Wandsworth Local Involvement Network
Hospital Discharge
Report of a visit to St George’s Hospital on 17 February, 2010 by the Wandsworth LINK Enter and View team
Introduction

Hospital discharge was chosen as one of Wandsworth LINK’s four priorities. The Enter and View Team wished 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. We planned a visit to St George’s Hospital to seek the opinions and views of the patients who were being discharged and their carers.

We wanted to find out how the policies work on the ground on the day of discharge. Particularly seeking to establish whether the discharge was safe and how the patients and their carers felt about the process. 
Methodology
The visit was prearranged. 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 and 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 treatment and follow up.
The patients interviewed were 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 Coordinators, ward staff and Managers. We also followed up some of the patients after discharge by telephone to enquire if things had gone as planned and whether any further issues had arisen.
The four members of the Enter and View team interviewed or discussed 8 patients in all. This limited number only gives a flavour of issues that arise during discharge. The selection included patients from four PCTs- not just Wandsworth. None were planned admissions for surgery. Only one patient was assessed as needing a package of domiciliary social care and one as waiting for a Residential or Nursing home placement. The preliminary recommendations below are based on the evidence obtained from the patients, the Discharge Co-ordinators and the patients’ carers. Further evidence would be needed for a more comprehensive view.
PROVISIONAL RECOMMENDATIONS
1. Discharge Co-ordinators are commended as a crucial element in ensuring safe discharge. Where appropriate, every ward should have one. We wonder if   consideration has been given to extending their capacity, for instance giving them both more hours so that discharge planning can continue during the weekends and administrative assistance to follow up details whilst the co-ordinator is dealing with other patients. Ref issues R Smith & Allingham, (a),(c) &(d)
2. Seek ways to rectify the time lags on the day of a patient’s discharge, particularly those caused by delays in writing up and dispensing medication. The nurse-led discharge pilot might be applicable in other wards. Ref issues Holdsworth
3. Patients, even with unplanned admissions, appreciated being kept informed of progress and given as much prior warning of their estimated discharge date as possible in order to make home arrangements. When last minute arrangements were possible the 11am discharge goal was less important to them than an additional night away from home. Ref issues R Smith & Allingham ( b)
4. We agreed with the discharge co-ordinators that they could benefit from learning from practice. In the first few days after discharge, communication from patients could be encouraged in order to give feed back about the success of the after care arrangements.  Ref issues R Smith & Allingham (e) & ( g) 
5. Significant carers should always be involved in plans and medical explanations. They deserve a separate and distinct section in the Discharge Check List. (see item 1 in check list attached)  Ref issues R Smith & Allingham (e)
6. In spite of pressure on beds, there should be no doubt that proper checks should be complete before a patient is discharged. Ref issues R Smith & Allingham (h)
7. It is important that patients understand the role of the discharge co-ordinator so there is no confusion in the patients’ minds about who determines final readiness for discharge. Frustration can be caused about delay after being declared medically fit if patients are not aware of her responsibility to ensure a safe discharge with all paperwork completed and transport arranged. Ref issues Holdsworth R Smith & Allingham
Reasons for the Wards Visited

With the help of hospital staff, three wards were chosen for the visit, Allingham, Rodney Smith and Holdsworth Wards. Allingham and Rodney Smith are medical wards with many patients who have long-term conditions and often longer admissions. Holdsworth, in contrast, is for patients recovering from trauma and planned orthopaedic surgery who are generally fitter and, more frequently, experience short hospital stays. The time of the visit, a Wednesday, was also at the suggestion of hospital staff who said that characteristically it was a busy day for discharges.

The Visit  At 9am on Wednesday 17 February, 2010, four members of the Enter and View team met with Alison Hughes, the Interim Divisional Director of Nursing and Governance-Medicine and Cardiovascular, and Rachel Pearce, the Orthopaedic Manager. The time was chosen to allow an adequate period to ask questions of both senior members of staff, and then to be taken to both wards where we could talk to the discharge ward staff. After that we would have ample time to talk to patients before their discharge. During the course of the initial discussion with senior staff, we were informed that there were no designated beds at St Georges for patients who do not need acute care, but who are not yet ready to go home.
HOLDSWORTH WARD 
Discussion with Discharge Co-ordinator
This ward has its own Discharge Coordinator, who is responsible for the discharge of all patients from the ward. She works from 8am to 4pm Monday to Friday. She described herself as a cross between a nurse and a social worker. 
The Enter and View Team found her to be enthusiastic, efficient, and caring. She explained the discharge process and supplied us with most of the leaflets for patients, and staff, that are part of the hospital discharge programme.
· All patients when they are admitted to the ward are given a fact sheet entitled, ‘Leaving Hospital’.
· Patients having elective surgery have an estimated discharge date. (EDD): for example, a patient with a fractured neck of femur is expected to be in hospital for 10 days; while one who has had a hallux valgus operation, is expected to be in for 2 days.  
· All patients have a Discharge Check List/ Plan which includes how long a patient should remain in hospital after the most common operations or procedures and is also a checklist of tasks to be completed by staff prior to discharge. 
· Often delays in a patient’s readiness for discharge are caused by social issues. 
· The aim is to look at the patient holistically which involves an assessment of social, care and environmental needs.
· Currently, Holdsworth Ward treats many pelvic and complex traumas. We were informed that there will be even more complex cases admitted when St. George’s receives Trauma Status. 
· There are numerous options for care after discharge. 
The Day of Discharge in Holdsworth Ward
The Discharge Coordinator explained that the Consultants usually do their ward rounds between 8 and 9am, and it is during this period that the patient is informed that they can definitely go home that day. A junior member of the Consultant’s team comes back to the ward at about 11am to write out the prescriptions for the discharged patients. Patients cannot go to the Discharge Lounge until the prescriptions have been written.

The Hospital Pharmacy dispenses around four to five hundred prescriptions each hour, and so there can be a delay of two to three hours, before the drugs for the discharged patient arrive. In all, there can be a delay of about five or six hours from when the patient is first told that they can go home until they are finally able to leave. 

Every patient due for discharge is seen by the Discharge Nurse before they leave the ward, and they are each given leaflets with all the relevant information that they need. 
Feedback from Patients

Two of the Enter and View Team interviewed four patients from Holdsworth Ward. The three men and one woman came from different boroughs, residents of Wandsworth, Lambeth, Merton and Richmond. Of the four patients interviewed only one had a Care Package, and they assumed the other interviewees would not need one when they left hospital.

Patient A had been in St George’s for two days.

He had been told at 8.30am that morning that he could go home, by a Consultant that he had never seen before. The patient saw the pharmacist about 10.20am, and was still waiting for his drugs when he was interviewed at 10.40am. 

He lives alone. He informed us that he still had food at home and had managed to arrange for a neighbour to feed his cat. 

The patient felt that the nurses were too busy to explain things to him. There had been no discussion about how he would manage at home. He is right handed and it was his right side that was affected by the operation. He had not seen a physiotherapist or an occupational therapist, so he did not know what he could, or could not do.  

The patient intended to go home by tube.  He would be seen before discharge by the Discharge Nurse and given discharge leaflets and instructions. At this juncture maybe there would be some alteration to his discharge arrangements. That this was a possibility was evidenced by hospital staff asking him what he would like for lunch, even though he had told them that he was going home. In addition he had been given an injection through a cannula by a nurse who informed him that she would not remove the cannula until he was on the point of discharge.

Patient B had been informed by a doctor at 9.45am that she could go home.

She was interviewed at 11.20am.  She had injuries to a leg and arm, and had been seen by both a physiotherapist and an occupational therapist.  The latter had taken her to the bathroom to see how she would manage by herself.  

The patient had managed to use a hospital phone and had arranged to stay with her aunt, who lives in a bungalow. 

A friend of the patient, who lives in Kent, had just phoned to say that she would come at 3pm to take her to her aunt’s. The patient’s aunt lives in Surrey.  

Patient C had been advised the afternoon before that he could go home on the day of our visit. He was still waiting for his drugs and notes two hours after he had been told that morning that he could leave. 

There had been a discussion about whether he could manage at home, and he knew that he would be given information /leaving pack. He knew this because he had previously been an inpatient at St George’s.
Patient D was due to go home the day before but hospital staff had decided that he was not yet ready for discharge. He already had a Care Plan. A carer comes in three times a week to help with personal hygiene and washing. At the moment he does not have a new Care Plan, but a Lambeth Social Worker came to see him and, after involving him in the discussion, decided that extra house cleaning would be needed.   

This patient said that he never saw the same doctor twice, and that hospital staff did not explain things to him.  He had just got used to the staff in one bay in the ward, and then he was moved to another bay. 

The patient thought that the staff were overworked.  He explained that the early mornings were often very chaotic. ‘All at the same time there were  doctors carrying out ward visits, patients in the ward trying to wash, breakfasts being served, cleaners trying to clean the ward, and physiotherapists trying to help patients to walk.
Issues identified.

On the day of discharge, patients leaving Holdsworth Ward were inconvenienced by a time lag between when they were first notified by medical staff that they could leave, and their obtaining the medication they need to take with them. Even when the prescriptions are received by the patient in the ward, there will often be a further wait before these can be dispensed by the hospital pharmacy.
Also it appears that patients might need to wait for their information leaving pack and any necessary checks about how they will manage at home since the Discharge Nurse has the final say about discharge.

The aim of the hospital is to discharge more patients in the morning, ideally by 11am 

In the meantime, although the ward round for Holdsworth may be conducted between 8-9am by a consultant/doctor and a patient told that they are ready for discharge, this is just the start of the process. There could well be a long wait before the prescription is written out and delivered, and then a further wait at the hospital before it can be dispensed. This is time consuming and frustrating for patients. 
ALLINGHAM and  RODNEY SMITH WARDS
Discussion with Discharge coordinators
Allingham and Rodney Smith Wards are Medical wards and each had a Discharge Co-ordinator. Allingham was piloting a Nurse-led discharge policy which meant that, if the Medics cleared the patient for discharge the previous day and prepared the medication etc, the nurses could be responsible for the final check in the morning.  So unless there was a change in the patient’s condition, and if all expected test results were satisfactory, there was no need to delay on discharge day for another medical examination and writing up medication.

Allingham primarily deals with Gastroenterology and Hepatology patients who can present very complicated discharge problems. The Discharge Co-ordinator reported regularly working an hour late each day. She has some help from the nurse in charge of the ward and two others can help depending on the complexity of the task. She described  as an example of complexity a very dependent patient, unable to feed, dress, or manage his toilet who could not communicate, with no friends or relatives, and no place to be discharged to. Just as a start she had to complete 76 pages of forms to refer for advocacy before taking any further steps. She described the pressure from Bed Managers to clear beds as quickly as possible, requiring staff nurses to stand their ground when they consider that a patient is not ready to be discharged. Beds can be filled only 10 minutes after they are vacated. She also expressed frustration about the delays in provision of community services, both those provided by the local councils and the NHS. For Intermediate Care, the patients must need at last two rehabilitation services and, if not, there is, on average, a six week wait for community physiotherapy. Hospital transport arrangements also often caused problems with discharge. Unless something goes seriously wrong with discharge, she receives little feed back and, if the patient is readmitted, does not know what happened at home and has to make lengthy enquires to discover changes in medication, therapy, care and nursing.
Rodney Smith Ward primarily takes patients with Diabetes and other Endocrine conditions.
Feed back from patients
Two other members of the Enter and View team interviewed three patients and discussed a forth with the ward sister, using as a prompt the pre prepared questions. Two of the patients granted permission to be followed up by telephone when they were home. After checking with the discharge co-ordinator that discharge had gone ahead, the patients’ carers were contacted to enquire how things had gone. 

Elderly man, J.  The patient thought he had been in hospital for six days. He is the resident of a nursing home and had had a fall negotiating the stairs. He has no outside support from family, and his friends were those he shared accommodation with at the nursing home and the manager of the nursing home. He was not overly concerned that he could not return to the nursing home as there was not a vacant room on the ground level. He seemed content that arrangements were being made for him to be transferred to another nursing home, though he did not know which one or when. 
H & K two white British men aged between 66 and 80 years. Both lived in Merton.         Care at Home Both patients were cared for at home by a female partner, who they assured me, provided all the housework and care and this would resume as before. Neither had a care package, although one was accustomed to regular home visits from the Community Nurses for leg dressings and he assumed this would be restarted. Nurses did visit the day after discharge as arranged by hospital.
Checking mobility Neither was confidently mobile. One was using a hospital walking stick (has his own at home) and was wobbly. Other with bandaged legs and feet does not go out unaccompanied when at home. Physio had discussed home with H and was going to check his ability to do stairs because home on many levels. K had no stairs at home.
Checking other care needs Both claimed to be able to get to toilet and wash independently on the ward.

Pre-admission Both were emergency admissions via A&E. H by ambulance after collapsing at home. K came direct to A&E because he said “my GP is a waste of time”. So there had been no preplanning for services or equipment. H had been in hospital a week, K almost continuously since Xmas with about 3 discharges and readmissions.

Timing and information about discharge. At 10-11am, neither of the patients was sure whether they would be discharged or not that day. K was waiting for a scan and blood result, H a trial on the stairs and a further test. They had both been pre-warned that they might be discharged, K yesterday and H two days ago so their relatives were ready to collect or receive them. K was using his mobile to keep in touch with his partner. H’s wife had agreed with ward staff that they would ring her 45 minutes before H was finally ready for discharge so his son could collect him.

Communication. Both men were a little vague about their care and condition. H admitted to relying on his wife to remember what the Drs told them about the new drug regime and what the tests are because he is not sure he can himself. H thinks that staff did talk to his wife about his care but she had to make point of asking. K’s partner did not have a chance to talk to the Drs or Discharge Co-ordinator and would have liked to. She said she had tried by phone without success and is not sure whether the follow up tests will require his readmission to hospital. 

Understanding who to contact after discharge Once home, H or his wife would consult the GP. H hopes the GP is informed about the new drug regime because he has the impression that previously the drug regime should have been adjusted and has been the cause of some of his problems. He will be returning in a few days for an endoscopy. K says he relies on contacting Community Nurse if there are problems. K’s wife reported that the Cardiac Nurse visits.

Woman P with dementia, 80 plus
Discussed patient with Ward sister. P was medically ready for discharge but due for a bronchoscopy in two days. The ward sister, who thought it would be stressful and confusing for P to be discharged and then brought back by transport after only a day at home, explained she had to argue with the bed managers against P’s hasty discharge.

There was scant information in the notes about P’s care needs and who she lived with except “needs minimal assistance”. P had come from another ward so the discharge co-ordinator needed to check facts with patient, her family and carers. For the Discharge co-ordinator, the priority is dealing with current discharges, so there can be a time consuming delay in obtaining, possibly conflicting, information from various sources.
Follow up                                                                                                                                                       Only man H and the woman P were in fact discharged that day. K stayed in because the blood results were unsatisfactory and was not discharged until Saturday, 3 days later.
H’s wife confirmed that she had been involved in discussions, with ward staff including physio, about how they would cope at home. She was appreciative of the drug chart the hospital doctor provided. Full discharge letters were sent with her husband to inform the GP and all medication. The prearranged 45min warning did not happen. In the afternoon, she went up to the ward since she was at St G’s and discovered the sample had not been sent off yet. She was forgiving, because “the staff are so busy”, and was able to ring her son at 4pm so her husband finally got home at 7pm. (Incidental grumbles about GP who has not reviewed her husband’s medication or given her, 67 yrs, a check).

K’s wife managed to arrange for her grandson to pick K up on the Saturday. On this occasion she was not too troubled by not knowing when K would be discharged although she reported once before she was told he was leaving shortly by transport but he did not arrive. It was only when she anxiously rang the hospital she discovered the discharge had been cancelled. On this occasion, K arrived home with all his medication but no discharge letter. She anticipates a visit from the Cardiac nurse and K has appointments in 3 different outpatient clinics but she is not sure how many of these are still relevant. She was feeling worn out, getting up at night, checking his medication and wanting advice about carer’s breaks and disability benefits.
The woman P was discharged after discussions with her and her family who came in that afternoon. They all assured the discharge co-ordinator that P would be better at home for the two nights before the test on Friday and they would manage as usual.  It turned out that “Minimal assistance” was accurate.

Issues identified
a) The discharge co-ordinators appeared crucial in finding out about care needs and involving family/carers particularly with unplanned admissions. The two Enter and View visitors admired their work and commitment to the best discharge outcomes for their patients but noted they were very busy, working overtime regularly and small details could be overlooked. 
b) Patients would have preferred to know more precisely when they were going but
· Accepted the need for further tests etc 

· With enough warning of the possibility of discharge had worked out contingency arrangements with family.

· Did not want to stay longer than necessary because the ward was noisy at night.

c) One delay occurred for want of checking that a sample had been provided and sent off. 

d) There were failures in keeping in touch with families. Firstly, to tell H’s family he was ready as arranged, and, secondly, on K’s previous discharge, no-one informed his wife, who was expecting him by ambulance, that the discharge was cancelled. 
e) It was important that the carers of the men interviewed (H&K) should have been involved in discussions about future care and treatment because both men were obviously in various ways dependent on their partners’ care. Discharge coordinator, Doctor and Physio had talked to H’s wife who appreciated this and the Dr’s medication chart.

K’s wife who felt stressed and tired at home, would have appreciated more discussion with ward staff although she did have visits at home from Community and Cardiac nurses. There is a danger in this case that the ward staff assumed that the home circumstances and capacity of long term carers had not changed over time.

f) Changing wards delayed nurses obtaining the background information needed for the patient’s discharge. The Discharge Co-ordinator started the day with insufficient information to discharge P, who only moved to the ward the day before, safely.  So she began investigating only when the patient was already medically ready for discharge. Fortunately relatives visited in the afternoon and so speedily confirmed the home circumstances.
g) Discharge co-ordinators get no feed back about the discharges unless they go drastically wrong. They would like information so they learn from experience how to improve practice. A telephone call 2-3 days after discharge would mean the notes are still on the ward for the outcome to be recorded. This could have highlighted the problems experienced by K’s carer.
h) If discharges are to be safe, Sisters and discharge co-ordinators may have to resist robustly the pressure from bed managers and medical staff to send patients home before proper preparations are completed. As observed with patient P.
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