Discharge for patients with palliative and end of life care needs
Discharge planning for patients with palliative and end of life care needs can be complex. Additional measures should be taken to ensure all aspects of care are considered in the context of the patient’s condition, current phase of illness and in anticipation of deterioration.
This document will outline some of the key elements to consider when planning a discharge for a person with palliative and end of life care needs and will refer to useful resources that may be required for discharge.
NHS Fast Track for NHS Continuing Care 
When a patient has a primary health care need arising from a rapidly deteriorating condition and an increased level of dependency, then they can be fast tracked for NHS Continuing Healthcare (a package of care or 24 hour nursing care home, arranged and funded by the NHS).
Completing the fast track assessment tool ensures that these individuals have continuing healthcare funding approved without delay, enabling them to be supported in their preferred place of care as quickly as possible without encountering any delays. 
A referral to the hospital discharge planning team will be required to complete the necessary assessment and application for a fast track NHS continuing care funded discharge.	Comment by Parr Paula (R0A) MFT: CHC information will be on the resource platform
Rapid Discharge at the End of Life
This is a process to support the safe and timely discharge of patients who are thought to be actively dying in the last hours to days of life to their preferred place of death in the community. Part of this process typically involves applying for fast track NHS continuing healthcare funding, although the care may not be readily available at the point of discharge.  In such an event, this should be clearly communicated to the patient where possible and to those closest to the patient. 
A prompt referral to the hospital discharge planning team should be made as soon as it is determined that a patient requires a rapid discharge to die to their preferred place of death.
As rapid discharges are for patients recognised to be in the last hours or days of life, there is a risk that the patient may die whilst the discharge is being planned, during the transfer or shortly after arriving at their preferred destination. This risk should be clearly and sensitively communicated with the patient where possible and those closest to the patient, with a discussion on what would happen in that instance. 
ReSPECT form
The Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) is a document that outlines personalised recommendations for a person’s goals of care and ceiling of treatment (including resuscitation) in a future emergency in which they are unable to make or express choices. It is created following discussions between the person and/or persons they’ve identified as important to them and their healthcare professionals. 
It is valid in both hospital and community settings.  If a patient is admitted to hospital with a ReSPECT form or uDNACPR form, a copy of this should be scanned in to HIVE and the original returned to the patient.  Whilst in hospital a new version should be created in HIVE detailing the existing information and decisions, inclusive of any additional information or decisions made whilst an inpatient.  At the point of discharge the ReSPECT form should be printed and this copy should then be signed by a doctor of an appropriate grade and discharged with the patient.	Comment by Parr Paula (R0A) MFT: Link to the document, process in hive, scanning info 

Statement of Intent
The aim of this document is to prevent the unnecessary attendance of the police in circumstances where a death has been anticipated (and does not need referral to coroner), but occurs at a time when the patient’s regular GP has not seen the patient in the last 14 days or is not immediately available to issue a Medical Certificate Cause of Death (MCCD). 
If a patient is discharged home supported by the rapid discharge process, expected to die, and does not need referral to the coroner, the GP should review the patient as soon after discharge as possible to issue this. 
A ‘bridging statement of intent’ can be issued in the meantime by an MFT doctor declaring they will be available as a medical practitioner to issue a medical certificate cause of death until such a time the GP has reviewed the patient and completed a Statement of intent.  On occasions this may not be possible if there is not a medical practitioner available to issue the MCCD and therefore this should be highlighted to the patient’s community healthcare team including the GP prior to discharge to ensure a GP visit can be arranged as soon as possible.	Comment by Parr Paula (R0A) MFT: SOI and the MFT comms included in resources
TTO and Anticipatory Medications
Prior to discharging patients with longer term palliative care needs and those patients being supported with a fast track or rapid discharge at the end of life, it is important to review medications in the context of the persons condition and current phase of illness.  Patients with palliative care needs should have their medications reviewed regularly to prevent polypharmacy and to ensure their medication regime remains appropriate for their needs.  Any decision to modify or discontinue medications should be discussed where possible with the patient.
When a patient is recognised to be in the final hours or days of life it is important to review their medication regime and consider discontinuing non-essential medications and make plans for suitable alternatives for those medications considered essential, even when the oral route may no longer be reliable.
In addition to prescribing and supplying a patient’s regular regime of medications it is important to prescribe medications that may be required to treat any symptoms a patient may experience in the last hours – days of their life. They are given via the subcutaneous route and will need prescribing on the patient’s TTO.   In addition to the supply of these medications, the direction to administer form should be completed to enable district nurses to administer them in the community setting.
These medications need to be prescribed on an individual basis following an appropriate assessment. 
Patients requiring a syringe pump to support their symptom management should have these medications prescribed and supplied on their take home medication regime and the appropriate direction to administer form completed for the district nurses to be able to administer the infusion.
Prior to discharge, the syringe pump should be replenished to ensure the infusion does not run out before the district nurses are able to visit.  When the district nurses visit the patient, they should replenish the syringe pump and change to a community device.  Arrangements should be made to return the pump to the discharging hospital as per the local agreement.	Comment by Parr Paula (R0A) MFT: Link to driver policy/return process for each site.
Link to guidance for advice and support around this process.
Link to authorisation Form
Equipment
All patients with palliative care needs, and those having a rapid discharge home at the end of life should have equipment needed for discharge in place prior to discharge, unless otherwise discussed and agreed with the patient and those important to them; this may include practical equipment such as mobility aids, but may also include oxygen, suction machines and nebulisers.
Communication and Referrals
All patients with palliative care needs, and those having a rapid discharge home at the end of life should, with permission, be referred to the district nursing team; this supports the transition of care and ensures patients and those important to them are supported following a hospital admission.
All patients with palliative care needs, and those having a rapid discharge home at the end of life should have contact numbers for community teams they may need after discharge, particularly out of hours such as district nurses and GP.  Ensure the patient and/or those important to them have these numbers.
All patients with palliative care needs, and those having a rapid discharge home at the end of life should have a discharge summary that reflects the events of the inpatient episode, their phase of illness, and any recommended follow up for the GP to note.  If the patient is going home supported by a rapid discharge at the end of life, then the clinical team looking after the patient should phone the GP within working hours ahead of the discharge to ensure a visit can be planned as close to the discharge as possible.



