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Wandsworth Local Involvement Network
Hospital Discharge

Report of a visit to St George’s Hospital on 30th June, 2010 by the Wandsworth LINK Enter and View team
Introduction

Hospital discharge is one of Wandsworth LINK’s four priorities.  The Enter and View Team wish to discover more about how patients and their carers experience the discharge process.  We intend later to follow the patients into the community to assess the quality and appropriateness of their care and support at home which will help to inform our opinions about the Transformation Agenda-another of the LINk’s priorities.  The visit to St George’s Hospital was arranged to seek the opinions and views of the patients who were being discharged and of their carers.

We aimed to find out how the discharge policies work on the day of discharge.  In particularly we are seeking to establish whether the discharge was safe and how the patients and their carers felt about the process. 

Methodology
This visit was prearranged as a follow up to our earlier visit in February 2010.  We wished to extend the range of our investigation to other wards and more patients.  As before, we used a prepared prompt list of questions to find out the relevant facts that might influence each patient’s discharge planning.  These included the reason for admission, whether it was planned or emergency, and the length of stay.  We asked about mobility, the care needed at home and at what point the patient and carer were involved in discharge planning and made aware of their treatment and follow up.
We visited two geriatric and one neurological wards and interviewed patients identified by the staff as those likely to be discharged on the day of our visit.  In order to understand the discharge process better, we also talked to Discharge Co-ordinators, ward staff and managers.

We followed up some of the patients by telephone after they were at home to enquire if things had gone as planned and whether any further issues had arisen.  We obtained permission from patients to contact them at home and telephoned them 5 days after our visit to ask how things were going.  In some cases, we were able to speak directly to the carers and ask for their perspective on the discharge arrangements.
The three members of the Enter and View team interviewed or discussed five patients on this occasion, collecting in total, during the two visits, evidence from 13 patients.  Again we acknowledge that this limited number only gives a flavour of issues that arise during discharge but, this time, we were aware of a number of problems that arose during our previous visit and were able to check to see if they recurred as a pattern.  All the patients lived in Wandsworth Borough except one from Merton.  None were planned admissions for surgery.  Two patients were Nursing Home Residents.  One was being discharged into the care of the early discharge team, one returning temporarily to his daughter’s home and one receiving a new package of domiciliary care. 
The preliminary recommendations below are based on the evidence obtained from the patients, the Discharge Co-ordinators and the patients’ carers.  There appears to be evidence to endorse our previous recommendations.
We were mindful of issues, which arose from the first visit in February and which could be classified broadly under three headings:

· our observation, that Discharge Co-ordinators were very busy, under pressure, under-resourced but, nevertheless, very committed to the task and the role.

· patients’ reports of long hours spent waiting for the implementation of discharge-decisions on the day of discharge;

· the failure, in some cases, of staff to consult and liaise with carers about discharge arrangements and medical care;

RECOMMENDATIONS
1. DISCHARGE SUMMARIES    

We felt that the importance of these could not be over-emphasised, particularly when the patients are elderly or otherwise vulnerable.  If such patients need the help of their GP or an emergency service following discharge, the presence or absence of the discharge summary could prove crucial in receiving/not receiving appropriate treatment or readmission. 

One Matron, who deals with geriatric wards, told us that she would not agree to a discharge without the summary having been completed.  We would endorse this as good practice.

We found several examples of patients being sent home without these summaries.
2.  READINESS FOR DISCHARGE
The current visit has confirmed for us that this issue could be a problem for some patients.  It is clearly right that the decision should be a multi- disciplinary one and that, in a busy hospital with pressure on beds, getting all the information needed together in time for a meeting of the relevant professionals must be difficult.

One patient had been confused by being given different messages about discharge by different staff.  And one patient had not been referred for an O.T. assessment, resulting in necessary walking aids not being available during the first crucial weekend at home.
This is a relatively minor point in itself but we wonder if it is an indicator of a difficulty in making the system work because it was not clear who ensures all assessments are completed and makes the final decision about time of discharge and conveys it to the patient and their relatives.
3. FAMILY AND CARER INVOLVEMENT
The family carers of two of the patients did not feel they had been sufficiently and early enough involved in discussions about discharge arrangements and medical condition.  They felt they had to press staff to talk to them. See para 5 below for suggestions about training for Discharge Co-ordinators and changes to the discharge check list so that it highlights family and carers as distinct from patient.  Also, it is suggested that medication dispensed in Dossette boxes could have both the pharmacological and lay name (such as “heart” tablets) so carers can assist with medication in a more informed manner.
The transfers to Nursing Homes went smoothly.  Possibly, if family and community carers were given the lay equivalent of a Nursing transfer form, they might feel more secure in their caring role. 
4.  TIME SPENT BY PATIENTS AWAITING IMPLEMENTATION OF FINAL DISCHARGE-DECISION

We remain concerned that some patients [probably a minority] experience some inconvenience in having to adjust their expectation about when exactly they will be leaving the ward.  Patients and their carers wanted warning and negotiation about discharge times. This was particularly crucial for working carers.  Some patients and their families preferred a later discharge time if it suited them rather than the recommended “before 11am”in the discharge policy.
In the current visit, we found that one carer was unable to get ward staff to tell her when to arrive to collect the patient.  She finally guessed the time.

Again, we accept that co-ordination of the actions of staff from a number of disciplines, who work in various parts of the hospital and who are not all in the same shift presents a huge challenge of organisation.  We wonder, if there is a way of re-framing the communication to patients about their time of departure, so that they and carers experience fewer unmet deadlines.
5.  DISCHARGE CO-ORDINATORS

As indicated in our February report, we applaud the appointment of Discharge Co-ordinators, as an attempt to secure safer discharges, and we are sure that their appointments must be achieving that aim.  We were also impressed by the commitment and the calibre of the staff doing this work. 

We were concerned by information from one carer in particular that, in the absence of the Discharge Co-ordinator, that the organisation of discharge was poor.  Back-up and cover for Discharge Co-ordinators who are sick or on leave seems to be an issue.  We learned from one Matron that she arranges cover for the Discharge Co-ordinator, if necessary stepping into that role herself.  One discharge coordinator had just returned from holiday. There were signs that, whilst she was away, her role had not been filled effectively.  We were shown a list of patients who had been discharged during the previous week without medical discharge summaries which she was now following up.  The son of one of these patients was visiting the ward when we were there to tidy up loose ends after his mother’s discharge and his opinion was that things were “chaotic” the previous week when the discharge co-ordinator was away.
Staff taking over work partly done by a Discharge Co-ordinator need to understand the records made by the Discharge Co-ordinator and we have suggested more clarity in the way in which forms can be completed with a distinct slot in the discharge check list for patient, family and carer to avoid any confusion about who has been contacted .

The training of Discharge Co-ordinators is a matter which we have also given thought to.  It is clearly essential, in our view, that Discharge Co-ordinators have a professional training and nursing seems a good discipline to enable them to understand the issues involved and to be involved in discussions with hospital and community colleagues.  In fact, it seems imperative that the post of Discharge Co-ordinator has as high a status as can be accorded within the ward hierarchy.  We recommend that further training in how the community services work and what can be expected from them could improve the efficiency of Discharge Co-ordinators and also increase the authority with which their views are regarded by other staff.  Contact in further training with a carers’ organisation might help to increase the sensitivity of Discharge Co-ordinators to the needs of the carers of their patients and in visits to community service providers discover more about exactly what services are available.  For example, one family had not been told about the WATCH alarm which could have been very relevant to his safety when he returned home.
Since we are, like others in the hospital, placing great expectations on the shoulders of the Discharge Co-ordinators, we would also mention, that we see them as under-resourced.  We noted that they do not have any regular clerical help.  We would like to put a case for greater support and back up for Discharge Co-ordinators generally.

Discharge Co-ordinators get little feed-back about the discharges unless they go drastically wrong.  One said she sometimes rang to check all was well but often on the day of discharge the patient had not yet reached home.  They would like information so they learn from experience.  A telephone call 2-3 days after discharge would mean the notes are still on the ward for the outcome to be recorded and could have highlighted the lack of discharge summaries and the omitted OT assessment.  Discharge Co-ordinators could benefit from learning from practice.
Wards visited

This visit was to two geriatric wards, Thomas Young and Heberden, and a neurological ward, William Drummond.

We saw five patients and spoke with the Discharge Coordinators on each of these wards. The visit to William Drummond Ward was arranged at the last minute and only one Wandsworth patient was readily available for interview.

The two Matrons who assisted us with the visit, because the Manager, Alison, was at a meeting, were helpful and informative.  We also spoke briefly to another ward Matron.
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