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Introduction 
This document sets out the quality standards to which health and social care commissioners and providers in Bournemouth and Poole will work to, to ensure the safe, effective and timely transfer of patients from hospital settings. 
The organisations signed up to delivering these standards are: NHS Bournemouth and Poole, Bournemouth and Poole Community Health Services, Poole Hospital NHS Foundation Trust (PHFT), The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust (RBH), Bournemouth Borough Council, the Borough of Poole and Dorset Healthcare NHS Foundation Trust (DHCFT) and relate to people being discharge of patients from The Royal Bournemouth Hospital, Christchurch Hospital, Poole Hospital and Alderney Hospital. 
Compliance will be monitored and managed through the monthly contract review meetings with health providers, through the Joint Commissioning Older Peoples Steering Group and the quarterly Joint Commissioning Executive Committee.  

A root cause analysis process will be used to investigate any incidents related to hospital discharges.
Key principles

The key principles for effective discharge and transfer of care are that:

· the engagement and active participation of individuals and their carer(s) as equal partners is central to the delivery of care and in the planning of a successful discharge

· the assessment for, and delivery of, continuing health, housing and social care is organised so that individuals understand the continuum of health, housing and social care services, their rights and receive advice and information to enable them to make informed decisions about their future care.

· unnecessary admissions are avoided and effective discharge is facilitated by a ‘whole system approach’ to the patient’s care pathway. This commences from admission through to discharge and involves all agencies working together to ensure that the individuals needs are fully assessed in a timely manner, services are commissioned and delivered in accordance with the needs detailed in the assessment. 
· The multidisciplinary team which will include secondary care, community services and health and social care members will all work together to facilitate discharge at the earliest opportunity.
· discharge is a process and not an isolated event. It has to be planned for at the earliest opportunity across the primary, hospital and social care services, ensuring that individuals and their carer(s) understand and are able to contribute to care planning decisions as appropriate

· staff should work within a framework of integrated multidisciplinary and multi-agency team working to manage all aspects of the discharge process

· effective use is made of transitional and intermediate care services, so that existing acute hospital capacity is used appropriately and individuals achieve their optimal outcome

The key issues within hospital discharge is to ensure

 patients 

· have their needs met

· are able to maximise independence

· feel part of the care process

· do not experience unnecessary gaps or duplication of effort;

· understand and sign up to the care plan;

· experience care as a coherent pathway, not a series of unrelated activities;

· believe they have been supported and have made the right decisions about their future care;

 Carers 

·  feel valued as partners in the discharge process;

·  consider their knowledge has been used appropriately;

·  are aware of their right to have their needs identified and met;

·  feel confident of continued support in their caring role 

·  have the right information and advice to help them in their caring role;

· are given a choice about undertaking a caring role;

· understand what has happened and who to contact;

 Staff 
· feel their expertise is recognised and used appropriately;

· receive key information in a timely manner;

· understand their part in the system;

· can develop new skills and roles;

· have opportunities to work in different settings and in different ways;

· work within a system which enables them to do so effectively;

Organisations 

· use resources to best effect;

· provide services valued by the local community;

· meet targets and can therefore concentrate on service delivery;

· receive fewer complaints;

· have positive relationships with other local providers of health and social care and housing services;

Hospital discharge quality standards 
STANDARD 1
Each patient will have the discharge planning process started on the day of admission, or, for elective patients, before admission.  
EVIDENCE

Hospital discharge planning and progress tool/checklist
MEASURE

Provider audit at quarterly intervals of random sample of patient records. 
STANDARD 2

The patient’s GP and other healthcare professionals involved in the ongoing care of the patient will be notified of the patient’s admission and discharge within 24 hrs of the event via automatic electronic file or hard copy. The patient’s GP will receive a written summary of the hospital care within 24 hours of discharge electronically or hard copy.
EVIDENCE

Information communicated to GPs. 
MEASURE

Six monthly check sample of GP notification to be undertaken by PHFT, Alderney, DHCFT and RBH. 
STANDARD 3. 

The patient/relatives/carers will be involved (with the patient’s permission and in the best interests of the patient) with the discharge plan. They will be informed of the estimated date of discharge within 24 hours of admission, if applicable.
EVIDENCE

Nursing document – Discharge Planning and Progress Tool/checklist

MEASURE

Quarterly audits by provider
STANDARD 4

A named member of the nursing team will be responsible for ensuring that discharge plans are effectively completed and communicated to all relevant members of the multidisciplinary team. 
EVIDENCE SOURCE

Hospital discharge planning and progress tool/Checklist
MEASURE

Quarterly audits by provider.
STANDARD 5

Relatives’/Carers’ views and needs will be considered in their own right and, where appropriate, will be assessed and considered within the discharge process including their involvement in MDT meetings.
EVIDENCE SOURCE

MDT meeting patient notes

MEASURE

Quarterly audits by provider
STANDARD 6

Patients with social care and housing needs or needing social care support upon discharge, will be referred in a timely way and on admission where it is clear that there are social care and housing needs, to the multidisciplinary team (MDT) via section 2 and 5 referrals in Poole Hospital, via contact assessment form for Bournemouth and through the integrated mental Health team for DHCFT.
EVIDENCE

Hospital discharge planning and progress tool/checklist and or Reimbursement Manager (if applicable)
MEASURE

Quarterly audits by provider: referral data to Social work /intermediate care teams, integrated mental health teams, Social Services Management information Teams

STANDARD 7

All patients and those responsible (where appropriate, carers or care homes) for the individual’s ongoing care arrangements are given a written summary of their hospital care and a forward plan of care upon discharge. 
EVIDENCE

Hospital discharge planning and progress tool/Checklist
MEASURE

Quarterly joint audits between commissioners and providers, to include carers and care homes. 
STANDARD 8

All patients will have a discharge checklist completed

EVIDENCE

Hospital discharge planning and progress tool/Checklist
MEASURE

Quarterly audits by providers.
STANDARD 9

Where medical/social circumstances indicate such need, and all alternatives have been explored, appropriate transport will be offered. This will be booked in line with the Trust Policy. 
EVIDENCE

Hospital discharge planning and progress tool/Check list/patient notes
MEASURE

Quarterly audits by providers.
STANDARD 10

Each patient, their carer and/or care agency, will receive medication advice and support before discharge. This should be documented within their notes.
Each patient shall be discharged with sufficient medication and/or other medical consumables to prevent a repeat request in less than 28 days of discharge (14 days for patients in Dorset Healthcare Foundation Trust) or, in the case of the Patient’s own medication/medical consumables, sufficient are provided to prevent a repeat request in less than 14 days of discharge.

EVIDENCE

Hospital discharge planning and progress tool/check list/patient notes.
MEASURE

Quarterly audits by providers.
STANDARD 11

All equipment, adaptations and house cleaning identified during the early discharge planning process that are required to enable a successful discharge will be identified and referred in a timely manner prior to or at the point of discharge. 
EVIDENCE

Hospital discharge planning and progress tool/Checklist
MEASURE

Quarterly audits by providers.
STANDARD 12

All service users are treated with kindness, dignity and respect, including taking into account their needs related to diversity and their right to positive risk taking. 
EVIDENCE

Patients’ and carers’ views during and post discharge

MEASURE

Quarterly patient survey to be undertaken across sample in-patient group by providers - 
Patient survey to be undertaken within one month across sample of discharged patients

Analysis of complaints

STANDARD 13

The MDT will routinely consider the need for advocacy support where a patient does not have capacity and no carer is available during the discharge process to consider ongoing treatment and support.

EVIDENCE

MDT notes

MEASURE

Quarterly audit to be undertaken by providers.
STANDARD 14
Where it is known that a patient is in receipt of community health or social care services prior to admission hospital staff, in line with agreed process, will inform the community team involved of the admission and engage them in supported discharge. 

EVIDENCE

Community staffs caring for the patient prior to admission receive information of admission and are engaged in supported discharge
MEASURE

Quarterly audit by providers.
COMMUNICATION OF STANDARDS

All patients will be given a copy of the hospitals ‘Planning for Discharge’ leaflet either at pre admission for elective patients or on admission for emergency admissions, which will be reviewed to refer to the quality standards.

EDUCATION AND TRAINING

Each provider organisation signed up to delivering the standards will ensure training and support in relation to discharge planning is available to all members of staff involved in, or impact on discharge planning, the aims of the training will include:

· To inform educate and develop staff in relevant aspects of achieving a safe and timely patient discharge.

· To encourage communication with colleagues to promote best practice.

· To inform and update staff of initiatives in relation to discharge

· To inform and update staff on current local Primary Care Trust (PCT)/Social Service initiatives in relation to discharge

· To review and discuss Governmental strategies on discharge and possible effects they may have at ward/department level. 

· To encourage active participation and debate when analysing the discharge pathway. 

· To contribute to future discharge initiatives formulated by relevant specialists and department heads.

· To improve dissemination of discharge Information to junior staff on wards and so improve overall understanding and  performance
The programme of training for health staff will be made available to appropriate members of social services.

MONITORING AND REVIEW

The quality standards will be reviewed annually as part of the contracting process.
REPORTING MECHANISMS –Health/Housing and Social Services

It is expected that staff will work within this framework in a manner that seeks to resolve problems at an early stage. If it proves impossible to resolve an issue at practitioner level, the matter should be

i) Considered by the social services/housing team leader/manager and the hospital discharge manager for resolution within 2 working days.

ii) If the matter remains unresolved after intervention by the appropriate managers, the matter will be referred to a senior local authority manager and the health provider operations manager/associate Director of Operations for a resolution within 5 days of receipt.

iii) Further resolution to be undertaken for Poole residents by the Head of Adult Social Care Services/Head of Housing & Community Services and the Hospital Director of Operations, and for Bournemouth residents by the Service Director for Community Care Services/Service Director Adult and community Support and the Hospital/Trust Director of Operations.
iv) Formal disputes for NHS and Community Trusts will be managed in line with the dispute process set out in the contracts.

Compliance will be monitored and managed through the monthly contract review meetings with health providers, through the Joint Commissioning Older Peoples Steering Group and the quarterly Joint Commissioning Executive Committee.  
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