
ENACT DISCHARGE PLAN 

 

7 days after Where a discharge has not taken place Letter X issued:  
 
Further MDT discussion - MDT lead/ Case Manager, in liaison with Ward / 
discharge staff, the patient / family and any care navigators to identify 
causes of delay and confirm / expedite all possible steps to be taken 
including consideration of interim care placement or package   

 Supporting Patients’ Choices to Avoid Long Hospital Stays Policy – Operational Flow Chart
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Discharge Co-ordinator involved to facilitate discharge 
home with further multi agency assessment as 
appropriate (or to next step on care pathway if discharge 

 home is not possible) 

Multi-Discpinary Team  For very complex needs, a will be set 
up to engage with the patient/ carer/ family and the Ward staff / 

 Consultant on the forward plan for care and discharge options

Provide Factsheet A 

ADMISSION Start discussions about discharge with 
 patient as early as possible, set EDD,  latest 12-24 hours

COMPLEX NEEDS/ DISCHARGE For those with 
complex needs /complicated discharge the Ward 
Manager and Consultant will identify and refer to other 
health and care  professionals (for further assessment 

 at home rather than in hospital wherever possible)

MDT Lead (Patient’s Case Manager) discusses available and 
appropriate options with patient / carer and provides supporting 

 information on funding/ care options as appropriate 
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DISCHARGED  

Record in 

patient records 

Record in 

patient records 

Ongoing support / ward rounds/ multi-partner discussions (and 
care navigation support as appropriate) to help patient and 
families in making arrangements within 7 days window 

Record in 

patient record & 

CarePlan 

ASSESSMENT & TREATMENT Patient receives 
appropriate assessments and treatments / advice / after 

 care information. Most patients will be fit to leave here.

Provide Welcome letter/ leaflet 

DISCHARGED  Provide Letter B 

Provide supporting information 

DISCHARGED  

Record in 

patient records 

Record in 

patient records 

& Care Plan 

Provide Letter C 

DISCHARGED  

If interim care to be offered - transact via local arrangements with regards 
to commissioner / social care approvals and funding 

DISCHARGED  
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If discharge still not achieved ward staff to engage Trust escalation lead 
who will review reasons for delay including steps taken and hold formal  
meeting with patient / family to resolve any issues and enact discharge plan  

Once all reasonable options offered and  there are no remaining grounds 
for challenge, Trust escalation lead with support of system partners and 
with recourse to legal advisors as necessary to enact final decision 

DISCHARGED  

Provide Letter D 
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