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Healthcare Inspectorate Wales (HIW) is the 
independent inspectorate and regulator of 
healthcare in Wales

Our purpose
To check that people in Wales are receiving good care.

Our values
• Patient-centred: we place patients, service users and public experience 

at the heart of what we do. 

• Integrity: we are open and honest in the way we operate.

• Independent: we act and make objective judgements based on 
what we see.

• Collaborative: we build effective partnerships internally and externally. 
• Professional: we act efficiently, effectively and proportionately in 

our approach. 

Our priorities
Through our work we aim to:

Provide assurance:  Provide an independent view on the quality 
of care.

Promote improvement:  Encourage improvement through reporting 
and sharing of good practice.

Influence policy and standards:  Use what we find to influence policy, 
standards and practice. 

Healthcare Inspectorate Wales
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1. Executive summary
Based on concerns identified during work inspecting General Practices during 2014-15, 
HIW decided to undertake a national review to evaluate the quality of patient discharge from 
hospitals to general practices. The review set out to understand and assess the:

• Quality and quantity of information provided by secondary healthcare to primary 
healthcare (general practice) and whether it can be improved.

• Timeliness and accuracy of discharge information and what the barriers to achieving best 
standards are.

• Impact poor discharge information has.

• Mechanisms used for information sharing and whether these can be improved.

Our review consisted of gathering information from all seven health boards and Velindre 
NHS Trust via the completion of self-assessment forms. Completion of this form included 
the provision of information and supporting documentation relating to each organisation’s 
own discharge policies. Alongside analysis of documentary evidence, we ran an extensive 
campaign of public engagement and undertook a wide ranging period of fieldwork where we 
spoke to over 250 individuals from a range of organisations including all seven health boards, 
the Welsh Ambulance NHS Services Trust (WAST), Velindre NHS Trust and local representative 
committees of NHS GPs.

Overall, we found that the quality of discharge to be variable, which requires significant 
attention to ensure that safe and effective healthcare is provided across Wales. We found that 
whilst all health boards and Velindre NHS Trust appeared to have in place the correct policies 
regarding discharge, there appears to be a lack of awareness and understanding of the 
processes from staff on wards. There was also a lack of understanding of what information 
should be shared between secondary care and GPs. 

We saw that good discharge relies heavily on effective planning, and that more needs to be 
done across Wales to ensure that health professionals work together as effectively as possible. 
This means that there needs to be:

• Greater clarity over the roles and responsibilities of those healthcare professionals involved 
in the discharge process: We found that staff did not always understand the valuable role 
that their colleagues play in the process.

• Increased involvement of pharmacy roles within the discharge process to aid with To Take 
Out (TTO)1 medication timeliness and clarification. We found that where ward-based 
pharmacy staff were used more often, that discharge was more efficient.

• Improved communication with patients and families, with a need to clarify arrangements 
over who ensures patients and families are engaged with effectively.

• Stronger relationships between GPs and hospitals: We consistently found issues with a 
lack of mutual understanding of roles, impacting the quality of information being shared 
between hospitals and GPs.

1 To Take Out (TTO) refers to medication that a patient is given after leaving hospital.
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One of the key issues from our review is the range of mechanisms used to facilitate the 
sharing of discharge information, and how these methods impacted the process. We found 
mixed methods and systems being used, ranging from electronic and paper. We also saw 
that, in some cases, discharge information continues to be sent by Fax to GPs. Where paper 
based documentation is used, this increases risk in terms of readability and the potential loss 
of data due to transfer between sites and systems. We saw that in areas where electronic-
discharge (e-discharge) is used as a method for recording and distributing information, 
this had a positive impact on both quality of information and timeliness of receipt by 
the GPs. For instance it has resulted in less time being used by GPs to clarify relevant, 
additional information from secondary care, freeing them up to provide patient care. 

Whilst we have seen the positive impact that e-discharge can have, there remains a 
professional duty on those involved with the patient care pathway to make sure they share 
and communicate all the pertinent information. An e-discharge system is not the solution 
by itself, rather it is part of a wider range of actions that are required from all. We saw that 
even with e-discharge in place there are instances where sparse or incomplete information is 
provided. In addition, for e-discharge to work, the underpinning infrastructure needs to allow 
it to function as intended. We found frustration amongst healthcare staff at the inadequacies 
of their organisation’s Information Technology (IT) systems undermining their ability to use 
e-discharge effectively.

We found that a number of positive and local initiatives had been developed. In particular 
the use of dashboards to monitor live discharge data is an example of technology working to 
aid the provision of an effective service. This data assists with ongoing work to address bottle 
necks in the system as well as overall analysis to help develop improvements. 

For technology to be truly effective, IT systems across Wales need to be integrated, however it 
is important to reiterate that for this to happen there is a clear need to be realistic about what 
is required, and the timeframes needed for implementation. 

What can be improved regardless of IT and e-discharge systems, is the relationship between 
secondary care and general practice. Bringing this relationship closer will see an improvement 
in understanding roles and responsibilities, as well as opening channels for ongoing dialogue 
to raise concerns and share best practice.

Throughout our review we’ve conducted an extensive number of interviews that have 
provided a commonly held view and understanding of the issues and challenges that 
prevent good discharge. Therefore it’s concerning that these issues have not been overcome, 
instead leading to a disjointed approach across Wales with local initiatives and tools 
developed in the absence of the implementation of national solutions. 

Poor discharge can lead to poor outcomes for patients and for their loved ones. It is essential 
that each professional involved in a patient’s care needs to take professional responsibility and 
accountability in ensuring that they play their part in the patient’s pathway. The challenges 
within this report need to be overcome in order to ensure that the necessary improvements 
are made across Wales.
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Recommendations:

Report Finding Recommendation

1 We identified some overlap and lack 
of clarity regarding some of the roles 
associated with the discharge process 
within secondary care.

NHS Wales healthcare organisations 
should ensure there is clarity in relation 
to the roles staff play in the discharge 
process, and to communicate this across 
their respective organisations therefore 
helping to increase staff and patient 
understanding of the discharge process, 
and improve consistency.

2 We found that NHS Wales healthcare 
organisations policies specify timeframes 
ranging between 24 and 48 hours prior 
to discharge, for take home medication 
to be confirmed. Overall we found that 
compliance against these timeframes was 
variable.

NHS Wales healthcare organisations need 
to audit and monitor compliance with 
their own policy timeframes and Health 
and Care Standard 2.6 regarding the 
provision of TTO medication.

3 There is a risk to patients of not 
understanding how to take their 
medication or of any potential side effects. 
Therefore it is important that the patient 
and/or carer understands why medication 
has been given, how it should be take and 
potential side effects.

NHS Wales healthcare organisations 
need to ensure that patients are provided 
with appropriate information about the 
medication they have been prescribed 
in a timely manner prior to discharge. 
Compliance against this should be audited 
and monitored.

4 We found that increased ward based 
pharmacy helped improve efficiency 
regarding take home medication (TTO’s) 
and the discharge process.

NHS Wales healthcare organisations 
should consider introducing ward based 
pharmacists to help improve medication 
lists and the production of timely 
discharge summaries.

5 Pilot studies of Patients Know Best (PKB) 
require further evaluation in terms of 
outcomes. Where benefits are identified in 
terms of information sharing and patient 
engagement, these should be shared with 
all NHS Wales healthcare organisations.

NHS Wales should ensure that any 
potential benefits identified as part of PKB 
pilot studies, are shared across healthcare 
organisations. 
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6 The inclusion of patient, family and carers 
is vital given these individuals are often 
best placed to know how to assist with 
continued care post discharge.

Measures should be taken to improve 
inpatient, family and carer engagement 
to ensure people are fully consulted about 
their care and treatment NHS Wales 
healthcare organisations. This is in line 
with Health and Care Standard 4.2 Patient 
Information and Standard 5.1 Timely 
Access.

7 Feedback received acknowledged the 
improvement in quality and timeliness that 
electronic transmission brings.

NHS Wales should specify a target date by 
which discharge summaries and clinical 
letters issued to general practices are 
issued via direct electronic transmission.

8 Feedback received indicated that 
Physiotherapists and Occupational 
Therapists are under utilised within current 
discharge processes. The inclusion of their 
entries within discharge summaries would 
help avoid separate communication to 
GPs, or their counterparts in primary care, 
helping with efficiency. Whilst some NHS 
Wales healthcare organisations formally 
include such professionals as part of the 
MDT aspect of the discharge process, 
this approach is not consistently applied 
across Wales.

Where not already formally included, 
NHS Wales healthcare organisations to 
increase the inclusion of Physiotherapists 
and Occupational Therapists within the 
MDT aspect of the discharge process 
where relevant.

9 There has been an improvement in 
quality and timeliness where e-discharge 
is in operation. However, this is not in 
operation across many sites/hospitals with 
staff querying when rollout will be more 
widespread.

NHS Wales needs to clarify timeframes 
and next steps regarding the rollout and 
implementation of e-discharge across all 
NHS Wales healthcare organisations.

10 Feedback received acknowledged the 
improvement in quality and timeliness that 
e-discharge has brought.

NHS Wales healthcare organisations 
should actively pursue the implementation 
of e-discharge systems in support of 
improved quality, timeliness and sharing 
of discharge information. Any new 
e-discharge system needs to be monitored 
continually to measure its effectiveness.
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11 The use of performance dashboards to 
present live discharge information data 
across several periods of time, wards, 
hospitals, etc., provides a valuable insight 
into discharge performance across an 
organisation.

NHS Wales healthcare organisations 
should ensure they have arrangements 
in place to share good practice around 
live dashboards.

12 A common theme during our fieldwork 
was the weaknesses in the relationship 
between general practice and secondary 
care, the common view being that the 
relationship is not close enough.

NHS Wales healthcare organisations 
should, where not already in place, 
implement mechanisms where primary 
and secondary healthcare interface issues 
can be addressed.

13 The importance of junior doctors receiving 
training on the discharge process and 
electronic discharge should not be 
underestimated. Discharge training should 
be seen as a priority and scheduled within 
the first week of induction.

NHS Wales healthcare organisations 
to ensure that junior doctors receive 
discharge training as part of their 
induction, and that compliance should 
be continually monitored.
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2. What we did
In 2016-17 HIW committed to undertake an all Wales thematic review focusing on the quality 
of patient discharge from hospital to general practice. This was primarily a response to the 
issue of poor discharge practices being highlighted during our 2014-15 inspections of general 
practices. 

In particular we noted a recurring theme around the quality of information and 
communication between hospitals and GPs. We also noted patterns and themes from 
concerns raised with us relating to patient discharge, which included:

• a lack of accurate and useful discharge information; 

• poor quality transfer of care information; 

• delays in provision and availability of discharge letters; and

• overall completion and timeliness of discharge communication.

Good discharge is important as it 

“…aims to bridge the gap between hospital and the place to which the patient is 
discharged, [to] reduce length of stay in hospital, and minimise unplanned readmission 
to hospital”2.

Where this has not happened, poor discharge can result in a breakdown in the continuity 
of care, leading to detrimental outcomes such as lack of follow-up in the community or 
readmission to hospital.

In developing its approach to this work, HIW took account of reviews and activities 
completed, or planned, by other organisations. Our purpose for this was to ensure that we 
were not duplicating the work of others, but complementing in order it to increase overall 
knowledge of the topic.

Wales Audit Office
We considered the work that the Wales Audit Office (WAO) undertook in relation to discharge 
planning. WAO undertook audits3 across each of the seven health boards, seeking to answer 
the question ‘Does the organisation have sound governance and accountability arrangements 
in relation to discharge planning?’ We were also participants in a WAO led patient discharge 
seminar that took place in March 2018. The seminar asked participants to focus and share 
solutions for patient discharge going forward. 

2 See: www.bmj.com/content/337/bmj.a2694
3  As of 14 February the WAO published reports for: Aneurin Bevan University Health Board, Betsi Cadwaladr University Health 

Board, Cardiff and Vale University Health Board, Hywel Dda University Health Board, Powys Teaching Health Board and 
Velindre NHS Trust. www.audit.wales/publications

http://www.bmj.com/content/337/bmj.a2694
http://www.audit.wales/publications
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The Welsh Government Quality and Safety Assurance 
Group/NHS Delivery Unit
The Welsh Government Quality and Safety Assurance Group (QSAG) commissioned the 
NHS Delivery Unit to develop standards for health boards on the provision of discharge 
information/transfer of care. Such standards exist in Scotland and England but not Wales. 
HIW was part of the Task and Finish Group formed to agree these standards for the 
transfer of care from secondary to primary healthcare, which led to a Welsh Health Circular 
communication4 and the development of guidance on implementation.

Stakeholder Reference Group
We established a stakeholder reference group for this review which included membership 
from the NHS Delivery Unit, Wales Audit Office, Public Health Wales, Royal College of 
General Practitioners, Community Pharmacy Wales, Royal College of Emergency Medicine 
Wales, Board of Community Health Councils Wales, HIW GP Stakeholder Reference 
Group, Royal College of Nursing, Health and Social Services Group – Welsh Government; 
Academy of Royal College Wales, and Royal College of Physicians. The group was set up to 
provide guidance and scrutiny for our review where necessary and to ensure that relevant 
organisations were kept suitably informed with the plans and progress of the review. 

The Review Team
To support our work we established a review team that comprised relevant expertise. 
Members of this team included a: 

• retired General Practitioner

• Consultant Physician

• Nurse/Safeguarding Lead

• Lay Reviewer.

Methodology
The methodology for our review initially consisted of an information gathering exercise 
whereby we gathered information from NHS Wales healthcare organisations via completion 
of a self assessment form. These organisations included:

• Abertawe Bro Morgannwg University Health Board (ABMUHB)

• Aneurin Bevan University Health Board (ABUHB)

• Betsi Cadwaladr University Health Board (BCUHB)

• Cardiff and Vale University Health Board (C&VUHB)

• Cwm Taf University Health Board (CTUHB)

• Hywel Dda University Health Board (HDUHB)

• Powys Teaching Health Board (PTHB)

• Velindre NHS Trust.

4 See: http://gov.wales/docs/dhss/publications/whc2018-014en.pdf

http://gov.wales/docs/dhss/publications/whc2018-014en.pdf
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The self assessment form requested responses to a series of questions relating to: 

• their discharge policies 

• e-discharge 

• shared learning 

• communication with general practice 

• communication with patients/family/carers. 

Where appropriate we requested that organisations also provide supporting documentation. 
The information received enabled us to understand the current intended discharge processes 
in each area. 

We then analysed the documentary evidence5 obtained from all stakeholders and ran an 
extensive campaign of public engagement that included: 

• an online survey

• a social media campaign

• an electronic communication with local authorities and health board A&E’s.

Furthermore, we interviewed over 250 individuals6 from:

• All seven health boards

• Welsh Ambulance NHS Services Trust

• Velindre NHS Trust

• and attended and gained feedback from Local Medical Committees (LMC).7  

Scope
The focus of this review was to look at the approaches adopted by each of the seven health 
boards and Velindre NHS Trust using Welsh Government Health and Care Standards (2015) 
to assist with the evaluation of the:

• Quality and quantity of information provided by secondary healthcare to primary 
healthcare (general practice) and whether it can be improved

• Timeliness and accuracy of discharge information and what the barriers to achieving best 
standards are

• Impact poor discharge information has

• Mechanisms used for information sharing and whether these can be improved.

5  Documentary evidence included NHS Wales healthcare organisation discharge policies, various professional guidance and 
self assessment forms.

6  Not including the numerous GP’s spoken to as part of our LMC meetings, the review team interviewed: 43 Nursing staff; 
23 Pharmacy staff, 22 Consultants; 21 Directors of Departments; 18 Managers of Departments/Wards; 12 Discharge 
Liaison Nurses; 10 Members of staff from Therapy Departments; 8 Members of staff from Patient Flow/Discharge Team; 
6 Junior Doctors; 6 Heads of Department; 5 GP’s and 3 Registrars. In addition there were 20 members of staff from various 
departments not placed within the categories mentioned.

7 https://www.bma.org.uk/about-us/how-we-work/local-representation/local-medical-committees/lmc-wales

https://www.bma.org.uk/about-us/how-we-work/local-representation/local-medical-committees/lmc-wales
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Terminology 
NHS Wales Data Dictionary clarifies that “Discharge is the end of the patient’s continuous spell 
using a bed(s) in one hospital site”.8 Transfer of Care is when an inpatient is ready to move to 
the next stage of care and a Delay Transfer of Care (DToC) is when they are prevented from 
doing so for one or more reasons.9 

The principle of transfer of care is a helpful one, implicitly acknowledging the importance 
of continuity in the process whereby a patient leaves hospital. For the purpose of our report, 
we have chosen to use the term ‘discharge’ as we believe that the public and patients 
will more clearly understand this terminology. However, the concept of Transfer of Care 
is an important one for healthcare professionals and organisations to understand and 
work towards.

The structure of our report is a reflection of where poor discharge can have a negative 
impact upon patient care and the continuity of that care. Subsequent sections of the report 
are a description of our findings and are presented in an order that reflects the discharge 
process from admission to discharge. We have sought to measured our findings against the 
Health and Care Standards in order to ascertain whether good discharge has been achieved. 
We deem good discharge to be well planned; well informed by professionals, patients and 
families; and well communicated to those continuing the care following discharge 
from hospital.

8 See: www.datadictionary.wales.nhs.uk/#!WordDocuments/discharge.htm
9 See: www.wales.nhs.uk/document/176141

http://www.datadictionary.wales.nhs.uk/#!WordDocuments/discharge.htm
http://www.wales.nhs.uk/document/176141
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3. What we found

The impact of poor discharge
The impact of poor discharge has been well researched and documented. Two key pieces 
of work relating to this were published by Healthwatch England10; and the Parliamentary 
and Health Service Ombudsman11. Healthwatch England identifies several basic failings that 
contribute to poor discharge. These included “…hospitals not routinely asking patients if they 
have a home or safe place to be discharged to, details of medications not being passed on 
to GPs and carers, and families not being notified when loved ones are discharged.” Some of 
the feedback Healthwatch England reported from patients highlights the distress patients and 
their families can experience when discharge is poor:

“I rang shortly after lunch to be told [mum] had been discharged. I was shocked. 
She lived alone and was still delusional. A neighbour rang to say mum had been 
brought home by ambulance in her nightgown and left at the cold house after the 
driver got a key from the neighbour. The elderly neighbour stayed with her all night. 
She was readmitted the next morning.”

“Staff on the ward are really supportive but the process of discharge is confusing at 
best and damaging to wellbeing at worst. It’s the communication and expectations 
that is very hard to keep track of: decisions reversed with no notice, no clear guidance 
to the family of who makes the decision.”

Healthwatch England’s report concluded that following certain procedures12 recommended by 
the National Institute for Health and Care Excellence (NICE)13 can help prevent poor hospital 
discharge. Whilst these specific NICE procedures are related to service user experience in adult 
mental health services, some remain pertinent to this review. Specifically: “Before discharge…
discuss arrangements with any involved family or carers…” and “Give service users clear 
information about all possible support options available to them after discharge.”

Information we have gathered from our engagement with the public via an online 
survey14, alongside data provided by the Board of Community Health Councils in 
Wales15, further illustrates the impact poor discharge has on patient care. 

10  Healthwatch England: Safely Home: What happens when people leave hospital and care settings. 
https://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/final_report_healthwatch_special_inquiry_2015_1.pdf

11  Parliamentary and Health Service Ombudsman (PHSO): A report of investigations into unsafe discharge from hospital. 
The report selects 9 of the PHSO’S most serious cases to illustrate the gap between established good practice and people’s 
actual experience of leaving hospital. https://www.ombudsman.org.uk/sites/default/files/page/A%20report%20of%20
investigations%20into%20unsafe%20discharge%20from%20hospital.pdf

12 See: https://www.nice.org.uk/guidance/CG136/chapter/1-Guidance#discharge-and-transfer-of-care
13 See: https://www.nice.org.uk/
14  HIW public engagement included an online survey, promotion at public events, social media campaign, news item on 

http://hiw.org.uk/?lang=en, e-comms with local health boards and local authorities and a poster campaign at GP’s, libraries, 
leisure centres and health board A&E departments.

15 See: www.wales.nhs.uk/sitesplus/899/home

https://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/final_report_healthwatch_special_inquiry_2015_1.pdf
https://www.ombudsman.org.uk/sites/default/files/page/A%20report%20of%20investigations%20into%20unsafe%20discharge%20from%20hospital.pdf
https://www.ombudsman.org.uk/sites/default/files/page/A%20report%20of%20investigations%20into%20unsafe%20discharge%20from%20hospital.pdf
https://www.nice.org.uk/guidance/CG136/chapter/1-Guidance#discharge-and-transfer-of-care
https://www.nice.org.uk/
http://hiw.org.uk/?lang=en
http://www.wales.nhs.uk/sitesplus/899/home
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The full results from our survey can be found in Annex B. Specific feedback we received about 
how poor discharge had affected people include:

“…pharmacy prescriptions…the carbon copy discharge summary form is too brief 
and illegible”

“if it had not been for my wife I would have dreaded to think what would have 
happened…I found it particularly distressing [seeing a person on a packed ward who 
suffered from dementia and was ready to go]…his daughter arrived and had a total melt 
down because she could not cope with him being discharged in such a way without being 
prepared and this affected me…all I kept think was how lucky I was to have someone to 
care for me and keep me safe”

“Delay in being discharged is a common experience, having to wait hours for discharge 
even after being assessed as ready to leave…this time period can be extremely stressful 
and anxious and being unnecessarily separated from family”

Findings from public/patient engagement
Some of the key results to note from our survey were that only: 

• some patients felt that their family or home situation was taken into account when 
planning for discharge

• roughly half of patients received a copy of their discharge letter before being discharged16

• roughly half of patients felt they were not given enough notice they were going to be 
discharged

• and most patients had to be re-admitted to hospital in relation to the same medical 
problem.

As the survey results show, there is room for improvement regarding patient involvement 
in their own discharge, receipt of their Discharge Advice Letter and engagement with the 
patient in terms of discharge date. The Academy of Medical Royal Colleges Wales (AMRCW) 
Report into the Primary and Secondary Care Interface (2017) includes the following relevant 
principle: ‘Give clear guidance to the patient as to what is the problem, what has been done 
so far and what it is intended to do. The patient should have an appreciation of what they 
themselves need to do. Do not commit other teams to any particular action or timescale 
without checking that is reasonable and practicable.’

Linking the findings from our patient engagement exercises together with intelligence 
provided by the Board of Community Health Councils (CHCs) in Wales has yielded similar 
results. Abertawe Bro Morgannwg Community Health Council undertook a survey17 of 
patients who were the recipient of stroke services in the ABMUHB area.

16  When a patient leaves hospital they should be given a letter for their GP, providing information about their treatment and 
future care needs. See: www.nhsdirect.wales.nhs.uk/encyclopaedia/h/article/hospitalappointments,admissionanddischarge/

17 www.wales.nhs.uk/sitesplus/902/opendoc/329276

http://www.nhsdirect.wales.nhs.uk/encyclopaedia/h/article/hospitalappointments,admissionanddischarge/
http://www.wales.nhs.uk/sitesplus/902/opendoc/329276
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It found that 52% of people went home without a care plan in place; 51% did not feel safe 
and confident about leaving hospital; and 46% felt they did not feel there was enough help 
or support for families/carers. 

Supporting data
In terms of the potential harm that poor discharge can result in, data on patient safety 
incidents18 in Wales19 and England for the period April 2016 – March 2017 showed that 11% 
of total patient safety incidents related, in part, to discharge20. This is not inconsequential 
as a figure given that a patient safety incident is defined as ‘any unintended or unexpected 
incident which could have or did lead to harm for one or more patients received NHS care’21.

NHS Wales healthcare organisations collect and report data relating to the NHS Wales 
complaints process known as Putting Things Right22. However, each NHS Wales healthcare 
organisation uses different systems to collect information, using different categorisation 
and classification. Therefore comparison of complaints involving discharge across NHS 
Wales healthcare organisations is difficult within the current system. To address this 
Welsh Government is currently attempting to standardise how data is captured to help 
provide clarity and consistency, and allow for the introduction of a new standard to collect 
information raised through Putting Things Right.  

Public Services Ombudsman for Wales findings
Over the period February 2015 to October 2017 the Public Services Ombudsman for Wales 
(PSOW) conducted fifteen investigations23 where patient discharge was referenced in a 
significant way. Some examples of this are:

‘No discharge information (e.g. communication with her GP) was contained within the 
records…’ 24

‘The discharge lacked effective communication…and raised serious concerns surrounding 
controlled medication’ 25

18  Patient safety incidents are reported via the National Reporting and Learning System (NRLS). The NRLS collects data on 
patient safety incidents in Wales and England. In Wales this data is published monthly by the Welsh Government. The data 
is used alongside other local patient safety intelligence and expertise to support the NHS to deliver improvements in 
patient safety.

19 See: http://gov.wales/statistics-and-research/patient-safety/?lang=en
20  Data relevant to discharge, categorised as Access, Admission, Transfer, Discharge (including missing patient), 

showed reported incidents for the period April 2016 – March 2017 totalled 9,421, 11% of total incidents for the same 
period. Incidents categorised as: Patient accident; Implementation of care and ongoing monitoring/review; Access, 
admission, transfer, discharge (including missing patient); Treatment, procedure; Medication; Clinical assessment 
(including diagnosis, scans, tests, assessments); Documentation (including staffing, facilities, environment); Self-harming 
behaviour; Consent, communication, confidentiality; Infection control incident; Medical device/equipment; Disruptive, 
aggressive behaviour (includes patient-to-patient); Patient abuse (by staff/third party); and Other.

21 See: www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
22  See: www.wales.nhs.uk/sites3/Documents/932/Healthcare%20Quality%20-%2030166_Putting%20Things%20Right_

a5%20leaflet_English_WEB%20VERSION%20-%20FINAL%20-%202017%2003%2001.pdf
23  Out of all the fifteen PSOW investigation reports it was not found in any case that discharge, and the concerns 

substantiated regarding this, had a significant impact on the complaints specific concern.
24 See: www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20152016.aspx
25 See: www.ombudsman-wales.org.uk/~/media/Files/Cases_en/201405067%20Final%20Report.ashx

http://gov.wales/statistics-and-research/patient-safety/?lang=en
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.wales.nhs.uk/sites3/Documents/932/Healthcare%20Quality%20-%2030166_Putting%20Things%20Right_a5%20leaflet_English_WEB%20VERSION%20-%20FINAL%20-%202017%2003%2001.pdf
http://www.wales.nhs.uk/sites3/Documents/932/Healthcare%20Quality%20-%2030166_Putting%20Things%20Right_a5%20leaflet_English_WEB%20VERSION%20-%20FINAL%20-%202017%2003%2001.pdf
http://www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20152016.aspx
http://www.ombudsman-wales.org.uk/~/media/Files/Cases_en/201405067%20Final%20Report.ashx
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‘…no evidence in the records that the discharge had been appropriately planned’ 26

‘Mr B’s discharge from hospital was not properly planned…’ 27

‘…the electronic discharge notification form [sent to the GP] was incomplete and 
therefore inadequate’.28

The Healthwatch England and Parliamentary and Health Services Ombudsman reports, 
as well as HIW’s survey results and findings associated with work carried out by the Board of 
Community Health Councils Wales and PSOW, are just some of the evidence sources available 
that highlight widespread issues that are occurring in relation to patient discharge across 
England and Wales. 

Discharge Planning
Effective planning is one of the most fundamental activities necessary to support and 
enable good discharge. It can also have the impact of reducing length of stays as effective 
planning can enable “…early safe discharge following unscheduled admissions. The intended 
outcome is that patients have appropriate length of stay and are discharged in a planned 
co-ordinated way…”.29

One of the key elements of effective discharge planning is the assignment of an estimated 
discharge date upon admission to hospital. The Multi Disciplinary Team30 (MDT) has an 
important role in relation to the whole discharge process creating the opportunity to increase 
ownership, provide uniform messages and ultimately help inform and support patients. 

We found that in general the MDT processes across all health boards included appropriate 
diversity of representation. For example, whilst each health board has its own variations on 
MDT membership, almost all include Allied Health Professionals, Pharmacists, Dieticians, 
Social Workers, Consultants, District Nurses, Occupational Therapists and Physiotherapists. 
As a result we were content that in general, care and treatment for patients was considered 
by professionals with appropriate knowledge and skills across relevant aspects of care.

Documentation within several NHS Wales healthcare organisations, specifically set out 
the need to include patient families with discharge planning. In terms of ensuring patient 
centred care, several health boards were specific in their mention of including a patient’s 
family in the MDT process, with many including this as a requirement within their discharge 
policies. We were reassured to find that this was substantiated by what we were told 
during interviews. 

26 See: www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
27  See: www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx / 

www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
28 www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
29  NHS Wales: Health in Wales – Discharge Planning. See: www.wales.nhs.uk/ourservices/unscheduledcareimprovement/

dischargeplanning
30  A Multidisciplinary Team Meeting is a meeting of the group of professionals from one or more clinical disciplines who 

together make decisions regarding recommended treatment of individual PATIENTS. Multidisciplinary Teams may specialise 
in certain conditions, such as Cancer. See: www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/m/
multidisciplinary_team_meeting_de.asp?shownav=1

http://www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
http://www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
http://www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
http://www.ombudsman-wales.org.uk/en/Investigations/investigation-reports-other-20162017.aspx
http://www.wales.nhs.uk/ourservices/unscheduledcareimprovement/dischargeplanning
http://www.wales.nhs.uk/ourservices/unscheduledcareimprovement/dischargeplanning
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/m/multidisciplinary_team_meeting_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/m/multidisciplinary_team_meeting_de.asp?shownav=1
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We were told that inviting their involvement had proven to work well, encouraging more 
engagement and fostering a greater understanding of the discharge process for families. All 
NHS Wales healthcare organisations should ensure that they adopt this approach.

It was overwhelmingly clear that individuals across all specialities cared about trying to take 
make affective discharge work. Having documented procedures helps provide clarity and 
direction, however, they do not automatically ensure effective implementation of ownership, 
and the communication of accurate and uniform messages with staff and patients.

Roles within secondary care
Patient discharge can be a complex activity and it is important that roles within the process 
are clear. Passing the Baton guidance31 states “The patient’s experience is partly determined 
by the quality of the coordination of their care…This journey needs to be coordinated by a 
named individual to ensure the continuum of care is effectively provided by the appropriate 
professionals and multi agency teams. This requires whole system approach will require clear 
definition of roles and responsibilities.”  

We identified some overlap and lack of clarity around some of the roles associated with the 
discharge process within hospitals. For instance at some health boards we saw numerous 
roles in use including Discharge Liaison Nurse, Nurse Liaison and Patient Flow Co-ordinator 
roles. We found that there was some confusion from staff of what these roles are and their 
responsibility in terms of discharge. These roles are crucial in helping staff and patients 
navigate their way through the discharge process. They help patients to be aware of options 
available to them, as well as playing a key part in reducing waiting times by facilitating the 
link between health and social care. This would also include attending ward rounds and 
meetings, contributing to discussions regarding when a patient is medically fit for discharge. 
The person should also have knowledge of community services that can support a patient at 
home. However, we found there to be inconsistency in application of these roles with little 
standardisation of the roles either within, or across health boards, meaning that they aren’t 
operating as effectively as they could. 

The importance of the Discharge Liaison Nurse for instance was highlighted on numerous 
occasions during our interviews. Feedback included: 

“Discharge Liaison Nurse is an asset as it provides a more rounded approach to care 
and they are able to build a rapport with the patient and their families”

“Discharge Liaison Nurses know patients, with them throughout, their attendance on 
ward rounds is crucial”

Clarity of staff roles in relation to discharge is important to both patients and staff. It allows 
for a clearer understanding of roles and responsibilities and provides a link to post discharge 
arrangements, ensuring patients continue to receive the correct care.

31  Passing the Baton is designed to provide Practitioners with the basic knowledge and information they need to play 
a greater role in managing the patient discharge. See: www.nliah.wales.nhs.uk

http://www.nliah.wales.nhs.uk
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Junior Doctors
Junior doctors and consultants play a crucial role in the discharge planning process. 
Particular roles within this process include:

• The provision and regular review of the predicted patient discharge date

• The supervision of regular medical input

• Involvement with the MDT

• Discharge summary completion and sign-off prior to issue to general practice.

However, feedback from our interviews indicated that junior doctors are not seen to ‘own’ 
the patient journey, from admission to discharge. This was explained as a consequence of 
their shift-based work patterns not allowing them to follow the patient journey. Additionally 
we were informed that this may also be the case with nursing staff and locum doctors both 
in hospital and GP surgeries. This serves to highlight the importance of accurate and timely 
records in supporting staff to perform their roles in delivering appropriate patient care. 

Whilst it may prove unrealistic to change agreed work patterns to allow staff greater exposure 
to the patient journey, and thus a more rounded picture and greater understanding of patient 
care, it is not unrealistic is to ensure that staff have access to timely and accurate information 
about patients. Health and Care Standard 3.5 Record Keeping states that records should be 
“…accurate, up-to-date, complete, understandable and contemporaneous in accordance 
with professional standards and guidance…” and “care, treatment and decision making is 
supported by structured, accurate and accessible patient records…” The maintenance of 
timely and accurate records could help mitigate against work patterns that do not expose 
staff to the complete patient journey. 

Recommendation 1

NHS Wales healthcare organisations should ensure there is clarity in relation to the roles 
staff play in the discharge process, and to communicate this across their respective 
organisations therefore helping to increase staff and patient understanding of the 
discharge process, and improve consistency.

Medication and Prescribing
Standard 2.6 of the Health and Care Standards on Medicines Management states that people 
should: ‘receive medication for the correct reason, the right medication at the right dose and 
at the right time.’ 

Accurate and timely recording of a patient’s medication requirements is an important part 
of discharge, and where medication is not accurately recorded there can be an adverse 
impact. Furthermore when a patient leaves hospital there is a risk that they may not take 
their medication or understand the side effects. Therefore it is important that the patient 
and/or carer understands why medication has been given, how it should be taken and 
potential side effects.
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We evaluated compliance with this standard, focusing upon the ‘prescription upon discharge’ 
process, otherwise known as To Take Out (TTO)32. We found that policies across NHS Wales 
healthcare organisations specify timeframes33 ranging between 24 and 48 hours prior to 
discharge, for take home medication to be confirmed. Overall we found that compliance 
against these timeframes was variable. Our evidence suggests that in many cases confirmation 
of TTO requirements take place closer to discharge, in some cases on the day of discharge, 
primarily as a result of last minute changes to medication. There appear to be multiple reasons 
regarding last minute changes. These include poor communication between consultant/junior 
doctor and pharmacy, last minute consultant changes and staffing resources and pressures. 
For example, we spoke to a number of pharmacists and some of the feedback included:

“The approach to discharge is often reactive rather than proactive, and staff just have to 
go with it. It is common to find out about discharges for that day during ward rounds.”

“Delays can be caused by late notification of discharge.”

“Pharmacies are under pressure from hospitals as they do not give the pharmacy enough 
time to complete medication orders…expect pharmacy to complete blister packs for 
medication within a couple of hours even though policy states 48 hours notice to 
be given.”

Last minute changes lessen the opportunities for dialogue between patients and doctors 
and between professionals. Health and Care Standard 2.6 confirms the importance of this, 
stating that “[t]here is timely, accessible and appropriate medicines advice and information 
for patients, carers and staff. Patients are provided with sufficient information to meet their 
needs regarding the purpose and correct use of their medication and alternate treatment 
options. All patients have an opportunity to discuss and agree their treatment plan”.

When we spoke to GPs and GP representative bodies, and analysed supporting evidence34, it 
was clear that in multiple cases the reasoning behind changes to medication was either not 
clear or not detailed enough to provide sufficient clarity and understanding for GPs. 

32  To Take Out (TTO) is a form that should be complete for all patients being discharged from hospital. It summaries the 
patient’s hospital stay for their GP and acts as a prescription to order the drugs they need to take home with them.

33  Aneurin Bevan UHB: requested 24hrs prior to discharge (Discharge Policy, pg12) 
Abertawe Bro Morgannwg UHB: 24-48hrs prior to discharge (Discharge Policy, pg9) 
Betsi Cadwaladr UHB: 24 or 48hrs if medication in blister pack (Discharge Protocol, pg14) 
Cardiff & Vale UHB: 24-48hrs prior to discharge (Discharge Policy, pg9) 
Cwm Taf UHB: 24hrs in advance of discharge date (Discharge Policy, pg9) 
Hywel Dda UHB: Timely manner/48hrs for Dosette/Nomad Cassettes (Discharge Policy, pg13) 
Powys Teaching HB: 24-48hrs before actual date of discharge (Community Hospital Discharge Policy & Procedures, Pg9) 
Velindre NHS Trust: 24hrs prior to discharge (Self Assessment form – Medicines Management Policy (under review))

34  Evidence included Discharge Letters with no/minimal clinical information; lack of reasoning behind new medication; 
concerns over discharge letters not being provided to patients; delayed discharged letters and incomplete discharge forms.
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NHS Wales healthcare organisations’ own guidance is varied in terms of highlighting the 
importance of including the reasoning behind medication changes, with CVUHB being the 
only organisation that makes specific mention of the importance of medication, and in 
particular any changes in medication, in order to support effective discharge.

It was reported to us by staff in BCUHB that there was an increase in the volume of calls 
from GPs to hospitals requesting further information; with readmissions occurring due to not 
having discharge summaries and explanation of TTO medication. The ramifications of this 
include unnecessary time taken by the GP to chase up additional information and an inability 
to form a complete picture and treat patients appropriately. 

Whilst the issues we have highlighted in relation to TTO medication show flaws in discharge 
planning, we also identified some good practice, examples of which include:

• HDUHB – Pharmacist Technicians and Pharmacists have their own portable devices that 
allow access to e-discharge systems which helps facilitate timely discharge.

• ABUHB – Pharmacists have started to attend the bed management meetings; this allows 
for the TTO to be completed efficiently.

• ABUHB – Following a pilot conducted where pharmacy staff attended ward rounds, 
there was improvement in compliance with the TTO and the discharge process.

• ABUHB – Has an ongoing project to try and get the TTO documentation completed 
earlier. The health board has started to use pharmacy technicians to populate the 
TTO documentation and to relieve pressure on doctors.

The role of staff in prescribing varies across NHS Wales healthcare organisations. In the 
majority of cases, the responsibility falls upon the nurse in charge, consultants and 
pharmacy. Trainee doctors also play an important role in prescribing; however, they need a 
supportive MDT and clear support network, especially from senior doctors, to help ensure 
safe prescribing. The Royal College of Physicians (RCP) guide ‘Supporting junior doctors in 
safe prescribing’35 outlines how health boards/trusts can support safe prescribing among 
trainee doctors. Key amongst this guidance is the vital role the MDT36 has in supporting 
junior doctors with safe prescribing. The role of nurses and prescribers, as well as other MDT 
members, should also not be underestimated. However, the guidance is clear that whilst it is 
important to seek advice from the MDT, responsibility for the prescriptions ultimately lies with 
the prescriber.

We saw evidence that increased involvement of pharmacy in attending ward rounds and 
use of an MDT approach had the effect of improving TTO efficiency, especially when a ward 
based pharmacist was in place. We also found that having advanced nurse practitioners and 
pharmacists placed on wards improved prescribed medication lists and the production of 
timely discharge summaries. A strong theme that emerged from our discussions with staff 
across a range of disciplines and specialities was that increased ward-based pharmacy support 
helped the discharge process. An example of some of the feedback included:

35 See: https://www.rcplondon.ac.uk/projects/outputs/supporting-junior-doctors-safe-prescribing
36  MDT in the context of the RCP’s ‘Supporting junior doctors safe prescribing’ guidance in particular includes nurses, 

pharmacists and senior doctors.

https://www.rcplondon.ac.uk/projects/outputs/supporting-junior-doctors-safe-prescribing
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“From a pilot conducted of the pharmacy attending ward rounds, this improved the TTO 
and discharge process”

“Pharmacy on ward…helps with sign-offs and timeframes”

“Increase in Pharmacy presence on ward has seen a decrease in issues regarding 
medication”

“In terms of [pharmacist] technical support…if no technicians available this holds up 
the process”

The aim of the discharge process is to ensure the patient is safely discharged, ensuring 
continuity of care. A question raised during our review was whether a risk adverse culture has 
set in, with a fear about sending patients home. This despite it being acknowledged by a high 
number of people spoken to during our interviews, that home is often the best place for a 
patient’s wellbeing and recovery. 

An example of how the enablement of patient care at home works, and can ease bed 
pressures, is demonstrated by Powys Teaching Health Board (PTHB). PTHB has a virtual ward37 
where people are admitted and discharge from the virtual ward whilst they are at home. 
The virtual ward operates in the same manner as a normal hospital ward, however, the key 
difference is the patient stays safely in their own home. Patients who can access this service 
are those who are at risk of emergency hospitalisation which can be avoided through a 
co-ordinated and collaborative case management approach. This management approach 
involves a patient’s GP, District Nurse, Social Services, the third sector, therapists and specialist 
nurses. PTHB won two awards38 in 2015 for the virtual ward.

Recommendation 2

NHS Wales healthcare organisations need to audit and monitor compliance with their 
own policy timeframes and Health and Care Standard 2.6 regarding the provision of 
TTO medication.

Recommendation 3

NHS Wales healthcare organisations need to ensure that patients are provided with 
appropriate information about the medication they have been prescribed in a timely 
manner prior to discharge. Compliance against this should be audited and monitored.

37 See: www.powysthb.wales.nhs.uk/virtual-ward
38 See: www.nhswalesawards.wales.nhs.uk/2015-finalist-virtual-ward

http://www.powysthb.wales.nhs.uk/virtual-ward
http://www.nhswalesawards.wales.nhs.uk/2015-finalist-virtual-ward
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Recommendation 4

NHS Wales healthcare organisations should consider introducing ward based 
pharmacists to help improve medication lists and the production of timely discharge 
summaries.

Patient and family/carer engagement
Health and Care Standard 4.2 (Patient Information) states ‘People must receive full 
information about their care which is accessible, understandable and in a language and 
manner sensitive to their needs to enable and support them to make an informed decision 
about their care as an equal partner’. In meeting this standard NHS Wales healthcare 
organisations need to ensure “people are consulted about any treatment and care they are 
to receive and opportunities provided to discuss and agree options”. Furthermore, Health 
and Care Standard 5.1 (Timely Access) sets an expectation that “Accessible information and 
support is given to ensure people are actively involved in decisions about their care”.

Patient engagement
Clarity around responsibility for communication with the patient throughout the discharge 
process may lead to a reduction in patient misunderstanding and confusion. We saw that all 
NHS Wales healthcare organisations have procedures in place to ensure patients understand: 

• medication prescribed

• importance of the medication being taken

• potential side effects.

Furthermore, the procedures outline who is responsible for discussing these matters with 
patients. Most are broad in the sense that they state that the ‘nurse in charge’, ‘named 
responsible nurse’ or ‘medical staff’ should ensure appropriate communication with the 
patient in terms of involvement and provision of information. We found it unclear who is 
responsible, in practice, for communicating and ensuring engagement with the patient. 
The importance of ensuring there is clarity of responsibility, not only for staff but also for 
patients, is supported by the General Medical Council’s (GMC) Good Medical Practice39 
guidance. It states that doctors registered with the GMC must communicate effectively, 
specifically: 

‘You must give patients the information they want or need to know in a way they can 
understand. You should make sure that arrangements are made, wherever possible, 
to meet patients’ language and communication needs’.

Where NHS Wales healthcare organisations commission contracts for healthcare services, 
NHS Wales’ framework agreement provides stipulations regarding responsibility for patient 
engagement, specifically that the provider must ensure that: 

• Patients and carers have clear and accessible information regarding the process for making 
suggestions, complaints and comments about care and treatment.

39 See: https://www.gmc-uk.org/guidance/good_medical_practice.asp

https://www.gmc-uk.org/guidance/good_medical_practice.asp
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• The patient is given information on their diagnosis or the assessment process if diagnosis 
has not been determined.

• All information given to the patient is in clear and accessible language and, if necessary, 
that patients are given assistance by staff to help them understand the information.

We learnt about a pilot scheme being tested at the Princess of Wales Hospital (ABMUHB) 
known as ‘Patients Know Best (PKB)’ 40. This pilot scheme is described as operating to ensure 
patients are shown their discharge summaries and documentation, with an opportunity to 
provide comment. From June 2017 individuals between the ages of 16 and 24 years of age 
living with diabetes were able to register for a PKB record. PKB states that it is the world’s 
only fully patient-controlled online medical records system. The primary focus being to provide 
better, more consistent services to patients going through big changes in their lives, the 
result being improved clinical outcomes. The intention is that PKB will work across all seven 
health board and within every clinical team providing young adult care services in Wales. 
However, at the time of writing this was not the case. The pilot scheme goes on to show how 
the sharing of information across health boards could possibly be achieved. A case study41 
relating to this scheme found that instead of taking paperwork to each hospital for them to 
photocopy for their records, it’s available electronically. This allows for easier communication, 
the option to send non urgent messages to consultants being an example of this.

The scheme is at a pilot stage at ABMUHB and requires further evaluation in terms of 
outcomes. However, where benefits are identified in terms of information sharing and patient 
engagement, these should be shared with all NHS Wales healthcare organisations.

Recommendation 5

NHS Wales should ensure that any potential benefits identified as part of PKB pilot 
studies, are shared across healthcare organisations.

Family and Carer engagement
Family and carers are often the individuals who know the patient best and who assist 
with continued care post discharge. Therefore their inclusion is vital in ensuring greater 
understanding and management of care. Some health boards actively engage with families 
as part of the discharge process. For example, at ABMUHB, families attend ward rounds 
to ensure that information is clear and concise. Furthermore, some NHS Wales healthcare 
organisations meet the family within one week of admission, meet half way and then at the 
discharge planning meeting at the end of the a patient stay.

During our PTHB fieldwork we were informed that the health board utilises a service provided 
by Powys Association of Voluntary Organisations (PAVO). 

40 See: https://www.patientsknowbest.com/wales.html
41 See: https://www.patientsknowbest.com/wales-diabetes.html

https://www.patientsknowbest.com/wales.html
https://www.patientsknowbest.com/wales-diabetes.html
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The service known as Community Connectors, helps people, their families and carers, to 
“access community-level services and activities…which help prevent their circumstances 
deteriorating to a point where they might need higher level health or social care services”.42 
Feedback we received was positive overall, especially regarding increased involvement from 
the third sector regarding patient flow and discharge. However, we were unable to ascertain 
whether the Community Connectors service has been evaluated in order to formally assess 
what difference it has made in helping discharge.

Good Practice
We saw an example of efforts made at Singleton Hospital (ABMUHB) to improve the patient 
discharge process following an internal audit. These efforts included work across a range of 
areas to improve discharge practices43, specifically:

• within 24 hours of admission

• within 48 hours of admission

• over 48 hours after admission

• the day of patient discharge

• communication

• the knowledge and skillset of staff involved in patient discharge.

Outcomes from this audit continue to be monitored and actioned and include ensuring: 

• simple/complex discharge is identified on, or shortly after admission 

• contact details of named discharge co-ordinator given to patient/relative/carer 

• the communication of the discharge action plan to all levels of staff.

In terms of improved communication, ABMUHB’s ‘What we will do – What we expect of 
you!’ is a patient/carer leaflet that has been produced which provides clear information on all 
aspects of the discharge process, which is not only useful for patients but for families. This is 
a good example of patient engagement which strives to clarify responsibilities. 

In spite of the positive examples outlined above, our review found that informing family and 
carer expectations in relation to discharge remains an issue. Our patient survey results found 
that 31% of patients felt that they were not involved in decisions about their discharge from 
hospital. Furthermore, 50% of respondents felt that they were not given enough notice about 
when they were going to be discharged. The Board of Community Health Councils in Wales 
(CHC) shared intelligence with HIW regarding patient/public feedback; one example we saw 
taken from CTUHB demonstrated a clear lack of patient/family engagement, with the family 
assured that they would be invited to a discharge planning meeting, to be informed two days 
later that the family member had been discharged. 

42 See: www.pavo.org.uk/policy-and-partnerships/partnerships/health-social-care-and-wellbeing/community-connectors.html
43  Improvements within these actions include: information documented on patient/relative/carer support/requirements needed 

on discharge; and checklist available for all discharges and completed 48 hours before discharge indicating all actions 
completed for safe and timely discharge.

http://www.pavo.org.uk/policy-and-partnerships/partnerships/health-social-care-and-wellbeing/community-connectors.html
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Delays with discharge can occur when a patient’s family have set views on a particular care 
home they want their family member discharged to. Where it is not possible to discharge a 
patient to a preferred care home, delays may occur. One possible solution to this is through 
greater engagement between NHS Wales organisations and care homes, local authorities and 
social services. Whilst not a particular focus of this review, we were informed that a lack of 
social workers or the changing of social workers can hinder the discharge process, in some 
cases requiring the process to start from the beginning. Furthermore, there is a negative 
impact on the timeliness of discharge where there are delays in acquiring care home places 
or social care. In addition, further delays can occur due to the differing processes in operation 
across health and social care, making it difficult to share information efficiently and to 
understand responsibilities.

Further information relating to social care can be found in the ‘Issues for Further 
Consideration’ section of this report.

The importance of good patient and family engagement cannot be underestimated, 
as highlighted by some of the poor communication and engagement we’ve drawn attention 
to within this section. Addressing these issues can help alleviate delayed discharge44 and 
improve patient experience.

Recommendation 6

Measures should be taken to improve inpatient, family and carer engagement to 
ensure people are fully consulted about their care and treatment NHS Wales healthcare 
organisations. This is in line with Health and Care Standard 4.2 Patient Information and 
Standard 5.1 Timely Access.

Discharge Processes and Record Keeping
We found discharge processes that involved crossover between electronic (e-discharge) and 
paper discharge, across sites and across health boards, to be muddled and cumbersome. 
By way of example our fieldwork identified that some staff45 revert back to using paper based 
discharge documentation due to a lack of access to the electronic discharge system used 
by their organisation. The primary reason that this occurs is due to poor or limited access to 
information technology when using out of hours. 

Whilst each health board has a discharge policy in place, it was less clear whether each health 
board understood whether the policy was effective and adhered to consistently. Many of 
those that we spoke to over the course of the review felt that their organisation’s own 
discharge processes were unclear. In the case of Velindre NHS Trust, at the time of our work, 
there was no current discharge policy46 in place, albeit one was being developed. 

44  Main reasons observed for delayed discharges (Glasby, Littlechild, et al 2004): i) poor communication; ii) lack of assessment 
and planning for discharge; iii) inadequate notice of discharge; iv) inadequate consultation with patients and their carers.

45 Identified with interviewees at ABMUHB, ABUHB, C&CUHB, CTUHB and HDUHB.
46  Following the departure of the Discharge Liaison Nurse in 2015, a post not currently filled/in place, Velindre has been 

developing its approach towards discharge planning/process. At the time of fieldwork (October 2017) Velindre were 
developing their draft policy. During our fieldwork we were made aware that Velindre’s admission policy includes a section 
relating to discharge.
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We found that one of the main issues undermining consistency was the mixed methods and 
systems used to facilitate discharge, ranging from electronic systems, usage of paper based 
documentation, and use of old technology such as fax machines47. With the availability of 
information technology to support patient discharge, the use of fax machines to share crucial 
clinical information between healthcare professionals, should be phased out. Fax machines 
present increased risks when transferring information, such as security, proof of transfer and 
legibility, therefore ideally should not be used. 

In health boards where e-discharge systems have not been rolled out across all wards/
specialties and therefore paper discharge documentation is in use, there are significant 
challenges in ensuring consistency of information input. Usage of paper based documentation 
increases the potential for loss of documentation and can lead to issues of readability. 
For instance we encountered a problem trying to read one example of paper discharge 
documentation which was poorly completed prior to being sent to a GP for scanning onto 
their system. The result of the scanning process and poor quality rendered the information 
unreadable. Furthermore, over time, paper notes can be increasingly difficult for junior 
doctors to trace and access due to the transfer of information between sites and the 
incremental volume. The risks associated with presenting discharge information in hard copy 
form have been identified and addressed as part of the NHS England Standard Contract48. 
Service condition 11.5 which states: “from 1 October 2018, transmission of both discharge 
summaries and clinical letters to general practices must be via direct electronic transmission, 
not via email”. 

The Framework Agreements currently in use in Wales do not include specific mention of 
the need to share information via direct electronic transmission. Instead Section 13.5 of 
Schedule 2 states: “a written comprehensive summary of care and treatment undertaken 
is produced and distributed to all relevant parties within 10 working days of discharge”. 

MDT within the discharge process
From our interviews we found that discharge processes do not always make use of an MDT 
approach. Physiotherapists and Occupational Therapists are under utilised within the current 
discharge processes in place. The inclusion of their entries within discharge summaries would 
help avoid separate communication to GPs, or their counterparts in primary care. Whilst some 
health boards formally include such professionals as part of the MDT aspect of the discharge 
process, this approach is not consistently applied across Wales. Where possible the increased 
inclusion of these professions could help provide a more rounded understanding of patient 
care. For example they could provide assistance with planning, future care arrangements, 
and help provide more efficient and patient centred care.

47 In use by some ABMUHB, ABUHB, BCUHB, C&VUHB and HDUHB staff.
48  The NHS Standard Contract is mandated by NHS England for use by commissioners for all contracts for healthcare services 

other than primary care. See: https://www.england.nhs.uk/nhs-standard-contract/

https://www.england.nhs.uk/nhs-standard-contract/
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Recommendation 7

NHS Wales should specify a target date by which discharge summaries and clinical 
letters issued to general practices are issued via direct electronic transmission.

Recommendation 8

Where not already formally included, NHS Wales healthcare organisations to increase 
the inclusion of Physiotherapists and Occupational Therapists within the MDT aspect 
of the discharge process where relevant.

Information to General Practice
When patients are discharged from hospital, they are discharged back into the care of their 
registered General Practitioner (GP). Information about a patient’s stay in hospital is sent to 
their GP to allow the GP to manage ongoing care. 

Our work has found that the methods used to convey this information to GPs varied 
considerably. In some instances we found variance in usage of both electronic and paper 
systems, not only across organisations in Wales, but within those organisations. Where a mix 
of electronic and paper patient discharge records are in use, it was necessary for hospital staff 
to transfer information from one record to the other, which is not efficient. Furthermore, 
transferring information from one record and system to another increases the risk of errors 
and this may be amplified where the transfer is across healthcare organisations and staff are 
not familiar with the way information is presented.

It is also important to remember that the discharge process does not necessarily end when 
the hospital decides a patient is ready for discharge. In some instances it is necessary to 
transport a patient to their next place of care. This transportation in the majority of cases49 is 
provided by the Welsh Ambulance Service NHS Trust (WAST). WAST told us during interviews 
that discharge documentation they received lacked information and approximately 40% 
of the time it is necessary for them to request further information from a ward or hospital. 
Where WAST staff are required to request further information, this may delay the provision 
of safe and effective transport for patients being discharged from hospital.

Record Keeping
Health and Care Standard 3.5 Record Keeping states’ “Good record keeping is essential to 
ensure that people receive effective and safe care. Health services must ensure that all records 
are maintained in accordance with legislation and clinical standards guidance”.

49  On day discharge services is commissioned from WAST by only three of the seven Health Boards. Any additional capacity 
required is commissioned by Health Boards from other providers, primarily St John Ambulance, British Red Cross and  
ad-hoc private providers.
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During our review we saw examples of paper based discharge summaries that were poor both 
in terms of quality of information and in timeliness of receipt. Of the numerous examples we 
were provided with, the most common issues of concern were as follows:

• Illegible comments left for the GP 

• Patient’s name/details not included on form

• Discharging hospital not specified 

• No reason provided for admission

• No diagnosis provided

• Doctor’s signature missing

• The only information provided was from a pharmacist

• Medication information incomplete, with reasoning for changes not specified.

Whilst discharge documentation is not always poor in the ways described above, overall, 
there is significant room for improvement. It is evident that the use of paper based records 
continues to generate problems relating to accurate, up-to-date and understandable 
information. It appears logical therefore, that e-discharge and a single approach to 
discharge documentation should be utilised, at the very least within NHS Wales healthcare 
organisations.

Electronic Records
Health and Care Standard 3.4 (Information Governance and Communications Technology), 
states that “Processes exist to operate and manage information and data effectively, 
to maintain business continuity and support and facilitate patient care and delivery”.

E-discharge is an electronic method of recording and distributing information about the 
care received by a patient. This includes details about prescribed medication, diagnosis, 
medical progress, test results, follow-up actions and advice for the GP. This information is 
contained within an electronic Discharge Advice Letter50 (eDAL) and sent to the patient’s GP 
following their discharge. 

The Medicines Transcribing and e-discharge (MTeD)51 system supports e-discharge and 
enables clinicians to record details regarding a patient’s stay in hospital, which is then 
sent electronically to the GP. The NHS Wales Informatics Service (NWIS)52 is overseeing the 
development of MTeD and states the aim as being “…to establish a consistency in discharge 
communication from secondary care (hospitals) to primary care (GPs) speeding up the current 
paper process, and improving patient safety”.53 During our review we were informed that 
Welsh Government requested the rollout of MTeD across Wales by the end of 2017/18. 

50  Regarding the content of the EDAL, the NHS Delivery Unit at the time of writing this report, were developing standards for 
the transfer of care from secondary to primary care. The development of these standards will lead to a patient safety alert 
and the development of guidance on implementation. For further information on NHS Delivery Unit see: 
www.wales.nhs.uk/ourservices/directory/nationalprogrammesandservices/478

51 See: www.wales.nhs.uk/sitesplus/956/page/62570
52 See: www.wales.nhs.uk/sitesplus/956/home
53 See: www.wales.nhs.uk/sitesplus/956/page/62570

http://www.wales.nhs.uk/ourservices/directory/nationalprogrammesandservices/478
http://www.wales.nhs.uk/sitesplus/956/page/62570
http://www.wales.nhs.uk/sitesplus/956/home
http://www.wales.nhs.uk/sitesplus/956/page/62570
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Given that this has not occurred, we question the feasibility of this aim and any future rollout 
dates given the concerns raised by staff about the limited rollout and compatibility with 
existing systems.

Some health boards had already taken the initiative to design and implement their own 
systems to facilitate discharge before MTeD. Systems in operation by health boards and 
Velindre NHS Trust include:

• ABMUHB: Electronic Transfer of Care (EToC)54

• ABUHB: Clinical Workstation (CWS)

• BCUHB: MTeD/paper TTO prescription/EPOC55

• C&VUB: MTeD 

• CTUHB: MTeD (95% of wards whilst in final stages of rollout)

• HDUHB: MTeD/Paper

• PTHB: Paper/MTeD (used for discharge on 4 wards)

• Velindre NHS Trust: CANISC (e-patient administrative system)/Paper.

Staff working in NHS Wales healthcare organisations with established e-discharge alternatives 
to MTeD (ABMUHB with EToC and ABUHB with CWS) were positive about these solutions, 
with GPs also supportive of these systems. We heard positive feedback about CWS in 
particular, with staff informing us that the system had been updated continually over time 
to fit the needs of the user. ABUHB LMC feedback was also supportive with over 90% 
of discharge summaries promptly and properly completed as a result of proper discharge 
planning and use of e-discharge.

Where e-discharge is in use, whether MTeD or a health board’s own solution,  
GPs/GP representative bodies informed us that both the quality and timeliness 
of discharge documentation had improved. Feedback included:

“…quality of letters has improved and overall feedback is that as a result the discharge 
process is a lot smoother and more efficient”

“MTeD has provided GP’s with better information and has made it easier and quicker 
to access”

“MTeD has a clear list when it comes to medication so you can see the history 
from the beginning”.

54 See: www.wales.nhs.uk/sitesplus/956/page/52547
55  EPOC is used for discharge summaries, clinical letters and for doctor handover requests (in Paediatrics and the 

Medical CPG).

http://www.wales.nhs.uk/sitesplus/956/page/52547
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Overall feedback regarding eDAL56 was also positive and that the use of eDAL allowed for: 

• the quicker transfer of information 

• the reduction in GP requests for further information

• the reduction of complaints that health boards received regarding discharge summaries. 

A specific example of this positive feedback included:

“…if the eDAL’s were populated on a day to day/decision to decision basis, then there 
will be less work at the point of discharge resulting in quicker, safer and more efficient 
discharge for patients and staff.”

“Being able to e-discharge has improved safety and timeliness and nine out of ten GP’s 
receive the eDAL within a couple of hours.”

However, usage of eDAL is not without its challenges. Some of the negative feedback we 
received regarding it included:

“eDALs have improved the discharge summary but has not changed the culture and 
the way staff work. Population of the discharge summary is left until the last moment 
leading to delays in it reaching pharmacy to populate the medication. It also means 
that the summaries can be rushed, leading to mistakes and also leads to junior doctors 
stating that they prefer paper discharge as it’s quicker and easier.”

“There are a lack of IT systems available on wards meaning that it can be an issue to get 
junior doctors to complete EDALs.”

“Lack of time and IT systems cause junior doctors to rush the EDALs, leaving the quality 
of the information to be poor. Even though the GPs receive the information quicker, 
the information can sometimes be minimal meaning that the GP still has to call up the 
hospital to gather more information.”

Whilst feedback and evidence suggests that e-discharge has brought about improvements, 
the system has not proved infallible. The quality of information is dependent upon the quality, 
accuracy and veracity of the user’s input. Whilst electronic systems can aid efficiency, they are 
not the solution by themselves. 

56 eDAL is the term used in Cwm Taf for an MTED Discharge Advice Letter (DAL).
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The general principle of good record keeping still applies and is key to ensuring good clinical 
care. The GMC Good medical practice (2013) guidance specifies that in providing clinical 
care a doctor must provide clear, accurate and legible records that detail relevant findings, 
decisions made and actions agreed, information given to patients, and any drugs prescribed 
or other investigation or treatment.

We identified that contemporaneous entry into the eDAL does not always happen. For the 
e-discharge process to work effectively information needs to input in a timely manner. 
This then allows the presentation of an accurate record that allows professionals access to 
the most relevant and recent information. 

During our fieldwork at ABMUHB we were informed that the health board was considering 
whether a ‘no EToC 57 no discharge’ policy should be implemented. There are potential issues 
that could arise with such a policy, for example if a patient isn’t discharged it can cause knock 
on delays due to a lack of available beds. However, we were informed that ABMUHB had 
considered this and used improvement methodology to test its impact on a single bay, then by 
ward prior to evaluation and rollout across the site. The health board goes on to state that if 
the summary is completed ahead of discharge, then there is no delay in discharge as a result. 

Whilst acknowledging the improvement in quality and timeliness that e-discharge has 
brought, our work has found that electronic documentation received by GPs can still be 
incomplete or sparse in detail. For instance we saw documentation where:

• No discharge summary had been received

• The discharge summary provided no details regarding diagnosis

• No information regarding medication was provided and therefore it was not possible 
to determine whether the lack of information was appropriate or whether it was missing 
through error

• There was insufficient evidence in support of diagnosis

• Post discharge care/management information was not always provided.

However, where e-discharge is used, we were informed that the number of discharges sent 
and received without any information had fallen. This had resulted in less time spent by GPs 
contacting secondary care to request further information, which allowed them to spend more 
time to assess and treat patients.

Whilst we have seen the benefits that can be gained by e-discharge, its usage can still be 
undermined by poor infrastructure, specifically a lack of adequate IT hardware and a lack 
of access (for instance number of IT terminals available in some sites). We saw that a lack 
of access to computers in order to use e-discharge systems meant that for some staff it was 
more timely and convenient to convert back to paper documentation. Staff told us:

“Financial investment in IT needed, complicated by a poor phone network in 
Pembrokeshire”

“Out of Hours (OoH) don’t have access to IT systems”

57 Electronic Transfer of Care.
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“Timely discharge letters is a serious issue and the [MTeD] trial on ward seven was good, 
however, there has been a hindrance due to [poor] IT support”

“Information Technology within the Health Board is in the stone age, with systems still 
not talking to each other and not sharing information”

“Doctors struggle to enter data as they go along as only one computer to share with 
no alternative portable devices”

“Access to IT equipment is an issue, [those computers on the ward] are quite slow which 
is a reflection of IT equipment across the Health Board”

“MTeD whilst good, a lack of access via IT is a hindrance”

If e-discharge is to be truly effective in terms of improving the quality and timeliness of 
discharge information, the infrastructure underpinning it needs to be appropriate and 
accessible. There needs to be a common system and way of working in NHS Wales before 
real improvements and efficiencies can be made. There is a need to be realistic about what 
is required and the timeframes needed for implementation. Currently no health board in 
Wales operates a principally electronic system for discharge. Effective data entry is the key to 
e-discharge arrangements being compliant with Health and Care Standard 3.4, specifically 
that “data and information are accurate, valid, reliable, timely, relevant, comprehensive and 
complete”. It is important for staff to be fully trained and supported in using the system, 
whatever form of e-discharge system is in operation, in order to make sure it is used properly.

The content of discharge documentation is equally, if not more important, than the system 
or format used. This was an issue that was raised frequently with us during the course of our 
review. In particular we heard that there is a need for clarification regarding what information 
should be included on discharge documentation. GPs and GP representative bodies informed 
us that the information GPs identified as most important, was: 

• the inclusion of reasoning behind medication changes 

• the monitoring that is required

• the diagnosis and summary information covering the time the patient was in acute care. 

In view of the risks and inefficiencies inherent in paper based discharge documentation, 
we believe that the implementation of an electronic discharge (e-discharge) process should 
be the aim for all NHS Wales healthcare organisations.  
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Recommendation 9

NHS Wales needs to clarify timeframes and next steps regarding the rollout and 
implementation of e-discharge across all NHS Wales healthcare organisations.

Recommendation 10

NHS Wales healthcare organisations should actively pursue the implementation of 
e-discharge systems in support of improved quality, timeliness and sharing of discharge 
information. Any new e-discharge system needs to be monitored continually to measure 
its effectiveness.

Other technology
Separate to e-discharge and MTeD, we saw examples of other solutions being used in some 
areas to aid efficiency in relation to patient care and discharge. For example, the Radiology 
directorate at one health board uses electronic Dragon Dictate voice recognition/dictation 
software to dictate patient record entries. This had the benefit of improving productivity 
and efficiency due to dictation proving quicker than manual input. Whilst use of voice 
recognition software has the potential to help efficiency regarding time and resources, 
any implementation would require careful consideration, and rely upon professional 
responsibility and mechanisms in place to ensure the veracity of records. 

A further example we saw of technology being used to assist with discharge, was the use of 
dashboards to monitor discharge data. Several health boards have these in place, however, 
the approach taken by ABMUHB was notable. The ABMUHB EToC Performance dashboard 
presents live discharge data across several periods of time, across all hospitals, wards, 
consultants, specialities and sub specialities. At the time of our fieldwork58 we were able 
to interrogate the system to see live data regarding discharge performance. For example, 
at Morriston Hospital 46% of discharges had been approved and sent within 5 working 
days, whilst mental health discharges stood at 70%. Dashboards such as this are extremely 
valuable and provide excellent insight into performance in relation to discharge across the 
organisation. The availability of such data assists with ongoing work to address bottle necks 
in the system as well as overall analysis to help develop improvements.

Recommendation 11

NHS Wales healthcare organisations should ensure they have arrangements in place to 
share good practice around live dashboards.

58 Fieldwork date in which we saw the live dashboard data was 9 September 2017.
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Professional Responsibility

Accountability 
Whilst e-discharge can be beneficial in enabling and supporting effective discharge, it is not 
the solution by itself. As important is the quality of the information being captured. This links 
directly to the professional responsibility of all those involved in a patient’s care to provide 
adequate information to ensure standards of and continuity of care is maintained.

In terms of accountability, junior doctors in the vast majority of cases, are responsible for 
the completion of discharge documentation/eDAL, with the consultant bearing ultimate 
accountability for sign off. The recurring theme that all NHS Wales healthcare organisations 
reported to us was that junior doctors have limited capacity when it comes to completion of 
discharge documentation. Some examples of what we were told include:

“…junior doctors don’t have the time or resource to complete the summaries”

“…a major fact that effects the quality of the summary is the fact that juniors are 
rushed to complete them and given too many [other] tasks to complete at the same 
time. Time pressures are always something we talk about when on shift or on break,  
if we are lucky enough to have a break”

“…the whole culture around discharging patients needs to be changed and consultants 
need to be more proactive in assisting and guiding junior doctors in completing 
summaries”

We were told during our engagement with GPs and GP representative bodies that they 
would like to have clarity over whose responsibility it was to inform the GP that a patient 
has been admitted into and discharged from a hospital. Electronic discharge systems such 
as MTeD do provide this notification to the GP Surgery. This is done when the eDAL is 
sent to the GP Surgery and the system notifies the relevant users that it’s ready to access. 
Clearly however, this only applies to organisations that have adopted electronic systems. 
A GP requires appropriate discharge documentation and handover in order to take forward 
patient care. However, where nothing has been received, the question is raised as to who 
is clinically responsible for the patient. This becomes an important issue especially when 
there is follow-up treatment is required. GMC Good Medical Practice (2013) guidance states 
the following regarding the continuity of care: ‘You must contribute to the safe transfer 
of patients between healthcare provides and between health and social care providers. 
This means you must: share all relevant information with colleagues involved in your patients’ 
care within and outside the team, including when you hand over care as you go off duty, 
and when you delegate care or refer patients to other health or social care providers’. 
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The AMRCW Report ‘Professional behaviours and communication across the Primary and 
Secondary Care Interface59’, whilst not including specific mention of responsibility of care, 
does provide the following guidance that ‘when transferring a patient to the care of another 
colleague (or seeking an opinion) ensure that all the information that colleague may need is 
sent to them in a clear format, preferably electronic if available’. 

It is important that professionals take appropriate steps in transferring patient care, 
adhering to their professional responsibility. 

General Practice and secondary care relationship
One of the themes arising from our work relates to weaknesses in the relationship between 
general practice and secondary care, with a common view that the relationships are not close 
enough. In terms of the reasons for this, we were told by a mix of GPs and hospital staff that 
work patterns were not conducive to the building of these relationships, and that the effect 
of this has been the blur the boundaries or responsibility, for example the responsibility for 
taking forward and following-up on outstanding investigations or treatments. The AMRCW 
Primary and Secondary Care Interface (2017) Report60 offers guidance regarding where 
responsibility could lie: ‘The individual who orders a test is responsible for reviewing the result 
and taking appropriate action. If not able to review the result the individual should check 
another person will take on the responsibility in their team’. 

As mentioned previously, we were told that the rotation of staff (junior doctors) limited 
the development of the general practice/hospital relationship and impacted team working. 
The rotation of staff make it difficult for GPs to form relationships with staff as rotation 
means different staff are available at different times. We also heard how GPs found it 
difficult to ascertain whom to contact should they have any queries. This difficulty was 
due to discharge documentation either not clearly stating the responsible clinician, or as a 
result of shift patterns making it difficult to speak to an appropriate person in lieu of the 
responsible consultant. However, it should be acknowledged that GPs fed back that they 
have encountered these difficulties on far fewer occasions where the hospital has use of 
e-discharge. 

Whilst there are areas for improvement in terms of strengthening the GP/hospital relationship, 
there are also examples where this has improved. In addition to e-discharge, we were 
provided with examples of meetings and forums existing with the intention of developing 
and maintaining this relationship. An example of this are cluster groups61 whereby staff 
such as clinical directors, pharmacists, and GP cluster leads will meet with primary care 
(GPs). These forums should allow for open discussion about how to improve joint working, 
integration and allocation of resources. 

59 See: http://interface.amrcw.org.uk
60 Professional behaviours and communication across the Primary and Secondary interface Report (2017).
61 See: www.primarycareone.wales.nhs.uk/primary-care-clusters

http://interface.amrcw.org.uk
http://www.primarycareone.wales.nhs.uk/primary-care-clusters
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We saw an example at ABMUHB where the Medical Director holds bi-monthly meetings 
with GPs to discuss any issues and areas for improvement. This provides direct access to GPs 
so that clearer messages can be conveyed regarding aspects of both secondary and primary 
healthcare. Furthermore it also provides the opportunity for GPs to comment on existing good 
and bad practice they’ve encountered.

Recommendation 12

NHS Wales healthcare organisations should, where not already in place, implement 
mechanisms where primary and secondary healthcare interface issues can be addressed.

Training
Staff training is an essential part of improving discharge. We found across many health 
boards that some junior doctors had either not been afforded the opportunity or had missed 
(as part of their induction) discharge training. Health and Care Standard 7.1 (Workforce) 
states that “Health services should ensure there are enough staff with the right knowledge 
and skills available at the right time to meet need” and that “the workforce attend induction 
and mandatory training programmes”. Given that some junior doctors had missed discharge 
training as part of their induction, it is questionable whether this standard is being met 
consistently across Wales.

It is important that junior doctors receive training on what information to input onto 
discharge summaries as part of the discharge process, for example diagnosis, summary of 
care whilst at hospital and reasoning for medication changes. The importance of junior 
doctors receiving training on the discharge process and electronic discharge should not be 
underestimated. Discharge training should be seen as a priority and scheduled within the 
first weeks of induction. This training should emphasise the importance of timeliness and 
quality of discharge information.

Whilst training for the completion of discharge documentation is undertaken by junior 
doctors as part of induction, post induction there is reliance upon ongoing support from more 
senior colleagues. Unfortunately, our fieldwork identified that this support, specifically from 
consultants, is not always felt to be forthcoming. As mentioned earlier in the report, we also 
found that some staff were not aware of their own health board or trust’s policy regarding 
the discharge process. At Velindre NHS Trust we told by separate consultants that there was 
either no formal agreed discharge policy, and that one was being created and would be a first 
of its kind, or that there was indeed a discharge policy in place. The reality is that Velindre are 
currently in the process of finalising their discharge policy. However, this is an indication that 
better communication is required by NHS Wales healthcare organisations to ensure staff are 
fully aware of what is in place.

Recommendation 13

NHS Wales healthcare organisations to ensure that junior doctors receive discharge 
training as part of their induction, and that compliance should be continually monitored.
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Issues for further consideration
This section contains issues that whilst outside the scope of our review, emerged as recurring 
themes. We will consider how best to take these issues forward, either by ourselves, 
or whether they are matters more suitable to be considered by other organisations.

Social Care 
• Lack of social workers/changing of social workers hindered the discharge process and in 

some cases required the process to start again. Feedback from our interviews was positive 
when it came to wards where a social worker was in place. A social worker being attached 
to a ward helped increase understanding of requirements for discharge into community/
social care and helped communication with local authorities, improving overall discharge 
efficiency.

• Delays in acquiring social care have a negative impact on acute discharge. The availability 
of resources to support complex care packages impacts negatively on discharge. Lack of 
available care home places/beds/EMI beds impacts negatively on hospital discharge. 

• There needs to be further understanding of how the Welsh Community Care Information 
System (WCCIS)62, a health and social care system, will integrate with other systems, 
such as MTeD in order to ensure it is utilised correctly and that confidentiality issues are 
addressed.

62 See: www.wales.nhs.uk/nwis/page/66175

http://www.wales.nhs.uk/nwis/page/66175
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4. Conclusion
The aim of this review was to evaluate the quality of patient discharge from hospital to 
general practice. Throughout our review and across the extensive number of interviews there 
was a commonly held view and understanding of the issues and challenges that prevent 
good discharge. This makes it more concerning that these issues have not been overcome, 
leading to a fragmented approach being taken across Wales with local initiatives and tools 
being developed in the absence of national solutions being implemented. Poor discharge can 
lead to poor outcomes for patients.

While we have concluded that e-discharge appears to be one of the key mechanisms that 
can enable and support better discharge, certainly in terms of efficiency, it is not the answer 
by itself. Regardless of what electronic solution is identified as being the most suitable and 
efficient, a key element to the success of any system will be ensuring that the information 
being input is accurate, timely and informative. This requires each professional involved in a 
patient’s care taking professional responsibility and accountability in ensuring that they play 
their part in the patient’s pathway.

Several other enablers are also required to ensure the discharge process operates as intended. 
These include adequate IT infrastructure, and effective communication, both between 
professionals, across primary and secondary care, and crucially with patients and carers. 

We have identified several areas of good practice, many developed locally, throughout our 
review. We were also pleased to encounter universal enthusiasm and commitment from all 
staff regarding the need for better patient discharge. A contemporaneous electronic record 
system is essential and whilst there cannot be rapid implementation of this, there should be a 
planning process in place for all health boards to support implementation. This would require 
NWIS to address and avoid incompatibility issues. 

IT systems across Wales need to be integrated before real improvements and efficiency can be 
achieved. There is a need to be realistic about what is required and the timeframes needed for 
implementation. 

Regardless of electronic discharge systems, the relationship between secondary and general 
practice needs to be closer. This will help foster improved understanding regarding roles and 
responsibilities, and afford the chance to raise concerns more efficiently. 

Following on from this review, HIW will be undertaking follow-up activity on 
recommendations made. This is to ensure that health boards and Velindre NHS Trust are being 
vigilant in addressing these matters and taking all necessary action to improve the issues 
highlighted in our review.
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Appendix A – Recommendations 
As a result of the findings from our review, we have included the following overarching 
recommendations for health boards, trusts and Welsh Government to consider: 

Report Finding Recommendation

1 We identified some overlap and lack 
of clarity regarding some of the roles 
associated with the discharge process 
within secondary care.

NHS Wales healthcare organisations 
should ensure there is clarity in relation 
to the roles staff play in the discharge 
process, and to communicate this across 
their respective organisations therefore 
helping to increase staff and patient 
understanding of the discharge process, 
and improve consistency.

2 We found that NHS Wales healthcare 
organisations policies specify timeframes 
ranging between 24 and 48 hours prior 
to discharge, for take home medication 
to be confirmed. Overall we found that 
compliance against these timeframes was 
variable.

NHS Wales healthcare organisations need 
to audit and monitor compliance with 
their own policy timeframes and Health 
and Care Standard 2.6 regarding the 
provision of TTO medication.

3 There is a risk to patients of not 
understanding how to take their 
medication or of any potential side effects. 
Therefore it is important that the patient 
and/or carer understands why medication 
has been given, how it should be take and 
potential side effects.

NHS Wales healthcare organisations 
need to ensure that patients are provided 
with appropriate information about the 
medication they have been prescribed 
in a timely manner prior to discharge. 
Compliance against this should be audited 
and monitored.

4 We found that increased ward based 
pharmacy helped improve efficiency 
regarding take home medication (TTO’s) 
and the discharge process.

NHS Wales healthcare organisations 
should consider introducing ward based 
pharmacists to help improve medication 
lists and the production of timely 
discharge summaries.

5 Pilot studies of Patients Know Best (PKB) 
require further evaluation in terms of 
outcomes. Where benefits are identified in 
terms of information sharing and patient 
engagement, these should be shared with 
all NHS Wales healthcare organisations.

NHS Wales should ensure that any 
potential benefits identified as part of PKB 
pilot studies, are shared across healthcare 
organisations. 
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6 The inclusion of patient, family and carers 
is vital given these individuals are often 
best placed to know how to assist with 
continued care post discharge.

Measures should be taken to improve 
inpatient, family and carer engagement 
to ensure people are fully consulted about 
their care and treatment NHS Wales 
healthcare organisations. This is in line 
with Health and Care Standard 4.2 Patient 
Information and Standard 5.1 Timely 
Access.

7 Feedback received acknowledged the 
improvement in quality and timeliness that 
electronic transmission brings.

NHS Wales should specify a target date by 
which discharge summaries and clinical 
letters issued to general practices are 
issued via direct electronic transmission.

8 Feedback received indicated that 
Physiotherapists and Occupational 
Therapists are under utilised within current 
discharge processes. The inclusion of their 
entries within discharge summaries would 
help avoid separate communication to 
GPs, or their counterparts in primary care, 
helping with efficiency. Whilst some NHS 
Wales healthcare organisations formally 
include such professionals as part of the 
MDT aspect of the discharge process, 
this approach is not consistently applied 
across Wales.

Where not already formally included, NHS 
Wales healthcare organisations to increase 
the inclusion of Physiotherapists and 
Occupational Therapists within the MDT 
aspect of the discharge process where 
relevant.

9 There has been an improvement in 
quality and timeliness where e-discharge 
is in operation. However, this is not in 
operation across many sites/hospitals with 
staff querying when rollout will be more 
widespread.

NHS Wales needs to clarify timeframes 
and next steps regarding the rollout and 
implementation of e-discharge across all 
NHS Wales healthcare organisations.

10 Feedback received acknowledged the 
improvement in quality and timeliness 
that e-discharge has brought.

NHS Wales healthcare organisations 
should actively pursue the implementation 
of e-discharge systems in support of 
improved quality, timeliness and sharing 
of discharge information. Any new 
e-discharge system needs to be monitored 
continually to measure its effectiveness.
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11 The use of performance dashboards to 
present live discharge information data 
across several periods of time, wards, 
hospitals, etc., provides a valuable insight 
into discharge performance across an 
organisation.

NHS Wales healthcare organisations 
should ensure they have arrangements 
in place to share good practice around 
live dashboards.

12 A common theme during our fieldwork 
was the weaknesses in the relationship 
between general practice and secondary 
care, the common view being that the 
relationship is not close enough.

NHS Wales healthcare organisations 
should, where not already in place, 
implement mechanisms where primary 
and secondary healthcare interface issues 
can be addressed.

13 The importance of junior doctors receiving 
training on the discharge process and 
electronic discharge should not be 
underestimated. Discharge training should 
be seen as a priority and scheduled within 
the first week of induction.

NHS Wales healthcare organisations 
to ensure that junior doctors receive 
discharge training as part of their 
induction, and that compliance should be 
continually monitored.
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Appendix B – Survey Results  
Intelligence we’ve gathered from our own engagement with patients, the public. 
A summary of key results from our online survey are as follows:

Did you feel you were involved in decisions about your discharge from hospital?

 %

Yes, definitely 44

Yes, to some extent 19

No 31

Did not want to be involved 6

Don’t know/can’t remember 0

Did hospital staff take your family or home situation into account when planning 
your discharge?

 %

Yes, definitely 44

Yes, to some extent 12

No 25

Did not want to be involved 19

Don’t know/can’t remember 0

Were you given a copy of your Discharge Advice Letter before being discharged? 
A discharge advice letter may contain information such as your diagnosis, 
advice to GP, follow-up action and test results

 %

Yes 50

No 31

Don’t know/can’t remember 19
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Do you feel you were given enough notice about when you were going to be 
discharged?

 %

Yes, definitely 31

Yes, to some extent 19

No 50

Don’t know/can’t remember 0

Did you have to go back to hospital in relation to the same medical problem you 
were previously in hospital for?

 %

Yes  62

No 38


