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In August 2014 NHS England issued a Patient Safety Alert asking health and social care 
organisations to complete a questionnaire to help form a national picture about barriers to safe 
discharge. They were also asked to share examples of initiatives and practices that have helped 
to improve communication on discharge.

A number of the examples of good practice received following the Patient Safety Alert have 
now been translated into individual case studies. These case studies are not systematic reviews 
or evidence based examples of best practice. Instead, they are a presentation of improvement 
projects that may support other organisations wishing to address similar topics.

EM PSC is delighted to present a selection of these case studies from across the East Midlands 
in this brochure. Further case studies from across the NHS in England and a suite of resources to 
support best discharge practice can be found here:

www.england.nhs.uk/patientsafety/discharge
We are grateful to the organisations that have worked with us across the region to compile 
these case studies and encourage others to share examples of their work in this area.

How big is the problem? 
• Between October 2012 and 2013, the NHS National Reporting and Learning System identified 

over 10,000 patient safety incidents resulting from the discharge of patients from acute care 
settings. 

• For older patients in particular, 66% of medication errors are associated with transfers of care.

• 749 reports were from the East Midlands. Failures of communication at handover accounted 
for 33%

Patient journeys are full of transitions. Arguably, the most obvious transition is what we often call 
‘discharge’ where the patient leaves hospital and returns to a community setting. But transitions 
are much more common than this. During a hospital admission patients will transition between 
different clinical teams, wards and departments each requiring a form of handover. As patients age 
they also transition between care providers, which can raise problems for the continuity of care.

East Midlands Patient Safety Collaborative (EM PSC) is working at the forefront of identifying 
and sharing lessons that promote safer care transitions. We are working with health and social 
care partners to find evidence of what works to improve safer transfers of care and to spread 
this learning across the region. We are also working closely with NHS England on a national 
programme of work to develop similar learning across the entire NHS.

EM PSC is leading a discharge cluster in collaboration with eight other PSCs, NHS England, NICE 
and other agencies to share best practice and learn from local improvement projects.



Discharge case study
Nottingham University Hospitals NHS Trust

Understanding the problem
Our problem was that the volume of readmissions was unsustainable in the longer term. We felt 
that a number of re-admissions were justifiable and not preventable but that a proportion of the 
readmissions could be supported in a different way and thus prevented from returning to hospital. 
The questions we posed were:

• Was it a poor original discharge?

• Was the readmission occurring because of a failure of follow up of community services to 
support the patient?

• Was the level of support needed in the community actually unavailable?

We identified that there was limited understanding of what was happening over the entirety of the 
period of time between the original spell in hospital, the 28 or less days in the community and the 
next episode of care in the hospital.

We decided that in order to understand why patients returned to hospital, we would undertake 
patient centred readmissions reviews with patients when they were readmitted. This could help to 
pinpoint elements of the original discharge/transfer process which could have been improved and 
also if there were any community issues that needed attention.

We set up a process so that on readmission the patient is visited by a patient liaison officer and an 
in depth review takes place. The results of this review are shared with the ward that the patient was 
discharged from previously to see if anything could have been done differently. Patients are asked 
about their discharge previously, their care package, medications and their care in the community. 
They are also asked if they had felt well enough to go home at the time of the previous discharge.

Data systems have now been set up to capture relevant data so that staff can see where 
the problem areas are. A predictive modelling tool (which is condition specific) is also under 
development to help plan care better and support discharge for patients.

Overview
Our Trust (NUH) is one of the biggest employers in the region, with around 14,500 people working 
across Queen’s Medical Centre, Nottingham City Hospital, Ropewalk House and in the community. 

Our portfolio of specialist services includes major trauma, cancer, stroke, renal, neurosurgery, heart 
and spine. QMC is home to the Nottingham Children’s Hospital, where 40,000 young patients from 
Nottinghamshire and beyond are cared for annually. 

The Trust is at the forefront of many world-leading research programmes and new surgical procedures. 
In partnership with the University of Nottingham, we operate two National Institute for Health 
Research (NIHR) Biomedical Research Units - in hearing and digestive diseases. We also host the 
East Midlands Academic Health Science Network.

Background
There are significant readmission rate problems in England as identified in “A million readmissions 
nationwide”. In 2014 our staff started to look at this issue and soon realised that there was not 
sufficient data or data sets available to understand what was really happening in our Trust.

The information available was anecdotal and only available in pockets and not brought 
together. We were not clear what their own statistics were and therefore how we could make 
a valid contribution to improving patient care and treatment and thus prevent future avoidable 
readmissions. 

At NUH there were approximately 17,500 annual readmissions (including excluded patient groups 
under Payment by Results) within 28 days when the project started in August 2013. The level of 
readmissions was making a massive impact on the quality and experience of our patients and the 
cost of the readmissions was rising. We considered this to be a systemic issue across the hospital, 
community partners and in the care home sector.

One in 6 of all emergency admissions was a readmission. At any given point in a day there were 
approximately 300 patients in the hospital who were readmissions. On average there were 47 
emergency readmissions each day. 8.7% of discharges were readmitted within 28 days. 

These figures and issues facing the wards, staff and discharge teams only became clear once we 
explored the issue. 

We felt that there needed to be a change which would increase the quality of patient care and 
experience in the initial episode of care. If we could also do this in transfer/discharge, we felt it 
would help to prevent subsequent frequent readmissions and maintain patients’ safely too.

Reducing readmissions

Nottingham University Hospitals
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Discharge case study
Nottingham University Hospitals NHS Trust

• Whole system
 From 2013/14 to 2014/15 there was a decrease in the readmission rate from 8.7% to 8.4%. 

To date 80 fewer people readmitted each month in 2015 than during the same period in 
2014. In the context of increased activity this represents good progress.

 Communications about what is happening has improved and the data sets are making staff 
proactively compare their figures with others and make efforts to improve discharge the 
first time round. Datasets are also used to support decision making both during and up to 
discharge by clinical staff. 

 There has also been an improvement in integrated care across the health and social care system 
in Nottingham including better liaison with the council housing department. 

Further quality improvements and spread 
• There is still a need to improve data across the health care system so that there is better 

information available to all sectors. 

• More teams need to proactively make changes in their systems and processes to reduce 
readmissions using the teams, such as CATT, as examples of good practice.

• Further integration and working together across health and social care will continue to 
support improvements. 

Top tips
• Establishment of datasets early on is key for better comparison.

• Use electronic evaluation forms for easier review.

• Get community engagement at all levels.

For more information about this project contact:
readmissions@nuh.nhs.uk

Themes
• Electronic systems and records

• Policies and systems that link health and Social Care

• Systems that involve patients in their care

• Systems that ensure provision of high quality information

Nottingham University Hospitals

Reducing readmissions ...continued
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Solutions 
Data is now used from patient centred readmission reviews and datasets to support improvements 
in discharge processes.

The Cancer Admissions Task Team (CATT) is one task force that has been locally developed with 
the support of the Readmissions Reduction Programme and is seeing excellent improvements in 
the quality of discharges for patients. In their efforts to reduce readmissions they have set up a 
triage advice line for all oncology patients. Patients are also followed up post discharge after cycle 
1 chemotherapy. This offers an opportunity to address any concerns or challenges that the patient 
may face and help to resolve these without the need for an admission.

Patients are also visited by the team in the emergency department to explore appropriate alternatives to 
admitting them, for example; a patient with severe nausea as a side effect of their treatment would be 
seen by a nurse prescriber who can advise and prescribe or change appropriate medication so that the 
patient can stay at home rather than being admitted. 

The healthcare of the elderly wards are analysing data from patients admitted from care homes 
with schemes being developed to help prevent readmissions. A tool called eHealthscope is being 
used with support from GPs and community staff.

The result is a more active follow up of patients to provide more continuous support.

Impact and outcomes 
• Patients
 There has been an improvement in patient experience and care and a decrease in patient stress and 

anxiety. With the CATT nurse triage system set up patients can speak to a nurse 24 hours a day and 
365 days a year which means that patients do not have to be readmitted unless absolutely necessary.

 Serious conditions can also be monitored more closely and interventions take place at an 
earlier stage thus also preventing readmissions.

 It has been found that patient centred readmission reviews provides the patient an opportunity for in 
depth feedback about what has happened to them and has helped to ensure changes are made 
to improve their care in the future both internally at NUH and across the healthcare community.



Discharge case study
Nottingham University Hospitals NHS Trust

Understanding the problem
Given the timeframe, it would have been expedient to use the current District Nurse transfer 
document as a basis for the new process. However, we were conscious that it didn’t always give 
the information that our community colleagues felt that they needed, and the format wasn’t very 
directional or helpful to ward staff for them to complete.

For example, ward staff often weren’t sure how many days’ supply of dressings (or catheter bags) 
they should be sending home with the patients, and District Nurses would often visit the patient at 
home to find out that they had run out. 

Our first step was to get a small team of staff together from each sector to review the current 
documentation and improve it, taking advice from procurement and hospital guidelines and policy 
on supplying medications, equipment and dressings etc. 

We also wanted to ensure that we had an auditable record of the referral being sent and received, 
as the fax system being used didn’t provide this. In practice, ward staff often didn’t check to see 
that a fax had been successfully sent. 

This was a source of negative feedback from community partners, and no one could say whether 
the problem was from it not being sent from the hospital, or not being received by the community 
hub. Whoever was responsible, it resulted in a patient at home waiting for a service that hadn’t 
been put in place, which was wrong.

We were also very clear that the process had to minimise work for both hospital and community 
staff, in order to highlight the benefit of the changes, and to help engage them in the process.

Ultimately, an electronic solution was seen as the most appropriate way to proceed. 

This then raised issues over what IT system to use whilst satisfying Information Governance 
requirements and aligning the existing IT systems. Training for staff was also needed; for hospital 
staff, on how to send an electronic referral using a NOTIS (integrated library) system, and for the 
community staff on how to access and pull off these requests. 

Overview
We are one of the biggest employers in the region, with around 14,500 people working across 
Queen’s Medical Centre, Nottingham City Hospital and Ropewalk House and in the community. 

Our portfolio of specialist services includes major trauma, cancer, stroke, renal, neurosurgery, heart 
and spines. QMC is home to the Nottingham Children’s Hospital, where 40,000 young patients 
from Nottinghamshire and beyond are cared for annually. 

We are at the forefront of many world-leading research programmes and new surgical procedures. 
In partnership with the University of Nottingham, we operate two National Institute for Health 
Research (NIHR) Biomedical Research Units - in hearing and digestive diseases. NUH also hosts the 
East Midlands Academic Health Science Network.

A change in the local delivery system for District Nurse letters in the community highlighted the 
need to ensure that a robust and auditable system was in place. The local health leaders tasked a 
team from the hospital and community service to achieve this within a 6 week timeframe.

This involved co-production and development of a new referral form, aligning IT systems and 
resolving Information Governance issues, as well as communicating widely with both community 
and hospital staff.

Background
Until 2014 a hospital referral to a District Nurse service involved the ward staff writing on a Trust-
wide form and then faxing to one number. This would then be distributed across to the appropriate 
service by a member of the staff in the initial community hub. However, a change in service meant 
that the community hub no longer provided the onwards referral on behalf of other services, and 
urgent action was needed to put a solution in place that would ensure the referral was sent to the 
right service, first time, and that this could be fully auditable.

A team from the hospital and from the community service (3 people in total) across 5 CCGs in 
Nottingham and Nottinghamshire were given the task to deliver this solution within a 6 week 
timeframe, to coincide with the service change in the community. 

The team worked collaboratively to tackle the problem they faced. This commitment led to 
a whole review and redesign of the discharge processes to District Nurses, with the aim of 
improving information and relations between acute and community health settings.

Moving to electronic transfer of District Nurse 
referrals within a 6 week timeframe

Nottingham University Hospitals
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Discharge case study
Nottingham University Hospitals NHS Trust

Solutions 
We agreed a new and improved e-referral form that could ‘pull’ patient demographic details 
across, and was designed to ask more focussed questions i.e. “Have you supplied 7 days of 
dressings/other supplies?” , “If not, why not?”. This helped to address some of the confusion 
on the wards over how many days should be covered.

It used ‘drop down’ options whenever possible to minimise work for staff.

We achieved a ‘go live’ of within 6 weeks of starting the project. We held weekly teleconference 
calls before this date, and up to 5 months after ‘go live’ to ensure that there was direct feedback 
from ward staff and community partners on the process.

A lot of the burden fell on IT colleagues to ensure that we had Data Sharing agreements in place, 
that the IT systems were compatible, even down to having all of the printer details in the community 
hubs, so that referrals were directed to the right printer and would print off automatically.

Community hubs were trained virtually on accessing the system, via a comprehensive guide on the 
system and a follow up telephone call. This minimised the burden on both community and IT staff in 
being able to move forward quickly to ensure that people felt supported in using the new system.

Both ward staff and community staff were provided with clear standard operating procedures on 
why the change was happening, what it entailed and what they needed to do differently.

At the end of the 6 week period, 75% of all District Nurse referrals sent from Nottingham 
University Hospitals were sent electronically. We are currently working with our out of area CCGs 
to cover the remaining 25%.

We collect ‘sent’ and ‘received’ data on a weekly basis, and collate any issues to be discussed 
directly at the teleconference on a weekly basis.

Impact and outcomes 
• Patients

Before the project, some patients transferred home from hospital needing District Nursing 
services would not have received them, either because the faxed referral was not sent 
appropriately from the hospital, or it was not received appropriately by the community hub. 
This would have been upsetting, and potentially harmful to their health outcomes.

We now have a fully auditable record of referrals sent and received, and a far more resilient 
process in place. Patients go home with the appropriate days’ supply of dressings/equipment.

• Whole system 
The pace of the project meant that we had to build relations with community health staff and 
hub staff really quickly, and the interaction between both the hub and ward staff improved 
communication at many levels; staff would just ring each other directly if there was an issue.

This was an unexpected and valuable bonus from the experience.

Further quality improvements and spread 
We are working with the neighbouring CCGs to extend this to their services, so that we can 
achieve 100% of e-referrals. It is confusing to ward staff to say ‘you can fax to X,Y,Z areas but not 
A,B and C’ so the more that we have on board, the simpler the message will become.

Due to the fact that our IT services worked collaboratively on putting this in place, we are now working 
towards sharing further data via our MEDWAY PAS system to both health and social care services.

Top tips
• We achieved the project within 6 weeks due to Executive level support, both internally, and from 

system partners; if there was any hint of a delay it was escalated immediately, and resolved. 

• The weekly data collection and teleconference calls with staff both during and after the go live 
date helped to maintain a high level of communication and trust, with immediate feedback to 
each other on any issues.

• The project was accompanied by an intensive communications drive, both within the hospital 
and in the community services; it is helpful to involve the Communication Team from the start, 
to help time and drive the key messages.

For more information about this project contact:
Ceri Charles, 
Deputy Programme Director, Better for You,
Nottingham University Hospitals

ceri.charles@nuh.nhs.uk

Themes
• Electronic systems and records

• Policies and systems that link health and Social Care

• Systems that ensure provision of high quality information

• Systems to ensure information is acted on after discharge

Nottingham University Hospitals

Moving to electronic transfer of District Nurse 
referrals within a 6 week timeframe ...continued
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Discharge case study
Nottingham University Hospitals NHS Trust

Overview
We are one of the biggest employers in the region, with around 14,500 people working across 
Queen’s Medical Centre, Nottingham City Hospital and Ropewalk House and in the community. 

Our portfolio of specialist services includes major trauma, cancer, stroke, renal, neurosurgery, heart 
and spines. QMC is home to the Nottingham Children’s Hospital, where 40,000 young patients 
from Nottinghamshire and beyond are cared for annually. 

We are at the forefront of many world-leading research programmes and new surgical procedures. 
In partnership with the University of Nottingham, we operate two National Institute for Health 
Research (NIHR) Biomedical Research Units - in hearing and digestive diseases. NUH also hosts the 
East Midlands Academic Health Science Network.

Our Emergency Department sees between 450 – 550 patients daily, and maintaining flow to deliver 
the 4 hour ED standard is a key focus area.

Outside of the busy Emergency Ward areas, other hospital areas often do not appreciate how 
processes in their local area can contribute to flow, and to maintaining or exceeding this quality 
standard.

This led to the co-development and delivery of the Emergency Pathway Dashboard, which is 
now used by Directorate Management Teams, Ward Managers and Discharge Coordinators to 
understand the impact of flow in their local areas.

Background
Managers at the hospital had developed a communication process called ‘Five a Day’ to remind 
ward staff to take several key actions to promote flow. These were:

• Daily Board round

• Cut the Waits

• Use the Discharge Lounge early

• Focus on TTOs (To Take Out medication)

• Pull from Admission Areas

Weekly data which showed the key achievements against these standards was displayed on a 
performance board on the Trust’s intranet. It became clear from the performance boards that 
there was an issue in local ownership of the ‘Five a Day’ communication, as there was no visible 
improvements over time. It was clear that a different approach was needed.

Developing a ‘Knowing How You Are Doing’ Tool on 
Transfer: The Emergency Pathway Dashboard

Nottingham University Hospitals

Understanding the problem
One Ward Manager fed back that ‘I avoid looking at the report as it is not giving me meaningful 
information about my area, and all I see is a sea of red and I switch right off’.

In order to engage staff and to understand their issues over the current metrics, we asked them to 
tell us what standards they themselves would employ to give assurance that flow was happening 
on their wards.

It was clear that they wanted information that would enable them to track any changes to 
processes through any improvements made, and they wanted it in an accessible, easy to read 
format that would enable people to look at it from a Directorate Management level, through to 
a Specialty level through to individual ward level.

Solutions 
We worked closely with our Information Services Department to capture the wards that were 
‘in scope’ and to source the best place to obtain the data that they asked for.

We developed an initial dashboard within three weeks. The dashboard captures data on the 
following:

• Pre-noon discharges against a target of 35%.

• The number of ‘Predicted Date of Medically Safe’ set on Medway PAS against a standard 
of 95%.

• The number of patients who actually leave on the date of their ‘predicted date of medically 
safe’.

• The number of TTOs started the day before discharge.

• % of weekend discharges, against a standard that it should be 80% of daily discharges.

To provide a more ‘high level’ perspective, it also shows the Emergency Department standard 
values for that week, and the total ‘ins and outs’ of hospital flow.

We worked with ward staff for between 2 and 3 weeks to fine tune the data for their areas, 
and to refine the Dashboard graphs. It has now been successfully in place for several months.

12 13



Discharge case study
Nottingham University Hospitals NHS Trust

Impact and outcomes 
The Emergency Pathway Dashboard is used as the basis for weekly performance meetings between 
the Executive Director of the Emergency Pathway and Directorate Management Teams. It is used to 
chart performance over time, and to enable discussions over areas of strength and/or weakness.

The Dashboard is also being used widely by Ward Managers to share information with ward staff 
to either give positive feedback about performance, or to highlight areas of focus that they need 
to work towards.

Discharge Coordinators are using the Dashboard widely to track individual ward performance, or 
to compare themselves with other areas; this has led to visits to see what processes are in place in 
high performing areas.

Although it is almost impossible to attribute the contribution that some of these initiatives have 
made in helping us to achieve the 4 hour standard, NUH has gone from being the 6th worst 
performing Trust in England against the standard, to the 10th best within 4 months, and we 
believe that this visibility and transparency in our internal performance has a part to play in that. 

• Patients

 The ward culture around patient transfer has transformed itself over the past year, so that 
there is real ownership by ward staff to ensure that patients leave hospital as early as possible 
in the day.

 There is less ‘tolerance’ of delays that keep patients in hospital when they are medically safe 
to transfer, whether caused by internal or external factors. Ward staff will do more to ensure 
that the patient is safely and appropriately transferred.

• Whole system 

 Colleagues from Social Care have asked to have access to the dashboard, to help them to 
prioritise which wards may need further support and coaching in transfer practices.

 We work closely with our health and social care colleagues in managing ‘transfers out’ 
appropriately and safely, and they welcome the transparency around our performance at 
ward level.

Further quality improvements and spread 
We are looking into developing this from a ’knowing how we are doing’ model i.e. tracking 
performance over time, to a ‘status at a glance’ model i.e. real time data that can be used 
as a basis for immediate intervention or action.

Top Tips
• Staff engagement has got to be the key factor in promoting ownership; this takes time, but be 

as inclusive as possible.

• Allow time for several iterations of the Dashboard; the prototype was clunky and static, but 
feedback from stakeholders turned it into a sleek, accessible and digestible resource.

• Although the Dashboard is easy to use, we allowed our staff time to absorb new ways of 
working and offered additional support as necessary.

For more information about this project contact:
Ceri Charles,  
Deputy Programme Director, Better for You, 
Notting ham University Hospitals

ceri.charles@nuh.nhs.uk

Themes
• Electronic systems and records

• Medicines reconciliation

• Systems that ensure provision of high quality information

Nottingham University Hospitals

Developing a ‘Knowing How You Are Doing’ Tool 
on Transfer: The Emergency Pathway Dashboard 
...continued

14 15



Discharge case study
University Hospitals of Leicester NHS Trust

Overview
Our Trust (UHL) provides acute care services to the one million residents of Leicester, Leicestershire 
and Rutland. We also provide specialist care in cardio-respiratory diseases, cancer and renal 
disorders for an even larger population. Care is spread over several sites (the General, Glenfield 
and the Royal Infirmary) and UHL employs over 12,000 staff.

The aim of the initiative was the implementation of an IT system called Nerve Centre to support 
the tracking of patients through the hospital from admission to discharge or transfers of care. 
We pull all patient information from the admission assessment unit data onto the system. 
Additional information is then added contemporaneously during the inpatient stay. Use of Nerve 
Centre drives the patient pathway in a proactive and comprehensive way.

Background
We realised that patient safety was likely to be compromised by the length of time it was taking 
for patients to be safely discharged and that the length of time in hospital in itself was 
increasing the risk to patients. 

Understanding the problem
We recognised that there was a national and local problem with the clinical handover of patients 
at discharge or transfers of care. We acknowledged the risk of information and communications 
getting lost both between patients transferring from ward to ward in the hospital and also on 
leaving the hospital.

Multiple issues were highlighted such as Emergency Department (ED) performance and breaches, 
the risk of falls, infections and other adverse incidents the longer patients remained in hospital, 
and problems with the handover itself. Our staff felt that they were being “beaten with a stick” 
and held to account when the systems were in fact in need of improvement. There was 
a teleconference call system but it was seen as a task to be delivered rather than a welcome 
active vehicle to enable patient transfer. There was little engagement from partners.

The atmosphere was in danger of becoming blameful and a fresh look was needed to approach 
the problems and resolve how patient care was provided and how patients moved through the 
system. 

We decided that some diagnostics on the situation were needed and so in 2013-2014 we sourced 
external support to help break down the pathway and explore why it was not working.

Electronic Systems improvement to enable safe 
and timely patient discharge

Solutions 
The new system is described by our staff as being “all about patient safety”.

The lynchpin of the new way of working is focussed around the new IT system called Nerve 
Centre. Very large screens have been placed on the wards to display all the patient information. 
An interactive IT system allows changes to be made so that staff can see at a glance patient 
status and what tasks and actions are needed before a patient can leave the hospital. There is an 
expectation that all groups of staff (physiotherapists, nurses, occupational therapists, pharmacists, 
doctors etc.) involved in patient care will amend the information held on an ongoing basis so that 
the information is always up to date.

A Standard Operating Procedure (SOP) was developed and there is strict adherence on a daily basis 
to the SOP.

All tasks for doctors overnight go onto the system. Other information such as demographics etc. 
are also added. The following sections are used:

• Name

• length of stay

• city or county resident

• EDD / Medically fit for discharge / date medically fit for discharge

• am discharge plan / reason for pm discharge plan

• TTO status/suitable for LGH

• Definite discharge today

• Suitable for discharge lounge

• Transport required?

All this information is formally discussed at the 11:00 daily teleconference call. All ward discharge 
co-ordinators are expected to phone into the main office in a meeting which includes all the teams 
in the discharge process; discharge to assess team, representatives from County and City social care, 
community hospital providers, home and housing teams. The meeting is chaired by a Lead Nurse 
or AHP and input to the system is live. The meeting is very actively managed with “confirm and 
challenge” for every patient. 

The meeting follows a set format where each patient’s information is up on the screen ward by 
ward. The information is scanned and a conversation starting with whether there are any empty 
beds on the ward, whether the consultant round has taken place and if there are any definite 
discharges that day. These are then discussed in detail to ensure the discharges are safe.

Questions are asked about whether any other patients are medically fit and any delays are 
challenged and actions to unblock situations discussed. Where there is a problem one of the 
Intensive community response team members or the discharge to assess team members are 
allocated to follow up the problem with ward staff.

University Hospitals of Leicester
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Discharge case study
University Hospitals of Leicester NHS Trust

The meeting is very solution focussed with active input from social care to try and get patients 
transferred as soon as is safely possible. 

Our whole culture has shifted in the last year or so and our staff work on the principle of “home 
first” as the initial option and all possible solutions are explored to get the patient home followed 
by other care solutions if that proves impossible.

Patients and relatives are much more actively involved in the process and they are made aware 
on admission of the aims and goals surrounding their expected date of discharge and they are 
updated if any changes are made to this plan.

Despite increasing admissions and ED attendance (up by 9% in June 2015 and 7% in July 2015) 
UHL has the third most improved ED in the Country and the Trust have succeeded in closing 
72 beds since January 2015.

Impact and outcomes 
There is a much more proactive approach and culture to transfer of patients since 2013 recognising 
that hospital is only suitable when patients need treatment and that there are many disadvantages 
and safety issues where patients have lengthy hospital stays. This robust approach has led to 
positive ward closures.

• Patients 
 It was reported that before the changes, on average there had been 15 a day re-beds 
(patients prepared for discharge that day having to be given beds at the end of the day as 
their transfer became postponed).This is now seen as a zero tolerance and never event for 
the hospital.

 Patients are involved in the discussion about their transfer much earlier in their hospital stay 
and home is seen as the first option and aim, which is what the majority of patients want.

 The handover is much more rigorous and searching which removes errors and makes 
discharge a much safer experience.

• Whole System 
The new IT system drives the process and the whole system has improved. 

 Our staff have embraced this whole system approach and there is compliance and buy in 
at the daily teleconference call from all agencies and all wards involved.

Further Quality Improvements and Spread 
•	 Roll	out	of	Nerve	Centre	to	the	community	hospitals	across	Leicestershire	is	planned.	

•	 A	new	tracking	system	for	frail	older	patients	is	being	planned	as	a	sub	set	of	all 
admissions. 

Top Tips
• Capture information and plan discharge as early as possible after admission. 

• Encourage all members of the MDT to participate and input data.

• Make sure the system is updated on all patients on a daily basis.

• The sharing of all information is vital. 

• Keep the discharge plan active continuously.

• Engage the patients and relatives in the discussion with the principle of “no decision about 
me without me”.

• Use SOPs to reduce variability.

• You need the IT and infrastructure to make it work and partners need the infrastructure too.

For more information about this project contact:
Maria McAuley - maria.mcauley@uhl-tr.nhs.uk

Julie Dixon - julie.a.dixon@uhl-tr.nhs.uk

Themes
• Discharge Liaison Service

• Electronic systems and records

• Policies and systems that link health and Social Care

• Systems that involve patients in their care

• Systems that ensure provision of high quality information

University Hospitals of Leicester

Electronic Systems improvement to enable safe 
and timely patient discharge ...continued
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Discharge case study
University Hospitals of Leicester NHS Trust

Overview
We provide acute care services to one million residents of Leicester, Leicestershire and Rutland also 
providing specialist care in cardio-respiratory diseases, cancer and renal disorders for an even larger 
population. Care is spread over several sites (the General, Glenfield and the Royal Infirmary) and our 
Trust employs over 12,000 staff.

Background
Prior to 2014 we used 2 systems for the discharge of patients.

The Electronic Prescribing and Medications Administration (EPMA) system was used for prescribing 
and the other was Sunquest’s Integrated Care Environment (ICE) system which provides clinicians 
with an electronic discharge letter used with patients while they are in hospital. Upon completion 
the letter is sent to the GP’s Practice System. ICE discharge allows providers to meet the UK 
guidelines for an immediate discharge summary to the GP within 24 hours.

We identified that it would be safer and more expedient if the 2 systems could be merged and so 
the integration of EPMA and ICE was set up in August 2014. We determined that it would be an 
improvement, simplify the discharge process and eliminate transcription errors in the prescribing 
of drugs to take home (TTOs). It would also save junior doctors’ time.

Until 2014 both systems were being used but there was no crossover between them. Doctors had 
to manually transcribe drugs into the ICE discharge medication section of the letter from the 
EPMA system which was inherently less safe than an automated system.

Understanding the problem
Our staff were under increasing pressures to get patients who were medically fit discharged as 
soon as possible and TTOs were seen by us as being one of the key blockers to this taking place 
in a timely manner. Discharges were becoming problematic and solutions to improve the efficiency, 
but not to compromise patient safety, were needed.

A significant prescribing error rate had been identified with TTOs and this was noticeable with 
having to manually transcribe the drugs from one place to another. We felt the safety of our 
patients would improve if we could find a way to merge the two systems. We felt that with 
the additional pressures to transfer patients, the error rate could increase further if no action 
was taken. 

Improvement to the Medicines Management 
system for discharge of patients

Solutions 
Our pharmacists worked with software manufacturers to develop an interface between the 2 
systems. In order to help make the project work junior doctors, senior clinicians and pharmacists 
were involved with the aim of developing a user friendly clinically safe system. 

To make the system safer, drugs imported from the EPMA system cannot be amended once 
transferred on to the discharge letter. The doctor has to go back and change the EPMA system 
again and then transfer if any changes are needed. This acts as a failsafe system to help prevent 
errors. The EPMA is the true drug chart and the medications have to be the same on both the 
EPMA and the ICE system.

Impact and outcomes 
Patients

• The integration of the 2 systems has eliminated transcription errors.

• There has been a decrease in the number of clinically significant prescribing errors 
(although not in the overall number of errors). 

• TTOs are dealt with more quickly which has led to quicker discharges and TTOs are no longer 
seen as causing delays in discharge.

Whole system 

• The whole system is slicker and quicker.

• There has been a reduction in frustrations for junior doctors. 

• The system is more user friendly as there is only 1 system instead of 2 on the screen at any 
one time. 

Further quality improvements and spread 
We presented this project at the national Sunquest user group conference and several other trusts 
have visited to look at the improvement. This system is only seen as a temporary measure as the 
hospital is now planning to move to Electronic Patient records (EPR) which will improve processes 
even further. A bid is currently at the Department of Health and NHS England for approval. 

University Hospitals of Leicester
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Discharge case study
University Hospitals of Leicester NHS Trust

Discharge case study
NHS England North Midlands and Chesterfield Royal 
Hospital NHS Foundation Trust

Top tips
• Be clear on the desired process. 

• Consider integration prior to implementation of new clinical systems. 

• Think about evaluation before you start the project.

• Test the new system rigorously before you go live and have a contingency for if things 
go wrong at first. There were some unexpected errors in coding relating to 1 out of 100 
prescriptions and so the new system had to go on hold whilst they were sorted out.

For more information about this project contact:
David Kearney, 
Pharmacist, 
University Hospitals of Leicester NHS Trust

david.kearney@uhl-tr.nhs.uk

Themes
• Electronic systems and records

• Medicines reconciliation

• Systems that ensure provision of high quality information 

Overview
We host the Derbyshire and Nottinghamshire Local Professional Networks (LPNs) for pharmacy. 
LPNs were established to provide clinical advice to the direct commissioning of pharmacy services 
and to improve outcomes from medicines for patients.

The pharmacist’s who form the network, are drawn from leaders across the pharmacy sectors 
including primary and secondary care, community, academia, education and training. The networks 
exist to provide clinical evidence to commissioners of pharmacy services and work on targets.

Chesterfield Royal Hospital NHS Foundation Trust is sited in North Derbyshire and as such comes 
under the Derbyshire and Nottinghamshire LPN. This Trust was first to pilot the new approach to 
supporting the discharge of patients, through working with community retail pharmacists.

Background
There has been minimal proactive information flow to the community pharmacy sector from 
secondary care. Community pharmacists are often unaware when patients have been admitted to 
hospital. Traditionally information is carried by the patient in the form of their prescriptions to the 
community pharmacist with intermittent conversations between the sectors when problems arise 
or when incidents occur.

It is well known that transfer and discharge of patients from secondary care into the community, 
often brings with it many and sometimes significant changes in medication which can cause 
confusion for the patient. In the past there have been piecemeal and transient pilots locally in 
Derbyshire and Nottinghamshire to address this, but all have been attempts to improve paper 
based systems.

When patients are discharged with TTOs (To Take Out medication), changes have usually been 
made to medications whilst patients are in hospital, but there has previously been no mechanism 
to formally inform community pharmacies of those changes. Although in their NHS contract, 
pharmacies are able to undertake Medicines Utilisation Reviews (MURs) on patients recently 
discharged from hospital. 

Without proper information it often proves an impossible challenge. Patients are therefore at 
greater risk of being dispensed incorrect medications. This could be particularly worrying in the 
case of the elderly, those taking multiple medications or those suffering from dementia who 
may be confused by changes.

Improvement to the Medicines Management 
system for discharge of patients ...continued Working with community pharmacies to 

improve safe patient discharge
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Discharge case study
NHS England North Midlands and Chesterfield Royal 
Hospital NHS Foundation Trust

There needed to be an improvement and discharge became one of the priority areas in the April 
2014 Community Pharmacy Strategy. It was decided that the best way to make this improvement 
would be to utilise an electronic solution, which would transfer information directly from the 
hospital to community pharmacies, so that when patients arrived at the community pharmacy 
following discharge, they can be identified as needing a medicines use review and pharmacist can 
check their first prescription after discharge against the medicines discharge summary provided 
by secondary care.

Understanding the problem
We purchased a license to PharmOutcomes, a web-based system, which helps community 
pharmacies provide services more effectively, which makes it easier for commissioners to audit and 
manage these services. It allows local and national level analysis and reporting on the effectiveness 
of commissioned services, helping to improve the evidence base for community pharmacy services.

This tool was modified to provide a solution which allowed the transfer of data from hospital to 
community pharmacy and was information governance approved.

The LPN Chair and LPN Chief Officer went to organisations to gauge interest and “buy in”. 
We were very enthusiastic about piloting the tool.

An electronic form is completed in the hospital by one of the pharmacy technicians with a focus 
on the frail elderly and those with multiple medications.

Fields that are completed include:

• patient’s name

• GP name

• medicines on discharge, and reasons for changes

• medications that have been stopped

Patients are asked which pharmacy they use so that the information goes to the right place. 
A compliance check is undertaken to ensure that the patient can read the labels, can pour liquids, 
can open Monitored Dossette Systems (MDS), can understand the purpose of the medications 
and is not confused and can swallow. In other words all aspects of whether the patient is able 
to self-administer are explored. Recommendations and additional information sections are then 
completed. The form is then sent electronically via PharmOutcomes to the patient’s nominated 
community pharmacy.

Working with community pharmacies to 
improve safe patient discharge ...continued

Solutions 
• Adoption of the template from the pharmacy outcomes systems tool 

• Engagement with the Local Pharmacy Committee and other pharmacy stakeholders

• Implementation of the tool with acute hospitals and local pharmacies

Impact and outcomes 
We have has been the first pilot site with 78 patients referred between April and August 2015 
in the 70+ age range, as well as one child (who came under the multiple medications criteria. 
The gender breakdown is 49 female and 29 male. 

There is a new confidence of safe and secure transfer of data to community pharmacies, with the 
patients on the scheme getting the support from their local pharmacy immediately after discharge, 
to help maximise the patient safety issue of getting the right medications and also ensuring 
support with compliance.

We are pleased with the progress so far and have seen an increase in enthusiasm and 
engagement.. Strong links between us and the pharmacies are being developed, with the LPC 
helping to facilitate this process. As the pharmacies were already using the electronic tool for their 
claims there was familiarity with the system. 

Some additional administrative support from the NHS England Primary Care Commissioning team 
was needed to help ensure the correct activation codes were used by the pharmacies, and to deal 
with queries regarding the system.

Patients
•	 Better	understanding	of	how	to	use	their	medications

•	 Community	pharmacists	are	made	aware	when	their	patients	have	had	a	hospital	admission	
and are able to pro-actively offer discharge medicines use reviews, or offer new medicines 
service interventions, where appropriate

•	 Patients	can	comply	more	easily	because	they	are	supported	by	the	community	pharmacy 
and they are more likely to be taking the correct medication

•	 There	should	be	better	health	outcomes	as	a	result	of	this	improvement

•	 It	is	hoped	there	will	be	fewer	readmissions	as	a	high	proportion	of	our	readmissions	are	
related to medication issues 
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Discharge case study
NHS England North Midlands and Chesterfield Royal 
Hospital NHS Foundation Trust

Whole System
• The whole system is safer, as community pharmacies now have full awareness of our 

intentions for prescribing before the patient arrives for their medications

• Community pharmacists have become empowered to have conversations more readily with 
prescribers and patients to help improve the system

• Communications throughout the system has been improved

• Hospitals like having a system they can trust to ensure information that goes out to pharmacies 
is accurate and timely

Further Quality Improvements and Spread 
•	 It	is	intended	that	the	pilot	will	spread	across	more	hospitals	in	the	region	including	in	Derby,	

and Nottingham

•	 The	template	is	due	for	review	and	possible	amendment

•	 The	pilot	needs	a	more	formal	evaluatio	n	to	assess	its	effectiveness	using	statistics	and 
data as well as people’s opinions

Top Tips
• Get networks on board

• Focus on the benefits for patients 

• Find the right tool 

• Hunt for the solution and do not grumble about the problem

For more information about this project contact:
Samantha Travis, Clinical Leadership Adviser,  
NHS England North Midlands (Derbyshire & Nottinghamshire) samantha.travis@nhs.net

Themes
• Electronic systems and records

• Medicines reconciliation

• Systems that ensure provision of high quality information

• Systems to ensure information is acted on after discharge

Working with community pharmacies to 
improve safe patient discharge ...continued

Discharge case study
The Red Cross Hospital to Home service

Overview
The British Red Cross has a history of supporting people in crisis. Our hospital to home service 
in Nottingham, whilst commissioned by Nottingham West and Nottingham City CCGs is based 
upon a service model used by Red Cross independent living services across the UK. The aim of 
our service is to help the patient settle safely back in their home after discharge and support 
them to recover their independence with a view to reducing the likelihood of readmission. 

Background
The Nottingham hospital to home service has been in existence for nearly 20 years and was 
originally commissioned by all 4 South Nottinghamshire CCGs. In 2015, as a result of financial 
pressures on commissioners, 2 CCGs withdrew funding for the service which resulted in a 50% 
cut in funding. This required us to review our service offer, including the method and manner of 
support and a move to focus resources with the patient in the community. This has resulted in 
quicker response times and the service being geared more to support the patient in those crucial 
early days and weeks following discharge. We also reviewed the signposting used to ensure 
that the information is relevant, timely and focussed upon ensuring long term stability for 
the patient.

Understanding the problem
The prompt to reviewing the service was in response to financial constraints but also reflected the 
changing needs of patients who are often desperate to return home but can be unrealistically 
optimistic about their ability to cope after a stay in an acute setting. The decompensation which 
results from in-patient episodes may present challenges in returning to the basic activities of living 
such as shopping, paying bills, personal care and dealing with the daily requirements of our busy 
society. Some people need intensive support of 3 or 4 visits a week for a 4 week period; others 
may only need a weekly visit. The ability to be flexible about the pattern of the visits can help to 
prevent a readmission as the support serves as an early warning when people are beginning to 
falter and the team can alert other agencies to provide additional care before an emergency 
arises and the patient ends up being readmitted.

A proactive approach to support discharge 
and prevent re-admission
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Discharge case study
The Red Cross Hospital to Home service

Our service was set up to provide the support for people who are struggling with issues such as:

•	 Lacking	in	confidence	in	their	own	abilities	to	cope.	

•	 No	support	from	friends	and	family	at	home.

•	 Identified	as	being	over	confident	about	their	ability	to	cope	at	home.	

•	 Going	back	into	the	community	less	physically	or	emotionally	able	to	cope	than	when	they	
were originally admitted. 

•	 Developed	a	dependency	while	in	hospital	and	need	support	to	gradually	re-orientate	
themselves to being independent.

•	 Faced	with	no	shopping	or	food	on	return	home	or	where	the	power	may	have	been 
cut off if bills have not been paid while they have been in hospital.

Solutions 
The service we offer is a focused 4 week support package with up to 4 visits per week. It has the 
following features:

•	 Widely available with no eligibility criteria other than a need for support and being within 
the catchment area of the CCGs

•	 The patient has an introductory contact with the service prior to discharge if possible

Referral is accepted from many sources; 

•	 Self

•	 Relatives

•	 Occupational therapists and other AHPs

•	 Nursing staff

•	 Discharge co-ordinators

•	 Medical staff

Our staff and volunteers are based at the QMC site of Nottingham University Hospitals NHS Trust. 
They aim to visit patients within 48 hours of discharge and at that visit undertake an assessment 
in the home environment. 

All our staff undergo a formal British Red Cross and service induction with appropriate training, 
shadowing and observation to ensure the safeguarding and welfare of the service users. 
There is a team of 7 staff currently based at Nottingham University Hospital NHS Trust.

A proactive approach to support discharge 
and prevent re-admission ...continued

Impact and outcomes 
•	 Patients 

Patients provide feedback in the form of questionnaires and case studies which are analysed 
on a quarterly basis to inform service developments. The friends and family test was introduced 
in 2015. The feedback has generated a number of useful and relevant case studies. 

 For example, the service supported an elderly female patient who spoke excellent English 
but could not read or write to a level that is required to deal with official letters and bills etc. 
This came came to light after discharge when our team was providing support; it became clear 
that her family were unaware of this issue. We were able to work with the patient to ensure 
that vital medical appointments were not missed. Subsequently her son was informed (with 
her permission) and the service supported her to find a place at a local community centre 
where help is being provided for her communication challenges.

•	 Whole system 
A whole system approach was taken to reviewing the service to ensure cost efficiencies. 
Our service has had to become more streamlined and clearer about the offer. 

Further Quality Improvements and Spread 
•	 We will encourage QMC to automatically refer all “frequent flyers” so that the service 

becomes more integrated into readmission prevention work.

•	 To prioritise with a risk stratification approach to assess patient’s level of need and likely 
complexity to ensure that patients with highest level of need are offered increased support.  

Top Tips
•	 Build	relationships	with	the	teams	and	individuals	who	are	making	the	referrals.

•	 Ensure	potential	referrers	know	the	referral	criteria	and	what	the	service	provides.

•	 Don’t	underestimate	the	importance	of	low	level	support	with	things	like	shopping,	paying	
bills and community engagement.

•	 Remember	that	people	who	are	using	the	service	are	in	their	own	homes	–	they	are	no	longer	
hospital patients. 

For more information about this project contact:

Chris Bailey, Red Cross, Nottingham  
cbailey@redcross.org.uk

Themes 
•	 Discharge Liaison Service

•	 Policies and systems that link health and Social Care

•	 Systems that involve patients in their care
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Discharge case study
Nottingham CityCare Partnership 

Overview
Nottingham CityCare Partnership is a Community Interest Company (CIC) social enterprise which 
spun out of the NHS in April 2011 as part of the Transforming Community services programme. 
We are a community provider providing a range of health and social care services to citizens across 
the city of Nottingham.          

The aim of our Reablement service is the prevention of unnecessary admissions and facilitation 
of safe and timely discharge and to promote and support people recovering from an acute illness 
to regain independence.  The service started life as a small intermediate care team in 2002 and 
has developed more recently into a very large Reablement service.

Since 2013 our service has also been in reaching in to the local hospital, providing assessment 
in the emergency department and front door admissions wards with a view to prevent 
unnecessary admissions. This service is now known as the Supported Transfer Of Care (STOC) 
team and utilises the skills of Physiotherapists, Occupational Therapists and Nurses as well 
as Assistant Practitioners. The CityCare staff work in partnership with the hospital employed 
Discharge team, now also known as STOC but based on the main base wards. A transfer of care 
form is completed and a clinical decision is made by the CityCare Community Triage Hub about 
what services are needed.

These services can usually be put into place immediately so that there are no delays to a patient’s 
transfer back into the community. There is currently a pilot on 4 wards so that as soon as patients 
are medically stable for transfer the ward identifies the level of need and sends this straight to 
the hub. This means there is a quicker response time and in time this will be rolled out across 
the hospital.

The STOC team feed in to the wider Reablement services where Community Beds and 
Reablement at Home services are provided in partnership with social care. Here a thorough 
assessment and rehabilitation process takes place in order to ensure that the patients receive 
a seamless service which helps them come to a decision regarding the best option for their 
longer term needs. 

Background
The reason for this work being implemented was due to the increasing complexity of people 
presenting to hospital and then back into the community with long term conditions. Additionally 
there is increasing evidence about the risks that an aging population in an area of health 
inequalities face.

Locally we see varying levels of deprivation and social capital meaning there is often a greater 
risk of readmission to hospital after discharge. There was a systematic realisation that it would 
be better to undertake a full assessment in the community rather than in the hospital so that 
patients can transfer earlier and avoid the risk of protracted hospital stays which have been 
well documented.

An in-depth assessment in the community necessitates a high level of trust between the hospital 
and community staff and an increasing input from community staff. Commissioners have 
invested heavily in this area in the city and this has made the work possible.

Understanding the problem
The problems we identified before the change processes were implemented were as follows:

• Increasing levels of readmissions in a fairly short period of time after discharge.  

• No hospital at home facilities available to support more dependent patients going home.

• A lack of understanding of each other’s roles and environments (hospital and community).

• The levels of complexity of patients returning to the community were unprecedented and ever 
increasing. For example, it used to be unheard of to have a fracture (C2) with a neck brace 
sent to a community bed as it was deemed unsafe for them to go home, with various rules 
about the brace and taking it off and replacing it when the patient is in different positions. 
These issues however need to be addressed and should not be barriers to patients going 
back into the community. This highlights skills gaps which need to be overcome if patients 
are to be successfully transferred sooner.  

Solutions
Transfer to assess 

This is about focussing on increasing assessments in the community rather than an unfamiliar 
hospital environment to determine the best course of intervention for a patient. This cuts down 
length the traditionally lengthy time it can take to assess someone and choose the right 
community services from the hospital. Instead we are focussing on timely and safe discharges 
with patients being transferred to the Community before other complications occur such as 
hospital acquired infections, dependence, immobility, and confusion and disorientation.

Developing urgent care and reablement 
services in the community
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Discharge case study
Nottingham CityCare Partnership 

In-reach at the front door 

This bridges the gap between community and hospital. For example, if a patient comes into ED 
and it is decided they can go home but need antibiotics or additional care the STOC team can do 
a comprehensive assessment and make decisions about a transfer back home and the support 
required to ensure a safe transfer if the patient is elderly or particularly vulnerable with learning 
difficulties or special support needs. It may be that they will need a community bed rather than 
a transfer home. 

Urgent care services 

Formally known as the crisis response team, this team provides care in the first 48 hours after 
discharge. The team are specialist in assessing someone’s acute and longer term needs and can 
implement care or rehabilitation packages to support people in the community. 

Reablement Services 

This large service provides rehabilitation and assessment within community beds or peoples 
own homes with a view to facilitating timely and safe discharges and avoiding unnecessary 
hospital admissions. 

Impact and outcomes 
• The average response time has decreased from the point of being declared medically safe 

for discharge to actual discharge. The target for this is to transfer within 24 hrs of becoming 
medically stable for all Reablement services. 

• There has also been an increase in equipment to support earlier discharge for example 
investment in sensor beds in community beds for patients with a high risk of falls. 
Increased use of telehealth and telecare has supported the whole process.

• Because of the pressure to get patients out of hospital there is always a constant balance 
between quality and safety which has to be considered. 

• Removing exclusion criteria has made the whole process simpler and as a result there has 
been a more positive impact with more health input for patients who would in the past 
have had only a social care input. 

• We are striving for decreased readmission rates, a decrease in falls, infections and an increase 
in the quality of life for all patients.

• Due to investment by commissioners there are more community beds in the system for 
Reablement than ever before. There are currently 71 city beds in the system across 4 
different residential settings in Nottingham.    

Developing urgent care and reablement 
services in the community ...continued

32

Further Quality Improvements and Spread 
Full integration with social care is planned and is scheduled to begin in April 2016. There will be 
co-location of health and social care staff with more streamlined and integrated pathways of care. 
This will prevent duplication, and bring a health and social care hub together. There will be an 
urgent care pathway, a social care pathway and a Reablement pathway. 

Top Tips
• Remembering why we are doing what we are doing rather than putting our own concerns 

of change in the way.

• Bed flow and capacity are not the only objectives but quality and safety are paramount.

• Sometimes it is important to take time to redesign services and not rush the changes so that 
we get it right.

• Sometimes hospital is the right place and we must not rush people out of the system if it is 
not safe.

For more information about this project contact:
Hayley Parkin

Hayley.parkin@nottinghamcitycare.nhs.uk

Themes
• Policies and systems that link health and Social Care



•	 In	addition,	a	discharge	resource	library	has	been	developed	and	is	also	available	on	the	
NHS England website. These resources will offer further support to organisations developing 
projects around the safe handover of patients through a range of webinars, guidance, 
academic papers and reports.

•	 A	cluster	group	of	patient	safety	collaboratives,	and	representatives	from	NICE,	Healthwatch	
UK and other organisations from the voluntary sector, has also been formed to further focus 
on the issue and assist in the implementation of local discharge improvement projects.

Discharge case studies and resource 
library key messages

•	 A	selection	of	case	studies	have	begun	to	be	published	on	the	NHS	England	website	to	show	
examples of projects that have been implemented to improve the communication of essential 
information to primary and social care at the time a patient is discharged from hospital. The 
case studies can be accessed via the following link www.england.nhs.uk/patientsafety/
discharge

•	 The	case	studies	are	being	developed	following	an	NHS	England	Patient	Safety	Alert	‘Risks	
arising from breakdown and failure to act on communication during handover at the time of 
discharge from secondary care’ issued 29 August 2014. 

•	 Although	issues	relating	to	discharge	are	well	known	the	alert	was	issued	in	response	
to a number of patient safety incident reports submitted to the National Reporting and 
Learning System (NRLS) identifying particular problems surrounding the adequate and timely 
communication of essential information at the time of discharge that led to or could have led 
to harm to a patient.

•	 As	part	of	the	alert,	health	and	care	providers	were	asked	to	share	examples	of	their	existing	
best practice around communication at the time of discharge. A number of the examples 
provided have now been used to inform the case studies. 

•	 These	case	studies	will	be	used	to	support	organisations	in	the	development	of	their	own	
discharge improvement work to ensure the ongoing safe care of patients in the community 
once they have left hospital. Each organisation that provided the case studies has a named 
lead contact who can provide further support and advice. More case studies will be added to 
the website as they become available.

•	 The	alert	also	asked	health	and	care	providers	to	complete	a	questionnaire	about	their	current	
discharge practice to help form a national picture about barriers to safe discharge. The results 
identified seven priority topics to be addressed, which are the areas the case studies focus 
upon:

•	 Discharge	liaison	service

•	 Electronic	systems	and	records

•	 Medicines	reconciliation

•	 Policies	and	systems	that	link	health	and	social	care

•	 Systems	that	involve	patients	in	their	care

•	 Systems	that	ensure	provision	of	high	quality	information

•	 Systems	to	ensure	information	is	acted	on	after	discharge

  The case studies have also been sorted by AHSN area to help organisations find projects local 
to their geographical location. 
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This infographic has utilised the following data sources and can be found on our website. “What happens when people leave hospital and care settings?
Healthwatch England special inquiry findings July 2015”
“Review of National Reporting and Learning System (NRLS) incident data relating
to discharge from acute and mental health trusts – August 2014”



Deaths and severe harms 
reviewed relating to acute 
and mental health trusts 

Moderate, low and no harm incidents 
relating discharge from acute trusts 

Apparent breakdown or failure with 
communication was a key factor in 
12 incidents and an additional factor 
in 7 incidents.

Of the 39 deaths and severe 
harms related to discharge 
that were reviewed:

Of the 300 moderate, 
low and no harm 
incidents reviewed,
192 related to 
discharge from an
acute trust.

Apparent breakdown
or failure with 
communication was
key factor in 33%
of all moderate, low
and no harm incidents. 

Problems related to 
medication were a key 
factor in 13% of all 
moderate, low and
no harm incidents

Apparent inappropriate 
discharge (e.g. discharged 
late/incomplete treatment
/incomplete assessment)
was a key factor in
15% of all incidents. 

Other issues (including 
equipment problems, 
cannula left in situ,
and discharge delays) 
were a key factor in
30% of all incidents.

Apparent unexpected 
deterioration post 
discharge was a key 
factor in 9% of all 
moderate, low and
no harm incidents

Problem related
to medication was
a key factor in
1 incident and an 
additional factor 
in 4 incidents

Apparent inappropriate 
discharge (e.g. 
discharged late/ 
incomplete treatment/ 
incomplete assessment) 
was a key factor in
9 incidents and an 
additional factor
in 6 incidents 

Apparent 
unexpected 
deterioration post 
discharge was
a key factor in 17 
incidents and an 
additional factor 
in 6 incidents.

6,000 patients 
remain in hospital 
longer than clinically 
necessary

7
incidents

12
incidents
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