WANDSWORTH LOCAL INVOLVEMENT NETWORK (LINK)

IMPROVING THE PROVISION OF HOSPITAL DISCHARGE
AND AFTER CARE IN WANDSWORTH

“I know my way around
the system - but [ was

shocked by the poor “When I was about to be
discharge arrangements .

made for my neighbour: I discharged my husband
felt that my neighbour and carer had not been
could have returned home informed - so I

with support from her contacted them myself.”

GP... but she was
inappropriately placed in
a care home.”

“I am satisfied with the discharge process.
I knew well in advance when I would be
going home.”

December 2010
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Summary

Why we looked at how people experience hospital discharges

The hospital discharge process can be a critical time for patients and their
carers. After a period of illness they may be suffering from temporary or
permanent impairment and may need assistance not previously required
(including physical adaptations to their home and support services) in order to
resume living at home. Alternatively, they may need to move to a care or
nursing home. Discharge can thus be a point of ‘life crisis’ and so needs to be
handled with the full involvement of patients and their carers.

We wanted to know how people in Wandsworth experience this important
process.

What we did
Our study involved

¢ holding two fact finding days with health and social care staff involved in
the hospital discharge process to understand current policy and practice

¢ the LINK Enter and View team undertaking two visits to St George’s
Hospital, talking to patients expecting to be discharged that day

e conducting 31 interviews with Wandsworth residents who had recently
experienced the discharge process or were carers of such people

¢ talking to senior managers in health and adult social care to understand
current issues and plans

¢ holding open meetings with LINKk members and others to get their views

What we found

More than half the people we interviewed said that their experience of hospital
discharge had been unsatisfactory. Despite noticeable efforts in some
hospitals, there remain a number of recurring problems;

e delay
e |ack of communication with the patient and their carer or between staff

e alack of coordination between the hospital, community health services,
and the providers of social care services whose services are critical for
the patient’s recovery in the post-discharge period
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We found that the Wandsworth health and care system is working in a climate
where all concerned are trying to improve their practice and do their best within
tight resource constraints.

However, we also identified two dominant and rather separate cultures; the
world within the hospital and the world of services provided to support people at
home or living in a community setting.

What we think needs to be done to improve the hospital
discharge process for patients and carers in Wandsworth

Our main recommendation is that there needs to be much more continuity
throughout the whole patient experience - linking both the in-patient and
community after-care phases.

We think all agencies have a responsibility to improve discharge practice and
achieve a broader understanding of patients' needs;

e hospital discharge must be given greater attention as a priority in
improving the work of hospitals and community services

e the role of the Discharge Coordinator must be extended to cover
weekends and strengthened to include the task of ensuring that important
after-care arrangements are in place

e there must be better communication between hospital and community
services staff and the patient and their family and/or carer of the plan for
the patient’s discharge

e there needs to be greater coordination between hospitals, social care
providers, and community health services

e GPs should take greater responsibility for patients of theirs who are
discharged from hospital

We are of the view that the lack of coordination and ownership of the
responsibility for the patient are the biggest challenges.

What next?
Wandsworth LINk intends to bring together key managers from all the health

and care agencies in order to discuss the ownership of action on each of our
recommendations.
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We have specific recommendations for individual agencies in
the process

For St George’s / Queen Mary’s / Kingston / Chelsea and Westminster
Hospitals

e Wherever the patient’'s medical condition allows it, forward planning of
discharge should take place to ensure that there are no delays in
discharge, in providing medication, transport or writing discharge
summaries

e Discharge should not be postponed overnight if everything is in place
for discharge

e The patient, his family and/or carer should be informed about
discharge plans well in advance to enable them to make preparations
accordingly. The communication of the discharge plan to the patient
and family or carer should be recorded

e Hospital staff should consider the patient’s home situation and the
housing situation when planning each hospital discharge

e At discharge, all patients should be given a discharge summary which
Is copied to their GP. The information given to the patient should
include written guidance on how best to recover as quickly as
possible, what to expect and whom to contact if the patient is in doubt
about their recovery

e Discharge Co-ordinators should receive more training on the role of
social care assessment staff (care managers) and community support
services

e The Discharge Co-ordinator should routinely make telephone contact

with the discharged patient 2-3 days after discharge to check if the

discharge arrangements are working out well. The Discharge
Coordinator must ensure that the patient’s GP is informed

It is imperative that the work of the Discharge Coordinator is extended

to cover weekends as well as week days

For NHS Wandsworth and Wandsworth Council Social Care
Commissioners

e GPs must take more responsibility for their registered patients post-
discharge. Especially where the patient was hospitalised as a result
of a referral by the GP, the GP should contact the patient within 2-3
days of discharge

e The focus given to hospital discharge at St George's is something we
would like to see in all hospitals. Such focus should be given bearing
in mind the need to work in conjunction with Community Services

e Processes should be put in place for periodic review and monitoring of
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hospital discharge processes and practice

e More attention needs to be given to communication between hospital
staff and the co-ordination of services by all health and social care
staff

e Community services, including physiotherapy, should respond quickly
and within a week at most if needed by someone discharged from
hospital

For South West London and St George’s Mental Health Trust

e Inpatient mental health staff should ensure patients are introduced to
staff from community mental health services to ensure a seamless hand
over

e A record should be kept of any shortfall in resources (community support
services) that delay discharge of mental health patients. This
information should be used by all the agencies to make the case for
resources and so ensure the availability of the full range of community
support services
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Main Report

1. Why we looked at how people experience hospital
discharges

1.1 Discharge from hospital is a key issue at the interface between health and
social care. It is also an important bridge in the continuation of the patient’s
recovery after hospitalisation. As a ‘problem’ it has been known about and well
documented over the past two decades. Successive governments have tried to
tackle it with policies that have attempted to ‘integrate’ health care and social
care. The last government, concerned about older people and other vulnerable
people staying longer than necessary in hospital beds ("bed blocking’)
introduced ‘fines’ on Local Authorities in 2003/4 where the ‘overstay’ period
resulted from delay in arranging a suitable care package.

1.2 A number of difficulties in the process remain, including the different
funding and governance arrangements - local government is responsible for
Social Care and the NHS for Health; NHS services are free at the point of
delivery while most adult social care is subject to a variety of ‘means tested’
charges. Moreover, the agencies and professional disciplines involved in the
process of discharge are many - hospital staff, community health staff, GPs,
occupational therapists, care provider agencies, care managers/social workers,
housing support staff, the patient’s next of kin and the patient himself - and this
makes effective case planning and coordination particularly challenging.

1.3 The hospital discharge process can be a critical time for patients and their
carers. After a period of iliness, they may be suffering from temporary or
permanent impairment and may need assistance not previously required
(including physical adaptations to their home and support services) in order to
resume living at home. Alternatively, they may need to move to a care or
nursing home. Discharge can thus be a point of ‘life crisis’ and so needs to be
handled with the full involvement of patients and their carers.

1.4 There has been much academic research and government guidance on
‘best practice’. ‘The Patients Charter’ provides for patients and carers to be
consulted at all stages regarding any arrangement made for them. The 2010
government guidance ‘Ready to go™* lays out detailed guidance on how health
and social care systems should be proactive in supporting individuals, their
families and their carers in returning home or in moving to another setting. The

! Ready to Go — Planning the discharge and the transfer of patients from hospital and intermediate care

(Department of Health, March 2010)
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Cochrane review of the academic research? concluded that ‘The evidence
suggests that a structured discharge plan tailored to the individual patient
probably brings about small reductions in hospital length of stay and
readmission rates for older people admitted to hospital with a medical
condition.’

1.5 Other LINk organisations in London have examined this issue. Islington
LINK® interviewed hospital patients and found the need for better information
and communication throughout their hospital stay. Sutton and Merton LINk
have also recently reported a study of hospital discharge at St Helier Hospital.*

1.6 In view of the importance of getting hospital discharge right, in late 2008
and early 2009, the Wandsworth LINk made the improvement of the practice
and services involved in hospital discharge one of its priorities. We did not
expect to be able to address the subject comprehensively. In keeping with our
mandate as a LINk, we have focussed on users', patients' and carers’
experiences.

2. What we did

2.1 The Secondary Health and Social Care Sub-Group of the LINk held two fact
finding days (25" June and 24" September 2009) during which staff from key
health and social care agencies gave presentations and informed us of hospital
discharge from their experience and from their agency’s policies.

2.2 The Wandsworth Enter and View team undertook two visits (17th February
and 30th June 2010) to St George’s Hospital wards focused on patients who
were expecting to be discharged that day. The summary report of these visits is
attached as Appendix 2.

2.3 We also arranged for 31 borough residents to be interviewed - most of them
were vulnerable people who had recently experienced hospital discharge or
were the carer of such a person.” We tried to interview a cross section of
patients (with a spread of age groups, different client grouping, and residence
in different parts of the borough or using different hospitals) but, in the event,
this goal proved difficult to achieve.

2 Shepperd S., McClaran J, Phillips CO, Lannin NA, Clemson LM, McCluskey A, Cameron ID, Barras

SL., Discharge planning from hospital to home, Cochrane database of systematic reviews 2010, Issue 1 Art
No:CD000313. DOI 10.1002/14651858. CD000313.
3 Influencing change — A research report by Islington Local Involvement Network on the experiences of
patients leaving hospital, February 2010.

Sutton and Merton LINK, Service Review of Discharge from St Helier Hospital, Oct 2010. A full report
and a summary of their findings has been published.
° 11 of the interviews were conducted by a Wandsworth LINk Executive member and a HOST staff
member; the remaining 20 interviews were conducted by trained researchers from the South West London
Academic Network (SWAN).
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2.4 Of the 31 interviews, more than two thirds were interviews where the
patient was a woman. One third of the interviews concerned a patient under the
age of 60, 7 between 60 and 79, and 14 over 80 years of age. We interviewed
at least 5 patients who were from an ethnic minority. Three of the interviews
concerned patients with mental health problems; one concerned a patient with
learning disabilities. The patients had been hospitalised in St George’s,
Chelsea and Westminster, St Anthony’s, Kingston and Queen Mary's
Roehampton.

2.5 We do not think that the limitations of the sample detract from the need to
ensure that patients, especially the most vulnerable, are discharged from
hospital satisfactorily. Semi-structured interviews were conducted with the aim
of finding out users’ experiences and any recommendations they might have to
improve the ‘hospital discharge experience’ for the future. We looked for both
their experience of discharge and how they felt about what they had gone
through.

2.6 We talked with the senior managers from the main health and care
agencies about what their agency had done or were continuing to do to ensure
effective hospital discharge arrangements.

2.7 We held an open meeting with LINk members and interested borough
residents in November 2009. We also solicited views from members at many
other meetings and advertised our project widely.

3. What we found

Our findings, organised under the activity undertaken, are reported below.
Where the same issue arose in multiple activities, we have taken care to
mention the issue at least once.

The fact finding days resulted in the following information

3.1 St. George’s Hospital makes safe discharge an absolute priority and has
comprehensive policies on discharge. We were told that these are regularly
updated and scrutinised. Related policies include abuse, child abuse, liaison
psychiatry, palliative and end of life care — the range serves to confirm the
complexity of the discharge process. 30-45 patients are discharged from St
George's Hospital per day, of which ten would be considered by the hospital to
be complex cases. Discharges which involve a referral to Social Services,
which include some of the complex cases, are between 110 -120 a month.

3.2 The discharge of elderly patients was identified as being more complex as
elderly patients usually required community care and/or nursing home
accommodation and it was often difficult to put in place arrangements for these.
Multi-disciplinary teams are involved in the process and these include
Discharge Co-ordinators on the wards.
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3.3 We heard of the enormous pressures on hospitals and social services alike,
with the need to liaise between so many services, with capacity often stretched,
and no discharge being exactly the same as the previous one. There was a
realisation that good communication is key but that, all too often, this was not
achieved.

3.4 Intermediate Care, we were told, works extremely well and the patient is
happier when recovering at home but such care needs proper management; it
was acknowledged that improvements could be made.

3.5 One of the biggest challenges is the ability to support elderly patients who

do not need hospital care but who nevertheless require a high level of support
in continuing to live in their own homes. Extra Care housing is seen as an ideal
option and can support a safe discharge process.

3.6 We were told that many patients who have a care package when they are
admitted will require a more intensive package when they leave hospital and
this can take time to put in place.

3.7 We heard that Chelsea and Westminster Hospital has similarly robust
policies in place, but, in their view, Wandsworth did not have the nursing home
capacity it claimed to have, and delays were often caused when trying to
discharge someone in need of that care.

3.8 We also heard from the Wandsworth Community Health Services Team,
comprising Community Matrons, nursing staff, specialist nurses, and healthcare
assistants. As more care that was previously provided in hospital is now being
provided within the community, the scope of work for this team has grown
considerably. These teams support safe discharge, help to prevent re-
admission, manage palliative and end of life care, rehabilitation programmes,
observations and tests. They work with social services, pharmacists, and other
agencies such as Age UK and the Red Cross.

3.9 The presentation from the South West London and St George's Mental
Health Trust highlighted the possibility of planning for the discharge of mental
health patients over a longer period of time using the Care Plan Approach, and
often involving a wider range of healthcare professionals. This structured Care
Plan Approach takes into consideration and addresses a number of factors that
affect a patient’s ability to be discharged safely. Risk assessments may be
carried out, carers may be involved, and discharge may be a staggered
process. The timeliness of discharge for mental health patients may also be
affected by the availability of housing stock, specialised housing units, and lack
of good day centres.

3.10 It was acknowledged, throughout the two days, that, while strenuous
efforts are made to ensure hospital discharge is safe, timely and efficient, many
factors can contribute to a breakdown in these efforts. The majority of
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discharges go well but, for the minority that do not, we were assured that
improvements are continually being sought. Most of the problems we learnt of
are mentioned elsewhere in this report. Those that are not include unrealistic
expectations or demands made by the patient’s family members, shortage of
places in care homes, lack of training on the arrangements carers are likely to
need to implement after discharge and delays in a patient’s notes being sent to
the GP.

What the Enter and View team found

3.11 In many of the St George’s wards the team visited, there were a number
of caring and committed staff dealing with discharge. Many have staff in the
role of Discharge Co-ordinator. The team noted that St George’s had been
working to improve the hospital discharge process. They also observed that the
process of discharge and problems arising from those processes varied from
ward to ward.

3.12 Discharge Co-ordinators do not work at weekends and there is no formal
cover for them when they are away from work. This can result in the discharge
process being halted at the weekends.

3.13 Contrary to current policy at St George’s, not all patients were discharged
with medical discharge summaries.

3.14 Delays in several aspects such as take-home medication, transport and
paper work were experienced on the day of discharge. Although some wards
prepare these the day before, there are long waits for the pharmacy to provide
the medication in wards such as the orthopaedic ward where there is rapid
throughput.

3.15 It was unclear to patients who had the final authority on discharge.
Patients and carers were confused by conflicting messages from different
members of the staff team. “Medically fit for discharge” did not necessarily
mean that the patient was ready for discharge because, often, transport
arrangements, medication, and therapy assessments were still to be
completed. As to the actual time of discharge, some patients and their carers
also said that they preferred to be discharged after 11 am.

3.16 Carers were not always consulted as early as they should have been
about discharge plans and did not always have a chance to discuss medical
issues with medical staff. The current discharge check list does not separate
patient and their carer/family when, in some cases, it would be sensible to
ensure both had been contacted.

3.17 There were reports of some delays in providing post-discharge community
physiotherapy.
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3.18 Discharge Co-ordinators did not routinely hear how discharge and after-
care worked unless the arrangements broke down and thus could not learn
from experience or rectify the situation for the discharged patient. There
appeared to be an absence of a system for routine checks on whether
discharge arrangements had proceeded smoothly and that the discharged
patient was coping adequately. There is thus no prospect of problems being
identified unless the patient contacts the hospital or the hospital is otherwise
informed by a third party.

3.19 The Enter and View team found that most Discharge Co-ordinators had
little experience of community services outside the hospital setting and were
therefore not able to recommend relevant services to patients and their carers.

What we found out from the interviews with patients

“The hospltal nurses did not seem 3.20 Seventeen6 patlentS (Out Of 29)7 had a
to be active and engaged in my care | Very unsatisfactory experience of being

and discharge plan” discharged from hospital.
3.21 Common causes of dissatisfaction were: delays “When I was about
between being told of their discharge and transportation gyb;u“;’zg};‘ggsz
becoming available or getting their take-home medicines; carer had not been
failure to inform the patient’s family or carer; failure to informed - so I
make the patient feel involved in the decisions taken on contacted them”
her discharge from hospital. myself’
“l had a long wait (most of “I used to work in Social Services and so I know
the day) for the discharge. | my way around the system - but [ was shocked

by the poor discharge arrangements made for
my neighbour. I felt that my neighbour could
have returned home with support from her GP
... but she was inappropriately placed in a care
home.”

was late getting home due to
the hospital transport.”

e This includes an extra instance of hospital discharge of a respondent’s neighbour.

! This figure is less than the 31 interviews carried out because some interview responses had to be
disregarded.
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3.22 Of the more serious problem cases were

those where after-care which was important for 1did not receive advice on
the patient’s recovery was not arranged until dressing my wounds, and this
well after the critical phase had passed or caused a bad infection to the
where the patient was given insufficient wound”

information about how to care for their wounds,

what symptoms to look out for and whom to call if they had any post-
hospitalisation questions as well as cases where no attempt was made to
assess if the patient would be able to cope once discharged from hospital. The
very worst cases were those where elderly patients were returned to their home
where they lived alone without proper arrangements for after-care and without
the patient being contacted by any health or social care provider in the days
after being discharged.

‘My mother was discharged two days earlier than planned ...

the discharge was unorganised....there was a long delay until
the community physiotherapy started”

3.23 Five patients were very satisfied with their hospital
discharge process. Of these, one patient waited all day
before being allowed to leave the hospital and another

“I was given good
notice of my

. . : . ) isch
patient’s satisfaction was in part coloured by comparisons arrangeif;cn ta;gs
she was making to hospital discharge in the 1940s! A aftercare.”

factor common to almost all the cases where the patient
experienced a smooth discharge process was the presence
of a family member or carer at the hospital throughout the
patient’s stay in hospital. As all 5 patients were over 80 years
of age, age does not appear to be a determinant. Instead, the
fact of having a family member or carer visiting the patient
regularly in hospital appears to be critical; those without are
more vulnerable and

are, these interviews show, most at risk “I was very satisfied with the

to an unsatisfactory discharge process. smooth discharge arrangements”

“I am satisfied
with the
discharge
process. [ knew
well in advance
when [ would

3.24 Responses which mentioned the involvement of GPs in after care were
few and were only evident in interviews with two voluntary mental health
patients.
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What we learnt from discussions with senior staff members in health and
social care agencies

3.25 We found that there was little, if any, internal ‘research’ or monitoring
focused on hospital discharge performance or practice within Wandsworth.
Much as we commend the work at St George’s on their Urgent Care Review
project in 2008 and 2009, the focus of this work is the patient ‘experience’ and
‘journey’ within St Georges, including discharge; excluded from its purview is
what happens to patients after discharge.

3.26 We note that, when the local Primary Care Trust commissioned an Urgent
Care review® which included one work stream dealing with discharge planning
and intermediate care and another stream dealing with developing and
streamlining community services, care services did not feature significantly.

3.27 On the positive side, we were told that the level of fines’ for Wandsworth
patients overstaying in hospital when they were ready for discharge is currently
below the average for London boroughs and local authority money that accrues
from these ‘fines’ is reinvested in the local NHS (at St George’s and Kingston
Hospitals) to fund staff posts that facilitate patient discharge. This we see as an
example of good use of resources to tackle this issue.

4. What we think needs to be done to improve the
hospital discharge process for patients and carers in
Wandsworth

Recommendations arising from our fact finding days

4.1 The recommendations arising from the fact-finding days are made under at
least one of the subparagraphs below. In response to the point made that
patients and their families or carers often have unrealistic expectations of the
discharge process, we are of the view that this problem can be overcome
through our recommendations regarding better communication with the patient,
their family and/or carer.

Recommendations from Enter and View visits

4.2 The role of Discharge Co-ordinator should be extended and strengthened
so that there is cover at weekends and when they are away. Also, Discharge
Co-ordinators should be given the authority to confirm the time of discharge
only when all medical, therapy assessments, medication and paperwork are
complete. Patients should be informed that it is only when the Discharge Co-
ordinator has done this that they will be discharged.

8 Closing Report — Urgent Care Review Project — 16™ July 2009 — Wandsworth, St George’s, Sutton and

Merton and Lambeth NHS Trusts.
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4.3 On leaving hospital, all patients should have a medical discharge summary
and information about after-care to take with them. Copies should be sent to
their GP that day, preferably electronically. The full care and medical plan
should be copied to the patient (or carer) and sent promptly.

4.4 Delays (on the day of discharge) in discharging the patient home due to
writing notes up, dispensing medication, or awaiting transport should be
reduced. More preparation might be made before the day of discharge.

4.5 Where a patient is ready to be discharged home safely and they prefer not
to stay in hospital an extra night, the patient should be discharged, if
necessary, after 11 am; the 11 am target for discharge should not result in the
patient having to spend an extra night in hospital.

4.6 Significant carers should always be included in the consultations made by
hospital staff prior to discharge. The discharge check list should have spaces
where separate carer/family contacts can be recorded and the contacts used to
check discharge plans before discharge goes ahead.

4.7 We would like discussion between the agencies as to whether those being
discharged from hospital should be prioritised in the provision of community
physiotherapy.

4.8 Unless other arrangements are agreed, Discharge Co-ordinators should
telephone the patient or their carer 2-3 days after discharge to ascertain if all is
going well. Where there are problems, they should give or facilitate advice from
a healthcare professional within the hospital and, if necessary, help to make
appropriate referrals.

4.9 Discharge Co-ordinators would benefit from a training/induction programme
of visits to local community services to enable them to understand better the
way community services function and what resources exist.

Recommendations arising from the interviews

4.10 There needs to be consideration given as to how to reduce delay in
getting the patient’s medicines. Though hospital pharmacies are busy, it may
be that they can be given earlier notice of the patient’s intended discharge day
and medication requirements.

4.11 Hospitals must give patients clear information on who has the
responsibility for arranging transport. General information should be given but
also information relating to the specific condition and situation of the patient
should also be taken into account and instructions or information given as
appropriate.

4.12 Patients must be given reasonable notice of when their discharge is to
take place and what the hospital’s procedures are for making the final ‘ready to
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leave’ decision so that they know what to expect. Patients should not be
discharged within a short time after being notified without the full consent of the
patient and without checks being made on the situation at home or elsewhere
where the patient is to go after discharge.

4.13 Particular attention must be given to patients who are returning to homes
where they had been living independently and where, subsequent to hospital
discharge, they may be unable to cope without first putting in place social care.

4.14 The patient’'s GP must be given prompt notice of the plan to discharge the
patient and there needs to be greater clarity as to who has responsibility for the
patient’s wellbeing and continued recovery after leaving hospital. We
recommend that the issue of GP involvement post-discharge receive more
attention.

Recommendations flowing from our discussions with Senior staff in
Health and Social Care agencies

4.15 We did not find an easy way to review hospital discharge practice in
hospitals other than St George’s Hospital. We think these hospitals (including
Kingston Hospital, Queen Mary’s, Chelsea and Westminster, Guys and St
Thomas’s, the South West London and St George's Mental Health Trust)
should work together with Wandsworth Council's Adult Services Department
and Wandsworth Community Services to review their performance and work to
improve hospital discharge practice. We have anecdotal evidence that hospital
discharge planning for patients from these hospitals can be problematic and
there is much scope for improvement here.

4.16 Our discussions with the South West London and St George’s Mental
Health Trust informed us about the positive approach of planning for discharge
from the time of hospital admission. We understand that they are moving to
provide a single in-patient multidisciplinary team. We think this means that the
transfer of care to the multidisciplinary community mental health team will need
to be handled carefully and sensitively. We were concerned to hear about
some delays in discharge due to housing/appropriate supportive care settings
becoming available and we suggest that the Trust and Wandsworth Council's
Adult Services Department monitor all delays and systematically record any
apparent shortfall in resources.

Recommendations from our open meetings and wider consultations

Most of the recommendations from these echo those found through our other
activities.
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5. Our summary conclusions and recommendations

We found that the Wandsworth Health and Care system is working in a climate
where all concerned are trying to improve their practice and do their best within
tight resource constraints. We think that there are at least two dominant and
rather separate cultures; the world within the hospital and the world of support
services provided to support people at home or living in a community setting.
There needs to be much more appreciation and continuity throughout the whole
patient experience - throughout both the in-patient and community after-care
phases. We think all agencies have a responsibility to improve discharge
practice and achieve a broader understanding of patients' needs.

We have specific recommendations for individual agencies in the process:

For St George’s, Queen Mary’s, Kingston, Chelsea and
Westminster Hospitals

e Wherever the patient’'s medical condition allows it, forward planning of
discharge should take place to ensure that there are no delays in
discharge, in providing medication, transport or writing discharge
summaries

e Discharge should not be postponed overnight if everything is in place
for discharge

e The patient, his family and/or carer should be informed about
discharge plans well in advance to enable them to make preparations
accordingly. The communication of the discharge plan to the patient
and family or carer should be recorded

e Hospital staff should consider the patient’s home situation and the
housing situation when planning each hospital discharge

e At discharge, all patients should be given a discharge summary which
Is copied to their GP. The information given to the patient should
include written guidance on how best to recover as quickly as
possible, what to expect and whom to contact if the patient is in doubt
about their recovery

e Discharge Co-ordinators should receive more training on the role of
social care assessment staff (care managers) and community support
services

e The Discharge Co-ordinator should routinely make telephone contact

with the discharged patient 2-3 days after discharge to check if the

discharge arrangements are working out well. The Discharge
Coordinator must ensure that the patient’s GP is informed

It is imperative that the work of the Discharge Coordinator needs to be

extended to cover weekends as well as week days
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For NHS Wandsworth and Council Social Care Commissioners

e GPs must take more responsibility for their registered patients post-
discharge. Especially where the patient was hospitalised as a result of
a referral by the GP, the GP should contact the patient within 2-3 days
of discharge

e The focus given to hospital discharge at St George's is something we
would like to see in all hospitals. Such focus should be given bearing
in mind the need to work in conjunction with Community Services

e Processes should be put in place for periodic review and monitoring of
hospital discharge processes and practice

e More attention needs to be given to communication between hospital
staff and the co-ordination of services by all health and social care
staff

e Community services, including physiotherapy, should respond quickly
and within a week at most if needed by someone discharged from
hospital

For South West London and St George’s Mental Health Trust

¢ Inpatient mental health staff should ensure patients are introduced to
staff from community mental health services to ensure a seamless hand
over

e A record should be kept of any shortfall in resources (community support
services) that delay discharge of mental health patients. This
information should be used by all the agencies to make the case for
resources and so ensure the availability of the full range of community
support services

6. What next?

We are of the view that the lack of coordination and ownership of the
responsibility for the patient are the biggest challenges. Wandsworth LINk will
aim to bring together key managers from all the health and care agencies in
order to discuss the ownership of action on each of its recommendations. We
hope to facilitate an ‘inter-agency’ process that delivers practical improvements.
Wandsworth LINK plans to carry out some follow-up activity to ascertain what
improvements have actually been made.

Jeremy Ambache, Carol Tan and Peter West
4.12.2010
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