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
Ref: FOI/GS/ID 6762     

Please reply to: 
FOI Administrator 

Trust Management 
Maidstone Hospital 

Hermitage Lane 
Maidstone, Kent  

ME16 9QQ 
Email: mtw-tr.foiadmin@nhs.net 

  www.mtw.nhs.uk 
02 July 2021  
 
Freedom of Information Act 2000 
 
I am writing in response to your request for information made under the Freedom of 
Information Act 2000 in relation to Discharge policy. 
 
You asked: 
 
Please furnish me a copy of the Tunbridge Wells Hospital, Pembury Discharge Policy 
 
Trust response: 
 
Please note: 
 
The Trust acknowledges that whilst Trust policies have a recommended review period 
of 4 years, or sooner if there are changes in practice, new equipment, law, national and 
local standards that would require an urgent review of the policy/procedure, the policy in 
question has been extended beyond this and the review has only recently commenced. 
Please note: A policy review date is not an expiry date and a policy and procedure does 
not become automatically unfit for purpose solely because its review date has passed. 
The policy remains effective and in force.  
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.mtw.nhs.uk/
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Policy Statement for 

Discharge Policy and Procedure 
 
 
 
 
 
 
 
 
 
 
 
 
 

Maidstone and Tunbridge Wells NHS Trust is committed to providing patients with a safe, timely and 

efficient discharge service, whether an emergency or elective admission. 

To ensure effective discharge planning in accordance with the Trust’s Risk Management strategy, 

Maidstone and Tunbridge Wells NHS Trust has produced this Discharge Policy and Procedure which will 

be peer reviewed every two years.  It sets out the responsibility of all agencies, professional staff and 

support services in respect of Discharge Planning and transfers and outlines key tasks which will be 

completed in order to effectively co-ordinate the process. 
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1.1 Discharge should take place when there is no longer a need for ongoing acute 
inpatient care. 

1.2 The ultimate responsibility for the patient’s discharge rests with the Consultant, 
whilst the co-ordination of the discharge procedure is the responsibility of the 
patient’s named nurse. Nurse led discharge can take place once the medical 
plan is completed and the patient is discharged from the Multi-disciplinary team.  

1.3 Where patients have had access to community Health and Social Services prior 
to admission the named nurse, who should record the level of service 
currently/previously being provided, will initiate contact with these services, either 
directly or via the Patient Discharge Team or Care Management Team. 

1.4 Multi-disciplinary assessments must be carried out and an Expected Date of 
Discharge (E.D.D) set within 24 hours of admission.  The patient’s progress must 
be monitored and discussed within the multi-disciplinary team on a regular basis. 

1.5 Sufficient notice of the date of discharge must be given to enable the necessary 
arrangements for care in the community to be made. The time required to ensure 
the continuity of health/social care will vary according to the needs of the patient, 
their family and/or carers, and the resources required to meet those needs. 

1.6 If a patient being discharged to a private residence is identified as having no 
mobility, i.e. bed bound, or requires a stretcher to travel, Patient Transport must 
be informed as soon as an E.D.D has been set, in order for a risk assessment of 
the property to be carried out, with regard to access.  

1.7 The following document is intended to aid the professionals through the 
discharge procedure, ensuring safe, efficient and effective discharge of the 
patient into the community.  

EFFECTIVE DISCHARGE PLANNING 

 Facilitates a safe organised transfer that ensures that the relevant Health 
/Social/Voluntary Services are ready to receive and support the patient and 
carer. 

 Ensures that patients are discharged to a safe and clinically appropriate 
environment in a speedy and timely manner.  

 Provides information regarding medication, appropriate equipment 
/adaptations, relevant community and general information to enable the 
maximum possible independence for the patient and carer. 

 Provides continuity of care through effective communication between hospital 
and community multi-disciplinary teams. 

 Supports patients who wish to go “home at risk”, e.g. patients who wish to 
take their own discharge against medical advice (self discharge), any 
instance where there may be a dispute between professional groups 
regarding discharge plans/arrangements, any dispute between patient and 
family/carers, etc. 

 With the consent of the patient, the family or carer (where appropriate) are 
kept fully informed of all aspects of their discharge plan and planned 
aftercare/ post-discharge services and arrangements. 

 

2.0   Definitions 
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Discharge: To leave the acute hospital setting. 

Multi-disciplinary team (MDT): Relating to input from other disciplines related to health 
e.g. Therapists, Social Services, and Specialist Nurses. 

Functional Assessment: Assessment of activities of daily living, independence and 
rehabilitation requirements. 

Safe and clinically appropriate environment: To an environment which will meet the 
patients assessed needs. 

Discharged at risk: Patients’ who have capacity, may decide to ignore advice from 
professionals allied to health regarding safety issues when discharged to their home 
e.g. a patient may self neglect or be at risk of falls. 

Lifestyle change advice: Information regarding any adjustments to activities of daily 
living which need to be made due to a medical condition. 

EDD: Estimated Date of Discharge. 

3.0  Duties 

3.1 Executive Responsibility 
The Director of Operations will take overall responsibility for ensuring that effective 
discharge planning is in place. They are responsible for ensuring that audit of 
compliance with the policy is undertaken and that actions are taken to ensure a 
reduction of problems arising from discharge processes. 

3.2 Medical Staff Responsibilities 

3.2.1   Ultimate medical responsibility for the discharge of a patient lies with the 
Consultant in charge of the patient’s care. 

3.2.2   All patients will have a Medical Admission Profoma (Appendix 4) completed, in 
order to facilitate efficient and safe early discharge. Appendix 4 will indicate 
medical criteria and parameters to trigger discharge without further medical 
review. All patients will be reviewed by the senior nurse on the day of discharge 
prior to leaving the ward; this enables patients to be discharged at the weekends 
when relevant teams are not on call. 

3.2.3 Discussions with the patient and/or their next of kin/significant other/carers at the   
 earliest opportunity regarding: 

 Anticipated length of stay 

 The expected date of discharge 

 Expected outcome of proposed treatment 

 Necessary follow-up arrangements 

3.2.3 Contribute to and attend multi-disciplinary team meetings weekly. 

3.2.4 Electronic Discharge Notification for patients for discharge are to be written by a 
member of the patient’s medical team 24 hours prior to discharge.  

3.2.5 Electronic Discharge Notification copy will be given to the patient and a copy put 
in the patients notes (This must be a final version and not a draft version). 
Electronic copy is automatically sent to the patient’s GP on discharge when 
completed. 
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3.2.6 Medical Staff who complete the Electronic Discharge Notification will liaise with 
the GP when there is a need for them to be involved in the discharge planning 
process.  

3.2.7 Medical Staff will forward any relevant abnormal results of investigations 
requiring specific action that arrives after the patient’s discharge to the GP as 
soon as possible by telephone and fax and followed up by a letter with a copy of 
the results. 

3.2.8 For patients where there are particular medical concerns, notify the patient’s GP 
and, where appropriate the Discharge Liaison Team and, if necessary, attend 
any meeting/case conference. Depending on complexity this will be the 
Consultant or other members of designated medical team.  

3.3 Nursing Staff Responsibilities 
3.3.1 An Admission/Discharge sheet needs to be completed for every patient admitted 

(Appendix 5). Completion of the Admission sheet informs the patient’s discharge 
plan and appropriate referrals to be made. This allows everyone to focus on a 
clear end point in the patient's care. It also reduces errors and unnecessary 
delays along the patient pathway. Discharge planning should involve the patient 
and the next of kin. The discharge planner must be completed on the patients 
discharge. The nurse in charge is responsible for the safe discharge of patients. 

3.3.2 The patient’s next of kin needs to be identified as soon as possible, and 
established by the patient who will receive and coordinate information for other 
family members. This ‘main contact’ is documented in the patient’s  notes. 

3.3.3 A detailed ‘body check’ for pressure ulcers, bruising or marks should be 
documented on the body map (Appendix 9) on admission, a further body map 
should be supplied prior to discharge, and sent with the patient when being 
discharged to another healthcare provider.  

3.3.4 The Expected Date of Discharge  should be set within 24 hours of admission in 
conjunction with the MDT, and written on the discharge planner to be found on 
the reverse side of the admission sheet.  

3.3.5 The designated nurse will identify whether the patient receives any community 
support or whether the patient is a carer and contact relevant Social Services 
personnel to confirm admission. 

3.3.6 When the patient has an assessed identifiable need for social services care 
 management, a referral should be made immediately with the patients 
permission to a hospital based Case Manager, via the Patient Centre system. 
Notification to social services under the Community Care Act permits a minimum 
of 3 days to carry out an assessment and arrange services. 

3.3.7   If a patient has been assessed as lacking the mental capacity to make specific 
decisions for themselves with regards to their discharge plans, staff need to 
establish if a Lasting Power of Attorney exists. 
There are two types of Lasting Power of Attorney (LPA):  

1. Property and Affairs LPA 

2. Personal Welfare LPA 

When arranging a Community Care Package or placement in a Care Home both 
LPA’s will need to be consulted with (refer to MCA Policy and Procedure.) 
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All Attorneys have to abide by the five statutory principles of the Mental Capacity 
Act 2005 (refer to MCA Code of Practice). 

If a patient has no-one appropriate to act on his/her behalf and lacks capacity to 
make a decision about a change in long term accommodation needs then an 
Independent Mental Capacity Advocate referral will need to be completed (refer 
to MCA Policy and Procedure). 

3.3.7 Criteria led discharge (Appendix 4) to be completed in full by a senior staff nurse 
or above before an appropriately identified patient can be discharged without 
further review.  

3.3.8 The patient and next of kin or identified ‘main contact ‘must be informed as soon 
as possible of the discharge date so that they can be involved in the discharge 
plan. 

3.3.9 The ward manager is responsible for weekly attending Multi-disciplinary   
meetings or sending a deputy to attend on their behalf. 

3.3.10 The ward manager or deputy is also responsible for attending the weekly LOS / 
SitRep meetings to ensure plans are in place for all patients with a LOS > 7 days. 
These plans will be regularly reviewed and updated with the ward managers by 
the divisional representatives on a daily basis.  

3.4  Pharmacist Responsibilities 

3.4.1 Ward Pharmacy teams will conduct medication histories on all patients where 
appropriate and ensure that any discrepancies with medication are sorted at the 
earliest opportunity. 

3.4.2 Patients who are admitted on monitored dosage systems will be identified by 
Pharmacy who will endeavor to discharge the patient on the same monitored 
dosage system. Pharmacy will liaise with the patient’s usual community 
pharmacy to ensure continuation of supplies. Monitored dosage systems are 
more time consuming to dispense and check, therefore a minimum of 4 working 
hours notice is required of discharge medication in such devices. 

3.4.3 For potential medication compliance problems the patient should be referred to 
the ward Pharmacy team at least 24 hours prior to discharge. An assessment 
can then be made of the most appropriate compliance method e.g. large labels, 
medication record card, simplifying the medication or a monitored dosage 
system.  

3.4.4 Before discharge, Pharmacists will check all discharge prescriptions to ensure 
that all items have been correctly prescribed according to the inpatient 
prescription chart and that quantities and duration of treatment are appropriate.  
The ward Pharmacist or Technician will check all medication in the patients POD 
locker, at the bedside or in the ward fridge to check that any medicines to take 
home have the correct instructions. 

3.4.5 The ward Pharmacy team will aim to discuss medication with patients before 
their discharge. The discussion will include detail of what their medication is for, 
how best to take them and how to obtain further supplies. 

3.4.6 All discharge prescriptions will be logged onto the Pharmacy TTO Tracker 
system so that the ward can keep up to date with the expected delivery times. 
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3.4.7 Pharmacy will liaise closely with the discharge lounge staff to ensure that the use 
of the discharge lounge is maximised and that medication is dispensed safely 
and timely. 

3.4.8 Pharmacy will ensure that all discharge medication is dispensed with a 
manufacturer’s patient information leaflet and a Trust Medication Helpline leaflet.  

3.5 Therapy Responsibilities 

3.5.1 Nutrition and Dietetics 

 When the patient has an assessed identifiable need for Dietetic intervention, 
a referral should be made with the patient’s permission immediately to the 
Department of Nutrition and Dietetics, via the Patient Centre system. In line 
with the Enteral Feeding Policy, 48 hour notice is required to organise 
discharge with Home Enteral Nutrition. 

 The designated Dietician or feed company representative will provide advice 
and training on the use of the equipment etc required for ongoing nutritional 
support.  If appropriate this can be arranged to be carried out once the patient 
is in the community (e.g. home). 

 Communicate with the appropriate community team and complete a 
discharge summary that will be faxed or sent electronically on the day of 
discharge. 

 Be responsible for informing the Community Dietician if patients with existing 
nutritional support in place on admission subsequently require a change to 
regime on discharge etc.  

 lnform the patient’s General Practitioner if an ongoing nutritional support 
prescription is required 

 Patients referred for Lifestyle change advice may be offered an out patient 
appointment once discharged if deemed more appropriate by the designated 
Dietician. 

3.5.2 Occupational Therapy 

 Assessing ability to function in essential activities of daily living on discharge 
from hospital and providing rehabilitation or adaptive interventions to improve 
occupational function e.g. practice in self care, equipment provision and 
recommendations for care assistance required. 

 Home visits are undertaken where required to complete occupational therapy 
assessments or interventions. 

 Patients requiring occupational therapy should be referred as soon as 
possible via patient centre. The Occupational Therapy service aims to provide 
a response to referrals within 24 hours as resources allow.  

3.5.3 Physiotherapy 

 Physiotherapy staff will assess an individual’s functional independence and 
rehabilitation requirements to optimise this. 

 The physiotherapists will liaise with outpatient or community colleagues as 
required for onward referral on discharge. 

 Patients requiring physiotherapy should be referred to the ward 
physiotherapist as soon as possible. 
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3.5.4 Speech and Language Therapy 

 SLTs will have given communication and swallowing guidelines where 
necessary to nursing staff, whilst the patient is on the ward. On discharge, it is 
the responsibility of the nursing staff to ensure that these guidelines go with 
the patient. 

 Patients requiring follow-up SLT in the community will be referred by the in-
patient SLT team.  

 The in-patient SLTs will contact residential or nursing homes when the patient 
is discharged, to ensure guidelines are in place.  

3.6 Infection Control 

3.6.1 Prior to planning suspected or confirmed infectious patients’ discharge or 
interhealthcare transfer or re-admission the infection control nurse must be 
notified to ensure that the risks of cross infection are assessed and minimised. 

3.6.2 A ‘confirmed risk’ patient is one who has been confirmed as being colonised or 
infected with Meticillin–Resistant Staphylococcus Aureus (MRSA), Glycopeptide-
Resistant Enterococci (GRE), Extended Spectrum Beta Lactamase (ESBL), 
Pulmonary Tuberculosis (TB) and enteric infections (diarrhoea and/or vomiting) 
including Clostridium difficile, (see relevant policies for further information). 

3.6.3 A ‘suspected risk’ patient includes one who is awaiting laboratory test results to 
identify infections/organisms or those who have been in recent contact/close 
proximity to an infected patient case. 

3.6.4 When transferring patients in either of the above risk groups between wards and 
departments or to another healthcare setting it is essential to inform the infection 
control team at the receiving ward/unit of any infectious conditions, within 
working hours before the transfer is carried out and before arranging an 
appointment or ordering transport. A transfer form must also be completed for all 
transfers whether the patient presents an infection risk or not, (DH 2008). The 
guidelines should be read in conjunction with the Standard Infection Control 
Precautions Policy. 

Discharges and Transfers to External Healthcare Facilities: 

3.6.5 Detailed verbal and written information about the patient’s current infection status 
or risk factors must be given to the receiving unit prior to transfer. 

 General Practitioners should be informed in the Discharge Letter if an 
infectious patient is to be discharged home. 

 If patients require continuing care and management of their infection e.g. 
MRSA in the community, then the District Nurses, Community Infection 
Control nurse and Community Psychiatric nurse should also be advised of 
their discharge as necessary. 

 If treatment courses need to be continued following discharge from hospital a 
referral should be made to the district nurse to ensure that the course is 
completed. The patient should be given medication to take home as 
appropriate. 

 For ambulance transportation, clinical staff must notify the Trust’s Patient 
Transport department in advance. If the patient requires a trained or 
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paramedic crew, Patient Transport will advise on the appropriate service, in 
accordance with the individual circumstances.  

 Ensure that any leaking wounds are covered with an appropriate occlusive 
dressing. 

 Patients with diarrhoea due to suspected or confirmed viral or bacterial 
infection should not be transferred (excluding transfer for emergency care or 
admission on clinical grounds) to a General Hospital.  Diarrhoea is defined by 
an increased number (two or more) of loose, watery or liquefied stools (Bristol 
stool type 6 and 7 only) within a 24 hour period. Refer to the Diarrhoea, 
Norovirus and Clostridium difficile policies for further guidance. Use the Bristol 
stool chart to indicate the frequency and type of stools over the past week. 

a. Indicate if the diarrhoea is due to a confirmed underlying non infectious 
disease. 
b. Indicate if the diarrhoea is known or suspected to be infectious. 

 Patient with ‘no known risks’ do not meet either of the above criteria 

3.7 Discharge Liaison Team Responsibilities 

3.7.1   Facilitate staff training on the Discharge planning process and policy. This is a 
central resource for the Trust providing information on services which support 
and enable safe patients’ discharge. 

3.7.2 The Discharge Liaison Team will: 

 Provide advice and support to relatives   

 Coordinate, support and advise the Multi Disciplinary Team 

 Negotiate timely and appropriate decisions 

 Liaise with local authorities, community services and carers 

3.7.3   Assist in organising the safe transfer of patients from hospital to the community. 

3.7.4 Attend and represent the Trust at discharge related meetings. 

3.7.5 Audit and monitor discharge delays. 

3.7.6   The designated nurse will refer all homeless or potentially homeless patients to 
the Discharge Liaison Team via switchboard. 

3.8 Hospital based Case Managers (Social Services) Responsibilities 

3.8.1 There are currently two Social Services Teams based within the Maidstone and 
Tunbridge Wells NHS Trust, one in Farm Cottage at Maidstone and the other in 
Tunbridge Wells Hospital. 

3.8.2 Social Services Case Managers provide an assessment and purchasing service 
for older people and for disabled adults within the provision of the National Health 
Service and Community Care Act (1990) and other relevant Acts of Parliament. 

3.8.3 Case Managers carry out a holistic assessment in conjunction with the patient, 
their carers and any other relevant agency and members of the multi-disciplinary 
team. They also arrange the provision of appropriate services to safely support 
the patient post-discharge. 
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3.8.4 The hospital based Case Managers work across most specialties for adults, 18 
years and over, excluding those patients who are known to Mental Health 
Community Services. 

Case Management Team Referrals  

3.8.5 All vulnerable adults must be offered a referral to the Case Management Team; 
this will include patients over 65, those living alone, patients with a new disability 
or chronic disease. The outcome of the patient’s decision must be documented in 
their medical/nursing notes.  

3.8.6 A patient’s permission must be sought before a referral can be made unless the 
patient lacks capacity in which case the Mental Capacity Act 2005 Code of 
Practice must be followed. Capacity to make a particular decision at a particular 
time must be assessed appropriately and documented. The decision maker must 
consult with the patient’s representative to determine the most appropriate 
course of action in the patient’s best interests (reference Trust MCA Policy and 
Procedure).  

3.8.7 All patients referred to the Case Management Teams will be seen by a hospital 
based Case Manager, even if the patient has a community based Care Manager.  

3.8.8 For patients who are not residents of Kent, referral is via the PAS system, to the 
Hospital Social Services Team. These referrals are forwarded by the hospital 
team, to the appropriate Social Services. All out of area Social Services also 
require notification of hospital admission via Fax 1 and notification of discharge 
date by Fax 2 (Reimbursement, Protocols for Delayed Transfer of Care [RWF-
OPPCS-NC-TM20]). 

(Please see Appendix 6 of this policy: Flow chart for referral to East Sussex 
Social Services). 

3.8.9 The hospital based Case Managers are responsible for transferring the care of 
their patients to the community based Case Managers on the patients discharge. 
Information regarding selecting a Care Home and local vacancies will be given to 
self-funding patients and their families. The Discharge Liaison Team will assist 
self funding families to gain access to Case Manager information systems. This 
will enable choice relating to gaining an appropriate care provider. The PCT 
Continuing Health Care are responsible for transferring patients once they have 
been accepted for Continuing Health Care funding. 

3.8.10 The hospital Case Manager will respond to a referral from a ward within two 
working days. 

3.8.11 The assessment will be of the patient’s social and/or housing needs. Where there 
are complex needs or a residential/nursing home placement is being considered 
the MDT process using the Individual Needs Portrayal (INP) assessment will be 
used. 

3.8.12 The outcome of the assessment will inform the care plan for any agreed services 
to be provided in the community. 

3.8.13 When eligibility and funding has been confirmed as Social Services responsibility      
the Case Manager on discussion with the patient, family, or carer, will arrange     
 placement/organise a home care package. 

           When eligibility and funding has been confirmed as NHS Continuing 
responsibility the Continuing Care Liaison nurse on discussion with the patient,   
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family, or carer, will arrange for the appropriate placement/organise a home care    
package. 

                Self funding clients who do not meet the NHS Continuing Care Criteria will be   
offered support by the Acute Trust and Social services to identify a suitable 
placement or care package to meet their ongoing needs upon discharge. 

3.9 Kent Community NHS Trust Liaison Team 

3.9.1  To facilitate discharge from an acute hospital to a more appropriate setting 
following an acute medical episode for e.g. rehabilitation, IV antibiotics at home. 
Also to act as an information and support resource for the community services. 

3.9.2 Referral to team by Health professional, information will be gathered to ascertain 
where the patient’s health needs can be met e.g. Community Hospital, 
community rehabilitation, home with Rapid Response support. With the patient’s 
consent discharge will be facilitated.           

4.0 Training / competency requirements 

The Discharge Liaison Team will facilitate staff training on the Discharge planning 
process and policy. This is a central resource for the Trust providing information on 
services which support and enable patients’ discharge. 

5.0  Discharge procedure 

5.1  Discharge for Specific Patients Groups 

All patients should receive the highest quality of care on transfer although it is 
recognised that there are defined groups of patients for whom special consideration 
should be given. 

Patients with complex ongoing Health and Social Care needs relates to patients who: 

 Will be discharged to their own home or to a carer’s home, intermediate care or to a 
care home. 

 Who have complex, ongoing health and social care needs which require detailed 
assessment, planning and delivery by the multi disciplinary team and multi-agency 
working. 

 Patients wishing to go home at risk. 

 Patients whose length of stay in hospital is more difficult to predict. 

 Patients whose needs have changed as a result of their admission to hospital 
resulting in an inability to manage at home or whose needs cannot be met by 
present long term care arrangements. 

 Patients who are at the end of life. Rapid discharge pathway for patients going home 
for end of life care (Appendix 7). 

 Patients who have Dementia. 
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Discharge 
for specific 
patient 
groups 

Social 
Services 
Referral  

District 
Nurse 
Referral  

Discharge 
Liaison 
involvement 

Continuing 
Care  
input 

Specialist 
nurse 
referral  

Therapies 
input 
 
  

Transport 
To take 
patient 
home 

Pharmacy  

1. 
Vulnerable 
Adults 

√ √ √ As 
required 

As 
required 

As required As 
required 

√ 

2.Learning 
Disabilities 

 
√ 

 
As 

required 

 
√ 

As 
required 

Community 
team for 
L/D 

Occupational 
therapy  

As 
required 

√ 

3.Patients 
with 
complex 
social needs 
including 
Prison 
inmates 

 
√ 

 
As 

required 

 
√ 

 
As 

required  

 
As 
required 

 
As required 

As 
required 

√ 

4.Terminally 
ill patients. 
End of Life 
patients 

 
√ 

 
√ 

 
√ 

 
√ 

As 
required 
 

As required Book 24 
hours 
prior to 
discharge 

 

5.Continuing 
or newly 
acquired 
disability 

 
√ 

 
As 

required 

 
√ 

 
As 

required 

As 
required 

Occupational 
therapy and 
Physiotherapy 

√ 

Book 24  
Hours 
prior to 
discharge 

√ 

6.Patients 
from Care 
Homes 

 
√ 

As 
required 

 
√ 

 
As 

required 

  
As required 

Book 24 
hours 
prior to 
discharge 

√ 

7.Patients 
with mental 
health 
problems 

 
√ 

As 
required 

 
√ 

As  
required  

Mental 
Health 
team  
/CPN 

As required Book 24 
hours 
prior to 
discharge 
/ transfer 

√ 

8.Homeless √ As 
required 

√   As required  √ 

9.Patients 
with 
Dementia 

√ √ For 
complex 
cases 

As 
required 

As 
required 

As required As 
required 

√ 

Babies and 
children at  
Risk 

Refer to 
paediatric 
policy 
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5.2 Arranging Medications 

5.2.1 Details of medication to be taken on arrival at home will be explained to the 
patient or main contact. When appropriate, practice in the self-administration of 
medication etc, will have taken place with the patient. 

5.2.2   Electronic Discharge Notification. To Take Out medicines (TTO’s) must be 
ordered as soon as possible (preferably a minimum of 24 hours notice should be 
given to Pharmacy prior to discharge) to ensure they are returned to the ward in 
time for the patient’s discharge. 

5.2.3 Arrangements for drug administration, in conjunction with carers and the District 
Nurse, must be made for those unable to self-administer treatment/medications. 
The assistance of the Ward Pharmacist/Specialist Nurse may be sought to 
facilitate this. 

5.2.4 Sufficient notice must be given of patients requiring specialist medication, e.g., 
enteral feeds, to ensure an adequate supply is available on discharge. Enteral 
feeding prescriptions and related equipment for patients being discharged are 
organised by the Dietician. 48 hours notice must be given to allow the Dietician to 
liaise with the company representatives. 

5.3  Social Care Arrangements 

5.3.1 It is essential that notice of the estimated date of discharge and progress on 
agreed discharge plan plus any relevant written information is given to the 
relevant Community, Social and Healthcare services as soon as possible.  

5.3.2 The designated nurse must ensure that in cases where the patient is returning to 
an empty house, relatives/carers/named contact are aware of the discharge date 
in advance and that keys and clothes are available. A member of the patient 
discharge team should be informed immediately if any difficulties are anticipated. 

5.3.3 In cases where disagreement arises with regards to a planned discharge process 
legal advice can be sought via the Legal services manager, Quality and Patient 
Safety Manager or Head of Quality and Governance during core hours. Out of 
hours via the Executive on call. 

5.3.4 If a Lasting Power Attorney exists for property and affairs or personal welfare the 
attorney/s become the decision makers with regard to the best interests of the 
patient. 

5.4  Self Discharge  

5.4.1 When patients discharge themselves against medical advice, the GP/Community 
Nursing Service and/or the hospital based Case Manager will be notified. The 
self-discharge form must be completed at this time. No aspect of this Discharge 
Policy affects the patients’ right to discharge themselves at any time. 

           Unless it is assessed and documented that a patient lacks the mental capacity to 
make this decision at this particular time for themselves. If this is the case a ‘best 
interest decision’ will need to be made with regards to what is the least restrictive 
intervention. The patients’ safety must be maintained (Mental Capacity Act and 
Deprivation of Liberty Safeguards Policy and Procedure [RWF-OPPPCS-C-
NUR1]). 
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Patients who discharge themselves against Medical advice from the Accident 
and Emergency Department will be assessed for referral to the Primary Care 
Trust Community Liaison Team. 

5.4.2 It must be ensured that the patient has all of his/her belongings, relevant 
documents, medications and dressings prior to their discharge plus information 
leaflets. 

5.5  Information to Accompany the Patient 

5.5.1 The designated nurse is to ensure that the appropriate information is given to 
 patients; this will include but not be exclusive to the following information:- 

Electronic Discharge Notification Forms 
Final copy given to patient, copy filed in patient’s notes and an electronic copy 
sent to patient’s GP. 

           Transfer of Care Summary 
Must be completed by nursing staff for all patients who are being discharged to a 
care home. Transfer of care summary (Appendix 8) must include a body map 
(Appendix 9) for patients who have any pressure damage, wounds or leg ulcers 
etc. This should be faxed to the home as appropriate or given to the patient.  

5.5.2   Patient information given to patients on discharge  
 Appropriate information should be given to all patients leaving hospital to support 

them, identifying complications early or enhance compliance with discharge 
advice.  All information must be given in a format which is comprehensible to the 
patient and carer. 

           This should include but not be exclusive to the following: 

 Trust’s leaflets ‘Going home after surgery’ and ‘Going Home from Hospital’  

 Condition Specific information advice 

 Contact details for local support groups 

 Patient Information Leaflets (PIL) with all medication 

 A copy of the discharge summary should be issued to every patient on 
discharge. 

 It is particularly important that all patients being discharged to Intermediate 
Care, Residential or Nursing Care must have a copy of their Electronic 
Discharge summary. The discharge summary may be given to the patient, 
their carer or ambulance personnel with instructions to give the copy to the 
care home manager. 

 Clinic appointment if required 

 Other relevant information sheets e.g. post operative advice sheets 

 Hospital Sick Certification (if relevant) 

5.6  Transport Arrangements 

5.6.1   Where patients are unable to make their own transport arrangements, after all 
options have been explored i.e. Family, neighbour or taxi. (The right to patient 
transport is not extended to patients who self discharge). If hospital transport is 
appropriate in respect of defined medical/agreed specific needs. The ward staff 
should note the following: 
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 The correct information when requesting transport is vital for timely 
discharges. 

 The Patient Transport Office normally requires one working day’s notice to 
provide timely appropriate transport. Discharges over long distances require 
discussion with Patient Transport Service. 

 Patient Transport Service should be informed prior to the date of discharge of 
any expected discharge where a Patient is travelling to a home address with 
an identified requirement to travel by stretcher. This is in order for Patient 
Transport Service to facilitate a risk assessment of the property prior to 
discharge, to establish access and egress.  

5.6.2   Patient Transport Crew are instructed to carry out individual dynamic risk 
assessments for each and every patient they transport. The outcome of this 
assessment may affect the patient’s discharge. 

5.6.3 Ensure that the Administration Department is given one working day’s minimum 
notice wherever possible in order to return valuables that are in safekeeping. 
Monies up to the amount of £100 may be returned in cash; the remainder is 
payable by cheque. 

5.6.4 If transport to the Outpatient Department/Day Hospital etc. is required, 
arrangements will be made with the appropriate services and the patient 
informed. 

5.6.5   If discharge plans are altered the designated nurse will ensure that those 
affected, are informed and any changes necessary are made to the 
arrangements for care (if appropriate) in the community. The cancellation or 
amendment of any journey must be notified to Patient Transport Service at the 
earliest opportunity.  

5.6.6   Full documentation of the patient’s discharge will be included in the patient’s 
medical record and nursing discharge planner. 

5.6.7   Patient Transport Crews are not permitted to operate hoists. Patients requiring 
the use of a hoist to transfer must have a trained hoist operator at the patient’s 
address waiting to receive the patient, the designated nurses will confirm this 
with the collecting crew. Risk assessments performed by the Occupational 
Therapy Team must be forwarded to the Patient Transport Crew prior to any 
patient being discharged. 

5.6.8 Essential information required by the Patient Transport Service when collecting a 
patient are: 

 A handover of the patient must be given to the Patient Transport Service crew 
by the designated nurse. This will include any special needs that may have to 
be catered for during the discharge. 

 An accurate indication of the patient’s mobility. 

 Patient’s current infection control status must be identified by the designated 
nurse. 

 When any Packages of Care will start.  

 Arrangements for the Patient Transport Crew to gain access to the patient’s 
property confirmed. 
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 Transfer of care letters and Doctor’s letter, and any other confidential 
information must be in a sealed envelope. 

 Patient’s personal effects e.g. jewellery must be placed in a sealed envelope. 

 Do Not Resuscitate Forms must be completed by the patient’s consultant, 
signed and in date, and a copy to be identified and handed to the crew 
separately from all other notes.  

5.6.9   Patients are only permitted to travel with one bag of personal effects. 

5.7   Use of Discharge Lounge 

Planned Admission patients are sent ‘Coming into Hospital’ leaflets explaining the use 
of Discharge Lounge.  All patients within the protocol limits will be notified by ward staff 
when discussing discharge plans that they will be moved to the Discharge Lounge on 
their day of discharge.  They will be collected from the ward by Discharge Lounge staff 
and transferred to the Discharge Lounge to await completion of their discharge plan. 

Discharge Lounge staff will routinely visit all the wards between 8am – 9am to identify 
patients suitable for the discharge lounge that day and what they still require prior to 
transfer.  

Patients transferred to the lounge must meet the following criteria: 

 Be medically fit for discharge 

 Be over the age of 16 

 Be medically fit to wait in the lounge when transferring to another site 

 Patients awaiting transfer to residential or nursing homes. 

 MRSA patients can be transferred to the lounge, if they have an open wound this 
will need to be appropriately covered and dressed prior to transfer to the lounge. 

 The lounge will accept patients being discharged on Oxygen at home 

 Patients must be adequately dressed prior to transfer to the lounge due to its 
position at the front of the hospital, to ensure privacy and dignity. 

 Patients with active diarrhoea need to be discussed with Infection Control and be 
cleared by them prior to transfer to the lounge. 

The following patients will not be accepted for transfer to the lounge: 

 Bed bound patients – due to no capacity for beds, although those with limited 
mobility will be accepted as recliner chairs available. 

 Any patients with active diarrhoea not cleared by infection control. 

The discharge lounge is available for all patients awaiting transport home following 
discharge from the ward; however these patients must be adequately dressed and not 
bed bound. It will also accommodate patients awaiting transfer to other sites, those 
awaiting discharge medication to be dispensed prior to discharge, those awaiting 
collection by relatives, and those who are awaiting final input from services that will not 
stop discharge (i.e. dietician review / advice). 

Ideally referrals to the discharge lounge should be made the day before discharge in 
order to aid prioritisation of collection; however, referrals can be made on the day of 
discharge. 

The Consultant team will retain medical responsibility until the patient leaves the 
discharge lounge. 
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In the event of anticipating a delay in discharge beyond the hours of opening, 
arrangements will be made to readmit the patient or relocate if appropriate, this should 
occur as early as possible once the delay has been identified but no later than 6pm. 

5.8   Discharge out of hours 

5.8.1 Most discharges will take place between the hours of 8.00 am and 5.00 pm, in 
order to promote patient safety. Discharging patients outside of these hours will 
only be simple discharges and with the discharge plan completed.  

Risks must be carefully assessed by Site Manager and patient’s doctor when 
discharging at weekends or before Bank Holidays. Communication with Social 
Services and Health Care Services in the community will be considered as vital 
in these circumstances. 

5.8.2 It should not be assumed that if a patient lives in a Care Home setting that it is 
automatically safe or appropriate to discharge the patient back to their original 
placement. The risk assessment must consider changes in medication, staffing 
levels out of hours to safely receive the patient back in their care provision. (This 
list is not exhaustive). 

5.8.3 If Transport is a consideration, the On Call Transport Manager can be contacted 
for advice via the Site Practitioners. 

5.9 Purpose of the Multi-disciplinary Team Meetings 

 To enable communication between members of the Multi-Disciplinary Team in 
the appropriate planning of a patient’s transfer of care. 

 To include the views of the patient/carer/family. 

 To agree an action plan in the achievement of shared goals. 

 To review the estimated date of discharge (EDD) and agree the action plan 
required to achieve this. 
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5.10 Discharge Planning Pathway 

DISCHARGE PROCESS 
 

 
BEFORE ADMISSION OR  WHEN PATIENT IS ADMITTED 

 
Nursing assessment within 24 hours 

Nursing care plan within 24 hours 
All referrals made 

Expected Date Discharge set and discussed with the patient and MDT 
Discharge Planner commenced 

 
 
 

↓ 
 
 

24 HOURS PRIOR TO DISCHARGE 
 

Electronic Discharge Notification written by medical team    
Case Management informed of discharge date  

  e.g. To reinstate a Package of care 
Transport arranged if required, 48 hours notice needed for patients travelling long 
distances and Patient Transport to be informed of any cancellations amendments 

immediately  
Discharge Plan updated 

Family and/ or ‘main contact’ informed of discharge 
Medication explained by Pharmacy 

 
 
 
 

↓ 
 
 

DAY OF DISCHARGE 
 

Doctor review (if not nurse led) 
Information to patient and carers regarding any aftercare required 

District Nurse contacted if input required 
Patient to Discharge Lounge if appropriate – inform transport of change of pick up 

address if patient was booked to travel from ward originally 
Copy of Electronic Discharge Notification given to patient 

Discharge Plan Completed 
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6.0   Monitoring and audit 

The Discharge Liaison Team will take responsibility for monitoring the compliance and 
effectiveness of this Policy and Procedure on behalf of the Trust. Undertaking monthly 
audits of the admission/discharge form of all inpatients at time of the audit. 

1. This includes the monitoring of: 

a. Discharge requirements for all patients 

b. Information to be given to the receiving healthcare professional 

c. Information given to the patient when they are discharged 

d. How a patient’s medicines are managed on discharge 

e. How the organisation records the information given in minimum requirements b. 
and c. 

f. Out of hours discharge process 

g. Timescales of assessment and referrals 

h. Completion of patients’ Discharge plans 

i. Estimated Dates of Discharge documented and reviewed 

Details of this monitoring can be found in the monitoring table on the following page. 

A representative of the Discharge Liaison Team will make monthly reports on the results 
of this monitoring to the Quality and Safety Committee and the minutes of these 
meetings will constitute the evidence for the NHSLA Risk Management Standards: 
Standard 4.10. 

2. Ward Managers will undertake bi-annually Nursing Documentation section three 
questions 18-22 of the Quality Assurance Framework Audit. Results reported and 
reviewed at: 

- Key Performance Indicator meetings. 
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What needs 
monitoring 

Who will lead 
on this aspect 
of the 
monitoring – 
name the lead 

What tool will I use to 
monitor /check that 
everything is working 
according to this 
element of the policy  

How often will we 
need to monitor/ 
frequency 

Who or what 
committee will I 
report the results 
to for information 
and action 

Who will 
undertake the 
action planning for 
deficiencies and 
recommendations 

How will changes be 
implemented and lessons 
shared 

Discharge 
requirements for all 
patients 

Discharge 
Liaison Team 

Audit Tool  
 
 

 monthly Quality and Safety 
Committee 

Divisional 
Operations 
committee or 
Nursing and 
Midwifery group. 

Action plan monitored through 
Divisional operations 
committee and the Quality 
and safety committee.  

Information to be 
given to the 
receiving healthcare 
professional 

 
Information given to 
the patient when 
they are discharged 

 
How a patient’s 
medicines are 
managed on 
discharge 
 
How the 
organisation 
records the 
information given in 
minimum 
requirements  
 

Ward 
Managers, 
Qualified Staff, 
Pharmacist 

Copy of EDN in Notes. 
Discharge Planner audit 

 monthly Quality and Safety 
committee 

Divisional 
Operations 
committee or 
Nursing and 
Midwifery group. 

Actions shared at Directorate 
Governance meetings via 
matrons. 

Out of hours 
discharge process 

 

Site Managers Recorded daily on 
Hospital Site reports 

Collated monthly Quality and Safety 
Committee 

Divisional 
Operations 
Committee or 
Nursing and 
Midwifery Group 

Actions shared at Directorate 
Governance meetings via the 
Matrons. 



 

APPENDIX ONE 
Process Requirements for the Discharge Policy and Procedure 

 
1.0 Implementation and Audit Plan 

 Once approved the lead or author will send this policy/procedural 
document to the Clinical Governance Assistant who will publish it on the 
Trust intranet. 

 A monthly table of Trust publications will be produced by the Clinical 
Governance Assistant; this will be published on the Bulletin Board (Trust 
intranet) under “Trust Publications”, and a notification email circulated 
Trust wide by the COMMS team. 

 On receipt of the Trust wide Bulletin Board notification all managers should 
ensure that their staff members are aware of the new publications. 

 All staff shall be made aware of the revised Policy by means of Team 
Communication. 

2.0 Review 

This policy and procedure will be reviewed 3 years or earlier if standards or 
national recommendations for good practice require. 

3.0 Archiving 

The Trust Intranet retains all superseded files in an archive directory in order 
to maintain document history. 
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APPENDIX TWO 

CONSULTATION ON: Discharge Policy and Procedure 
In response to NHSLA recommendations, policy added to July 2011, changes agreed 
by the members of Quality and Safety committee. 

Consultation process – Use this form to ensure your consultation has been 
adequate for the purpose. 

Please return comments to: Discharge Liaison Nurse (JH) 

By date:  31/03/2012 

 
 

 

Name: List key staff appropriate for the 
document under consultation.  Select 
from the following: 

Date 
sent 

Date reply 
received 

Modification 
suggested? 

Y/N 

Modification 
made? 

Y/N 

Head of Nursing / Deputy Head of 
Nursing 

19.3.12 20.3.12 Y Y 

Risk Manager 19.3.12    

Discharge Liaison Team 19.3.12 31/03/2012 Y Y 

Chief Operating Officer / Deputy Chief 
operating officer 

19.3.12    

Medical Director 19.3.12    

ADNS’s 19.3.12 28.3.12 Y Y 

ADO’s 19.3.12    

Matrons 19.3.12 22.3.12 Y Y 

Transport Manager 19.3.12    

Clinical Directors 19.3.12    

     

The role of those staff being consulted upon as above is to ensure that they have shared the policy for 
comments with all staff within their sphere of responsibility who would be able to contribute to the 
development of the policy. 
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APPENDIX THREE 
Equality Impact Assessment 
In line with race, disability and gender equalities legislation, public bodies like MTW 
are required to assess and consult on how their policies and practices affect different 
groups, and to monitor any possible negative impact on equality.  

The completion of the following Equality Impact Assessment grid is therefore 
mandatory and should be undertaken as part of the policy development and approval 
process. Please consult the Equality and Human Rights Policy on the Trust intranet, 
for details on how to complete the grid.  

Please note that completion is mandatory for all policy development exercises. 
A copy of each Equality Impact Assessment must also be placed on the Trust’s 
intranet. 

Title of Policy or Practice 
 

Discharge Policy and Procedure 

What are the aims of the policy or 
practice? 

To ensure safe timely and efficient 
discharge service to all Maidstone and 
Tunbridge Wells NHS Trust patients 

Identify the data and research used to 
assist the analysis and assessment 

Quality Assurance Framework 
Quarterly reports By Discharge Liaison 

Analyse and assess the likely impact on 
equality or potential discrimination with 
each of the following groups. 

Is there an adverse impact or potential 
discrimination (yes/no). 
If yes give details. 

Males or Females No 

People of different ages No 

People of different ethnic groups No 

People of different religious beliefs No 

People who do not speak English as a 
first language 

No 

People who have a physical disability No 

People who have a mental disability No 

Women who are pregnant or on 
maternity leave 

Not applicable 

Single parent families No 

People with different sexual orientations No 

People with different work patterns (part 
time, full time, job share, short term 
contractors, employed, unemployed) 

Not applicable 

People in deprived areas and people 
from different socio-economic groups 

No 

Asylum seekers and refugees No 

Prisoners and people confined to closed 
institutions, community offenders 

No 

Carers No 

If you identified potential discrimination 
is it minimal and justifiable and therefore 
does not require a stage 2 assessment?   

 

When will you monitor and review your 
EqIA? 

Every three years on review of the 
Discharge Policy and Procedure 

Where do you plan to publish the results 
of your Equality Impact Assessment? 

On the Trust Intranet (Policies and 
Guidelines) as Appendix 3 of this Policy 
and Procedure 
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FURTHER APPENDICES 

The following appendices are published as links beneath the main policy 
/procedure on the Trust Intranet (Policies and Guidelines), under: 

Appendix Title Unique ID 

4 Medical Admission Proforma RWF-OPF-ES-C-AEMM1 

5 Admission and discharge sheet RWF-OWP-APP47 

6 Flow chart for referral to East 
Sussex Social Services 

RWF-OPPM-ES1 

7 Rapid discharge pathway for a 
patient going home for end of life 
care 

RWF-OWP-APP121 

8 Transfer of care summary RWF-OPF-ES-C-AEMM2 

9 Body map RWF-OWP-APP668 

  


