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Resources for Inpatient 
Doctors



The information in the Hospital Discharge Form is combined with information pulled from a number of other
places in RiO to create an ‘editable letter’ which is the document sent to the GP and uploaded to RiO as the NODF
(Notification of Discharge Form – the four letter code used to upload in RiO).

We plan to gradually change how we enter information into RiO during regular clinical work. The goal is to enter
most of the information needed for the discharge letter during the patient’s admission, instead of waiting until
the time of discharge. This will allow us to create more accurate and timely discharge letters.

Service users have expressed how the discharge process can be stressful, often sudden and lack clarity. Feedback
has shown that discharge letters can act as an informative document that allows service users to understand their
care and what to expect following discharge. The ‘My Safety Care Plan’ also acts as a useful document to better
inform the service user of the care and recovery, which they should have a copy of before discharge

1. Background

The national target expectations for sending discharge notifications to GPs has been reduced from 48 to 24 hours. This is 
essential for ensuring a smooth and coordinated transition of care for service users. By receiving their discharge notification in 

a timely manner, service users can obtain their medications without delay and begin their recovery in the community. 



2. Staff, GP and 

Service User 

Feedback



Staff and GP Feedback

Junior

Doctors/

Pharmacists 

• Generally the process feels faster 

• The removal of the progress and treatment summary makes it harder 

for Junior Doctors to refer back to previous admissions if a service 

user is readmitted - This is now being managed through progress 

notes, existing records and as part of the follow-up plan

GPs

• The discharge letter can sometimes lack clarity of what’s happened 

during the admission – the information provided can be long and 

unnecessary contextual information

• The discharge letter should provide a short, concise summary of the 

reason for admission, diagnoses, and any changes in medication

• If there are requests for the GP to complete specific actions, they 

would like to know why, if not already mentioned in the discharge letter



“Had to go to A&E to get support”

“Be more inclusive, language barriers”

“Randomly discharged on weekend”

“Chaotic discharge” 

“Had to chase for letter”

“Missing discharge letter delayed medications”

“Repeatedly fell through the cracks”

“Loss in trust and faith in staff”

“Not involving carer sufficiently”

“Did not get a discharge letter”

“Staff not listening” 

“Poor communication”

“Lack of follow-through on agreed plans”

“Telephone check-in  provided limited help”

“Felt unsafe on discharge”

“Felt rushed”

“Plan for discharge from B&B was unclear” 

“Transition to community care was disjointed” 

“Need more help navigating system”

“Relapsed”

“No accountability”  

“Everything feels like a battle”

“More Pre-discharge conversations” 

“Felt Abandoned”

“Appointments not organised in community” 

2.1 Why this matters: Learning from service users

“Lack of community support ”

“Benefit from information leaflet post discharge”

Discharge Process
Discharge Liaison Form 

“Better advance planning with me”

“Staff too busy ”

“Format is good” “Content written without service user voice”

“Wording can compound feeling stigmatised”

“Less jargon”

“Didn’t know about HTT”

“Not as well as staff think I am” 

“Discharge letter is very helpful tool ”

“Staff should incorporate both professional 
and user perspective to reduce stigma”

“More detail about the follow-up plan so its 
clear who is responsible and by when”

“Letters don’t always get to GP electronically  ”

“More opportunities to discuss this before discharge ”



2.3 Why this matters: Service user experience
Video: 2 minutes watch time

Please see the video here: https://www.elft.nhs.uk/intranet/teams-support-

me/corporate-performance/discharge-liaison-form-dlf-project

https://www.elft.nhs.uk/intranet/teams-support-me/corporate-performance/discharge-liaison-form-dlf-project


3. RiO



3.1 How to access the Hospital Discharge Form
Video: 3 minute watch time

Click here: How to access the Hospital Discharge Form

https://www.elft.nhs.uk/sites/default/files/2023-07/Hospital%20Discharge%20Form.mp4


3.2 What RiO forms populate the discharge letter?

1

Information entered into the Clinical Assessment Form in the Medical Documentation Folder will be automatically pulled to populate 

the ‘circumstances of admission’ and ‘mental state examination’ sections on the discharge letter. It is expected that the admitting doctor 

will complete this form on admission. During early deployment, this loop may not have been closed, and these two fields may 

need to be completed before the editable letter can be generated.

2 Blood and ECG results in the Investigations form in the Physical Health folder. Completed by Junior Doctor 

3 Blood pressure and BMI data in the Observations and Measurements form in the Physical Health folder. Completed by Ward Nurse

4
Smoking, diet, exercise and alcohol intervention information in the Lifestyle form in the Physical Health folder. Completed by Ward 

Nurse

5
The new Hospital Discharge form found in the Medical Documentation folder which gathers information on treatment during 

admission, discharge medication and discharge plan.  It is anticipated that this be completed during the discharge ward round. 

Completed by Junior Doctor 

Clinical information entered into dedicated forms on RiO is automatically incorporated into the discharge letter. The following list of forms 
outlined which ones must be completed prior to discharge.



3.3 Editable letter template

Clinical Assessment form

Investigations form

Observations and 
Measurements form

Lifestyle form

Contents derived from the following 
forms:

The editable letter can then be generated and sent to the GP. 
The editable letter is titled “**Discharge Liaison Form” and 
should be found close to the top of the list as shown below. 

Note: access to the editable letter is assigned on an individual 
basis. We hope we have assigned this letter to everyone who 

needs it but if you don’t see it then please contact the RiO 
Helpdesk via the Service Now portal and we can get this 

swiftly corrected.



4. Process



Doctor
Review Final 

Discharge 
Letter

Pharmacy Ward Nurse
Send to GP 
(local Lead)

• The Junior doctor will 

complete the "Hospital 

Discharge" form.

• Junior Doctor to ensure 

that all the information on 

the form is correct 

including admission and 

discharge date.

• Ward pharmacist will 

validate the form and 

digitally sign. Please note 

that the pharmacist will 

just be reviewing 

medication and allergies.

• Pharmacy will validate 

medication on the same day 

if received before 2pm. 

• Ward pharmacist will use 

editable letters to create the 

discharge liaison letter (see 

email below for guide on 

how to complete this)

• Gold standard is a copy of 

discharge letter printed 

and given to patient

• Patient to be given 

medication, which has been 

sense checked by Ward 

Nurse

• Patient discharged

• Depending on the borough 

the ward administrator, 

Pharmacist, or Doctor will 

send the discharge letter to 

the GP. 

• Please note, it is the 

Junior Doctors 

responsibility to check the 

final letter before it is sent 

to the GP and ensure all 

quality checks have been 

completed

• Establish or follow existing 

governance process for 

reviewing final discharge 

letter. Use ‘DLF Data 

Report’ to view contents of 

complete form.

• Doctors are responsible for 

the quality and accuracy of 

the discharge letter prior to 

pharmacy sign off and/or 

admin sending to GP

• Junior Doctor or the 

Consultant will email 

Pharmacy to notify 

pharmacy that their form is 

ready for validation

4.1 Recommended process flow

Prior to discharge (24 hours of earlier)

Send to Pharmacy by 

2pm to validate same 

day

Share with service user and send to GP 

within 24 hours of discharge



5. Good Practice



5.1 Learning from discharge letter audits

Good Practice Areas for further training

Quality of written information

• Evidence of clear & concise summary related to 

circumstances of admission and key relevant information 

pertaining to the admission itself within in the ‘circumstances 

of admission’ section

• Clear and concise follow up plan section for community 

teams and GPs

Completeness of information

• Physical health information and interventions completed 

within dedicated forms rather than progress notes

• Key medication changes highlighted where appropriate

Quality of written information

• clarity of written information in relation to the circumstances 

of admission section is variable. 33% had the full 

assessment automatically inserted from the MSE and 

admission summary included without any further review to 

check its relevance, quality, grammar and format before 

being submitted to GP.

Automation issues

• 18% of discharge letters checked in the audit had information 

from previous admissions (out of date). In some cases it was 

been 5 years old. Emphasises the need for robust 

governance structures to check the editable letter before it is 

uploaded or review where information should not be 

automated going forward.

Governance

• Variability in review process of discharge notifications. Where 

doctors are involved in submitting discharge notifications 

directly to the GP, the information included has been clearer 

and more concise.

*Audit included 30 Discharge letters. 5 from each borough after launch of the new form



5.2 Good Discharge Letter Example 
Clear and concise 

summary related to 

circumstances of 

admission and key 

relevant information 

pertaining to the 

admission itself. 

Should make for clear 

reading written in past 

tense. The clinician 

has taken time to 

reorganise section as 

sometimes the 

automation of this 

section can result in 

unnecessary content 

being added. It is the 

responsibility to 

review the quality of 

the letter

Key medication 

changes 

highlighted 

where 

appropriate

Physical health 

information and 

interventions 

completed 

within 

dedicated 

forms and not

in progress 

notes 

Clear and 

concise follow 

up plan section 

for community 

teams and GPs.



5.3 How to understand & monitor your wards 

performance using Power BI Reports 
Video: 1:40 minute watch time

Click here: How to monitor performance through PowerBI

https://www.elft.nhs.uk/sites/default/files/2023-07/Report%20Video%20%282%29.mp4


6. Recommendations



Establish a way for doctors to view the completed discharge letter before it goes to the service user and GP, to ensure high quality 

Develop the discharge plan during the ward round or pre-discharge meeting, so that all information is captured in advance

Coproduce the discharge plan with the service user, prior to discharge, and use this opportunity to ensure contact information is up-to-

date for the 72-hour follow-up

Use the data in PowerBI at ward level to view performance 

Provide the “My Recovery Plan” to the service user at the point of discharge, together with the discharge letter

Consider creating an information leaflet or ward poster that helps explain the support available from community services following 

discharge

Explore expanding the peer support offer on wards to help the transition from hospital to community care settings

6.1 Recommendations for directorate teams


