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1. Introduction 
1.1 The aim of this policy is to ensure that patients receive prompt, safe and 

effective treatment upon arrival and throughout the period they are within the 

care of RCHT. RCHT will support the aim of the Patient Flow Policy by 

ensuring that processes meet the following criteria: 

• In line with known good practice 

• Deliver a consistent approach by all clinicians 

• Enable collaboration within departments and between organisations 

• Provide clear and strong clinical leadership along the pathway 

 
1.2 This policy adopts a series of known “best” practice approaches to manage 

patient flow effectively. Successful implementation relies on effective clinical 

leadership, with appropriate governance and consistent application. 

 
1.3 This version supersedes any previous versions of this document. 

 

2. Purpose of this Policy/Procedure 
2.1 Overarching principles: 

• Reduce the time patients spend in ED following a decision to admit. 

• Increase direct transfer of patients from ED to appropriate specialty wards. 

• Reduced number of bed moves at night. 

• Increase admission avoidance. 

 

2.2 Delivery principles: 

• There should be early senior review of all patients along all parts of the 
pathway. 

• All team members should implement internal professional standards. 

• Clinical decision makers should seek to avoid unnecessary overnight 
stays. 

• Optimise the use of ambulatory emergency care. 

• Ensure patients are on the right pathways and ensure that the pathways 
are communicated to all of the team. 

• Maintain the momentum of care – there should be a senior review of the 
care plan for every inpatient, every day. 

• Implement discharge planning for every inpatient by utilising the SAFER 
bundle. 

• Ensure robust plans are in place for the management of outlying patients. 

• Ensure patients are reviewed regularly with regard to their status from 
being not clinically stable to clinically stable on SwiftPlus. 

 

3. Scope 
3.1 This policy applies to all staff who are involved the flow and treatment of 

patients on the pathway from admission through to discharge. 
3.2 It will be implemented by the Clinical Director of Patient Flow. 
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4. Definitions / Glossary 
 

AMAA Acute Medical Assessment Area 

CCU Coronary Care Unit 

ECG Electrocardiogram 

GP General Practitioner 

ITU Intensive Therapy Unit 

AMU Acute Medical Unit 

RAT Rapid Assessment and Treatment 

Resus Resuscitation 

SAFER Refers to the SAFER patient flow bundle 

TTO To take out (refers to drugs being sent with patient) 

 
5. Ownership and Responsibilities 

5.1 The policy is owned by the Clinical Director for Patient Flow who in turn 
reports to the Trust Management Group. 

 

5.2 Role of the Managers 

Line managers are specifically responsible for: 

• Clinical Director for Patient Flow – To ensure the policy is executed. To 
be the link to clinical staff. Review and update as required. 

• Head of Patient Flow – To ensure oversight of policy is met and actions 
are in place. To ensure policy is supported by Clinical Site Managers  
and Patient Flow Team. 

• Matrons – To ensure all nursing staff are working to the policy. 

• Heads of Therapies – To ensure wards and departments support the 
aims of the policy with timely interventions. 

• Heads of Diagnostics - To ensure wards and departments support the 
aims of the policy with timely interventions. 

 

5.3 Role of the Patient Flow and Discharge Group 

The Patient Flow and Discharge Group is responsible for: 

• Communicating the policy to the Trust. 

• Ensuring the policy is reviewed and updated on a timely basis. 

6. Standards and Practice 
 

6.1 Emergency Department Flow Model 
Below are the processes that must be applied to patients who present at the 
RCHT Emergency Department (ED). 

 

• Upon arrival in ED, all patients are booked on to the ED IT system. The 
patients are then streamed in to either the Resus Area, a treatment bay, 
the minors triage or paediatric area. ED will work to the agreed internal 
operational standards and will ensure that a board round takes place 
every two hours by a Consultant/Middle Grade. The ED team will  
invoke the agreed specialty standard operating procedures. 
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• ED Majors Patients 

• The Rapid Assessment and Treatment Team (RAT Team) receives 
handover from the ambulance crew. 

• Initial assessment, including observations, ECG, will be completed 
within 15 minutes and blood and imaging tests will be requested 
within 30 minutes of arrival in ED.  Results from initial pathology  
and imaging should be available within 2 hours of the patient 
arriving at RCHT to enable prompt clinical decision making 
regarding the need for admission and future care. 

• All ED referrals to speciality teams will be discussed with a middle 
grade doctor or higher. 

• If a patient is referred to a specialty team one of the following will 
occur: 
▪ If the patient meets an agreed clinical pathway the specialty 

team will request the patient is moved immediately to their 
assessment area/bed base for specialty assessment and 
treatment. 

▪ The patient will be reviewed by the specialty doctor within ED 
and a decision to admit or discharge made within 60 minutes of 
assessment. 

▪ If the specialty doctor is unable to review the patient within 60 
minutes the patient will be moved to that specialty admitting 
area for further assessment (as per existing operating policy at 
RCHT) 

• If another specialty would provide more appropriate care, it is the 
responsibility of the first speciality to document why a different 
specialty is more appropriate and inform ED and it is the 
responsibility of ED to make the second referral to the appropriate 
specialty (must be carried out within the 60 minutes from referral or 
it remains the responsibility of the specialty team to arrange transfer 
to a second team). 

• The decision to admit must be made within 3 hours of arrival in ED. 

• The ED clinician will complete plan, refer to specialty and grey 
outpatient as fit for admission - within 3 hours any delay due to 
specialty taking ownership must be escalated according to SOP. 

• The Admin Coordinator will ensure notes are ready – within 5 
minutes of patient greyed out. 

• The Clinical Site Manager will allocate a bed - within 15 minutes of 
patient grey out. 

• The Admin Coordinator will request porter as soon as a bed is 
allocated. 

• The ED NIC will ensure all nursing actions and documentation is 
complete and the nurse completing transfer is able to go or an 
alternative nurse allocated and the patient transferred – within 15 
minutes of bed allocation. 

• Patients who are likely to be able to go home from the ED should 
not be admitted to inpatient beds to avoid a breach of the 
emergency care 4 hour wait standard. 
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• Patients will not be transferred from outpatient or day case areas to 
the ED unless they require immediate emergency medical care not 
available elsewhere in the hospital e.g. outpatients requiring urgent 
care may be treated in Ambulatory Emergency Care. 

 

• ED Minors/Paediatric (<16 years old) Patients 

• Patient is assessed and triaged by a nurse within 15 minutes and 
either moved to Majors based on clinical presentation or referred to 
Emergency Nurse Practitioner or ED Doctor (paediatric patients are 
moved to the paediatric area). 

• Initial assessment including observations, ECG, will be completed 
within 15 minutes and blood and imaging tests will be requested 
within 30 minutes of arrival. 

• Once the emergency care is complete, patients are either referred 
to a specialty doctor or discharged following treatment. For patients 
who are being admitted to speciality areas the expectations of the 
specialty team are the same as for ED Majors (section 6.1.2). 

 

6.2 Ambulatory Care Flow Model - Medically Expected Patients 
(GP Referred Patients) 
• Medically expected patients will arrive in ED where they will receive Rapid 

Assessment and Treatment (RAT). If there is bed capacity in AMU 
(particularly at the weekends) the Clinical Site Manager may direct GP 
expected patients direct to AMU (although priority should be given to 
patients already within the ED ground floor template (including AMAA and 
ambulatory care) who are likely to be discharged within 48 hours. 

• Initial assessment including observations, ECG, will be completed within 

15 minutes and blood and imaging tests will be requested within 30 
minutes of arrival 

• Patients will be streamed into the following areas: 
▪ Referred to Acute GP Service – Hot Clinics 
▪ Same day emergency care within the Ambulatory Emergency Care 

area. 
▪ Referred to Acute Medicine utilising the ambulatory trolley bay prior to 

discharge home or admission to a AMU bed. 
▪ Consultant review & clerking - for unwell patients requiring admission 

to AMU. 
▪ Resus Area – unwell patients who require ED Resus and potential 

admission to ITU/CCU or speciality ward bed. 

• The decision to admit must be made within 3 hours. 

• Patients will follow the Ambulatory Care pathways: 
http://intra.cornwall.nhs.uk/Intranet/AZServices/A/AmbulatoryCare/ReferralCriteria.aspx 

 

6.3 Management of Medical Patient Transfers from ED ground 
floor template (including ambulatory care) 
• Patients for short stay admission only (24-48hours) will be transferred from 

ED or Ambulatory Care to AMU. 

• During daytime hours (08.00 – 21.00), ED and Ambulatory Care will be 
given priority for access to appropriate speciality beds on base wards. 

http://intra.cornwall.nhs.uk/Intranet/AZServices/A/AmbulatoryCare/ReferralCriteria.aspx
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• Beds identified after the 16.00 hours bed meeting on base wards will be 
held by the Clinical Site Manager as opposed to given immediately to the 
MAU nursing co-ordinator. 

• Priority for AMU beds will be for those patients who have an expected 
discharge date of <48 hours where agreed clinical pathways do not require 
a specialty bed. 

• Priority for specialty bed base will be given to patients with a clinical 
condition specific to that specialty bed base. 

• Specialty teams or AMU Consultants can request patients to be moved or 
repatriated to a specialty bed base as appropriate and this should be via 
the Clinical Site Manager. 

• After 21.00 hours only patients previously identified as requiring specialty 
care will be moved off AMU if a bed in that specialty area becomes 
available. 

• After 21.00 hours only patients identified by the Clinical Site Manager and 
responsible clinician should be moved to a vacant bed on AMU from the 
ED ground floor template. However, all AMU beds will be filled prior to 
sending patients to outlying wards. 

• Sunday 21.00 - Friday 08.00 hours 

After 21.00 hours medical patients requiring admission should be moved 
directly from ED ground floor template to the most appropriate bed 
available on a medical bed base ward or surgical outlying ward. Prior to 
the move, the Clinical Site Manager must confirm the following: 
▪ The patient has been reviewed by medical ST1(Speciality Trainee) or 

above 
▪ A treatment plan is written in the notes 
▪ Drug chart has been completed on EPMA 
▪ Initial bloods have been documented in the notes 

 

Exceptions to moves from AMU after 21.00 and before 08.00 hours: 
In exceptional circumstances the Clinical Site Manager may need to move 
patients from AMU or a base ward to enable a sick and vulnerable patient in 
ED or another base/outlying ward to be nursed in the most appropriate area. 
These patients are likely to (but not limited to) meet the following criteria: 

• Patients who are at high risk of deterioration:- 
▪ NEWS (National Early Warning Score)>6, 
▪ Proven cardiac chest pain (on Acute Coronary Syndrome protocol and 

raised troponin) 
▪ Requiring respiratory higher care or critical care intervention 
▪ Patients requiring nursing expertise only available in a specific location 

eg chest drain, telemetry. 
 

• Friday 08.00-Sunday 21.00 hours 

During this time period there are variations in specialty bed availability, 
support services available and ED attendees. In view of this, to ensure 
patient safety the following modifications occur: 
Between 08.00 and 21.00 hours patients should be seen by a consultant 
prior to transfer unless moving to MAU or on a pre-agreed clinical pathway 
eg stroke pathway. 
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After 21.00 hours medical patients requiring admission should be moved 
directly from ED ground floor template to AMU unless seen by a consultant 
in which case they should be sent to the most appropriate bed available  
on the medical bed base ward or surgical outlying ward. This may require 
transfer of patients from AMU to accommodate new emergency patients. 

 

• The Clinical Site Managers, in liaison with the Hospital at Night Team, will 
have authority to direct the admitting medical team to maintain flow and 
safety. 

 

• A list of all direct ward moves which have taken place between from 21.00 
hours and 08.00 hours will be held by the Clinical Site Manager and the  
list will be provided for the doctor hand over meeting each morning. 

 

• An updated list of patients requiring a specialty bed from AMU, ED and 
repatriation from surgical outlying wards will be maintained by the Clinical 
Site Manager in the site office - a target for repatriations is within 24 hours 
but will depend upon clinical prioritisation, demand and capacity. Where 
possible repatriations will occur between 08.00 and 21.00 hours. 

 

6.4 Management of Outlying Patients 
• If it is deemed necessary to place a patient as an outlier and/or open 

additional capacity (as opposed to direct transfer from ED ground floor 

template) clinical teams and the Clinical Site Managers must  identify 

which patients are most appropriate be placed as outliers. (See criteria 

below in 6.1). Prior to moving a patient from a medical base ward to be an 

outlier, patient treatment plans must be updated and documented in the 

patient notes to include pending investigations and discharge plans. 

• Once identified, the patient details must be added to the take list by the 

on-call medical team if there has not been a prior consultant review. 

Clinical teams must be informed of patients who are actually placed as 

outliers. Clear information must be provided to inform the clinical team of 

where the patient has been placed. 

• The clinical team must ensure that patients who have been placed as 

outliers get prompt and appropriate medical assessment and interventions. 

The patients should receive a senior clinical review at least once in every 

24 hour period Monday – Sunday unless clinically stable with no active 

medical problems. 

• The Patient Administration System (PAS) and Swiftplus must be updated 

promptly so that the clinical teams are able to identify the outlying ward 

from the original admission ward. This information is also available on 

SharePoint 

• The number of bed moves during each patient’s stay must be minimised. 
Ideally, once a patient has been placed as an outlier from their original 
ward, they should not be moved again, unless clinically indicated. 
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6.4.1.  Criteria for Outlying Patients from base wards (this should be 
avoided where possible unless it is clinically indicated for that 
patient or essential to move another patient to that clinical area). 

 
▪ The patient has a confirmed diagnosis and/or a treatment and 

discharge plan is in place. 
▪ The patient has not experienced symptoms of infective 

diarrhoea or vomiting within the last 72 hours or the patient is 
moving to an appropriate side room (applies to ED patients as 
well). 

▪ The patient has not experienced deterioration in their condition 
in the previous 24 hours. NEWS score is within expected limits 
for patient. 

 
 

6.5 Discharge planning – SAFER Internal Professional Standards 

(All wards) 

RCHT has adopted the SAFER internal professional standards and these  

must be applied to all patients receiving care within the Trust. The key 

principles and processes of the SAFER standards are outlined below: 

• Every patient must have a consultant approved care plan in place and this 
must be documented in the notes within no longer than 2-3 hours of 
admission (or 12 hours if admitted out of hours or sooner if clinically 
required) 

• Care plans must include an expected date of discharge (EDD) 

• Senior decision making and leadership should be available on medical 
and surgical wards 7 days a week. 

• Ward managers must co-ordinate care plans and drive care in accordance 
with the care plan. 

• Main ward rounds must take place every morning and the teams will see 
potential discharges first so that beds are freed as early as possible. 

• The senior clinical decision maker (normally a consultant) must ensure the 
care plan is on track. Tasks such as writing TTOs and filling request forms 
must be completed before the round moves onto the next patient (avoid 
batching work to the end of the round). 

• Care plans must include ‘criteria for discharge’. Consultants must 
empower the multi-disciplinary team to embed nurse led discharge when 
criteria are met (particularly at weekends), rather than waiting for senior 
medical confirmation. 

• TTO’s must be written and submitted 24 hours before discharge 

• Transport should be booked 24 hours in advance of discharge and before 
10am whenever possible 

• Rapid board rounds will commence at 08.30 and at 15.30 daily. Rapid 
board rounds must highlight the following: 
▪ Any priority sick patents 
▪ Any patient requiring medical intervention or diagnostic results to 

support discharge before 12 noon 
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▪ Patients who can transfer to the discharge lounge (ideally before 
10.00am but patients can be sent to the discharge lounge at any time 
during the day of their discharge.) 

▪ All patient CSDs and EDDs. 
▪ Clear action Actions from the board/ward rounds ensuring that all team 

members understand them and ensuring that they are appropriately 
documented. At 15.30 rapid rounds all TTO’s, discharge summaries 
and Transport must be organised for the following day. 

• All patients should be sent to the Discharge Lounge if their bed will not be 
free within 30 minutes of the decision to discharge (as per Discharge 
Lounge SOP). 

• The Patient Administration System (PAS) and SWiftPlus board must be 
updated promptly after each board/ward round – 7 days a week. It is the 
responsibility of the ward manager to ensure that this happens. 

• All patients with a length of stay over 7 days will have their care plan 
reviewed weekly by the Consultant on the ward and by the Clinical 
Matrons, ward management teams and Head of Patient Flow at the 
Discharge Plan Review meeting in conjunction with the Onward Care 
Team. 

• The wards will review the status of each patient that is not clinically stable 
every time there is a change in their treatment outcome. This is to assess 
if they are able to be re-classified as clinically stable and then the 
SwiftPlus board must be altered to reflect this. See appendix 4 (Guidancon 
Clinically Fit status). 

 
Discharge requirements for adults who lack mental capacity 

• It is important that continued assessment of an adult’s mental capacity is 

undertaken to enable their fullest participation in discharge planning. 

Please refer to the RCHT Mental Capacity Policy for guidance on 

assessment of mental capacity. 

• The flow chart in appendix 5 sets out actions to support adults who lack 

mental capacity in the Trust. 

• The most important step is to identify the ‘Decision Maker’ who will lead 

the process. They will have responsibility to comply with the Mental 

Capacity Act and document outcomes of Mental Capacity Assessments 

and decision being made in the best interest of the individual. 

• The Decision Maker’s sticker (CHA 3920) is available on each ward. This 

should be placed in the health care record to identify the decision maker 

and guide staff to where capacity assessments and discharge decision are 

stored (in line with other lead organisations’ policy requirements) 

 

6.6 Escalation Beds 
• Escalation areas are only opened when 5 x OPEL 3 (Red) triggers are 

met. 

• Patients should be admitted to escalation areas in the following order: 

- Those with clear discharge plans and TTO/discharge letter completed 
which must be completed prior to transfer, i.e. those ready for 
discharge within 24 hours. 
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- After that, new patients from ED ground floor template as an 
alternative to AMU/CDU and the next day the responsible team 
discharges or identifies where they need to go next. 

- Only after the above has been fully done should patients be sent from 
base wards that might be going home the following day. 

- The final decision will be with the Clinical Site Manager to review 
appropriateness in terms of staffing and patient acuity to maintain 
patient safety. 

- Staffing the escalation areas will be organised through the twice daily 
Safe-Care meeting. 

 

6.7 Repatriation Policy 
The purpose of the repatriation procedure is to reduce unnecessary delays when fit 
for transfer. 

 
 
 
 
 

 
 
 

 

7. Dissemination and Implementation 
7.1 This document will be published on the Documents Library. 
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8. Monitoring Compliance and Effectiveness 
 

Element to be 
monitored 

Patient Flow will be measured from discharges taken from 
clinically stable dates to actual discharge date. 

Lead Head of Patient Flow 

Tool Radar data will supply the ward by ward data and the RCHT 
Daily Dashboard 

Frequency Monitoring of each ward will take place through the Discharge 
Review Plan meeting 

 

Reporting is available daily but monthly will give an overall trend 
 
Reporting to be shared at Patient Flow & Discharge Group 
meeting 

Reporting 
arrangements 

To be reported at Patient Flow & Discharge Group meeting and 
at Trust Management Group 

Change in 
practice and 
lessons to be 
shared 

Regular review will take place as part of the Patient Flow team 
daily work. Any lessons learned or new ideas will be considered 
and enacted if agreed by the Clinical Director of Patient Flow. 

 
9. Updating and Review 

9.1 Revisions can be made ahead of the review date when the procedural 
document requires updating. Where the revisions are significant and the 
overall policy is changed, the author should ensure the revised document 
is taken through the standard consultation, approval and dissemination 
processes. 

 
9.2 Where the revisions are minor, e.g. amended job titles or changes in the 

organisational structure, approval can be sought from the Head of patient 
Flow for signatory approval, and can be re-published accordingly without 
having gone through the full consultation and ratification process. 

 
9.3 Any revision activity is to be recorded in the Version Control Table as part 

of the document control process. 
 

10 Equality and Diversity 
10.1 This document complies with the Royal Cornwall Hospitals NHS Trust 

service Equality and Diversity statement which can be found in the 
'Equality, Diversity & Human Rights Policy' or the Equality and Diversity 
website. 

 

10.2 Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/RoyalCornwallHospitalsTrust/OurOrganisation/EqualityAndDiversity/HumanRightsEqualityAndInclusion.aspx
http://www.rcht.nhs.uk/RoyalCornwallHospitalsTrust/OurOrganisation/EqualityAndDiversity/HumanRightsEqualityAndInclusion.aspx
http://www.rcht.nhs.uk/RoyalCornwallHospitalsTrust/OurOrganisation/EqualityAndDiversity/HumanRightsEqualityAndInclusion.aspx
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Appendix 2. Initial Equality Impact Assessment Form 
 

Name of the strategy/policy/proposal/service function to be assessed (hereafter referred to as 
policy): Patient Flow Policy 

Directorate and service area: Corporate – 
all adult wards admitting elective and 
non-elective patients. 

Is this a new or existing Policy - Existing 

Name of individual completing 
assessment: Bill Thornton 

Telephone: 01872 253584 

1. Policy Aim* 
Who is the strategy / 
policy / proposal / 
service function 
aimed at? 

The policy is aimed at all aspects of the Patient Flow pathway. 

2. Policy Objectives* To create a regular and uninterrupted flow of patients across the Trust 
from admission through to discharge in a consistent way. 

3. Policy – intended 
Outcomes* 

Reduced Delayed Transfers of Care by days 
Reduced delays of patients in ED to meet the national standards 

4. *How will you 
measure the 
outcome? 

Reduction in Delayed Transfer of care 
Reduction in 12 & 4 hour breaches in ED of national standard. 

5. Who is intended to 
benefit from the 
policy? 

Patients 
RCHT staff 
Community Hospitals 
Nursing Homes 
Residential Homes 
Transport 

6a) Is consultation 
required with the 
workforce, equality 
groups, local interest 
groups etc. around 
this policy? 

 

b) If yes, have these 
*groups been 
consulted? 

 
C). Please list any 
groups who have 
been consulted about 
this procedure. 

No 

 

7. The Impact 
Please complete the following table. 

Are there concerns that the policy could have differential impact on: 
Equality Strands: Yes No Rationale for Assessment / Existing Evidence 

Age  ✓  
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Sex (male, female, trans- 
gender / gender 
reassignment) 

  
✓ 

 

Race / Ethnic 
communities /groups 

  
✓ 

 

Disability - 
Learning disability, physical 
disability, sensory impairment 
and mental health problems 

  
✓ 

 

Religion / 
other beliefs 

  
✓ 

 

Marriage and civil 
partnership 

  
✓ 

 

Pregnancy and maternity   
✓ 

 

Sexual Orientation, 
Bisexual, Gay, heterosexual, 
Lesbian 

  
✓ 

 

You will need to continue to a full Equality Impact Assessment if the following have been 
highlighted: 

• You have ticked “Yes” in any column above and 

• No consultation or evidence of there being consultation- this excludes any policies 
which have been identified as not requiring consultation. or 

• Major service redesign or development 

8. Please indicate if a full equality analysis is recommended. Yes No ✓ 

9. If you are not recommending a Full Impact assessment please explain why. 

There is no significant change to any individual task that is already carried out. The main 
difference is to ensure that best practice is carried out consistently 

Signature of policy developer / lead manager / director Date of completion and submission 

Names and signatures of 
members carrying out the 
Screening Assessment 

1. Duncan Browne 
2. Ella Stracey 

 

 

Keep one copy and send a copy to the Human Rights, Equality and Inclusion Lead, 
c/o Royal Cornwall Hospitals NHS Trust, Human Resources Department, Knowledge Spa, 
Truro, Cornwall, TR1 3HD 

 
A summary of the results will be published on the Trust’s web site. 

 
Signed    

 

Date    
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Assess Discharge RAT Paediatrics Triage Discharge 

Majors Minors 

Treatment Bay Resus Treat 

MAU 

Discharge Discharge Discharge Discharge Discharge Discharge 

Patient Flow Pathway Flow Chart – Appendix 3 
 
 
 
 
 
 

 

 

 

 

 

 

 

* Patients for short stay admission only 24-48 hours will be transferred from ED to Ambulatory Care to MAU. 

After 21:00 only patients previously identified as requiring speciality care will be moved off AMU if a bed in that speciality area becomes available. 
Between 0800-2100 patients should be seen by a consultant prior to transfer unless moving to AMU or on a pre-agreed clinical pathway. e.g. Stroke pathway. 

Outlier 
Ward 

Speciality 
Ward 

Decision to Admit 

AMU * Admit to 
Paediatric Ward 

Walk-in - ED Ambulance - ED Ambulatory Care 
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Appendix4. Guidance on Medically Fit Status 
 

Extended admissions to hospitals have been shown to cause harm to individual patients 
and also prevent new patients being admitted when they require urgent or planned 
treatment. 

 
It is therefore vital that we identify when a patient no longer requires ongoing care within 
RCHT (acute or specialist bed) so their care can continue either in their own home or in a 
sub-acute environment e.g. community bed or residential home. 

 

Patients are usually medically fit when they fulfil the below criteria and should be 
recorded as ‘clinically stable’ on swift plus: 

 
1. No longer receiving complex therapies only deliverable within the acute hospital 

e.g. complex intravenous antibiotics not suitable for acute care at home, acute 
oxygen, short term oxygen therapy. 

 

2. No longer awaiting complex urgent intervention which must be completed to 
enable a safe discharge e.g. urgent imaging or procedure/operation. 

 

3. No longer on a designated post procedure pathway requiring acute hospital 
admission e.g. first 3 days following neck of femur fracture. 

 
The swift plus board should be reviewed by the Nurse in Charge each morning and the 
clinically stable status for each patient reviewed. 

 

If a patient is not already medically fit and they appear to meet the above criteria the 
patient must be discussed with the medical team to clarify if the patient is indeed 
medically fit. 

 
If there remains another reason why the medical team feel the patient needs to remain in 
RCHT this must be documented in the medical and nursing notes (e.g. cardiac patient at 
acute risk of deterioration). 

 
 

Duncan Browne Kim O’Keeffe 
Clinical Director for Patient Flow Chief Nurse 
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Appendix5. RCHT Discharge Flow Chart for Adults who Lack Capacity 

 

Ward 
Identify Discharge Needs 

 
 

 
 

Ward-led 
CHC Fast 

Track 

Refer to Onward Care Team 

 

Onward Care Team Confirm Discharge Plan 

 
 

 
Decision 

maker sticker 

Onward Care Team Identify Decision Maker 

confirming 
RCHT 

Consultant as 
decision 
maker 

Onward 
Care Team 
Health Led 

Onward Care 
Team Social 

Care Led 

Lasting Power 
of Attorney 

(LPA) 

entered into Decision maker sticker entered 
into RCHT notes 

For someone with a LPA 
Mental Capacity will 

need to be assessed by 

Decision 
maker 

documents 
Mental 

Capacity 
Assessment 

in RCHT 

 
 

Decision 
maker 

documents 
best interest 
discussion/ 
meeting in 

RCHT notes 

Document 
Mental 

Capacity 
Assessment 

in CFT 
Patient flow 

records 

 
 

Document 
Best Interest 
discussion/ 
meeting in 

CFT patient 
flow records 

Document 
Mental 

Capacity 
Assessment 
in Council 

Mosaic 
system 

 
 

Document 
Best 

Interest 
discussion 
in Council 

Mosaic 
system 

the RCHT Team and 
involvement in decision 
making by the patient 

may be possible. If self 
funding discharge 

situation. LPA +/- patient 
involvement will lead 
discharge process +/- 
support if requested. If 
statutory funding (either 

health/ or social) the 
health/ social care team 
will support the LPA with 
the discharge plan and 

where necessary 
document in the 

relevant document 
system any decisions 

made. 


