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Executive Summary

This report covers the findings of Sandwell LINk in their study of the discharge process in Sandwell. The study entailed six ‘Enter & View’ visits to Sandwell General Hospital and City Hospital in August and September 2010. The data from the visits was then matched with information drawn from patients who attended the hospitals between June 2009 and October 2010 and to discussions with representatives from the Hospital Trust and Social Care.
The outcome of the findings of that research, which highlighted delays caused in a variety of areas, was a series of recommendations including the following:

· Improving join work between health and social care.

· Reviewing how writing TTOs and getting prescriptions creates delays and introducing improvements.

· Improving joint working across healthcare, e.g. between the hospitals and mental health or district nurses.
· That existing good practice should be replicated, e.g. through a Listening into Action event.
Foreword

At the beginning of 2010 Sandwell LINk invited people living in Sandwell to tell us of their concerns in the health and social care services they were receiving. One of the major concerns raised was the way patients were discharged from hospital.

The hospital discharge process was included in our work programme for the year and we decided to approach it in a variety of ways. Firstly we discussed the process being followed with one of the Hospitals Managers. As this raised even more concerns we then proceeded to a more in depth investigation.

Members of Sandwell LINk visited a number of wards to discover from the nursing staff what they thought of the current procedure. Questionnaires were left for the patients on the wards and people in Sandwell were also asked to complete these questionnaires if they had been discharged from hospital recently. We also interviewed managers within the acute hospitals and social care to gain an understanding of the bigger picture. This report shows the results we have found.

It has been a useful exercise as we will now be able to share these findings within the Health and Wellbeing Board where all agencies are represented. Sandwell LINk will then ask for our recommendations to be discussed and implemented.

This will result in an improved service for the people of Sandwell.
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Signed:


Date:  12/01/11
Pam Jones


 


(Sandwell LINk Chairman)

Introduction
Context:
The purpose of the review was to explore the process of discharge, examining the joined up working within the local hospital trust and between partner organisations involved in the patient journey. The findings would then be reported to the Health and Wellbeing Board in Sandwell for the consideration and action of the Chief Executives and Chairs who sat at that meeting.
The background to the issue originated with a series of problem discharges being reported to Sandwell LINk in early 2010. These culminated in an invitation to Matthew Dodd, Deputy Chief Operating Officer from Sandwell and West Birmingham Hospitals NHS Trust, to attend a Sandwell LINk meeting and discuss the process of discharge. At this time, LINk members utilised the Department of Health guidance document ‘Ready to Go’
 in order to benchmark what Matthew described. In the course of their meeting on 19th March 2010, LINk members drew Matthew’s attention to the document (only one week old) and discussed the series of problems the hospital trust faced.
 It was agreed to explore ways to work together with Sandwell and West Birmingham ‘Listening into Action’ events and Matthew agreed that receiving feedback on the process of discharge would be useful to his work in improving it.

Subsequently, based on the concerns raised at the meeting, it was agreed that Sandwell LINk would undertake a research project around discharge in addition to pursuing the joint work with Matthew. The methodology the LINk employed will be summarised below, but note that no further meetings with the Deputy Chief Operating Officer could ultimately be arranged.

Methodology:
The research Sandwell LINk elected to undertake was conducted using three parallel approaches to obtain the most detailed data possible. This included a patient survey for anyone who had been discharged in the past 18 months, a series of ‘Enter & View’ visits to hospital wards, and discussions with representatives from the hospital trust and social care.
The patient survey was a short survey aimed at gaining quantitative data through multiple choice questions. It was incentivised through the use of a prize draw and yielded a total of 83 responses, with only 7 invalidated by a failure to date them appropriately. The questions covered which hospital and ward was being discussed, what delays may have been experienced on the ward, what connecting services were used and whether these would produce delays. The survey was produced based on the Department of Health Guidance ‘Ready to Go’ and with the input of volunteers in both of Sandwell LINk’s subgroups, including patients and organisation representatives, with the aim of asking the most relevant questions to enable the identification of areas for improvement.
The ‘Enter and View’ visits were carried out with a view to capturing detailed qualitative information from the hospital staff responsible for discharge. The decision was made to do unannounced visits in order to obtain the most accurate results on how discharge was understood at ward level and what staff knew about the patients due for discharge that day. There were six visits in total, three to each hospital, and the surveys used by the authorised representatives were designed based on the Department of Health guidance ‘Ready to Go’ and agreed by Sandwell LINk’s subgroups in the same way as the patient surveys. The visits covered a range of ward specialities chosen for the contrast they would represent:
	Ward
	Speciality

	MAU, City Hospital
	Medical Assessment Unit

	Priory 4, Sandwell General
	Acute Elderly Care

	ASU, City Hospital
	Adult Surgical Unit, 23hr/Day Surgery

	D47, City Hospital
	Orthopaedic Rehabilitation and Transfers to Residential Care

	Newton 3, Sandwell General
	Female Orthopaedic Trauma Unit

	Newton 2, Sandwell General
	Short Stay Surgical Unit


Each visit was partnered with a request for the staff on the ward to pass on patient surveys to the patients they cared for; this was duly done and ward managers and their staffs can be credited with 23 additional patient survey replies coming in. Furthermore, the staffs visited during these visits were supplied opportunity to read and challenge the findings of the visits prior to publication.
Finally, Sandwell LINk also met with Linda Pascall, Deputy Chief Nurse at Sandwell and West Birmingham Hospitals NHS Trust, to discuss planned revisions to services, and a representative from social care to discuss their experience of discharge. These findings are also incorporated.
It was thought that through this blend of data, the most accurate picture of discharge would emerge.
Findings

Patient Surveys

The patient surveys were designed to cover recent discharges from the local hospitals in order to ensure the data was contemporary. This resulted in 76 valid results covering June 2009 to October 2010, with 7 replies invalidated as they did not specify a date. The majority of the surveys covered discharges from City Hospital (34) and Sandwell General Hospital (30), with a significant minority concerning Russells Hall Hospital (9) and single surveys for Rowley Regis Hospital, Walsall Manor Hospital and New Cross Hospital in Wolverhampton. As a result of this breakdown, efforts will be made to differentiate between the hospitals in results summaries. 
The opening questions in the survey focused on discharge date, hospital and ward (see page 16 for ward case studies). The next questions focused on the difference between the amount of time patients were told they would have to wait and how long they actually waited for discharge. The graph below shows the overall findings, with hospital breakdown in appendix 1.
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These findings generated two concerns. First and foremost was the number of patients who both expected and actually had to wait for 4hrs or more to be discharged after their discharge had been agreed. Of the 33 that actually took 4hrs or more, there were only 6 that were cases of day surgery and may have included their return to being medically fit in the hours of waiting. This still left 36% of patients who had to wait 4hrs or more to be discharged after being told they were ready to go. Furthermore, two cases specifically stated that ‘4hrs or more’ meant almost a week: these were a discharge from D47 at City that took one week and a discharge from Priory 5 at Sandwell delayed by 5 days. In both cases, the respondents felt it was important to identify these timescales.
The case on D47 involved a patient who had already been in hospital ‘too-long’ and experienced further delays due to a ward closure connected to infection control. During this initial delay (not part of the week noted), social services had not known of the suspended discharge and had visited the patient’s home anyway; once the ward was again able to discharge the patient, it took a further week to rearrange the connecting services. This underlines the financial outcome from poor communication between services; the cost of the social care visit and the use of the bed for a further week.

In the case from Priory 5, the patient was initially told discharge would be in 2hrs. The doctor then delayed it 5 days. This presumably does not have a wasteful financial implication as the doctor must have felt this was necessary, but it clearly had a big impact on the patient’s experience of their hospital stay.
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The second concern that arose from contrasting expected and actual discharge waiting times was the mismatch between the two. The graph above shows the extent of the fluctuations within each hospital. It should be noted that there was no direct relation between these variations and the ward on which the patients in question stayed. With 16% of patients discharged earlier than expected and 25% later, a hypothesis was formed that it left patients respectively unprepared or frustrated.This appears to be backed up by the fact that 15 of these 31 patients made additional comments and only 3 were positive. It should also be noted that only 21 patients out of the 31 said that they felt they were kept informed of what was happening. The graph below shows how all patients responded when asked whether they had been kept informed throughout the entire discharge process.
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These findings raised a new concern: 1 in 5 people at City Hospital and 1 in 4 people at Sandwell General reported themselves as themselves ‘not understanding what was happening’. This was 21% of all respondents. What was unclear at this stage, and would hopefully be clarified by the ‘Enter & View’ visits, was whether this could or should be attributed to uninformed staff, for example as a result of training needs or relationships with partner organisations.
The next section of the write up will explore the obvious possibilities for delays: prescriptions/medication; discharge letters; transport; and assessments for partner services. Each time questions asked whether the patient had required that aspsect of service and whether they felt it had caused a delay. 
52 out of 76 patients stated that they had needed prescriptions to take out of hospital. 50% of these patients felt that the prescription delayed their discharge. The graph on the next page shows how each hospital appeared to perform. Interestingly, some patients who perceived a delay came from wards where staff did not, e.g. Newton 2 in Sandwell General (where medication was kept on ward) and D47 at City Hospital (where social service delays were felt to mask all others); there will be more on this in the case studies. Regardless of this, it is clear that many patients find the current system of dispensing prescriptions to delay their discharges.
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With discharge letters, the findings indicated a slightly lower incidence of delay. 56 of the 76 patients recalled receiving discharge letters, and only 36% of these felt the letter specifically delayed their discharge. A further 10% did not answer and 54% felt that it had not delayed their discharge. Amongst the delays, 7 attended City, 9 Sandwell, 3 Russells Hall and 1 New Cross. It again seems clear that revisions to the current system of producing dicharge letters would improve patient experience and prevent delays.
In keeping with the theme of understanding the process, the patients were all asked about their understanding of the information they took away with them. Only 6 (8%) said they had not understood it, but one cited a visual impairment as a contributing factor. In contrast, 70% said that they had understood it, with the remainder stating that it did not apply or failing to answer.

Unfortunately, only 4 individuals used specialised transport to get home. These individuals described it as ‘okay’ (2) or ‘good’ (1) and did not indicate it had caused any delay. More patients reported needing help upon reaching home (20) but, of the 10 who responded, no patient felt it had delayed their discharge.
The final questions that related to discharge as it occurs in the hospital setting focused on the time of discharge. Patients were asked initially if they felt they had been discharged at the right time for them. 60% replied to say that it had been the right time, and a further 20% declined to answer. Of the remaining patients, 11% felt they were discharged too late and 9% too soon. Notably, with the exception of 2 patients visiting Russells Hall A&E and one at City ASU, 5 of the patients discharged ‘too late’ did utilise further support at home after discharge; none of these patients saw a cause and effect link in this, but the correlation appears high.
The question of being discharged at an appropriate time (relative to being fit) was purposefully separated from this last question relating to the hour of discharge. The results of this question have been separated into two scattergraphs that pinpoint the date (YYYYMM) against the time (24hr clock) to enable any trend to be identified.
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The majority of discharge times in the 2009 graph indicate daytime discharges. The three exceptions were at Russells Hall A&E, City D47 and Sandwell General (ward unspecified). There was a similar scattering of discharges in the early morning in 2010, 3 of the 7 attributable to trips to A&E at Russells Hall (2) and Sandwell General (1). The remaining 4 were attributed to Sandwell General’s Cardiac Unit (1) and Day Surgery (1), and City Hospital’s D47 and ASU. Other than these concerning exceptions, the general trend appears to be toward discharges in afternoons and early evenings. It should furthermore be noted that there is the possibility for the early morning discharges to have been circled accidentally by the patients instead of the afternoon options.
The final part of this section on the patient survey is focused on the 26% of respondents who needed help when they reached home. The majority of patients stated what form of help was provided, enabling the LINk to form a picture of the services engaged. This is shown in the table below; note some patients accessed more than one form of help and all but 2 speak of experiences in 2010. 12 of these patients were discharged from City Hospital and 8 from Sandwell General.
	Form of Help
	Number of Patients

	Equipment, e.g. Crutches
	7

	Physiotherapy
	3

	District Nurse
	6

	Home Care/Social Support
	5

	Social Capital
	1

	Nothing
	1

	Unknown
	2


The experience for those who needed equipment was variable; 2/7 described it as ‘ok’, 1/7 stated a friend fetched the item and 1/7 said some equipment took two months. Of the three patients needing physiotherapy, one reported receiving nothing, one stated the physiotherapy department were not told and the other did not comment, though they did say they felt they had been discharged too soon as their injury was unresolved.
The experience of district nurses was also variable. 2/6 could not comment, 2/6 reported experiences that were ‘alright’ and ‘good’ and the final 2/6 reported poorer experiences. In the case of one, they stated that their nurse was changed and the service was very good thereafter. For the other, the nurse failed to remove their stitches so they had to return to hospital.

Home care/social support had encountered generally positive responses. 2/5 described it as ‘ok’ and 2/5 described it as ‘good’ and even ‘excellent’. Only one had a bad experience, stating homecare was needed immediately and took 31 days to receive. It is important to note that one of the five describing it as ‘okay’ also cited the breakdown of communication between hospital and social services as delaying discharge for a week.
The final two included one patient who utilised a friend’s support and another who described the help they received as ‘nothing’, citing a communication breakdown over needs.

Ultimately, 25% of these patients (5/20) encountered difficulty in the services they accessed outside of hospital. At the very least, this indicates flawed partnership working. It was this, particularly, that the other methodologies would examine closely in order to ascertain what could be done to bring about improvement.

Enter & View Visits

The ‘Enter & View’ visits were conducted by six authorised representatives undertaking visits as pairs escorted by the Host. Six visits were made during the last week of August and the first week of September On each occasion, these visits were unannounced and staff members were found to be immensely accommodating. The data collected will be analysed overall initially, and ward specific case studies will follow.
On each visit, the authorised representatives went through a set questionnaire with two distinct sections. The first section focused on general data about that ward, usually gained from the ward manager or their equivalent on that shift. The second section requested anonymous information about patients due for discharge that day (or in the near future); in this way, staff members were able to communicate general difficulties and supply 15 case study example patients.
Section 1 of the survey asked for the ward manager (or equivalent) to relay the process of discharge for that ward. In all cases the ward managers clearly understood the process they were required to undertake and made it clear that all necessary parties were involved in the process of planning a discharge as early as possible. It immediately became clear that, as Sandwell LINk had hoped, the ward managers were the experts in identifying areas of the process that resulted in delays. There was also crossover between wards which enabled us to see the patient journeys. For example, MAU was the first ward visited and one of the difficulties cited was the availability of beds on wards to which they needed to transfer patients; this included D47, to which a later visit was made.
A common theme emerged amongst the longer stay wards. On D47, the challenge was in care packages; the same was found on Priory 4 and Newton 3. D47 varied marginally as patients would be transferred there after starting in a different ward (like MAU). This meant their section 2 (the initial notification of a need for social services) would be filled out on that other ward. In all three cases, social services would not actually act until section 5 (the final notification) had been sent off, and all felt that substantial delays (bed blocks) were created in waiting for a package of care this way. The paperwork was described by one ward manager as taking up to an hour and a half to fill out, and all three wards reported the need to spend a great deal of time on the phone to social workers in order to ensure it was being filled out correctly. The availability of support from discharge liaison nurses was additionally cited, but it was stressed that even with the focused pursuit of discharges from those nurses, delays continued: in both the case of Newton 3 and D47, 10 patients were medically fit but could not be discharged at the time of the visit; Newton 3 cited further problems connected to getting mental health assessments.
This message of difficulty with social services was duplicated on Newton 2 with their short stay surgical patients. It was noted that social services were reluctant to respond to the receipt of section 2s despite the fact that it was felt this could be very beneficial in cases of elective surgery. An example proposed was hip replacements, where requirements after surgery could be gauged in advance with a fair degree of accuracy.

The smoothest processes of discharge were described on ASU. This appeared to be as a result of two combined factors: it operated nurse-led discharge (as with Newton 2) and it would not take cases with complicated needs that required social care (unlike Newton 2). The staff’s main concern was that they may come to experience greater difficulty with bed blocks in future, since any patients with complicated conditions could currently be transferred into the main City Hospital and this would no longer be the case when the new hospital was up and running across town.
Following the description of the discharge process, each manager was asked about formal and informal complaints they had received relating specifically to discharge in the four weeks prior to the visit. Only MAU had any formal complaints (2), but informal verbal complaints were more prevalent: on MAU, an estimated 5-6 had been made around waits for TTOs (discharge medication); on D47, an estimated 3-4 had been made relating to waits on social services; on Newton 3, a GP had made a verbal complaint about the clarity of a discharge letter.
The next general question queried whether routine duties created delays. Here, a clear contrast could be found between the shorter stay wards and the longer stay wards. Amongst the three shorter stay wards, the following was true: MAU cited delays due to blood tests and transport; ASU cited delays accumulating in the afternoon as the ward experienced theatre blocks and staffing reduced from 6-7 to only 4 (this was confirmed by one patient survey who noted a decrease in care standard with the reduced staff levels); and Newton 2 stated TTOs could be a problem when the doctor had not written them up. By contrast, routine duties appeared to impact longer stay wards less often because the length of wait for social services meant there was ample time for all other duties to be discharged. Only two other items were cited. One was on Newton 3, who indicated that their MDT (multi-disciplinary team) meetings could create delays as there was only an hour a week available for them; this was not reported on Priory 4 or D47 as an issue, but the description of their discharge process did highlight a need to wait for the MDT meeting to agree discharge and this may contribute to overall delays. The other item was raised on D47 and entailed individuals becoming ill again whilst on the ward; this was a serious concern and could contribute to long delays.
The next question asked when social workers were first contacted about patients that were deemed ‘vulnerable’. This did not apply to ASU, but all other wards indicated that it was very early. Newton 2 highlighted their attempt to do it at pre-assessment and the difficulties encountered; MAU would do so within first 2–12hrs, and frequently the needs were picked up in A&E anyway; Newton 3 and D47 indicated that section 2 was dispatched upon arrival to their wards, and Priory 4 indicated it would be within the first week.
Experience with specialist transport (such as ambulances) was varied, but all indicated waiting times of a number of hours. MAU stated that patients waited in the discharge lounge for transport, this meant they were not certain how long the wait was for the patient, but the bed was freed for the ward; Priory 4 estimated it was around 2hrs for an ambulance and there were sometimes problems – a discharge had had to be cancelled due to lack of ambulance before; ASU experienced little delay during the daytime, but could experience problems after 5pm; D47 indicated that booking on the day could entail a wait of up to 4hrs, whilst even booking in advance could mean 1hr or more of waiting – it was noted that this was particularly problematic as patients usually needed to reach home in time for the first visit from their care package; Newton 3 indicated little problem in the week, but more problems on the weekends; and finally, Newton 2 said waits were around 3hrs, with a discharge lounge available for the patient so that the bed could be freed up.
The final general question concerned how many staff had been trained in discharge procedure on each ward. These replies were variable. MAU were just beginning to train staff the day after the visit but the procedure was understood; Priory 4 described 15 qualified staff who had trained on the job; ASU had nurse-led discharge and trained nurses under the induction procedure – they noted there was a view to rolling the method of discharge out more widely; D47 said 2 had been trained, but all knew about discharge and study days were coming up; Newton 3 said there was no formal training, but their discharge liaison nurse had taken the initiative to do process mapping; and Newton 2 returned to the fact there was no specific training, only generic hospital discharge procedure. Training would later be discussed with Linda Pascall, Deputy Chief Nurse.
Section 2 of the survey focused around anonymous case study examples of patients due for discharge, thereby allowing the authorised representatives to follow the patients through the discharge process. 15 examples were gained, and in each case the patient’s condition and complicating factors were discussed; only 5 out of 10 were deemed to have no complicating factors (ranging from diabetes to dementia). The questions mirrored those in the patient surveys, but went into greater depth. As a result of this, the findings for each ward will be examined separately in case studies and contrasted to the patient results.
Medical Assessment Unit, City Hospital – 24th August 2010
Three patients were discussed on MAU. All of them were described as having had their discharge folders opened upon admission, though one nurse noted that the predicted date of discharge tended not to be used. It was established that patients were told they would be discharged during the doctor’s ward rounds and were discharged immediately afterwards; each patient discussed had been informed of their departure during the 9:30am ward round and were waiting to be able to leave (note that the visit was 10:00am to 11:00am). This fits with the patient survey results; 3 were returned from MAU, one not indicating wait time, one suggesting 4hrs and one 1hr.

Each of the patients discussed on the ward was thought to understand the discharge procedure and would be receiving copies of a discharge letter to take away. Again this matches the patient surveys, where all three felt they were kept informed and two noted they had been given discharge letters. In discussing adaptations for patients to this information, it was noted one patient on the ward was being given extra information to encourage them to attend a service they needed (AA).
All three patients on the ward needed to wait for medication, and this was anticipated to be 1.5-2hrs. In one case, the doctor had not yet written the TTOs. The patient survey replies did not include patients needing medication.
For the three patients on the ward, only one was being discharged into the care of a family member but all three would have their next of kin notified that they were being discharged. All patients were additionally being discharged into care by other services; this included outpatients (2), via a letter, and an appointment with older people’s service (1). The two outpatient referrals required assessments, but neither caused any form of delay.
None of the patients on the ward required any other sort of aid in the form of equipment or adaptations at home. Transport varied only slightly; one patient was to have a taxi ordered and another could get money for a bus.

The final point was to note that the discussion concerning the patient’s discharge occurred at the bedside during the doctor’s round.

Overall, the main sticking points on MAU were identified by the nurse during the course of discussion: a) waiting for the doctor’s rounds, b) waiting for medication, c) waiting for blood results and d) waiting for transport. Bed blocking when patients needed to be discharged to another ward was also stressed as a difficulty.
Priory 4, Sandwell General Hospital – 26th August 2010

Two patients were discussed during the visit to Priory 4, an acute elderly care unit. These could then be matched against a further 2 patient surveys.
Both of the patients discussed on the ward had complicating factors. One had dementia and physical disabilities, whilst the other was bed bound and had tried intermediate care but their partner (their main carer) had not been happy. Both patients had had their discharge folders opened the day after admission to the ward, but the times of notification they could be discharged varied. For one patient, they had been told two days in advance. For the other, the patient had been medically fit and ready to leave (the patient’s family being aware of this) for two weeks at the time of the visit; the delay was the result of waiting on their care package. Originally the discharge date had been set for 30th August, but the discharge liaison nurse had brought this forward to 26th August. The two patient surveys indicated 1hr and 4hr+ waits, with both feeling they were kept informed of what was going on.
Only one of the patients was thought to understand the discharge procedure, due to complicating factors, but both would have discharge letters, etc. and these would be in the care of the main carer where relevant. This matched with the patient surveys, where both received discharge letters (1 feeling this caused a delay) and both understood the paperwork they took away. On the ward, both patients needed medication. This was already done for one patient, and would shortly be ready for the other patient; a last minute request from the carer meant it was being converted into a medi-dose pack. For the two patient surveys, both had needed medication and only 1 felt it caused a delay.
In both of the cases on the ward, the patients were due for discharge to their family’s care, but would also be receiving social services support. Social services had initially been notified at the start of each patient’s stay (second day of admission) but the patients had now been on the ward for 4-5 and 6 weeks respectively. Note that for the former (4-5), the patient had been medically fit and ready to leave for almost half that time. Both had had their assessments for care done whilst on the ward; this caused a one week delay in one case. In terms of any other help at home, one patient would require a Zimmer frame, but no adaptations to the home were anticipated. The patient surveys had not involved any help after discharge.

In terms of transport, only one patient on the ward required an ambulance and none of the patient surveys. This one patient was not expected to encounter any difficulty, but it had been a problem in the past.

Finally, decisions to discharge were made at the MDT meetings with the patient or their carer. It is worth noting that amongst the patient surveys was a comment about being looked after ‘pretty well’ by the doctors.

Overall, the main problems on Priory 4 are around an inability to get patients assessed and appropriate care arranged so that they can be discharged. Secondary to this, ambulances can be a problem due to being unavailable or too late. Discharges have been cancelled in the past due to lack of availability or the ambulance being too late in the evening to be acceptable when discharging an elderly patient.
Adult Surgical Unit, City Hospital – 1st September 2010

Three patients were discussed during the visit to ASU, an adult surgical unit specialising in day or 23hr surgeries. These can be matched to 6 patient survey replies from the same time period.
Of the three patients discussed, none had complicating factors. All had been through pre-admission checklists, where arrangements for discharge (address and who would collect the patient) were confirmed prior to the patient being admitted, and this was confirmed by the nurses prior to surgery as well. At this point, all patients would also have been informed of the guidelines for discharge: that it would take around 1hr after surgery for local anaesthetic and 3hrs for general, and the patient needed to fulfil a number of criteria, e.g. passing urine, before discharge could happen. This checklist was what enabled the ward to carry out nurse-led discharge and turn patients around more quickly. All patients were felt to understand this. This is supported by the patient surveys where varied waiting times were expressed and only 1 varied in the actual time compared to predicted. Only 1 of the patients said that they had not felt informed and were ultimately discharged too late. This same patient noted a point later raised by the staff themselves; that lower staffing levels in the afternoon contributed to delays.
As above, all three patients on the ward would have been clear from the outset about the predicted discharge time after surgery. The patients would all additionally receive discharge letters and leaflets tailored to their needs, e.g. concerning when stitches might need to come out. This is matched by all 6 patient surveys noting they had received discharge letters (1 feeling it caused a delay) and all 6 feeling they had understood those letters.

All three patients on the ward were expected to need medication and this was also anticipated to cause little delay as it was kept on the ward. Again, this was confirmed in the patient replies where 5 had received medication and none had felt this caused a delay.

In all three cases, the patients would be discharged into the care of a family member and the nursing staff would be notifying the carer of the anticipated time that the patient would be ready for discharge, confirming this was feasible. None would receive care at home or specialist transport, and this was mirrored in the patient surveys due to the nature of the ward.

Decisions concerning each patient’s discharge were made by the nursing staff using the checklists; any variation from the checklist or other cause for concern would require a doctor to be involved, and the nurse would discuss this with the doctor in private.

Ultimately, discharges from ASU are the smoothest encountered out of the six wards visited due to the nature of their work. Two of the patient survey replies credited them as ‘very caring and very efficient’ and stated they were ‘very happy with standard of care’. However, ASU did encounter some difficulties due to the current staffing structure. Although 6-7 staff would be present for admissions at 7am, this reduced to 4 in the afternoon and these had to work to both discharge and admit further patients. Sometimes theatre times would additionally overrun, creating more problems. The particular concern of the staff was the fact that they can currently transfer patients who experience complications to the main hospital, ensuring their care and freeing the bed, but this will not be the case with the new hospital. Problems were also experienced with the availability of ambulances in the evenings when needed.
D47, City Hospital – 2nd September 2010
Only one patient was discussed during the visit to D47, a ward specialising in orthopaedic rehabilitation and transfers to residential care. This was because of demands on staff time, however the staff did distribute the surveys as requested and consequently the 1 patient on ward can be matched against 8 patient surveys.
The patient on the ward was identified as having two complicating factors: dementia and safeguarding concerns. Their discharge folder had been opened upon admittance to the ward and the patient had been medically fit and ready for discharge since 19th August. The patient and their family, however, were only notified of the discharge 24 hours in advance, though the ward was still waiting on social services at the time of the visit. This uncertainty matches to varied replies by the 8 patient surveys, 3 of whom ended up waiting longer than expected (a week in one case) and 2 who waited less.
It was made clear that the patient did not understand the discharge process because of their condition, but the family were aware and would receive copies of the discharge letter along with copies for the GP/District nurse, etc. This appears to be mirrored with the patient surveys; 6 patients felt they were kept informed of what was going on, with only 1 stating they had not. 7 patients had received discharge letters, 4 confirming they understood the information they took away and only 1 noting they had not due to a visual impairment. Furthermore, 6 of the patients identified themselves as being discharged at the right time, with only 1 stating they had been discharged too late.

The patient on the ward did need medication, which would take around 2hrs. This was a delay, but because social services had not confirmed with the ward, this was not the main contributing factor to the delay. Amongst the patients, 7 reported waiting for medication and 4 noted a delay whilst 3 did not.

The patient on the ward was due for discharge into the care of a new nursing home. Social services had been contacted as soon as the patient had been admitted and the doctor has assessed them, however a safeguarding concern meant that even on the date of the visit, discussions were still happening and the social worker had yet to confirm the discharge could proceed. Amongst the 8 patients, similar difficulty had been faced: 4 had needed extra help at home, 2 receiving it and having ‘ok’ or ‘good’ experiences whilst 1 received care and no physiotherapy and 1 received nothing.
The final questions around specialist transport identified that the patient on the ward would need this and it had been booked with a predicted 1-2hr wait. Of the patient surveys, 3 needed it and all had ‘ok’ (2) or ‘good’ experiences.

The agreement to discharge the patient was reached with the MDT in an office with the patient’s family. It was also discussed on ward with the patient, though complicating factors meant they did not entirely understand.

Ultimately, the delays caused by waits for social services overshadowed other problems, but the D47 staff did experience waits for medication and transport as well. Particular concerns included the amount of staff time dedicated to filling out the paperwork required for discharge into care.

Newton 3, Sandwell General Hospital – 3rd September 2010
On Newton 3, two patients were discussed but there were unfortunately no patient surveys to match against. Newton 3 is female orthopaedic trauma unit.

Of the two patients discussed, neither had any complicating factors and both had had their discharge folders opened on the first day of admission. In the case of one patient, they had been told the preceding day that they were due for discharge; it was unclear if this was the case with the other patient. Both were due to be discharged into rehabilitation services in a care home and City Hospital respectively. Both patients were also thought to understand the procedure.

The patients were each to be given copies of their discharge information, a copy being sent to the care home as well for the relevant patient. Only one of the patients was due to need a prescription, but there was the potential for it to cause a problem. The nurse noted that if it were late, it would impact the ambulance booked for the afternoon and the patient may have to remain until Monday.

Social services had been contacted the day before discharge for one patient but difficulties had arisen because the care home would only admit 2 daily; the matter had been escalated as a problem within the trust. Similarly, the patient destined for City had been waiting for a week already. In both cases, no further delays were anticipated with the transfers. In addition to this, both patients required wheelchairs and this was expected to go smoothly. Both patients were also expected to use ambulances and would experience no delays.

Finally, the decision to discharge the patient was described as made using patient notes at their MDT meeting.

Despite the fact the two patients were expected to have smooth discharges from this point on, the ward staff did stress they encountered a great deal of difficulty. This included managing the problem of nurses having to spend 30-40% of their time (measured by the staff) on the phone or filling out forms. Duties that took up nurse time and contributed to delays included escorting assessors from partner organisations on the ward, chasing social services and chasing district nurses. Support from the discharge liaison team was acknowledged, but this was 1-1.5 days per week alone and needed expanding. Staff felt delays came from lack of capacity in receiving rehabilitation services and this meant they were currently hosting 10 patients who were medically fit for discharge. It was further noted that the situation became even more difficult if the patient required mental health support; two patients with learning disabilities had been waiting on the ward for assessments for two weeks at the time of the visit. 

Newton 2, Sandwell General Hospital – 7th September 2010

Four patients were discussed during the visit to Newton 2, a short stay surgical ward. These can be matched against 11 patient survey replies. It was established from the outset that of the four, two had discussed the discharge process prior to their surgery and had a file opened afterwards; both expected to be discharged over the course of the day. The other two were being cared for by a bank nurse, one having begun the discharge process that morning and expecting to leave at 11:00am and the other having begun the process the previous week; it was not clear when this patient was told he could go. All four patients were thought to understand the discharge procedure. This fit with the patient surveys, where it was clear the 11 patients had understood the length of time they would have to wait for discharge and all felt kept informed throughout the process.
All four patients were to be supplied with discharge letters; in one case it was translated verbally for the patient due to the complexity in the letter. In the patient survey, 8 of the 11 received discharge letters (3 feeling it had delayed them) and only one had trouble understanding it.

Interestingly, all four patients on the ward needed medication and staff felt there would be no delay due to the medication being on the ward. Amongst the patient surveys however, 10 needed medication and 5 of these felt it delayed their discharge.

All four patients on the ward were anticipated to be discharged into the care of their families, the families having been duly contacted. Only one would also utilise care services and this was STAR. The first visit had been arranged for that afternoon. It was noted STAR had been contacted several days before and would carry out the assessment in the home; there was no indication that this delayed discharge. Fitting with this, the same patient was the only one to need equipment and the nurse was unaware if home adaptations would be needed as this would be established by STAR. In the patient surveys, none identified themselves as needing help at home but 2 did feel they had been discharged too soon.
Only one patient was using specialist transport and this had been booked and was on time.

Ultimately, there were a number of factors potentially delaying discharges on Newton 2. These included delays in going into theatre: of the four patients, three had returned from theatre too late to be discharged that day and were being kept in overnight as a result (this was a likelihood explained to patients in pre-assessment). Additional delays highlighted by staff concerned medication not kept on the ward and social care provision. It was additionally explained to the LINk members that 70-80% of the patients were not short stay, with the patient who would now experience STAR services having been in hospital from 16th August to 7th September.
Discussions
The Internal Trust Discharge Review: Linda Pascall

On 3rd November 2010, two Sandwell LINk members met with Linda Pascall, Deputy Chief Nurse at Sandwell and West Birmingham Hospitals NHS Trust, in order to hear about what was happening within the hospitals around discharge. The meeting was to be attended by Matthew Dodd, Deputy Chief Operating Officer, but he was unable to make it. Linda explained that she and Matthew were working together on their review and she would therefore answer as many questions as she was able. Matthew covered process of discharge due to his role whilst Linda covered some process and education of staff.

The background to Linda and Matthew’s work was the consequence of a need to meet required standards for safe and effective discharge during their audit. As a result, they had begun to collect detail on the process of discharge at present and were reviewing their policies around discharge internally (to other wards) and externally (into the community or other services).

Linda was open in acknowledging the findings of the Risk Manager involved in the review. There was a lack of confidence that the discharge checklist was being utilised and that the paperwork was being filled out. This was a problem both internally and with external discharges. In line with this, Matthew was reviewing the policy and tackling the checklist within that. Linda was working on developing a training programme to match this as no formal training in discharge existed. The training programme would need to effectively cascade learning, so part of the task was identifying who to start with. Linda would be responsible for writing and quality assessing this.

In the process of this work, a cross-party group had been established as a consequence of issues raised. This involved individuals within the hospital and from Sandwell Community Health Service, including matrons, risk managers, team leaders, etc. At the time of the discussion, only one meeting had occurred to discuss communication issues, e.g. matrons understanding who their counterpart was in other services. At their next meeting they planned to produce commonsense guidance on discharge. It was also hoped that if the integration with Sandwell Community Health Services proceeds from 1st April 2011 as planned, there would be opportunity for joint appointments across the hospitals and community services. It is intended that at that time, the membership of the group would grow and the role and remit would be strengthened.
Nurse-led discharge (or the use of suitably qualified clinicians) was also addressed. The hospital trust was hoping to expand on this and formally roll out training from 1st December. It was noted that nurse-led discharge had its limitations however: it would only be okay where a clear parameter can be safely identified, irrespective of the specialty. This is more likely to be noncomplex cases.

Bank nurses and their capacity to discharge were also addressed. It was clarified that only bank nurses dedicated to the trust would be able to do this and policies made it clear what bank nurses would and would not be covered for in their work.
Linda also acknowledged the problems around the transfer between agencies, particularly social care. She said that discharge liaison teams do exist but they operate differently in each hospital. Matthew is dealing with this in principal, but current measures for accommodating an inability to discharge include having a ‘hit squad’ booked so that capacity of a ward can be flexed up between Friday and Monday when discharge cannot happen. She agreed that having social workers able to help in assessments on Mondays, Wednesdays and Fridays could make a lot of difference.
Lastly, it was noted that a different form of discharge review was happening in A&E due to the clinical issues. Work was being undertaken in Sandwell General and there was a great deal of competency. It was noted that the Rapid Assessment Teams and psychiatric assessments were working well.
The Social Care (STAR) Perspective: Tony Barnes
On 9th November 2010, Tony Barnes, Assistant Manager with STAR services joined Sandwell LINk Management Group to discuss the social care perspective. He explained the background to his team: STAR is a Short Term Assessment & Reablement Service set up on 28th July 2008. It used to be Sandwell Homecare and the team numbers 15-20 members per town with a capacity of supporting 160 service users to have 3 visits per day.

STAR is only one aspect of social service provision and it focuses on individuals who will benefit from reablement, i.e. who want to return to living as independently as they can. It is generally deemed inappropriate for those who are terminally ill. The service can be in place within 48 hours and it lasts for up to six weeks. It involves an in depth assessment in order to set up an on going care provision for that individual if required.
STAR is complemented by the Fast Response service, which has been running 7-8 years. This functions differently, providing full care support inside 1hr for people to avoid admission into hospital. It lasts for 6 days and has only 20 team members, trained to a high level. Fast Response additionally caters for terminal or palliative care. Furthermore, it can take referrals from A&E or EAU at the hospitals where patients will not have been admitted.
STAR has promoted its service to all wards, setting up contacts, and wards should therefore be able to refer patients to STAR. Currently the service picks up patients from Dudley, Sandwell and Birmingham. They also stay with those patients until a care package has been established; this has resulted in overrun so capacity is being addressed.
Within its team, STAR has a physiotherapist, occupational therapists, a rehab support worker, community care officers and care staff, which are support by a management team. They additionally work alongside CCARS (Complex Crisis and Reablement Service) which picks up any diagnosis of mental health but predominantly people with dementia.

The LINk raised the issue of requiring medical personnel to identify the needs of patients before discharge (whilst filling out section 5) and whether this resulted in inappropriate referrals. Tony stated that this was not usually the case, with only 1 or 2 inappropriate referrals per month to his knowledge. An example of this was being told that the patient was mobile on the ward but finding they are not at home. Tony stated that for each referral, they check the council’s system for data on the user. Unfortunately healthcare use a different system or this might have aided communication.

Finally, some discussion was had around the receipt of notifications from the hospital. Tony stated these went to the contact centre and he did not believe any delays occurred there because referrals he has received were usually only hours old. He agreed that there may be potential in the idea that social care services responds earlier to receipt of section 2s in the case of fairly ‘predictable’ discharges like hip replacements. It was envisaged that social care services may be able to approach the hospital to establish the care package sooner in a variety of circumstances where care needs could be predicted.
Recommendations

On the basis of the findings, Sandwell LINk Recommendations are as follows:
· Improve joint-working between health and social care, exploring options such as:
· Using reablement funding to support social workers on the ward on Monday, Wednesday and Friday to help in establishing care packages.

· Having the contact centre in social care respond to Section 2s and begin to establish packages of care, particularly for elective surgery, earlier.
· Reviewing how and when doctors write up TTOs.

· Reviewing delays in providing prescriptions.

· To address both of these, the following possibilities might be considered: TTOs might be written up by someone else with appropriate training, whilst the doctor retained the ability to actually prescribe? Alternatively, or as well, the TTO could be done the day before the patient is due to depart, giving the pharmacy more time to prepare medication in advance.
· Consistency should be established across hospital sites.
· Improvement should be made in the provision of equipment and communication about referrals.
· Improvement should be made in links to district nurses, for example, implementing joint appointments as described by Linda Pascall as soon as possible.
· Improvement should be made in working alongside mental health services.
· Listening into Action events should be used to showcase improvements, e.g. those made by the staff that had done process mapping and time studies on Newton 3.
· Nursing levels on the wards need to be addressed in order to ensure continuity of care, e.g. the instances in ASU where reduced staff levels in afternoon as demands rose meant staff found it challenging to deliver the care they wanted to.
· Uniform training needs to be established for staff in the discharge procedure.

· There should also be clarity about having the appropriate staff in charge of discharge, e.g. only bank nurses dedicated to the Trust with the appropriate training.
· There needs to be efforts in embedding the understanding not to attempt to discharge elderly patients at night-time more thoroughly across all organisations.

· There should also be a process that includes advocates for those unable to communicate their thoughts appropriately.

Appendix 1: Detailed Graphs Relating to the Patient Survey
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