and process, and of the circumstances in which a move to alternative or interim accommodation or care might be necessary. All communications should reinforce the expectation that patients will leave the hospital as soon as their need for inpatient treatment ends.

14.5.8 The discharge plan should include an indication of the Predicted Date of Discharge.
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14.6 STAGE 2 – Assess likely care needs on discharge

14.6.1 As soon as the patient’s needs on discharge can be appropriately gauged and are stable, a baseline assessment should be undertaken to determine whether the individual or carer is likely to need new or different services on discharge and the appropriate notifications, assessments and referrals to other services made.

14.6.2 The responsible MDT member should discuss expectations with the patient and/or their representative, and use Template Letter 1 (see Discharge Directory) to reinforce this.

14.6.3 If no new needs are anticipated then it should be possible for previously arranged care (if any) to be restarted in the patient’s usual place of residence (home or care/nursing home) without the need for further assessments.

14.6.4 If the patient requires support from housing services to enable discharge from hospital, relevant information on services available should be provided. In the event support from housing services takes some time to arrange, an alternative short term offer will be made and it is expected the individual will accept this offer.

14.6.5
All relevant assessments should be completed by the MDT and appropriate arrangements put in place for discharge as soon as possible, and before the PDD.

14.6.6 A patients mental capacity to choose their discharge destination in accord with the Mental Capacity Act 2005 should be established as early as possible after their admission which may include establishing if anyone is able to make a decision on the patients behalf, for example under a Lasting Power of Attorney.

14.6.7 If there are safeguarding concerns that may impede discharge, these should also be flagged to the appropriate team early on in line with organisational policies on safeguarding. The responsible MDT member should ensure that the patient and/or representative are aware of the Discharge and Transfer Policy and process, and of the circumstances in which a move to alternative or interim accommodation or care might be necessary. All communications should reinforce the expectation that patients will leave the hospital as soon as their need for inpatient treatment ends.

14.6.8 In certain circumstances, a third party may choose to “top-up” social care funding to pay for a more expensive care option. This can be discussed with the adult social care services representative.

14.6.9 In line with the Mental Capacity Act 2005, a person with Power of Attorney, or who is a court appointed guardian, can choose to self-fund their preferred option on behalf of the individual but this decision would need to be in the patient’s best interest. Support from the Complex Hospital Discharge Team (CHDT) is offered to relatives or friends making decisions of this nature, which may be life-changing for the patient.

14.7
STAGE 3- Offering options and preparing for discharge

14.7.1 The SPoA, social care or delegated service and a member of the MDT will jointly advise the patient and/or their representative about currently available care providers that can meet their needs (which might be only one option at that time) and any potential cost or contribution at the earliest appropriate stage. The patient and/or their representative should be advised on likely availability and waiting times, costs, and on their right to seek inspection reports from the CQC.

14.7.2 If it is identified that the patient will ‘self-fund’ their care, the social care professional will inform the responsible MDT member whether or not the individual has care
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arranged. If not, they will offer to help the patient and/or representative find available option/s.

14.7.3 A lack of vacancies can result in long waiting lists for some of the more popular care homes. If there is at least one available option, the patient cannot remain in hospital to wait for further choices and must either accept one that is available or make alternative interim arrangements.

14.7.4 If the patient has been referred for inpatient rehabilitation they and/or their representative will be made aware that a bed might not be available at the community hospital closest to their home. The MDT will explain that transfer to an alternative hospital will enable the individual to receive required services in an appropriate setting and maximise their chance of swift recovery.

14.7.5 The responsible MDT member should clarify expectations and may use template letter 2 (see Discharge Directory), if appropriate, to minimise confusion later on.

14.7.6 If post-hospital options are severely restricted or the patient is on a waiting list for a specific location, the patient and/or representative must either accept transfer to somewhere that is not their first preference on a short-term basis, or make alternative interim arrangements. They will not have the option of remaining in hospital to wait for their preferred option to be available.

14.7.7 In cases where the patient requires a package of care, they and /or their representative will be advised of available care options that can temporarily meet their care needs while they wait for their favoured option.

14.7.8 When a patient transfers temporarily to a care arrangement that is not their preferred choice, a representative from the relevant organisation will continue to discuss permanent options with the individual and/or representative.

14.7.9 In cases where available options are declining to accept the patient into their care, this is outside the remit of this policy – in these cases there may be no options to choose from and so alternative means of meeting the individual’s needs should be discussed with the CCG and social care and sought outside of this policy.

14.7.10 Discharge arrangements should be put in place to coincide with the individual's PDD.

14.8 STAGE 4 – Available care declined

14.8.1 In all cases, if the patient is assessed as having capacity and does not agree with the recommended level of on-going care and support they require, their wishes must be respected and discharge home arranged.

14.8.2 If a patient and/or their representative is not happy with the proposed arrangements for discharge, MDT members will explain clearly that refusal to choose an available care provider or location will not prevent the discharge process proceeding.

14.8.3 At this stage, the responsible MDT member should encourage resolution of any potential barrier to discharge and seek support from MDT members involved. The patient and/or representative is provided details by the ward or directed to the patient advice and liaison service (PALS) for advice and information regarding advocacy if required.

14.8.4 The hospital and MDT, in consultation with the patient and/or representative, should agree what the patient needs on discharge and what constitutes a suitable and appropriate option. At this stage the MDT must ensure:
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That the patient (and/or their representative) has had clear explanation verbally and in writing of discharge and on-going care arrangements.
· All relevant information is available to enable an informed decision to be made.
· Assistance to find alternative places of safety has been offered.
14.8.5 At this stage it would be appropriate to conduct a review of the Discharge Process Audit Trail Document, or start one if it has not already been completed.

14.8.6 If discharge arrangements are not agreed in time for the PDD, the responsible MDT member should escalate to the ward matron/senior nurse for support. The matron will consult any specialist staff involved and notify the appropriate operations manager. All parties should continue to encourage patients and/ or their representatives to make their own choices throughout this process.

14.8.7 The Matron will start the formal process and arrange a meeting to discuss discharge within 5 working days of the PDD, documenting this and discussions with the patient and/ or their representatives in the medical notes.

14.8.8 The following people should be invited to the meeting:

· Patient and / or representatives
· Ward Matron/Senior Nurse/ appropriate representative
· SPoA/CHDT/Senior Discharge Officer
· Relevant Manager from agency leading discharge
· The patients consultant may also wish to attend the meeting.
14.8.9 The local process to escalate delayed transfers of care (DTOC) should be followed throughout the process.

14.9
STAGE 5 – Formal Meeting and Formal Letter

14.9.1 At the point of arranging a formal meeting, it would be appropriate to notify any Trust / Local Authority / Legal Advisors and provide a summary of the situation to date. The purpose of this is to ensure that, should it be necessary to use stage 6 of the policy, that there is minimal delay in progressing this final stage.

14.9.2 Consideration should be given to having an appropriate note taker present to record the key decisions made and actions agreed during the meeting. Copies of this record should be placed within the patients notes.

14.9.3 If the patient and/ or their representative/s do not engage with discharge planning or are unable to attend a reasonable request for a formal meeting this should go ahead without them and a follow-up letter should be sent afterwards summarising discussion and plans.

14.9.4 The formal meeting enables all parties to discuss transfer to the most appropriate available care provider at least as an interim option. The matron/senior nurse will consult specialist staff / operational managers involved for guidance and, if it appears that there will be further delay, escalate as required. A plan for discharge within 5 working days must be made at this meeting.

14.9.5 If an MDT decision is made at this point that the patient or their representatives are not acting in the individual’s best interests, a referral to the Court of Protection may be made.
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14.9.6 The ward matron or deputy should give or send template letter 3 (see Discharge Directory), which should be adapted as required, within 24 hours of the meeting. The letter should be copied to all parties present at the meeting and a copy placed in the individual healthcare records.

14.9.7 SPoA, adult social care and ward staff should continue to support the patient and/or representative where possible to finalise plans for discharge. If required the SPoA, adult social care or relevant professional continues to search for available care options.

14.9.8 The MDT will continue to work with the patient and/or representative to arrange an appropriate means of meeting the individual’s care needs at the point of discharge. The allocated SPoA, adult social care or relevant professional should lead the process of making arrangements for a patient to transfer to an identified care provider or location on the agreed date.

14.10
STAGE 6 – Legal process and formal letter

14.10.1 If no agreement has been reached about discharge arrangements after stages 1 – 5, and subsequent transfer arrangements are challenged or not adhered to by the patient and/or representative, the matron should escalate to the senior nurse who should also inform the ADN, lead consultant (if there is one) and Trust senior operational manager.

14.10.2 This group should contact the appropriate senior manager from the agency leading the discharge to urgently meet and discuss plans for transfer to an interim location or alternative care provider.

14.10.3 The group should ensure a summary is prepared of any outstanding issues yet to be resolved, and consult Trust advisors regarding any legal proceedings concerned.

14.10.4 In straightforward situations, the matron will then use template letter 4 (see Discharge Directory) to notify the patient and / or representative of their planned transfer / discharge arrangements, and should these be refused that legal advice will be sought and discharge instigated to the named interim option.

14.11 Compulsory discharge from the Trust

14.11.1If the final stage of the escalation process does not result in discharge from the Trust, the most senior clinician in the Trust will be informed by the senior operational manager without delay. The senior clinician and senior operational manager will discuss compulsory discharge from the Trust with the Trust solicitors, and a plan made to enact this.

15. PROBLEMATIC DISCHARGE / TRANSFER

15.1
If concerns are raised by other health/social care professionals relating to the discharge or transfer of a patient to other healthcare organisations or a community destination, this should be escalated in the first instance to the Discharge Lead/Lead Nurse / Head of Patient Flow for the Trust.

15.2
The matron or clinical lead for the ward will be asked to commence an investigation into the issues raised and complete an action plan if appropriate.

15.3
The outcome of the investigation and any relevant actions taken/put in place will be sent to individual/individuals raising initial concern.
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15.4
Any trend noted about a specific area will be escalated to heads of nursing.

16. TRANSFER OF PATIENTS IN AN EMERGENCY SITUATION

16.1
In the case of patients needing transfer to another acute setting due to critical illness or urgent need, guidance and transfer forms are available in the following areas and should be completed in line with Nursing Midwifery Council guidance on good record keeping (Nursing and Midwifery Council, 2015).

16.2
ITU transfers

Complete Southwest Critical Care Transfer form available in ITU.

16.3
Cardiac transfers

Consult the Surgical Patients Transfer criteria (available in Cardiology) and, if necessary, contact the Pathway Co-ordinator on bleep 808.

16.4
ED transfers

Complete Southwest Critical Care Transfer form available from ITU and attach copy of ED admission form.

17. INTERNAL TRANSFERS

17.1
Assessment for the need of a nurse escort must be conducted by the registered nurse in charge and documented in the patient’s notes.

17.2
Any incidents or accidents should be accurately recorded using the Trust’s Datix system. Any incident that is reported involving equipment failure must be followed by the immediate removal of that piece of equipment from service.

17.3
The registered nurse caring for the patient must have full knowledge about the patient when they handover care to the receiving ward.

17.4
The registered nurse should ensure that no actions or omissions on his/her part cause any detriment to the condition or safety of patients/clients during transfer.

17.5
The registered nurse escorting the patient during the transfer is responsible for maintaining careful observations to ensure patient safety, to care for any infusions and drainage, and to provide an appropriate response to any observed deterioration in condition. In order to accomplish accurate observations, the registered nurse should stand in a position where close patient observations can be monitored throughout i.e. have a good view of the patient’s face.

17.6
In emergency situations, good communication between clinical areas is essential to ensure appropriate equipment is on hand to provide a safe transfer of the patient.

17.7
Communication between all parties should be maintained to ensure the transfer is conducted in a timely manner, both verbal and written (if required), including next of kin.

17.8
Patients must be wearing a patient ID band and details checked to confirm correct identity.

17.9
The patient must be informed as to why the transfer is going to take place (dependent upon patient’s condition and level of consciousness).
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17.10
Any unnecessary equipment must be removed prior to transfer to reduce risk to patients and possible damage/loss of equipment.

17.11
Staff must be trained and have attended annual updates in Moving and Handling techniques to prevent injury to the patient, themselves and other persons involved, in accordance with Manual Handling Operations Regulation 1992.
17.12
Appropriate moving and handling must be identified to ensure the patient is transferred safely and with dignity.

17.13
Bed rails must be used where appropriate and linked to the Use of Bedrails Clinical Guideline.
17.14
If an emergency situation occurs in transit, e.g. cardiac arrest, or a patient’s condition deteriorates, the patient should be taken to whichever clinical area is closest. An emergency call should be place via the nearest telephone point (call 2222) to initiate a response from the Resuscitation Team. It is the responsibility of the team leader to decide where the patient is taken to, whether this is back to the transferring ward/department, Emergency Department (ED) or another Critical Care area.

17.15
Patients with dementia should only be moved for reasons relating to their care and treatment. Any moves for these patients should, where possible, take place during day light hours. Relatives and carers should be kept informed of any move and when this will take place.

17.16
Student Nurses undergoing placements must not escort patients unsupervised. Students are to remain supernumerary to escorts and not be left unaccompanied with patients at any time.

17.17
Porters and/or support workers must follow any instructions given to them by the nurse in charge of the patient in relation to the transfer of a patient.

18. INTERNAL TRANSFERS TO BASE WARDS

18.1
For all types of transfer referred to in this policy, a clear and accurate handover using the SBAR form must be written by the registered nurse from the transferring area to the registered nurse in the receiving area. This will ensure the receiving area has the information to enable them to give appropriate and timely management of the patient when they arrive. This should include an up to date assessment of current problem under investigation and likely diagnosis, any physical or mental health risks, last recorded observations and a treatment management plan. Continuity of information is vital to the safety of our patients

18.2
The SBAR handover sheet is an integrated document that requires engagement with both medical and nursing teams and should be completed by both the doctor and nurse prior to transfer. The SBAR form should be started as part of the admission process and remain on the front of the nursing notes for ease when arranging the transfer. The form will be provided in pink to ensure it is easily recognisable on transfer. The SBAR will form part of the patient records and as so must be filed accordingly in the patient’s notes. No phone call to the receiving ward is needed; however the site must confirm an available empty bed.

18.3
The registered nurse and doctor must use their clinical judgement to make an appropriate assessment of the patient’s clinical condition to determine if an escort is required and to ensure the escort is able to care for the patient during transfer.

Discharge and Transfer Policy

Ratified by: Safety and Risk Committee: 25 October 2019

Review date: April 2024



Page 23 of 38

[image: image56.png]


18.4
For the discharge or transfers of all patients with an infection control alert please consult the Infection Prevention and Control Policy, in particular, the sections on isolation, Methicillin-Resistant Staphylococcus Aureus (MRSA) and Clostridium Difficile. If in any doubt, please ring the Infection Control Team on (01392) 402355.

19. WEATHER

19.1
Discharge of patients in severe weather

In the event of severe weather, wards will ensure that patients being discharged are returning to a suitable and warm environment. Other agencies, such as the voluntary sector, can be contacted to assist if required. (Refer to Discharge Directory).

19. 2 Patients Identified to be nearing the end of their life

19.2.2 Referrals made to the Supportive and Palliative Care team should be for specialist advice and support for patients who have complex symptom or supportive needs.

19.3
The definition of a patient with complex palliative care needs is a patient that is experiencing any single or combination of the following needs:

1. High level of social care needs, equipment needs and/or complex social situation directly linked to their palliative diagnosis.

a. High level of nursing needs including medication administration, pressure care, wound care, feeding/diet management.

· Uncontrolled symptoms and/or complex psychological issues directly linked to their palliative diagnosis.
· Emotional/spiritual distress as a result of their palliative diagnosis.
19.4
Specific Requirements

19.4.1 If a patient has rapid deterioration and is diagnosed as being in their last few days of life, a conversation about their preferred place of care should be held.

19.4.2 If the patient wishes to be cared for at home the Supportive and Palliative Care team should be contacted to support a rapid discharge for end of life care. This should only apply if the patient is in the last few days of life. In all other circumstances the MDT should refer to the SPoA.

20. SELF-DISCHARGE

20.1
It must be established whether the patient has mental capacity. If there is any doubt about this, a mental capacity assessment must be carried out under the Mental Capacity Act 2005.
20.2
The relevant doctor should be contacted to explain to the patient the importance of staying in hospital and the possible risks of a self-discharge. Medication that can be safely prescribed should be and follow up arrangements should be made unless the patient does not want this.

20.3
Ward staff should ensure, where possible, that a self-discharge form is completed and filed in patient’s medical notes. These forms are held on wards. (Appendix 6).

20.4
If the patient refuses to sign a self-discharge declaration, a full and accurate documentation of events and conversations with the patient should be documented in the medical file by the ward nurse.
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20.5
The Request to Self-Discharge Against Medical Advice - Adults and Young Person over 16 years old form must be completed by staff at Appendix 5

20.6
The GP and other relevant services should be informed.

21. REPORTING AND REDUCTION OF DELAYS

21.1
A delayed transfer of care from acute or non-acute care occurs when a patient is ready to depart from such care and is still occupying a bed. A patient is ready for transfer when:

a. A clinical decision has been made that patient is ready for transfer AND

b. A multi-disciplinary team decision has been made that patient is ready for transfer AND

c. The patient is safe to discharge/transfer.

21.2
Delayed Transfers of Care Reporting

21.2.1 The Patient Transfer System will provide the information for the Delayed Transfers of Care (DToC) Unify monthly submission and will be jointly processed by SPoA & Operations Systems Manager.

21.2.2 The monthly submission obtained from Patient Transfer System is processed in line with the Delayed Transfers of Care Monthly SitReps Definitions & Guidance (NHS England, 2013) (v1.07) from NHS England.

21.3
Management and Reduction of Delays

21.3.1 Operational reports are routinely disseminated to highlight specific areas of delay occurrence. Weekly meetings are held and attended by senior managers from health and social care, SPoA, and the Operations Support Unit to discuss and agree discharge plans for each patient. The purpose of this is for formal monitoring of delays within the Trust and to highlight and resolve potential internal delays to discharge.

22. TRAINING AND EDUCATION

22.1
All new clinical staff will be expected to attend as part of the local induction education and training, an introduction to the discharge process. Training and education resource and documentation can be found in the discharge directory. (Refer to Discharge Directory).

22.2
All relevant clinical staff that are involved with the discharge process can access opportunities to attend refresher sessions.

22.3
The electronic Discharge Directory available on HUB will be regularly updated with information and resources relevant to the discharge process.

22.4
Nursing staff and other relevant clinical staff are expected to be fully competent and ensure they remain up to date with any changes to the discharge process.

23. ARCHIVING ARRANGEMENTS

The original of this policy will remain with the author. An electronic copy will be maintained on the Trust Intranet Hub. Archived electronic copies will be stored on the

Trust's “archived policies” shared drive, and will be held indefinitely.
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24. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE POLICY

24.1
To evidence compliance with this policy, the following elements will be monitored:

	What areas need to be monitored?
	How will this be
	Where will this be reported

	
	evidenced?
	and by whom?

	Audit of Discharge Planning
	Ward
	CQUAT – Senior Nurses

	documentation completed by ward
	Matron/Senior
	

	staff in individual patient records.
	Nurse Safety
	

	
	Thermometer
	

	Number of recorded
	Audit – Discharge
	Operations Support Unit –

	incidents/complaints relating to
	Lead
	Discharge Lead

	discharge/transfer
	
	

	Inappropriate out of hours
	Audit –
	Operations Support Unit –

	discharge/transfers
	Operational
	Discharge Lead

	
	Systems
	

	
	Manager
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APPENDIX 1: PATIENT DISCHARGE PROCESS FOR SIMPLE / NON-COMPLEX PATIENT DISCHARGES

	Action required
	Rationale
	By Whom

	
	
	

	Commence discharge plan with expected
	To ensure plan in place and to identify
	Multi-disciplinary team (MDT)

	discharge date
	any potential issues requiring referral to
	overseen my ward Matron

	
	other services
	

	Facilitate on-going involvement of
	To ensure effective and timely
	MDT

	patient/carer/relatives in the discharge planning
	communication with
	

	process
	patient/carers/family regarding all
	

	
	aspects of discharge including
	

	
	estimated discharge date
	

	
	
	

	Assess patients for safe discharge and advise
	Effective communication within MDT
	Occupational Therapist

	MDT of potential risks around management of
	and ensure safe discharge
	Physiotherapist

	discharge
	
	

	All arrangements in relation to discharge
	To maintain accurate and timely
	Medical team / Registered Nurse /

	planning should be clearly documented, signed
	documentation and ensure effective
	Therapy staff and other Health

	and dated within the clinical notes
	communication
	Professionals where appropriate

	To work together with partner agencies to
	To ensure safe discharge to home or
	Registered Nurse

	ensure all pre-existing services are in place
	usual place of residence
	

	prior to discharge
	
	

	Assessment of medication needs made and
	To ensure patients medication needs
	Prescriber / Pharmacist / Registered

	discharge prescription completed
	are met in full and all medicines required
	Nurse

	
	are provided in a safe, accurate and
	

	
	timely fashion. This should include a
	

	
	review of their own medicine brought in
	

	
	to hospital and those they may have at
	

	
	home
	

	
	
	

	Discharge summary to be completed prior to
	To ensure accurate data recorded and
	Medical team / Registered Nurse /

	discharge
	sent to GP
	Pharmacist

	Ensure relevant information related to specific
	To ensure patients understand of any
	Registered Nurse

	speciality/discharge is given to the patient and
	follow up arrangements
	

	discussed with the patient/carer/family as
	
	

	required
	
	

	
	
	

	If care home is usual place of residence, prior to
	Effective communication to ensure
	Registered Nurse

	discharge contact the nurse/manager to provide
	continuity of care on discharge
	

	a verbal handover of the patient including
	
	

	infection status and document in clinical records
	
	

	
	
	

	Ensure patients medication to take home is
	To ensure patient/carer/family
	Registered Nurse

	correct as prescribed, discussed with the
	understand medication doses and
	

	patient/carer/family and is given to patient prior
	treatment
	

	to discharge
	
	

	
	
	

	Ensure patient/carer/family are fully informed
	To ensure patient/carer/family are aware
	Registered Nurse

	and advised of danger signals to look out for
	of danger signals related to
	

	and provide sign posting as appropriate
	diagnosis/prognosis
	

	
	
	

	Any event e.g. fall during a hospital stay must
	Effective communication to ensure
	Registered Nurse

	be communicated to carers/family or
	continuity of care on discharge
	

	professional colleagues within other care
	
	

	setting
	
	

	
	
	

	Any patient with a pressure ulcer (inherited or
	To ensure carers/family and other
	Registered Nurse

	hospital acquired) must have full skin map
	professional are aware of pressure
	

	regarding ulcer using measurement
	ulcer. Ensure accurate details of
	

	documentation clearly in health records and
	presence of pressure ulcer are recorded
	

	electronic discharge summary immediately prior
	in medical notes and discharge
	

	to discharge
	summary
	

	
	
	

	Ensure carers/family are asked to provide
	Maintain dignity and ensure patients are
	Registered Nurse / Healthcare

	patients own clothing/outdoor wear prior to
	appropriately dressed for discharge from
	Assistant

	discharge
	hospital
	

	Pack or assist the patient to pack their
	To prevent loss of patients property
	Registered Nurse / Healthcare

	belongings and ensure patient property form is
	
	Assistant

	completed
	
	

	
	
	

	Inform patient/carer/family and partner agencies
	To provide communication regarding
	Registered nurse / Healthcare

	of time of discharge
	patients expected time of arrival
	Assistant / Ward clerk

	
	
	

	Arrange transport where appropriate
	To ensure arrangements complete
	Registered nurse / Healthcare

	
	
	Assistant / Ward clerk
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APPENDIX 2 : PATIENT DISCHARGE PROCESS FOR COMPLEX PATIENT DISCHARGES

	Action required
	Rationale
	By Whom

	Commence discharge planning at pre-admission
	To identify any potential issues requiring
	Registered nurse

	clinic for planned admissions or as soon after
	referral to other services
	

	admission as possible for non-elective admissions
	
	

	
	
	

	Refer to appropriate discipline for prompt
	Prompt intervention by Therapy staff /
	Registered Nurse

	assessment of patients’ needs by member of MDT
	Specialist Nurse
	

	Assess patients’ needs and respond appropriately
	Effective communication within MDT
	Occupational Therapist / Physiotherapist.

	carrying out interventions as required by members
	and ensure safe discharge following
	

	of the MDT
	intervention/treatment
	

	Refer to Single Point of Access (SPOA) for further
	To help patients and their carer/family to
	Registered Nurse / SPOA Clinician

	assessment for on-going needs
	facilitate a safe discharge from hospital
	

	
	
	

	Assessment by Social Work (if appropriate)
	Need identified to support
	SPOA Clinician / Complex Hospital Discharge

	
	patient/carer/family either in their own
	Team (CHDT) or Community Led Discharge

	
	home or change of circumstances
	Team Cluster

	
	requiring placement
	

	Arrange follow up services including the loan of
	To help patients and their carer/family to
	Registered Nurse / SPOA Clinician

	essential equipment and domiciliary treatment
	facilitate a safe discharge from hospital
	

	Assessment of medication needs made and
	To ensure patients medication needs
	Prescriber / Pharmacist

	discharge prescription completed
	are met in full and all medicines
	

	
	required are provided in a safe,
	

	
	accurate and timely fashion. This should
	

	
	include a review of their own medicine
	

	
	brought into hospital and those they
	

	
	have at home
	

	Electronic Discharge Summary is to be completed
	To ensure accurate data recorded and
	Medical Team / Registered Nurse / Pharmacist

	prior to discharge
	sent to GP
	

	If discharge to placement has been arranged, prior
	Effective communication to ensure
	Registered nurse / Social Worker / SPOA

	to discharge contact the nurse/manager to provide
	continuity of care on discharge
	Clinician

	verbal handover of the patient including infection
	
	

	status and document in clinical notes. If discharge
	
	

	to community hospital, provide verbal handover to
	
	

	receiving hospital with written transfer referral
	
	

	form, patients notes and original TEP form
	
	

	Ensure carer/family are asked to provide patients
	Maintain dignity and ensure patients are
	Registere Nurse / Healthhcare Assistant

	own clothing/outdoor wear prior to discharge
	appropriately dressed for discharge
	

	
	from hospital
	

	Ensure all relevant patient information if required
	To ensure patient/carer/family
	Registered Nurse

	for specific speciality or discharge is discussed
	understanding of any follow up
	

	with patient/carer/family and is given to patient
	arrangements
	

	prior to discharge
	
	

	Ensure patient medication to take home is correct
	To ensure patient/care/family
	Registered Nurse

	as prescribed, discussed with patient/carer/family
	understanding of medication doses
	

	and is given to patient prior to discharge
	
	

	Ensure all patients/carer/family are fully informed
	To ensure patient/carer/family are
	Registered nurse

	and advised of danger signals to look out for to
	aware of danger signals related to
	

	provide sign posting as appropriate
	diagnosis/prognosis
	

	Any event e.g. fall during a hospital stay must be
	Effective communication to ensure
	Registered Nurse

	communicated to carers/family or professional
	continuity of care on discharge
	

	colleagues within other care setting
	
	

	
	
	

	Any patient with a pressure ulcer (inherited or
	To ensure carers/family and other
	Registered Nurse

	hospital acquired) must have full skin map
	professional are aware of pressure
	

	regarding ulcer using measurement
	ulcer. Ensure accurate details of
	

	documentation clearly in health records and
	presence of pressure ulcer are recorded
	

	electronic discharge summary immediately prior to
	in medical notes and discharge
	

	discharge
	summary
	

	Pack or assist the patient to pack their belongings
	To prevent loss of patients property
	Registered Nurse / Healthcare Assistant

	and ensure patient property form is completed
	
	

	Inform patient/care/family and partner agencies of
	To provide communication regarding
	Registered Nurse / Healthcare Assistant / Ward

	estimated time of discharge at least 24-48hrs prior
	patients expected time of arrival
	Clerk

	to discharge
	
	

	Confirm transport arrangements where appropriate
	To ensure arrangements complete
	Registered nurse / Ward Clerk.
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APPENDIX 3: SUMMARY OF THE 6 STAGE MANAGING COMPLEX DISCHARGE PROCESS

	
	Stage 1: Start discharge-planning discussions and give standard information on admission.
	
	Stage 1

	
	
	
	
	
	
	
	
	
	
	
	

	
	Ensure patient is provided with discharge information leaflet.
	
	On admission to ward

	
	Discuss discharge planning with individual and/or representative before or shortly after
	
	
	
	
	

	
	admission. Identify MDT member responsible for co-ordinating discharge (named health or
	
	
	
	
	

	
	social care professional to contact about plans). Print and complete policy audit tool
	
	
	
	
	

	
	appendix 18
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Stage 2: Refer to service/s required to support discharge (template letter 1 to be given).
	
	Stage 2

	
	
	
	
	
	
	
	
	
	
	
	

	
	Refer individual to required services, e.g. another hospital, adult social care, community
	
	As soon as

	
	mental health team (CMHT) when patient is ready to have needs assessed for discharge if
	
	possible after

	
	available.
	
	admission

	
	
	
	
	
	
	
	

	
	Stage 3
	: Offer available discharge service/s (template letter 2 to be given). Discuss
	
	Stage 3 Before

	
	
	
	
	
	
	
	
	
	
	
	

	
	discharge plans with individual and/or representative regularly. Ensure assessments of
	
	PDD

	
	care needs are complete. Explain to individual and/or representative that they must accept
	
	
	
	
	

	
	an available discharge option. Ward representative or social care professional jointly offer
	
	
	
	
	

	
	patient and/or representative at least one option.
	
	
	
	
	

	
	
	
	
	
	
	

	
	Stage 4: Start the formal process if available service declined and arrange formal meeting.
	
	Stage 4

	
	
	
	
	
	
	
	
	
	
	
	

	
	If individual and/or representative are reluctant to accept option/s offered, ward
	
	Within 5 working days

	
	representative or social care professional discuss concerns and encourage them to
	
	of PDD

	
	reconsider. Clarify rationale for transfer to alternative option if their preferred option is not
	
	
	
	
	

	
	available. Escalate to W ard Leader to agree urgent date for formal meeting if discharge
	
	
	
	
	

	
	plan still not agreed or concerns remain.
	
	
	
	
	

	
	
	
	
	
	
	

	
	Stage 5: Hold formal meeting to minimise delay and send (template letter 3.) Notify Trust
	
	Stage 5

	
	
	
	
	
	
	
	
	
	
	
	

	
	Advisors of current situation. Individual and/or representative invited to formal meeting,
	
	Within 24 hours of

	
	which is held even if they do not attend. Give information and encouragement to access
	
	formalmeeting above

	
	support. Send letter describing what was discussed, follow-up arrangements made, any
	
	
	
	
	

	
	agreements and the rationale for transfer to alternative care.
	
	
	
	
	

	
	
	
	
	
	
	

	
	Stage 6: Establish viable option and send template letter 4 before instigating discharge.
	
	Stage 6

	
	
	
	
	
	
	
	
	
	
	
	

	
	If transfer arrangements are disputed, escalate to Matron and lead consultant, and Senior
	
	At 5 working days after

	
	Operational Manager. They will meet the relevant Senior Manager from the agency
	
	the formal meeting

	
	leading discharge, and consult Trust/Local Authority legal advisors regarding any legal
	
	
	
	
	

	
	proceedings concerned. Send final letter to explain that discharge to the identified
	
	
	
	
	

	
	temporary alternative option will go ahead in line with the policy
	
	
	
	
	

	
	
	
	
	

	
	Compulsory Discharge :
	Senior Trust Clinician(s) consult with Trust Solicitors to
	
	Compulsory
	

	
	enact compulsory discharge.
	
	Discharge As

	
	If final discharge arrangements are not adhered to, Matron and Lead Nurse / Head of
	
	
	

	
	
	
	soon as possible

	
	Patient Flow will escalated to Senior Clinicians and formal legal proceedings will
	
	after stage 6

	
	commence.
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APPENDIX 4: DISCHARGE PATHWAY (AUDIT TRAIL)

Individuals Name…………………………………………....Hospital No………………..

MDT Representative/s……………………………………………………………………….

	Action
	Date
	Signed

	STAGE 1 – INFORMATION PROVIDED ON ADMISSION
	
	

	Discharge planning patient info leaflet given.
	
	

	Patient informed of PDD and told when it is revised.
	
	

	Patient/representative informed of named responsible MDT member
	
	

	Discharge Care Plan/Discharge Checklist started
	
	

	STAGE 2 – ASSESS LIKELY CARE NEEDS ON DISCHARGE
	
	

	Patient referred to community services if required.
	
	

	Template Letter 1 given to patient/representative if wished.
	
	

	Expectation managed regarding availability of preferred option.
	
	

	
	
	

	STAGE 3 – OFFERING OPTIONS & PREPARING FOR DISCHARGE
	
	

	Template letter 2 given to patient/representative if wished.
	
	

	
	
	

	STAGE 4 – AVAILABLE CARE DECLINED.
	
	

	Care declined by (name, relationship):
	
	

	Date:
	
	

	Reason given:
	
	

	
	
	

	STAGE 5 – FORMAL MEETING AND FORMAL LETTER
	
	

	Date:
	
	

	Invited attendees:
	
	

	Individual / representative attendees:
	
	

	Template letter 3 given by ward Matron
	
	

	
	
	

	STAGE 6 – LEGAL PROCESS AND FORMAL LETTER
	
	

	Alternative discharge location sourced:
	
	

	Template letter 4 given to patient/representative from matron
	
	

	
	
	

	Legal advice sourced:
	
	

	
	
	

	END: Reason process terminated (start new form if process re-
	
	

	started):
	
	

	
	
	


File in Patients notes and copy to appropriate teams if requested
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APPENDIX 5: SAFE SELF DISCHARGE AGAINST MEDICAL ADVICE

Request to Self-Discharge Against Medical Advice

Adults and Young Person over 16 years old

Date of admission:
Ward:
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Consultant:
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Date and Time of Request to Self-Discharge:
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	Admission Diagnosis
	

	1
	
	3

	2
	
	4

	Current Problems
	

	1
	
	2
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In the event of a patient requesting to leave hospital against medical advice, the following actions are to be performed by the healthcare team; this must also be written and explained in full in the patient’s medical notes:
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Section 1: Assessment of patient’s mental capacity to understand their care and treatment arrangements.

Does the patient have mental capacity to make a decision to take their self discharge against medical advice?

No
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Proceed to
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Section 2)

Yes



Section 3)

(Record details of assessment in the clinical notes)

[image: image74.jpg]Royal Devon and Exeter INHS

NHS Foundation Trust




MCA principles:

Understand the information relevant to the decision

Retain the information sufficient (long enough) to make the decision

Weigh up the information as part of the process of making the decision

To communicate the decision (by any means)
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Section 2: Patient lacks mental capacity to understand immediate care needs.


The patient should remain in hospital in their best interests under the provision of the Mental Capacity Act.


Inform Patient



Inform NOK / family member / IMCA Inform senior clinician (ward register)


Provide patient and NOK with MCA/DoLS leaflet and Document in clinical notes the details of all decisions made in the best interest of the patient.

Proceed to Section 7
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Section 3: Mental health assessment

If the named patient is assessed as possessing capacity BUT is known to be / or suspected to be suffering from a mental health illness, is this patient a candidate for detention under the Mental Health Act 2007

No

Yes



Section 4)

assessment).

(Document in clinical notes all mental health assessments and actions undertaken in best interests of patient).


Section 4: The Adult Patient (>16 years) possesses mental capacity and has no serious mental health disorder.

The patient should be permitted to leave. All efforts should be made to ensure the discharge is as safe as possible. The following factors should be addressed;

Clothing
Accommodation [image: image77.png]




Safeguarding / Risk Identification

(consider duress/external influences)



Transport


Completion of e-Discharge


The Younger Person (16 - 17 years) possesses mental capacity to make a decision about self-discharge against medical advice and has no serious mental health disorder.

REMEMBER THE CHILD’S WELFARE IS PARAMOUNT – Children’s Act (2004)

(defines a child as being under 18)

You must consider safeguarding in ALL cases. Seek expert guidance from paediatrician, safeguarding team, senior manager, and psychiatry as appropriate. Ensure safe discharge and address factors for discharge as highlighted above.

Give all patients’ advice regarding their condition, in written form if possible; advise them that they can return to hospital if things deteriorate and that their care will not be compromised because they went home

Has an out-patient appointment been arranged or GP follow-up advised?

No
[image: image2]            Yes


(Please give details)


Document any specific advice given to patient at time of discharge, alternative medical plans and safety netting:
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Document in clinical notes the details of the discharge plan, alternative medical

plans and safety netting.

Proceed to Section 5


Section 5: Complete Datix form and inform relevant agencies, including members of the Safeguarding Team if appropriate.

In order to facilitate early follow-up action please inform relevant agencies known to patient, and ensure GP is aware. A Datix form should be completed whenever a patient leaves hospital against medical advice and the safeguarding box ticked if appropriate. The Safeguarding team will then review the Datix.

Datix Form Incident No:


Nurse in charge of clinical area informed of self-discharge Proceed to Section 6


Section 6: Patient Statement & Disclaimer

The named patient should be given the opportunity to record any comments in this section before signing the disclaimer below.

Patient Comments: (optional)

This is to certify that I am leaving this hospital at my own request, at my own risk, and on my own responsibility, against the advice of the medical staff.

	Patient signature:
	
	
	Date:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	(Please tick if patient refuses to sign before leaving hospital premises
	)
	
	

	Proceed to Section 7
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Section 7: Details of lead healthcare professional
	
	
	

	Name:
	
	Ward/Dept:
	
	
	
	

	Please sign and print)
	
	
	
	
	
	
	
	
	

	Position held:
	Contact:
	
	
	

	No/Bleep:
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APPENDX 6: WARD TRANSFER – NURSE HANDOVER FORM
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APPENDIX 7: COMMUNICATION PLAN

COMMUNICATION PLAN

The following action plan will be enacted once the document has gone live.

	Staff groups that need to have
	All Staff

	knowledge of the policy
	

	
	

	The key changes if a revised
	Introduction of the Single Point of  Access

	policy
	team   and   the   processes   for   referring

	
	patients for onward care.

	
	Amendments   to   moving   and   handling

	
	process and referral.

	
	Changes to Palliative Support & Care Team

	
	role.

	
	Updated and improved nursing handover for

	
	ward to ward transfers.

	
	Acknowledgment of severe weather and

	
	impact this has on discharge.

	
	

	The key objectives
	The purpose of this policy is to ensure co-

	
	ordinated safe and timely discharge to all

	
	adult in-patients from ‘The Trust’ to other

	
	healthcare organisations, home or community

	
	

	How new staff will be made aware of
	Cascade by email, preceptorship, induction and

	the policy and manager action
	Trust Intranet - HUB

	Specific Issues to be raised with staff
	All staff should be made aware of their duties

	
	and responsibility they have in patient discharge

	
	and transfers via this policy. Particular attention

	
	should be drawn to timeliness, planning and

	
	communication.

	
	

	Training available to staff
	Support available from Discharge Lead,

	
	Operational Development Manager, Practice

	
	Education Team and Intranet HUB

	
	

	Any other requirements
	

	
	

	Issues following Equality Impact
	No negative impacts.

	Assessment (if any)
	

	
	

	Location of hard / electronic copy of
	The original of this policy will remain with the

	the document etc.
	author. An electronic copy will be maintained on

	
	the Trust Intranet Hub. Archived electronic copies

	
	will be stored on the Trust's “archived policies”

	
	shared drive, and will be held indefinitely.
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APPENDIX 8: EQUALITY IMPACT ASSESSMENT TOOL

	Name of document
	Discharge & Transfer Policy

	
	

	Division/Directorate and service area
	Operation Support Unit – Site Management

	
	

	Name, job title and contact details of
	Jennie Huyton – Discharge Lead

	person completing the assessment
	E221 ext 2038 / #6420

	
	

	Date completed:
	16/10/19 – Approved by Simon Harrison

	
	



The purpose of this tool is to:

Identify the equality issues related to a policy, procedure or strategy

Summarise the work done during the development of the document to reduce negative impacts or to maximise benefit

Highlight unresolved issues with the policy/procedure/strategy which cannot be removed but which will be monitored, and set out how this will be done.

1. What is the main purpose of this document?

The purpose of this policy is to ensure coordinated, safe and timely discharge, the rationale for achieving this, the responsibilities of individuals and teams, and the operational procedures, systems and documentation involved.

2. Who does it mainly affect? (Please insert an “x” as appropriate:)
Carers ☒
Staff ☒
Patients ☒
Other (please specify)

3. Who might the policy have a ‘differential’ effect on, considering the “protected characteristics” below? (By differential we mean, for example that a policy may have a noticeably more positive or negative impact on a particular group e.g. it may be more beneficial for women than for men)
Please insert an “x” in the appropriate box (x)

	Protected characteristic
	Relevant
	Not relevant
	
	

	
	
	
	
	

	Age
	☒
	☐
	

	
	
	
	
	

	Disability
	☒
	☐
	

	
	
	
	
	

	Sex - including: Transgender,
	☐
	☒
	

	and Pregnancy / Maternity
	
	
	

	
	
	
	
	

	Race
	☐
	☒
	

	
	
	
	
	

	Religion / belief
	☐
	☒
	

	
	
	
	
	

	Sexual orientation – including:
	☐
	☒
	

	Marriage / Civil Partnership
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4. Apart from those with protected characteristics, which other groups in society might this document be particularly relevant to… eg (those affected by homelessness, bariatric patients, end of life patients, those with carers etc)?

5. Do you think the document meets our human rights obligations? ☒

Feel free to expand on any human rights considerations in question 6 below.


A quick guide to human rights:

· Fairness – how have you made sure it treats everyone justly?
· Respect – how have you made sure it respects everyone as a person?
· Equality – how does it give everyone an equal chance to get whatever it is offering?
· Dignity – have you made sure it treats everyone with dignity?
· Autonomy – Does it enable people to make decisions for themselves?
6. Looking back at questions 3, 4 and 5, can you summarise what has been done during the production of this document and your consultation process to support our equality / human rights / inclusion commitments?


This policy clarifies a consistent approach to managing discharge and transfers. The policy is relevant to age and disability, both of which have been dealt with in Section 12.

7. If you have noted any ‘missed opportunities’, or perhaps noted that there remains some concern about a potentially negative impact.

Please note this below and how this will be monitored/addressed.


“Protected characteristic”:

Issue:

How is this going to be

monitored/ addressed in

the future:

Group that will be

responsible for ensuring

this carried out:
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	Missing Patient Policy

	
	
	
	
	
	
	
	

	Post holder responsible for Procedural
	
	
	
	
	

	Document
	
	
	Lead Nurse / Head of Patient Flow

	
	
	
	
	
	
	
	

	Author of Policy
	
	
	Lead Nurse / Head of Patient Flow

	
	
	
	
	

	
	
	
	
	
	
	
	

	Division/ Department responsible for
	
	
	Operations Support Unit

	Procedural Document
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Contact details
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Date of original document
	
	
	01/07/2004
	

	
	
	
	
	
	
	

	Impact Assessment performed
	
	
	Yes/ No

	
	
	
	
	
	
	
	

	Ratifying body and date ratified
	
	
	Safety and Risk Committee 12 September

	
	
	
	2018 (v.4.2 updated 08/10/2020 for My

	
	
	
	
	

	
	
	
	
	Care) Chairs approval 8 October 2020

	Review date
	
	
	March 2023 (every 4 ½ years)

	
	
	
	
	
	
	

	Expiry date
	
	
	September 2023

	
	
	
	
	
	
	

	Date document becomes live
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	(Version 4.2 09/10/2020)

	
	
	
	
	

	
	
	
	
	

	Please specify standard/criterion numbers and tick  other boxes as appropriate

	Monitoring Information
	
	
	
	Strategic Directions – Key Milestones

	
	
	
	
	
	
	
	

	Patient Experience
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	Maintain Operational
	

	
	
	
	
	
	Service Delivery
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Assurance Framework
	
	
	
	
	Integrated Community
	

	
	
	
	
	
	Pathways
	

	Monitor/Finance/Performan
	
	
	
	
	Develop Acute services
	

	ce
	
	
	
	
	
	
	

	CQC Fundamental Standards - Regulation: 9
	
	Infection Control
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	



Other (please

specify):

Note: This document has been assessed for any equality, diversity or human rights implications


Controlled document

This document has been created following the Royal Devon and Exeter NHS Foundation

Trust Development, Ratification & Management of Procedural Documents Policy. It should not be altered in any way without the express permission of the author or their
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1. INTRODUCTION

1.1
The Royal Devon and Exeter NHS Foundation Trust (hereafter referred to as “the Trust”) has a responsibility to ensure the safety of all patients within its care.

1.2
Patients may decide they no longer wish to remain in hospital, and choose to leave the hospital without the correct discharge procedures taking place. Patients with capacity regarding the decision to self-discharge can make a potentially unwise decision and leave the hospital before being discharged by the medical or nursing team.

1.3
This procedure identifies when a patient should be declared “missing” and describes the steps to be taken thereafter.

1.4
It should be emphasised that accurate documentation needs to be kept throughout the incident by the nurse in charge of the area.

1.5
Failure to comply with this policy could result in disciplinary action.

2. PURPOSE

2.1
The Trust regards the safety and wellbeing of its patients as a priority. Where a patient who is receiving treatment is not present or accounted for all steps should be taken to ensure the safety of the person. Where necessary this will be escalated to the police or appropriate organisation for further investigation.

3. DEFINITIONS

3.1
Missing patient – the following should be considered as a missing patients if they cannot be located;

· Any patient under the age of 16,
· Those over 16 years who lack capacity regarding the decision to self-discharge,
· Those who pose a risk to themselves or others,
· Those patients who have been identified as being at high risk of harm from others e.g. high risk domestic abuse victims (MARAC) or honour based violence, or those who have been trafficked, or at risk from modern slavery or sexual exploitation,
· Those where there is a legal order stating that they should remain in hospital e.g. Deprivation of Liberty Safeguards (DoLS), Residency Order or those held under the Mental Health Act.
3.2
Pillar Alert – an IT alert that can communicate within the acute hospital site.

4. DUTIES AND RESPONSIBILITIES OF STAFF

4.1
Deputy Chief Executive/Chief Nurse

Deputy Chief Executive/Chief Nurse has overall executive responsibility for patient safety.

4.2
Assistant Director of Nursing

The Assistant Director of Nursing is responsible for monitoring compliance with the policy within their Division.

4.3
Clinical Matron

The Clinical Matron for the area is responsible for coordinating the search for a
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missing patient, including in the acute hospital, informing and liaising with Security. Where itis deemed necessary, the Clinical Matron will notify and liaise with the Police and, where appropriate, will escalate within the Division.

4.4
Clinical Matron On-Call/Site Practitioner

Out of hours the Clinical Matron On-Call/Site Practitioner will carry out the responsibility of the Senior Nurse for the area and, when necessary, will escalate to the On-Call Manager who will update the On-Call Director.

4.5
On-Call Manager

Out of hours the On-Call Manager will escalate to the On-Call Director as necessary.

4.6
Clinical Nurse Manager or Nurse in Charge

The Clinical Nurse Manager or Nurse in Charge is responsible for obtaining all information regarding the missing patient, including completion of the missing patient algorithm within My Care and escalation to the Clinical Matron/Site Practitioner.

4.7
Ward Staff

Ward staff have responsibility for ensuring day to day safety of the patients in their care, for escalating any concerns and reporting missing patients on Datix (incident reporting system) in line with the Incident Policy. Please see Appendix 2 (flow chart).

4.8
Security/Local Security Management Specialist (LSMS)

Security Operation Officers will be involved in searching for the patient across the acute site and consideration given to utilising the Trust Closed Circuit Television (CCTV) system to aid in the search for the patient. Security Operation Officers will accurately complete a Datix Incident Form to record the actions of the security team in supporting the safe return of the missing patient.

LSMS to support and liaise with police as a point of contact if required and support any investigation process that may ensue.

5. PROCEDURE

5.1
Patients’ rights

5.1.1
If a patient wishes to discharge themselves from hospital care and they are considered to have the capacity to make that decision and do not come under the criteria of the Mental Health Act, or some other Court Order which prohibits leaving the hospital, discharge from the hospital should be allowed and made as safe as possible. The medical reasons for staying in hospital should be made clear. Please refer to the Discharge and Transfer Policy Appendix 5.

5.1.2
Self-discharge patients should be requested to collect all their personal belongings before leaving and to sign a self-discharge form. Every effort should have been made by the medical/nursing staff to discuss the request with the patient. Staff must ensure all patients requesting to self-discharge have the mental capacity to make that decision.

5.1.3
If the patient is still adamant that they want to leave, they should be advised to contact their own General Practitioner (GP). If it is clear that the patient does not intend to contact their GP, then the Clinical Nurse Manager/Deputy dealing with the incident should consider making this contact as urgently as the patient’s condition indicates.

5.1.4
If a patient self-discharges himself or herself from hospital care, there is normally no
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indication for informing the next of kin of this action as it is possible that patients will not wish relatives to be aware of the fact that they have been in hospital. Very close attention should be given to confidentiality issues, and staff will need to be sensitive when dealing with this, for example when dealing with telephone queries from relatives or friends. If the next of kin are to be informed, this should only be done following discussion with the Clinical Matron. The staff dealing with the self-discharge should keep a formal written record of the steps taken during this procedure.

5.2
Rights of detention

5.2.1
Only those patients held under the Mental Health Act or Deprivation of Liberty Safeguards or some other Court order can be held in hospital against their will. Please refer to the Deprivation of Liberties (DoLs) Safeguards Policy.

5.2.2
Patients in the above categories should be detained or returned to their place of care

in the hospital preferably by persuasion. If this is not achievable then absolute minimum amount of physical force should be applied, preferably by the clinical staff caring for the patient.

5.3
Initial search

5.3.1
If the patient is thought to be missing, an initial search of the immediate area should be carried out to include the ward (or other relevant area) and nearby corridors and rooms. Check whether any personal property has been left as this might indicate an intention to return.

5.3.2
In the case of more physically able patients, the search area should be widened to include, in the acute site for example, Oasis, shop, chapel, other rest areas, and the obvious outside areas including the main external entrance.

5.3.3
Staff should give consideration to the need to search in pairs.

5.3.4
If the initial search has been undertaken and the patient has not been found, the full details of the patient must be obtained to use in any subsequent search. The details should be updated in My Care in the missing person algorithm. Open My Care, identify the patient, open the patient chart, click on flow sheets, type in the name of the missing patient, open up the missing patient algorithm and complete.

5.4
Widening the search

5.4.1   If the patient has not been found during the initial search of the immediate area, other staff as listed below will then need to be notified and a wider search instigated.

5.4.2
The following people should be informed, and the details collected on the pro-forma passed on to them:

· Security Team (Acute Site)
· the most senior nurse in the unit involved, who will contact;
· the Site Practitioner/On Call Clinical Matron who will attend and provide support and guidance and escalate as required.
The above should be contacted through the Trust switchboard / Devon Doctors in the usual way.

5.4.3
Before the Police are called, consideration should be given to whether the patient has
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had time to return to their next of kin or if contact with the next of kin will assist in any way, unless the patient has specifically requested confidentiality.

5.4.4
The Clinical Matron/On-Call Clinical Matron/Site Practitioner will then take overall command of the situation and undertake a dynamic risk assessment, and decide whether to contact the police on Tel 9-999. The police must be given all information contained in the proforma, including any indication that the patient has already left the hospital grounds. When the Police are contacted, the Clinical Matron/On-Call Clinical Matron/Site Practitioner should advise them of the action that has already been taken. They should also obtain the Police log number for the incident from the officer they are reporting the incident to.

5.4.5
Within the acute site, the Clinical Matron may then choose to instigate a wider search using the “pillar alert”. If so, this will be done in conjunction with the Site Practitioner. However, this scheme is most effective when least time has elapsed since going missing or it is believed the patient is still on site.

5.4.6
The Clinical Nurse Manager/Nurse in Charge dealing with the missing patient should consider contacting the next of kin if not yet contacted. He/she should try to obtain any details of the patients’ possible destinations. Any information gained should also be passed to the police where appropriate.

5.4.7
In certain cases, the Security Manager may be able to review the CCTV recordings to obtain more information about the missing patients and their direction of travel.

5.5
Patient Return

5.5.1
If a patient is found off site, consideration needs to be given as to whether the patient should be returned to the hospital. If patient is medically fit but was waiting for a placement it may be not be appropriate to readmit them but to see if appropriate accommodation can be found by relevant agencies.

5.5.2
Once the patient has been returned to their place of care, the relevant healthcare professionals should review the patient and complete appropriate assessments.

5.5.3
The Clinical Nurse Manager/Nurse in Charge must ensure that the senior members of staff who have been involved are informed that the patient has been returned.

5.5.4
The Clinical Matron/Site Practitioner/Matron/Nurse in Charge should inform the police and any other relevant personnel.

5.5.5
The Clinical Nurse Manager/Nurse in Charge will ensure completion of the incident on Datix if appropriate.

6. ARCHIVING ARRANGEMENTS

6.1.1
The original of this policy will remain with the author Lead Nurse / Head of Patient Flow, Operations Support Division. An electronic copy will be maintained on the Trust Intranet, P – Policies – M – Missing Patient. Archived electronic copies will be stored on the Trust's “archived policies” shared drive, and will be held indefinitely. A paper copy (where one exists) will be retained for 10 years.
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7. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE POLICY

7.1
To evidence compliance with this policy, the following elements will be monitored:

	What   areas   need   to
	be
	How will this be
	Where will this be reported

	monitored?
	
	evidenced?
	and by whom?

	
	
	
	

	Compliance with the policy
	
	Audits of missing
	Audit against Datix incident

	
	
	person
	report forms and

	
	
	documentation
	documentation in patient

	
	
	
	notes by Division. Reported

	
	
	
	to Divisional Governance

	
	
	
	Group annually.


8. REFERENCES

Mental Health Act 1983 (c.20). London: Stationery Office. Available at: http://www.legislation.gov.uk/ukpga/1983/20/contents
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APPENDIX 1: COMMUNICATION PLAN

COMMUNICATION PLAN

The following action plan will be enacted once the document has gone live.

	Staff groups that need to have
	All Staff

	knowledge of the policy
	

	
	

	The key changes if a revised policy
	Minor amendments to reflect My Care

	
	implementation and changes to job titles

	
	

	The key objectives
	The Trust regards the safety and wellbeing of its

	
	patients as a priority. Where a patient who is

	
	receiving treatment is not present or accounted

	
	for all steps should be taken to ensure the safety

	
	of the person and where necessary escalated to

	
	the police or appropriate organisation for further

	
	investigation.

	
	

	How new staff will be made aware of
	Through the induction process

	the policy and manager action
	

	
	

	Specific Issues to be raised with staff
	Nil

	
	

	Training available to staff
	Details available through the Trust’s electronic

	
	Training Needs Analysis (TNA) on the Learning

	
	and Development Services pages of the

	
	Trust’s Intranet.

	
	

	Any other requirements
	Nil

	
	

	Issues following Equality Impact
	None

	Assessment (if any)
	

	
	

	Location of hard / electronic copy of
	The original of this standard operating procedure

	the document etc.
	will remain with the author, Trust Lead, Patient

	
	Flow, Operations Support Unit. An electronic

	
	copy will be maintained on the Trust Intranet, P –

	
	Policies – M – Missing Patient. Archived copies

	
	will be stored on the Trust's “archived policies”

	
	shared drive, and will be held for 10 years.
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APPENDIX 2: EQUALITY IMPACT ASSESSMENT TOOL

	Name of document
	Missing Patient Policy

	
	

	Division/Directorate and service area
	Operation Support Division

	
	

	Name, job title and contact details of
	Sheila Guinchard – Lead Nurse / Head

	person completing the assessment
	of Patient Flow – 01392 402794

	
	

	Date completed:
	September 2018

	
	



The purpose of this tool is to:

identify the equality issues related to a policy, procedure or strategy summarise the work done during the development of the document to reduce negative impacts or to maximise benefit

highlight unresolved issues with the policy/procedure/strategy which cannot be removed but which will be monitored, and set out how this will be done.

1. What is the main purpose of this document?

The safety and wellbeing of patients is a priority for the Trust. Where a patient who is receiving treatment is not present or accounted for all steps should be taken to ensure the safety of the person and where necessary escalated to the police or appropriate organisation for further investigation.

2. Who does it mainly affect? (Please insert an “x” as appropriate:)
Carers ☐
Staff ☐
Patients ☒
Other (please specify)

3. Who might the policy have a ‘differential’ effect on, considering the “protected characteristics” below? (By differential we mean, for example that a policy may have a noticeably more positive or negative impact on a particular group e.g. it may be more beneficial for women than for men)
Please insert an “x” in the appropriate box (x)

	Protected characteristic
	Relevant
	Not relevant
	

	Age
	☐
	☒
	

	
	
	
	

	Disability
	☐
	☒
	

	
	
	
	

	Sex - including: Transgender,
	☐
	☒
	

	and Pregnancy / Maternity
	
	
	

	
	
	
	

	Race
	☐
	☒
	

	
	
	
	

	Religion / belief
	☐
	☒
	

	
	
	
	

	Sexual orientation – including:
	☐
	☒
	

	Marriage / Civil Partnership
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4. Apart from those with protected characteristics, which other groups in society might this document be particularly relevant to… (e.g. those affected by homelessness, bariatric patients, end of life patients, those with carers etc.)?

None

5. Do you think the document meets our human rights obligations? ☒ Feel free to expand on any human rights considerations in question 6 below.

A quick guide to human rights:

· Fairness – how have you made sure it treat everyone justly?
· Respect – how have you made sure it respects everyone as a person?
· Equality – how does it give everyone an equal chance to get whatever it is offering?
· Dignity – have you made sure it treats everyone with dignity?
· Autonomy – Does it enable people to make decisions for themselves?
6. Looking back at questions 3, 4 and 5, can you summarise what has been done during the production of this document and your consultation process to support our equality / human rights / inclusion commitments?


Have looked at the legislation and consulted with the Community Division.

7. If you have noted any ‘missed opportunities’, or perhaps noted that there remains some concern about a potentially negative impact please note this below and how this will be monitored/addressed.

“Protected

characteristic”:

Issue:

How is this going to

be monitored/

addressed in the

future:

Group that will be

responsible for

ensuring this carried

out:

Missing Patient Policy

Ratified by: Safety and Risk Committee (12th September 2018)

Review date: April 2023
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