
EMAHSN001 – FINAL – 1
st
 Person    1 

 

 
 
 
 
 

 

Discharge case study 
Derbyshire Community Health Services  

NHS Foundation Trust 
 

Effective Discharge Planning initiative to improve Patient Care 
 
Overview 
 
Our Trust (DCHS) provides community services across the county. 
 
It includes 11 community hospitals which provide rehabilitation and end of life care 
as well as a range of community nursing and therapy services for patients in their 
own homes.  
 
Our discharge initiative focussed on improving discharge planning for patients in 
community hospitals to ensure patients were discharged in a timely manner to 
appropriate levels of care. 
 
Background 
 
In 2008, we identified that the average length of stay for patients across the 
community hospitals was 68 days with a delayed transfer of care (DTOC) rate of 
25%.  
 
Working with a company called QFI, we introduced a new discharge planning 
system, Discharge Jonah, to 2 community hospital pilot sites; Walton and St 
Oswald’s’ Community Hospitals. Discharge Jonah is based on Eli Goldratt’s “Theory 
of Constraints”.  
 
Understanding the problem 
 
We held a number of stakeholder events to engage staff from health and social care 
to discuss current perceived discharge planning problems and identify best practice. 
Training was delivered on both pilot sites for all staff regarding the new Discharge 
Jonah process.  
 
Solutions  
 

 A Planned Date of Discharge was discussed and agreed with patients and 
their families following completion of initial assessments. 
 

 All discharge planning tasks were managed on one database. 
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 Daily multidisciplinary meetings called “huddles” were held to discuss the 
discharge planning needs of each patient. A weekly meeting called a “Top 
Delay” meeting was introduced where issues relating to individual patients 
which could not be resolved at ward level were discussed and addressed. 
 

 The Discharge Jonah database collated accurate data rather than anecdotal 
information such as reasons for delay which could be reported by patient, 
ward or hospital site. This provided a focus for service improvement initiatives 
and solutions to issues could be shared across the organisation. 
 

 Policies were redesigned to underpin the new processes, the key policy being 
the Transfer of Care policy. A standard operating procedure was set up for the 
reporting of DTOC. These policies were developed collaboratively with social 
care and the acute sector.  

Impact and outcomes  
 
The pilot has now been rolled out successfully to all DCHS community hospitals and 
the reduction in length of stay and DTOC has been maintained.  
 
The cultural change among health and social care staff has been significant and a 
much more person centred approach to patient care has been embraced. 
 
Patients 

 Patient and carer experience has improved as patients and their families are 
included in discharge planning discussions. 
 

 A pro-active rehabilitation package promotes independence rehabilitation and 
recovery.  
 

 Health outcomes have improved and dependency is reduced as patients are 
returned to the appropriate place of care much more quickly. 

 
Staff 

 There is improved staff engagement. 
 

 All staff have clear responsibilities. 
 

 There are clear routes to escalate concerns or delays for additional support. 
 

 The initiative has supported positive challenge of practices & processes; myth 
busting. 
 

 Improved working relationships with Social Care. 
 

 Improved job satisfaction. 
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Whole System 
 

 Improved patient flow, the average length of stay has reduced from 65 days 
down to 20 days. 
 

 DTOC has reduced from 25% to 9%. 
 

 Re-admission rates have not increased. 
 

 Improved 7 day flow- admissions and discharges across 7 days 
 

 There has been a reduction in bed base from 500 to 250. 
 

 There has been a saving of approximately £1million. 
 

 The process has created sustainable change. 
 

Top Tips 
 

 Make sure there is positive engagement with all stakeholders throughout.  
 

 There needs to be a strong focus on the aims and objectives.  
 

 A project manager with a clinical background who understands all the issues 
and to keep the momentum going. 
 

For more information about this project contact: 
 
Anne Wilson - anne.wilson31@nhs.net 
Sarah Youd  - sarah.youd@nhs.net 
 
 

Themes 
 

 Systems that involve patients in their care. 

 Policies and systems that link health and Social Care. 

 Electronic systems and records. 
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