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1.0

1.1

INTRODUCTION/PURPOSE OF POLICY

Background

This policy supports people’s timely, effective discharge or a transfer of care from acute
hospital beds, to a setting, which meets their needs. It applies to all Belfast Trust adult in
patients in acute hospitals and Intermediate Care community funded beds, and should
be applied before and during admission to ensure that those who are assessed as §eady
for discharge home or who are suitable for transfer to an alternative setting can in
a safe and timely way.

The majority of acute hospital discharges should be ‘simple and timely’; e should
leave hospital with support from their family and friends, and/or follow u eir GP if
necessary.

To enable a safe and effective discharge people should be Q& return home as

a first option.

People may require further support and /or follow up cake provided outside of the acute
hospital setting. This may include: Outpatient appoifiime community nursing
assessment/care and/ or community AHP services.
There are other people who need rehabilit %upport and they should be enabled
to return to their home wherever possib d by Intermediate Care Services (1)
and, if necessary, assessment of any#ngoifg needs should take place within their own
home. This ‘discharge to assess’&e s grucial to allowing timely discharge from acute
ed

hospitals. If home is not an opti diseéharge, people should be transferred to an
Intermediate Care community fu d.

The consequences of a peN o is ready for discharge remaining in acute hospital

include: @
e Exposure to sary risk of hospital acquired infection;

e Physical d loss of mobility / muscle use; (Prof Brian Dolan, Last 1000 days:
Valuing p@tie ime)
o Increa&‘ endence, as the hospital environment is not designed to meet the needs

ho are medically fit for discharge and ready to transfer to another
ts;

of
v
etely ill people being unable to access services due to beds being occupied by
nts who are ready to transfer

r a preferred choice to become available;

?.\( ustration and distress to the patient and relatives due to uncertainty during any wait
o

(1) Intermediate care is a multidisciplinary service that helps people to be as
independent as possible. It provides support and rehabilitation to people at home or
in a bed based community bed wo are at risk of hospital admission or who have
been in hospital. It aims to ensure people transfer from hospital to the community in
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a timely way and to prevent unnecessary admissions to hospitals and residential
care. (Intermediate Care including Reablement NICE guidelines 2017)

People and families can find it difficult to make decisions and/or make the practical
arrangements for a range of reasons, such as:

¢ A lack of knowledge about their options and how services and systems work;
e Worry about expectations of what family and carers can and will do to su
e Concerns that their existing home is unsuitable, cold or needs work don€ tofenstre a

safe environment for discharge; \
e Concerns about moving to interim accommodation and moving ag@ ater stage;
e Concerns about either the quality or the cost of care;
e The choices available do not meet their preferences; %

1.2 Purpose Q‘
The purpose of this Policy is to ensure there is a consistent approach to all aspects of

the discharge process when the patient is declared medically fit. That risks associated
with discharge are recognised and minimised throu Ive planning, early and
consistent communication with the patient and their éérer at the centre, and through
collaboration with the multidisciplinary team rust and with partner agencies
outside the Trust.

This policy should be read in conjunctiongvitwthe following BHSCT policies and national
guidelines:

e BHSCT Community Medigi ode policy (2020) SG 06/13
e BHSCT Policy for the s of discharge medications from wards when pharmacy is

closed (2019) SG 55/11
BHSCT Adult Saféquafding policy and procedure (2020) SG 20/19

dance (2019)
jated Discharge (2009) SG 08/08
BHSCT Transfer of Patients and their Records (2017) SG 24/09
BHS &g al Core Child Protection Policy and Procedures (2017) SG 38/17
BHS% ischarge Contrary to Medical Advice (2014) SG 01/09

ting Patients on the Right Road for Discharge - Guiding Principles (January

1
o Guidance ‘Transition between inpatient hospital settings and community or care
ome settings for adults with social care needs’ (2015)
NHS Improvement SAFER Patient Flow Bundle (September 2017)

This Policy sets out a framework for staff, patients, families/carers to establish that a
consistent approach is taken ensuring the effective, safe and timely discharge or transfer
of patients. This includes making appropriate alternative arrangements should the patient
be unable to return home.
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1.3

If the patient requires additional support at home or end of life care, staff should
refer to the BHSCT Standard for nursing discharge of patients who are palliative or
end of life or requires additional support at home or end of life care needs
irrespective of diagnosis. (Appendix 1)

The policy seeks to ensure that there is a clear process in place when people remain in
acute beds longer than is clinically required. Where people lack capacity to make

Safeguard should cause delay to a person leaving an acute ho
treatment and social care needs can be met in a more suita
environment.

When the discharge of a person who lacks capacity is%@ a setting that amounts to a
deprivation of their liberty, an appropriate DoLS is ir make that move lawful and
protect staff from liability. A Trust Panel Applicati of Emergency Provisions are

the two mechanisms within the Mental Capa t should be used.

When implemented consistently, this Pql reduce the number of delayed
transfers of care and increase the nu eople successfully discharged home or
transferred from an acute bed to& ere their health and social care needs can
be met.

Objectives %
e To ensure patients whoNa een assessed as medically fit and are ready to leave

hospital are disch or transferred in a safe and timely manner to an environment
which can safe ropriately meet the patients’ needs;

e To enhance pati amilies and / or carers experience;

e Toensur N ts, families and/or carers are effectively communicated with and
adequ p

red for discharge;
e To reducethe number of hospital bed days lost due to discharge delays;
o Topfacilitate emergency and elective admissions and avoid cancellation of elective

ionally agreed values:

Working Together
Excellence
Openness & Honesty
Compassion

ct ;
$ uce delays in discharge from Intermediate Care settings;
% practice of all staff engaged in discharge planning should be underpinned by the
v
[ ]
[ ]
[ ]
[ ]
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2.0

3.0

3.1

3.2

3.3

SCOPE OF THE POLICY

The scope of this policy includes all discharges:

¢ From acute hospital in patient settings
e From Intermediate Care community funded beds

The policy is to be applied by all Trust hospital and Intermediate Care staff, incl

locum and agency staff who are involved in any aspect of discharge plannin ults in
all areas of the Trust. %

The following areas are excluded from the scope of the policy:A\

e Learning Disability Inpatient environments
e Psychiatric care
¢ In patient maternity services

ROLES/RESPONSIBILITIES

It is the responsibility of all health and social ssionals involved in discharge and
transfer of care planning, both in acute a effpediate Care to follow the guidance and

pathway set out in this document.
Trust Board %
(@
i

To ensure that appropriate res re’in place to facilitate the timely and safe
discharge or transfer of care ents from hospital

BHSCT Directors & Co — %: rs

e To ensure that all § are familiar with the policy and their individual responsibilities
within the policyy @

e To ensure di ation of the policy to staff within their directorate.

Service ge ssistant Services Manager

e To e% t discharge or transfer of care planning practice is in accordance with

th li

c%te and encourage proactive multi-disciplinary care planning on a continuous
[

To"advise on policy and procedure development in relation to discharge planning in
e light of audit and research into best practice.

Q e To ensure the principles of SAFER patient flow bundle is embedded as best

practise across all in patient wards practical tool to reduce delays for patients in adult
inpatient wards (NHS Improvement 2017)
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3.4

3.5

All Clinical Staff

The multi- disciplinary team works collaboratively with the patient and their carers to plan
care and agree who is responsible for specific actions and makes decisions on the
process and timing of discharge or transfer of care.

Each discipline contributing to the discharge process must put in place a set of service

standards which stipulates their role, set standard time frames for responsiveness

their service and support team working. $

Medical Staff

e The Consultant or his/her nominated deputy is responsible for:

e Documenting an expected date of discharge (EDD) on admission or ke or clinical
reasons this is not possible, within 24 hours of admission and ing that this is
communicated to the patients and or carers;

e Documenting and implementing an outcome focused ma plan for each
patient;

e Deciding when a patient is medically fit for discharge (no loRger needs acute care)
and for setting and documenting criteria that allowsthe patient to be discharged and
to avoid unnecessary delay;

e Twice daily senior review that facilitates deci aking that progresses the patient’s
journey. To support discharge processes IRUINg over weekends, on Thursdays &
Fridays medical teams should identify tients who are likely to be ready for
discharge over the course of the wegkepd:ff*a patient requires a medical review prior
to discharge this should be handed oyer te the weekend on call team;

e Completing transitional medicai{do tation to facilitate discharge as request by
Community Discharge & Soeial rk Hub

e Completing discharge su and prescription, which will accompany the patient

on discharge. GAIN ( uidelines on Regional Immediate Discharge

Documentation for Patiehts’being discharged from Secondary into Primary

care should be taKen into account when completing discharge summaries;

Where possibl isgharge prescription should be completed the day before

discharge, i ance with the Trust Medicines code, so that medication to take
home is i on the ward prior to discharge and, for discharges planned for over
e&/qd
n

N

the w , during pharmacy opening hours;
o AIertimJr ing staff to any required follow up appointments or tests post discharge,
a ropriate;
%that any results of diagnostic tests that arrive after a patient’s discharge that
ulre specific or immediate action are communicated to the GP by telephone and/or
etter as soon as possible;
nsuring onward communication with the General Practitioner;
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3.6  Nursing Staff:
The Ward Sister/Charge Nurse/Nurse in Charge is responsible for the overall co-
ordination of effective discharge planning for patients in their ward. Ensuring that each
registered nurse on a shift is aware of their responsibilities for co-ordinating the
discharge plan for each patient they are responsible for during their shift. For each
registered nurse, this includes:

e Assessing the patient’s health and social care needs at pre-admission clinic,
admission or within 24 hours of admission

e Completing the admission assessment document identifying potential rg
needs for their patients and identify potential issues as early as pos Y%

e Provide the Ward Discharge Information Leaflet on admission to_hel m the

patient and their family and initiate discussions about discharge’a ements;

e Completing transitional nursing documentation to facilitate di ge as request by
Community Discharge & Social Work Hub;

e Ensuring equipment requests for patients are initiated wi nt professionals as

soon as the need is identified, in preparation for discharge;

e Initiating referrals to relevant Allied Health Care PrWals and to Community
Discharge & Social Work Hub;

e Ensuring that the discharge medications are p ed in accordance with the BHSCT
Community Medicines Code policy (2020)€8&*88LT3 and that medication are
explained to the patient and where ap iate, to the patient’s carer/next of kin, with
the patients consent;

e Ensure appropriate documentati pleted if the District Nurse is required to
administer medication;

e Informing administration staffon day a patient is declared medically fit, including
the correct discharge co cording on Patient Journey System or Patient
Administration System ;

Nurse-Facilitated DiSc e (NFD) should be considered and undertaken where

appropriate in line Wit HSCT Nurse Faciliated Discharge (2009) SG 08/08

This should incl sidering NFD to expedite discharges planned to take place over
nd

the courseo&& S
Transport,- nurse will ensure the patient is aware of their responsibility for arranging

trans e. In the event that the patient and/or family cannot provide appropriate

trangpagt, nurse will arrange this. If hospital transport is needed, where possible the
gmust be made 24 hours prior to discharge and the appropriate mode of transport
identifred,;
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3.7 Community Nurse Inreach Team (CNIR)

CNIR Support clinical colleagues to consider, where appropriate, alternatives to

admission which are safe, effective and fit for purpose:

¢ Facilitate, guide and support all staff to take ownership of and maintain focus on their
contribution to effective discharge planning;

e Any complex and/or IV antibiotic/ drug administration discharges must be in
conjunction with CNIR;

¢ Collaborate with all members of the multi-disciplinary team to ensure pati
discharged from hospital promptly and smoothly; Q

3.8 Hospital Social Work staff are responsible for: \

e Completion of social work assessment and development of a pfan ent plan to
assist with discharge planning and ensuring onward commu ferrals to meet
patients’ needs;

e Support and educate patients/carers to prepare them for ge and facilitate the
offer of a Carer's Assessment to a next of kin or carer;

e Work closely with the Community Discharge & Soch Hub to identify
appropriate and timely discharge pathways;

e Provide contact names and numbers for patie ers to use in case of difficulties;

3.9 AHP Staff are responsible for:

e Completion of the appropriate records | g Transitional forms/ reports that will
identify the needs of each patient equire rehabilitation and/or support to facilitate
their discharge from an acute it ing or intermediate care facility.

e Inputting onto the Patient Jougne stem (PJs) information that will inform other
members of the acute hospi am.

e Ensuring that the patien been provided with equipment deemed essential for
discharge I\

3.10 Administration S re responsible for:

Input onto Pati ey System (PJs) or Patient Administration System (PAS) the

date Patient red medically fit, applying the appropriate discharge code as

communir& rse in charge.
40 KE CONSIDERATIONS

g the patient and, where applicable, the carer is central to the discharge

?&r ess.
Effective communication and consultation with the patient, their family and carers

is of prime importance, ensuring that the patient experiences care within a clear
and co-ordinated pathway.

Discharge Planning is a multi-agency, multi professional activity in which all
disciplines including community staff have a contribution to make.
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41 Policy Principles

4.1.1 Ensuring the patient and, where applicable their carer, is central to the
discharge process.
Communication and consultation with the patient, their family and carers are of prime
importance in ensuring the patient experiences care as a coherent and coordinate

pathway.

The process of assessment and decision-making should be compassionat€, patie
centred, placing the individual, their perception of their support needs ir pfeferred
type of support at the heart of the process. All patients will be assessedfordisCharge, in

terms of health, functional and social care needs, at or before ad nd these
needs will be regularly reviewed during the patient’s stay in hospital#The assessment
should include an assessment of the patient's mental capaci decisions about
their personal welfare, which includes decisions relating to planning, their
ability to be involved in the process and what may be needed t@ support them to be fully
involved in the process.

4.1.2 Supporting people to make decisions Y\
iSi out their care and should be

In hospital people should be involved in all d

provided with high quality information, advi support in a form that is accessible to
them, as early as possible before or on ien and throughout their stay, to enable
effective participation in the discharg process and in making an informed
choice.

No long term decisions regardi
to assess’ principles should be

né€ds should be made in hospital and ‘discharge
bedded across the hospital system.

4.1.3 Discharge planning is a M ency, multi-professional activity in which all
professions includiwm nity Staff have a contribution to make.

Planning for discharge, i llaboration with the person and/or their representatives and
all Multi-Disciplinar (MDT) members, should commence at or before admission,
or as soon as possible to support safe, timely discharge or transfer of care.
The SAFER{pa ow bundle should be applied to support patient discharge.

)-

(Appendix 2)Ngach individual should be told of his or her Expected Date of Discharge
(EDD

e appropriate, people will be discharged home or if required transferred to
| iate Care bed based facility for a period of rehabilitation, assessment or care

ning to determine long term needs.
4.1.; Home First — promoting independence and discharge to assess.

All possible efforts should be made to support people to return to their own homes using
‘Home First’ ethos. A range of services including community nursing and or intermediate
care/rehabilitation may support these people. They may require the provision of aids and
equipment at home to support their care and or independence.
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4.2

4.3

People should not normally be expected to make decisions about their long-term care
while in an acute hospital setting. Over prescribing care has the potential to limit the
independence and harm the individual involved, as well as reducing the available service
capacity and compromising the discharge of individuals with more complex needs.

For those people who cannot go straight home, they should be transferred to an
Intermediate Care community funded bed for rehabilitation and/or assessment and{care
planning.

Choice of interim care
If a person is ready for discharge or transfer, it is not appropriate that t i in
hospital due to the negative impact this can have on their health outcomgs

People do not have the right to remain in hospital longer than requiged.
From hospital, people will be offered the most suitable interi res.either at home or in
an Intermediate Care community funded bed. If no capacit ilable, they will be
offered a suitable alternative that will meet their needs.

If a person is not willing to accept a reasonable off%yo support discharge from
isC

the acute hospital, then it may be necessary to hem without care. This option
would only be pursued following the offer andej of available, appropriate options
of care that meet patient needs and with a jate safeguards and risk assessments in
place.

Where a patient lacks capacity, the d%h discharge must be made in line with the
n

eir best interests.

Trust’'s Mental Capacity Guidanc&
People should be informed of theit right to complain and provided with details on how to

do so. In order to minimise for patients to have recourse to formal complaints
procedures, the multi-discip team should make every effort to ensure that patients
are involved in all sta f deCisions that affect them, and that their agreement to such
decisions is obtain d@

Intermediate ices

The aim of erx" te Care is to ensure that, with a period of rehabilitation and

support; people can recover their independence and be discharged to their own home or
Nty— unded bed.

toac
For ile discharged or transferred to an Intermediate Care setting:

All efforts should be made to ensure that people’s stay in interim care arrangements

‘ . n assessment of need should be completed as soon as possible

does not become unduly prolonged

e For people who require an assessment and who have substantial difficulty in
engaging in the assessment and care planning process, the social worker must
consider whether there is anyone appropriate who can support the individual to be
fully involved such as a family member/carer. If there is no one available, the social
worker must arrange for an independent care advocate to participate in the process.
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e Where the person has been assessed as lacking capacity in this respect, information
may be shared in his or her best interests in accordance with requirements set out in
the Mental Capacity Act (NI 2016).

44 Carers
Where someone is considering providing care post discharge, they must be informed
and included in the assessment process and informed of their rights and sources
support. People must be informed about their choices when establishing wheth
are willing and able to provide care. Carers must be offered the information, traiqi
support they need to provide care following discharge or transfer, including’a
assessment. (DHSSP 2010 Carers and Discharge 2010).

4.5 Discharge of Patients from the Emergency Department A

If the patient is discharged from the Emergency Department the4ollewwing must be

arranged:
e The discharge letter will be produced from Symphony (E m) and will include
the diagnosis, tests, results, admission ward if relevant an llow-up arrangements if

required. The discharge letter will be sent to the reléyant GP practice
e |If the patient is discharged from the Short Stay E% Unit (SSEU), or any of the
Si
d

acute admissions wards across the three acu , the medical staff must complete
a discharge summary and prescription formyi

. The nurse must ensure a copy

is sent to the GP and that any medicati ssings required are supplied.

e [f a referral to the District Nurse is re opriate discharge documentation/
dressings and/or medication must pplied. (See appendix)

4.5.1 Specific Patient Groups

Children %
The child and their family SN e kept informed of all discharge arrangements. If the

family is required to c ut care following discharge, arrangements should be made for
any necessary teachi e carried out prior to discharge. Other on-going health needs
will be met by t community paediatric nursing team. Referrals to other
members of t *disciplinary team should be made as appropriate.

, community, social services and education as required. For children with

long t ditions, information and advice should be given verbally and in writing with
fi s of support available post discharge, and arrangements for open access if
fi problems develop.

here are any safeguarding issues the BHSCT Adult Safequarding policy and
procedure (2020) SG 20/19 must be followed.

Children (including neonates) and young people at risk of harm:

If a child or young person who is to be discharged has been or may be at risk of harm a
multi-agency discharge planning meeting must be arranged by the consultant
paediatrician or the designated paediatric lead for discharge, and an action plan agreed
and documented before the child leaves hospital in accordance with trust policy.
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4.6 Vulnerable Adults
If an adult is at risk of harm, or may have suffered harm the nurse must refer the patient

to Social Services in accordance with the BHSCT Adult Safequarding policy and
procedure (2020) SG 20/19

4.7 Patients with General Palliative Care Needs
All patients who have palliative or end of life care needs should be given the op
to have a palliative assessment at home, regardless of their perceived need J

approaching the end of life; and awareness and understanding of the
Operational System should be standard in all areas. Any patient identifi tentially
nearing the end of their life and with possible palliative care need be referred to
district nursing for assessment of their individual needs as per ti%}dard for nursing

discharge of patients who have palliative or end of life care ngegs: the appropriate
call management and manual discharge forms should be u

4.7.1 Patients with Specialist Palliative Care Needs

Where patients have specialist palliative care need iate liaison with, or referral
to the District Nursing and Specialist Palliative Care should be made. The referral
would be to help support the patient prior to di OR to help ensure the appropriate

follow-up after discharge.

If the patient is to be discharged to a h0spice, a letter detailing the patient’s care
requirements and needs should a nythe patient.

Hospice referrals must go throu Spécialist Palliative Care Team and can be to
access the following hospice se

ices:

e Community Specialist P% e Care Teams

e In-patient care for ific symptom control and terminal care

e Day Hospice

e Hospice at

If the patiepts K to hospice services, staff should liaise with the appropriate

Commun'\ cialist Palliative Care Team prior to discharge in order to access

servi
4.8 i aEe to Community Nursing in BHSCT

[ who have identified nursing needs, for example, nursing equipment required on
arge (See appendix 7) wound care, catheter care, sub cut medication/fluids,
?ﬁﬂiative care, enteral feeding, iv drugs and on-going long term condition management,(
list is not exclusive) will require a referral to Community Nursing.

The discharging ward staff should liaise with the appropriate community nursing team to
plan transfer to the patients’ home environment as soon as discharge is planned.
Whether this is home, nursing home, residential unit or hostel, ensuring the patient's
healthcare needs can be met.
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All appropriate documentation including BHSCT discharge summary, if appropriate-
‘Patients Specific’ Direction to Administer’ documentation’ (see appendix 6) Medication
and dressings where appropriate must accompany the patient.

Any complex and/or IV antibiotic/ drug administration discharges must be in conjunction
with community nurse in reach CNIR.

4.9 Discharge to Northern Ireland Prison Care
Prisons are located on Maghaberry, Magilligan and Hydebank Wood. Prison [the
provide a service at each of the three main sites. It is in essence a Primar ice
with access to a small number of non acute inpatient beds. \

Nursing services are currently provided onsite on a 24hour basis ocation.
Relevant medical services are provided on a daily basis with outof llours covered by

local General Practitioners (GPs).
Essentially patients who are prisoners should be dischaer to prison healthcare

only when they would be deemed well/fit enough for home discharge in normal
circumstances.

The discharging hospital should liaise with th iate prison healthcare department
to plan transfer to the prison ensuring the patients healthcare needs can be met.

All appropriate documentation includi

belongings/medication where appr.
prison. While in custody on tran 0 prigon transport the prison officer has
sfe

responsibility for the patient. If tr. ack to prison is by ambulance the healthcare
responsibility remains with e staff or medical escort from hospital until
recommitted to prison. \

T discharge summary and their
st accompany the patient back to the

Discharge medicat'or@hinimum of three days should be returned with the patient.

The prison officer w Wer the medication to the prison healthcare staff.
If a patient eN own to prison healthcare is transferred between wards or to
another |, prison healthcare staff should be informed as soon as possible by the

nurse, ge’or medical officer using the direct line number provided. To enable
t between wards and prison healthcare direct telephone numbers will be
changed on admission of a patient. Prison healthcare staff will maintain daily contact

ospital for update on patient progress.

here are specific discharge arrangements for a patient following a period of
inpatient care who is being discharged to a prison, liaise with the Resident
General Practitioner or Senior Nurse on Duty for the following prisons

Hydebank Wood — 028 90 494785
HMP Maghaberry — 028 92 614963
HMP Magilligan — 028 77 723474
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A patient discharge letter must be completed and provided for Prison Nursing
Staff prior to discharge.

The Consultant responsible for the patient must discuss any post discharge requirements
with the Prison Medical Staff/Resident General

Practitioner or Senior Nurse on Duty in the relevant prison, who will decide t
appropriate prison care setting for the patient.

4.10 Patients with Mental ill Health/Learning Disability
If a patient is admitted to an acute inpatient bed and they have a ment blem
or learning disability that is affecting their medical episode, staff should & ppropriate
DHSSPS guidance. The patient can be referred to the Mental He iaison Nurse or
Hospital Social Worker for review and advice.

5.0 DISCHARGE ESCALATION PROCESS FROM ACUTE HOQTALS &

INTERMEDIATE CARE V
%ally, that all complex

by all professionals involved with the
many of the difficulties and

Once declared medically fit it has been determi
discharges should occur within 48 hours.

Consistent, timely and appropriate com
service user and their family will help

misunderstandings that can occu&
On those exceptional occasions§e difference of opinion arises regarding the next

step in care it is imperative est interests of the patient are uppermost in
reaching a resolved position:

Families, carers a @ionals must work collaboratively with the patient, to achieve
a timely, safe and a ate transfer of care or discharge from hospital beds.

While all p m\r d their families require individual person centred plans, to
support patiepts, families and staff the following guidance should be considered.

5.1 Ifthe E me of choice is not immediately available
Reople Will be offered a suitable alternative interim care home placement. Staff will
e that the placement does not cause significant disruption to those who wish to

ort and visit their loved ones. Whilst every effort will be made to ensure interim
cements are as close to family and friends it is acknowledged that this is not always
possible.
Regular effective communication with the patient and family should be established. They
should be reassured that they will be supported to find a home of their choice, but that an
interim arrangement has been put in place to allow the discharge from hospital.
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This arrangement will allow the patient to continue to recover in a more homely and
appropriate environment.

5.2 Where family members have not identified a care home
Where families have found it difficult to identify a care home, which results in a patients
discharge or transfer of care being delayed, it is vital that the risks associated with
prolonged hospital stays are explained to the family. The urgent need for an interi
placement should be explained and confirmed, if necessary, in writing. At the s
staff should work flexibly to arrange visits for family members to homes to highti
availability and providing every assistance and support to assist their deci g.

5.3 Transfer to interim care home placement whilst awaiting care pac %
This situation can occur when a patient and their family have indi reference to
go directly home and receive support in the home through a car
care package cannot be found. It is important in the circums
safety concerns are made clear to the patient and family. oal of transferring
the patient to his or her own home remains, an interim care home placement will need to
be secured. This will provide a more homely, quiet enVigonment where access to a single
room is more likely and care will continue. The pati %mily should be reassured
that the Trust would continue to pursue the care %o the patient can return home

as quickly as possible.

kage, but a suitable
the risks and

5.4 Transfer to interim placement until h
There will be a small number of occagi
transferring a patient to an interim
made ready to receive the patie
the home due to changing circu

dy

en the Trust will have to consider

emt while the patient’'s own home is being

is may be due to the need to clean or adapt

It is important that the patieN family understand the risk associated with prolonged
hospital stays. It sho carefully explained at that an interim placement has been
found and the date,0 he transfer will take place.

5.5 When agree ot be reached
In very rar: ZN ptional circumstances, there will be occasions where the patient,
t

family a cannot reach agreement on the next stage of care.

It is,i that a meeting is convened within 3 days by an identified member of the
[tkdisciplinary team to review the care plan, share issues and concerns particularly

t fthe patient and family members and work to find solutions.

the same time, the Trust will ensure that the family have access to support, though, for
example, the Patient Client Council or an advocate if they wish.

If, every other option has been exhausted without reaching an agreed outcome, a
meeting of the Multidisciplinary team should be convened within 5 days chaired by either
the Site Discharge Co Ordinator/Senior Trust Manager/ or Director.
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6.0

6.1

6.2

6.3

7.0

At this stage, the Trust may need the support of their legal representatives to advise
them.

It is anticipated that with good communication and effective involvement and
engagement of patients/and or family members the escalation protocol should only be

used in very exceptional circumstance.

Dissemination %
This policy will be posted on the BHSCT Hub and also communicat% taff working

within the Belfast Trust

Resources
This should include training, awareness raising, testing of n entation associated

with the policy etc and who is responsible for this.

Exceptions V

The scope should detail all areas where the poliey i ply - this is to note any area
that has been noted as exempt because it is nable to comply with or

implement the policy. Q
MONITORING &%
Current Performance Standar?

IMPLEMENTATION OF POLICY

e set and monitored by HSCB:

Discharge performance sta\
Ensure that 90% of al, pleX Discharges from an acute hospital setting take place
within 48hours of iefit being declared medically fit for discharge

No Complex Dj, from an acute hospital setting takes longer than 7 days from

when a pa'@( lared medically fit for discharge
All Nog-C lex Discharges from an acute hospital setting take place within 6 hours of a

pat§ nibgirg’declared medically fit for discharge

8. ENCE BASE /| REFERENCES
Summary of the evidence base and references used including relevant external

guidelines.

e DHSSPS “Carers and Discharge — A Carers Guide to hospital discharge”
www.dhsspsni.gov.uk

e DHSSPS ‘Consent — what you have a right to expect: A guide for relatives and carers
(DHSSPS 2003) which can be accessed at:
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e http://www.dhsspsni.gov.uk/consent_relatives.pdf

e HSCB Draft Delayed transfers of Care from General Acute Sites (October 2019)

e HSCB Getting Patients on the Right Road for Discharge - Guiding Principles (January
2018)

e GAIN Guidelines on Regional Immediate Discharge Documentation for Patients being
Discharged from Secondary into Primary care (2011)

e Northern Ireland Mental Capacity Act (2017) https://www.health-ni.gov.ukAnca

e NICE Guidelines — Intermediate Care and Reablement (2017)

e NICE Guidance 2015 ‘Transition between inpatient hospital settings andg€o nity

ong

or care home settings for adults with social care needs’
e Staffordshire and Stoke — on — Trent, Choice Policy and Procedure
hospital stays (November 2018)

e NHS Improvement SAFER Patient Flow Bundle (September@

9.0 CONSULTATION PROCESS Q )

e Disseminated via IMPACT DISCHARGE GROUE; tWonal Chairs, Divisional

Nurses and Divisional Social Work in August 20
e Meeting with HARG and G6 Carers Groups 0
e Meeting with Central Nursing January 2
e Disseminated via IMPACT DISCHAR

Nurses and Divisional Social Wor

tember 2019 & December 2019.

P to Divisional Chairs, Divisional

10.0 APPENDICES / ATTACHMEN E&

Appendix 1: Discharge Ch& to be completed prior to the patients

Dischar
Appendix 2: Discha@w for patients with palliative care needs

Appendix 3: Stan ursing discharge of patients who have

a r end of life care needs irrespective of diagnosis
Appendix % Specific Direction to Administer Drugs prescribed by
\ ospital Consultant for administration by Community Nurses

11.0 EQ Y STATEMENT

Trust has legal responsibilities in terms of equality (Section 75 of the Northern
land Act 1998), disability discrimination and human rights to undertake a screening
exercise to ascertain if this policy/proposal has potential impact and if it should be
subject to a full impact assessment. This process is the responsibility of the policy
or service lead - the template and guidance are available on the Belfast Trust Intranet.
Colleagues in Equality and Planning can provide assistance or support.
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The outcome of the Equality screening for this policy is:
Major impact [_]
Minor impact [X]

No impact [ ]

12.0 DATA PROTECTION IMPACT ASSESSMENT

New activities that involve collecting and using personal data can result jvacy risks.
In line with requirements of the General Data Protection Regulatio ) and the
Data Protection Act 2018 the Trust has to consider the impacts privacy of

iMitial screening
ject to a full impact
act Assessments (DPIA)

individuals and ways to mitigate against the risks. Where rel
exercise should be carried out to ascertain if this policy sho
assessment. The guidance for conducting a Data Protection |
can be found via this link.

The outcome of the DPIA screening for this policy i?\V

Not necessary — no personal data involve

A full data protection impact assess is uired [_]

A full data protection impact as& enbis not required [_|

uired the author (Project Manager or lead person)
cess. Colleaques in the Information
ssistance where necessary.

If a full impact assessment is
should go ahead and begi
Governance Team will pro

13.0 RURAL IMPACT A

From June N Trust has a legal responsibility to have due regard to rural needs
when dey€eloping, adopting, implementing or revising policies, strategies and plans, and

when designing“and delivering public services.

e and summary guidance on the Belfast Trust Intranet. Each Directorate/Division
a Rural Needs Champion who can provide support/assistance in this regard if
: ?bcessary.
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14.0 REASONABLE ADJUSTMENTS ASSESSMENT

Under the Disability Discrimination Act 1995 (as amended), the Trust has a duty to make
reasonable adjustments to ensure any barriers disabled people face in gaining and
remaining in employment and in accessing and using goods and services are removed
or reduced. It is therefore recommended the policy explicitly references “reasonable
adjustments will be considered for people who are disabled - whether as service users,
visitors or employees.

SIGNATORIES
(Policy — Guidance should be signed off by the author of the policy and the idefti
responsible Director).

04/08/20
Date:
Authors
)
S AACa_ ;
Jlrbunres CMSZM 12020
Da
Director

S
S

&

?\
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L

m Bcaclfast Health anmnd
i Social Cares Trust Appendix1
NURSING ASSESSMENT AND PLAN OF CARE
Discharge Checklist

Discharge Destination:
Own Home [] Relatives/Carar's Homa* [] Private Nursing Home* [[] Respite Nursing Home*[[] OtherHospits!*[] Hospee®
{complate paiatve discharge if required)[]
*Record Destinaton Name:
Death: Daste: Time: GP Informed: []
Notification of Discharge:
Patient Informed:[] Private Nursing Home Informed: O
Relative/Msin Carer Informed:[T] Relationship: Other Hospits! Informed: O
Relative/Msin Carer awsre of care requirements: [] Hospice Informed: O
Signsture: Dste: Time:
Community Services Notified:
District/ Treatment Room Nurses/24Hr Nursing Team: Date: Time: Inttials:
Social Services (2.g. Home Care Worker): Date: Time: Initials:
Care Manager (Care Packspe): Date: Time: Initials:
Other (specify): Dste: Time: Initisls:
Note any special discharge arangements here: {e.g. dste of EquipmentRequired | pate Date Patient Informed | Instruction Initials
first visit): Ordered Delivered {form givento Given

contactHao

AppepdixT)

dafe ...
Discharge Medications:
Not Required[] Script at Pharmacy — Time: Inttials: Checkad and given to patent(including CDs and Fridge Drugs) O Intials:
Medications explained to pstientandlormaincarer [] Initials: Own medications retumned (f sppropnate) O Inttials:
‘Authorisstion to Administer’ Form: Yes[] No [JNA[] Warfarin/anticosgulantprescription: Yes [ No [JNA[]
Transport Arranged:
Relative/Main Carer O Who: Taxi [ Initials:
Ambulance: Time Ordered: Booking No: Type: Chair [J RearlLift []Stretcher [[] Special (e.g. oxygen, escortei) []
Informed re DNAR: Yes[] No [JNA[] Informed re Infection Status: Yes[JNo [ JNA[]  Signed:




N

Discharge Checklist

Wound Care advice given Il

3-Day Dressing supply |

Post-Operative Patients:
Wound: TreatmentRoom Nurse letter given [l
For ComplexWounds — photocopy and sendWound Assessment Chart m
Stoma/Urostomy/
Catheter: Appliance details completed andgiven [

Pain: Note Patient's VAS on discharge /10

Specialinstructions: (e.g. Enteral Feed, PEG, Catheter on discharge, palliative prognosis

Referto District Nurse: Date: Time:;
Education and Information given to Patient/Relative/Main Carer:  []

Initials:
Initials:

Other advice/instructions given e.g. head injury—specify:

Care Pathway completed?
Initials:

[0 GP/District Nurse informed of statustreatment O

Initials:
Infection Prevention and Control Status: IV Cannula Removed:
Remaining MRSA decolonisation treatment given to patient(] Patient/Relative given appropriate information O Yes[J1 [J¢Initil3:

Follow Up Arrangements:
Review: Weeks At
Re-Admission arrangements: Yes [JNo (JN/A [

Appointment given: [ Initials:

Patient/Relative/Main Carer informed: (]

Discharge Letters:

GP: Completed []  Given to Patient [] Initials:
PNH/Respite: Completed []  Given to Patient [] Initials:
Other:

District Nurse:
Hospital:

Completed [] Given to Patient [] Initials:
Completed [] Given to Patient (] Initials:
Completed [J Given to Patient [J Initials:

Hospital Certificate Required: Yes [J No [ Issued:Yes [J nNo [
Initials:

Property Handed In and Returned: Yes [ No O na [
Initials:

Aids and Appliances Returned: ves O No O na O

Initials:

Discharged By: Date/Time:

Nurse Facilitated Discharge: Yes [ No (I na O

PAS Updated: Yes [ No [

2. Discharge for patients with paliist8ive care needs formv3

Eng.. 1. Standsrd for nursing discharge of patients who have paliative or end of ife care needs




APPENDIX 2

Priority of referral to

Belfast Health and DN: ( please tick):
Social Care Trust Urgent [J
Routine [

DISCHARGE FORM FOR PATIENTS WITH PALLIATIVE CARE NEED

Copy for:  Notes o DNo GPo NHo

Oth

Patient’'s Name:
Hosp Number:

Address: D.O.B:

Tel. No. VV

Date of harge:

ospital
onsultant:

Address discharged to if different frompa

Tel: No:

Next of Kin or carer:

Tel. No:

Relationship to patient:
GP:Dr S
Address: \

Tel. No:

Diagnosis: ( If canc osis please list primary site and
site of any metast

Date of diagnosis

Treatm\t&}uding dates):

igM¥ficant medical history:

Current Problems: ( continue overleaf if required)
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Patient understanding of disease/prognosis
Family understanding of disease /prognosis

Follow-up/treatment plan:

Standards and Guidelines Committee_ Discharge from Acute Inpatient Setting
Policy V1.2 2015 Page

Patient known to Hospital Supportive and Specialist Yes m
Palliative Care Team : Ye o)

Patient referred to Hospice Nurse Specialist or Macmillan 4‘@ i
Nurse ( community):

Patient referred to Palliative Medicine Consultant OUV

patient clinic:

SLT o Other o prior to discharge:

Community services referred to: ; Name of District
DN o OT o Physio o SW o Dietitian o Nurse spoken to

Date : \ Contact Ward:
Number: \ Profession: Hospital:

Signature:

FURTHER COM

/&\
§
?‘

Standards and Guidelines Committee_ Discharge from Acute Inpatient Settings
Policy_V1.2_2015 Page
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m Belff'ast Health and APPENDIX 3
4 Social Care Trust
caring supporting improving together

Standard for nursing discharge of patients who have palliative or end of life
care needs irrespective of diagnosis

All patients who have palliative or end of life care needs should be give
the opportunity to have a palliative assessment at home, regardless hei
perceived need in hospital

Following discussion with the patient, the ward nurse should gain v@ent
to make an onward referral to the district nursing service.

Discharge should be planned in advance in consultation wi pagient, their
family, carers and the multidisciplinary team. District nursin ould be invited to
a discharge planning meeting when necessary.

Prior to discharge, the ward nurse should make a r: r a district nurse
palliative care assessment via the appropriate c nagement centre (see
directory for all Trust/area all management c d complete the palliative

care discharge form.
NB: district nursing referral should not uested via the GP.

The ward nurse must request a e ither on the day of discharge or the
working days if non urgent, depending on

next day if urgent, or within thr

clinical need. %

Where a patient has c p&e ds, the ward nurse should engage in direct
nurse to nurse comrr@on

Copies of the di e form should be forwarded to the GP, district nurse and
relevant co nity specialist palliative care nursing service if involved

Ward nw ould report challenges hindering discharge through the normal
chan .

e ‘ensure that the patient’s carer(s) have been made aware of their
itlement to a carer’s assessment, independent of the patient’s needs or
wiShes. Please inform the district nurse if you are aware if this has been
meleted.

Nursing discharge of patients who have palliative or end of life care needs
irrespective of diagnosis

From a governance perspective we, as health and social care professionals,
have a duty of care to ensure that all patients who have palliative or end of life
Standards and Guideilnes Committee_ Discharge and Transfer of Care Policy for General Acute Hospital Sites and Intermediate
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care needs irrespective of diagnosis are provided with the opportunity to be
cared for/supported to die at home or as close to home as possible, where that is
their wish.

To enable this to happen we must ensure that, with the patients’ consent, we
make them known to community services as early as possible. This ensures that
good nurse/patient relationships are developed and, in partnership with the
patient and family/carers, that all appropriate plans and services are in place
including out of hours.

It is anticipated that the timely referral to district nursing service:\@

result in:

The patient being identified and registered on a district nursing caSe

The patient having the opportunity to access services only avai vig district
nursing

A named key worker, who in partnership with the patient, wilNgelp®o co- ordinate
his/her care
Individualised holistic assessment of the patient’s/carefg negds and the
opportunity to engage in proactive planning
The patient/family/carer being given information o to contact if needed both
in and out of hours

a

The increased opportunity for GPs to pro. levant information to out of
hours services

The patient being placed on the res rust palliative and end of life care co
ordination system «

Palliative care can improve ' of people living with a range of conditions
including multiple sclerosis} or Neuron disease, dementia, COPD, cancer and
heart failure, for example.

If you would like in ation regarding the BHSCT Palliative and End of
Life Care Servi ovement Programme, the Service Improvement Team
would be ve to hear any thoughts and comments and would be very keen
to engagesith | champions with regards to delivering this programme.
Contact ®oui agan, Palliative and End of Life Care Service Improvement
Lead ise.Hagan@pbelfasttrust.hscni.net

?\
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m Belfast Health and Patient Specific | APPENDIX 4
= Drugs prescribed by Hospital
J SDCIaI Care TrUSt Consultant for administration by

caring supporting improving together Community Nurses
Date: / / Hospital Consultant:

Hospital No: H&C No: @
Patients Name: G.P. Name: %
Address: G.P. Address: A\

Post Code: G.P. Tel No:

D.O.B: / / Patient’s Allergy Status

Patient’s Height: Patient’s Weight

(see medicines code) Date:

Please Administer:

Name of Drug: (each drug requires a separate sheet)

Dosage (Units):

Frequency / Preferred Time:

Route:
Commencement Date: / /
Review / Completion Date (delete as appropriate): / /

I\\
Hospital: S Dept / Ward:

e iér Name: Designation:
cirber Signature: Bleep / Tel No:

E Additional Information (including monitoring arrangements

*Please give to patient for attention of Community Nurse*
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