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Introduction
There is a recognised need to improve the quality of 
discharge documentation to facilitate the safe and effective 
ongoing care of patients once they leave hospital. Previous 
studies have focused on individual interventions, such as 
teaching or feedback. Our continuous quality improvement 
project aims to improve the quality of discharge 
documentation at our hospital by providing a comprehensive 
overhaul of the education and feedback around discharge 
documentation.

Methods
We designed a comprehensive data analysis tool to analyse 
the performance of our discharge summaries. We presented 
at clinical governance sessions and arranged numerous 
teaching sessions for junior doctors. We developed a live-
feedback system based on the content of a sample set of the 
previous month's summaries, which included poster-based 
feedback and group teaching.

Results
Our interventions have significantly improved the quality 
of our discharge documentation across a broad range of 
categories, including the summary of the stay, actions for 
general practitioners and information given to patients in lay 
terminology.

Conclusion
Our comprehensive quality improvement project has improved 
the quality of our discharge documentation. Further work 
aims to expand this project into a regional setting, as well 
as designing a strategy to maintain engagement of key 
stakeholders to ensure continued progress.
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Introduction

Accurate discharge summary documentation plays a crucial role 
in the continuing healthcare  of patients discharged from hospital. 
The Academy of Medical Royal Colleges (AoMRC) provides 
guidance on the structure and content of discharge summaries.1 
Examples of content required, as specified by the AoMRC, include 
a social and functional assessment, a list of new diagnoses, details 
of the patient's past medical history (PMH) and information 
regarding any changes to prescribed medications. This information 
is critically important to allow the patient's ongoing health needs 
to be met by their general practitioner (GP) upon discharge back to 
the community.

If all of the required information is included, then this clearly has 
the potential to optimise the transition of care from hospital to 
home. Accurate discharge summaries also improve the follow-
up of results of tests pending at discharge.2 Moreover, accurate 
discharge documentation can allow for large epidemiological 
studies to be performed (in healthcare systems set up to optimise 
usage of these documents).3–5 Conversely, poor quality discharge 
summaries carry increased risks of a number of medical errors, 
including medication prescription errors and delays in outpatient 
reviews.6–9

We identified that there was an unmet need for improvement in 
the quality of our trust's discharge summaries. A broad and high 
impact quality improvement project (QIP) was therefore designed 
which had the goal of integrating both larger teaching sessions 
and more personalised feedback approaches, as well as testing 
additional strategies that we designed using a plan, do, study, 
act (PDSA) approach. This QIP therefore had the ambitious goal 
of implementing a wide series of interventions, in a controlled 
manner, to improve the quality of discharge summaries at our trust 
for patients over the age of 75 years.

Methods

In order to identify the key areas of discharge documentation 
that required improvement, a survey of 111 consultant clinicians 
and GPs working in the local area was performed. Forty of these 
clinicians were invited to participate in a rapid improvement event 
(RIE) using LEAN methodology to gain a full understanding of the 
process and the key issues and information required upon patient 
discharge from hospital.10 This allowed the key value-added 
elements of the discharge documentation to be identified.

A
B

ST
R

A
C

T



150 © Royal College of Physicians 2020. All rights reserved.

Charles H Earnshaw, Amanda Pedersen, Jo Evans  et al

The findings from this event were integrated with the AoMRC 
guidelines and a six-category data collection tool was designed, with 
38 total data points collected for each summary.1 The categories 
included clinical summary, functional assessment, medication 
changes, follow-up actions, acute kidney injury and dementia/
delirium, and are shown in detail in Table 1. Each individual point 
was graded in terms of the quality of the information included (not 
just whether it was present or absent) on a four-point scale from 
‘absent’ to ‘great’. This was then used to assess the overall quality 
of the summary, which is depicted in the figures throughout this 
paper. A baseline audit of 482 discharge summaries was performed 
in patients aged 75 years and over to assess trust-wide performance 
against the criteria identified in the survey. This specific cohort of 
patients was chosen for a number of reasons: older people are 
more likely to have complex care needs with multiple comorbidities, 
polypharmacy and multidisciplinary team requirements; they have 
increased readmission rates in our trust, as they do nationally, and 
it was hypothesised that high-quality discharge summaries may 
alleviate some of these problems.11,12

A series of interventions, based on the results of a survey of 
clinicians’ understanding of discharge summary purpose and 
quality markers, were then designed. This included year-wide 
teaching of first-year doctors, induction training for doctors at 
the beginning of each new rotation and regular departmental 
teaching that aimed to improve the quality of our discharge 
summaries. The project was presented to the different specialties 
involved at their respective clinical governance meetings to 
increase awareness of the project. Participating departments 
included orthogeriatrics, the emergency assessment unit, the 
acute surgical unit and elderly medicine. A local project lead was 
identified within each department who collected monthly data 

from a sample of discharge documentation from that ward, and 
who was able to design interventions tailored to their specific 
department.

A novel live-feedback system was then designed, using a PDSA 
approach, to help facilitate the desired improvements. Forty 
discharge summaries were analysed on a monthly basis (with one 
clinician in each of the previously mentioned clinical departments 
responsible for reviewing discharge summaries; who remained the 
same from month to month, with the exception of rare occasions 
when they would rotate out of the trust due to clinical rotations). 
This clinician then fed the results back directly to the doctors 
completing the summaries. A poster was designed, also using a 
PDSA approach, to display feedback of a selection of discharge 
summaries from the previous month. Posters were updated with 
the strengths and weaknesses of the previous month, along with 
suggestions for improvement, and then displayed in a prominent 
location in the relevant clinical area. Awards for ‘discharge 
champions’ (doctors or areas that have shown major improvement 
in the quality of discharge summaries) were created, which 
improved junior doctor engagement with the project.

The first monthly cycle was completed in November 2017, which 
allowed interim analysis of whether the induction and year-wide 
training sessions had made improvement in the quality of the 
discharge summaries to be performed. The live-feedback approach 
went live in February 2018 and was performed on a monthly basis.

Results

The aim of the project, the key strategic areas identified, along 
with the people involved and interventions performed are 
illustrated in a driver diagram (Fig 1).

Table 1. The 38-point data collection tool, used when reviewing discharge summaries

Demographic Clinical summary Functional 
assessment

Medication 
changes

Follow-up Acute kidney 
injury

Dementia/ 
delirium

Hospital number Past medical 
history

Documented if 
from nursing or 
residential home

New medications Is follow-up 
required

Did acute 
kidney injury 
occur

Diagnosis of 
delirium during 
admission

Ward Concise summary 
of admission

Changes to 
functional status 
documented

If so: name, dose 
and timing

If so: included 
in summary

If so: stage 
documented

If so: recorded 
on summary

Consultant Relevant tests and 
results

If so: indication General 
practitioner 
action required

If so: post-
discharge 
monitoring

Pre-existing 
diagnosis of 
dementia

Age List of diagnoses 
clearly stated

Medications 
stopped

If so: clear 
instructions

If so: recorded 
on summary

Sex If so: name Information in 
lay terminology

Admission date If so: indication

Discharge date Dose changes

Grade of clinician 
writing summary

If so: included

Multiple authors If so: indication

Prepared in advance Allergy status 
updated
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The findings from the RIE survey identified six key areas, 
around which the data collection tool was designed (previously 
described). Several aspects of the discharge summaries analysed 
in a baseline audit (482 summaries across seven wards) were 
recorded poorly. Specifically, this included documentation of 
follow-up actions required of the GP, a clinical summary of the 
patient's stay and information provided to the patient in lay 
terminology.

Fig 2 shows the number of discharge summaries completed 
to a ‘good’ standard (as defined in the data collection tool). In 

addition, the figure is annotated with different interventions 
performed throughout the project.

Fig 3 shows a breakdown of performance in several specific 
areas. Substantial improvements in the clinical summary (Fig 3a; 
increased from 29% to 47%) and in the quality of information 
provided to the patient in lay terminology (Fig 3b; increased from 
15% to 64%) were observed. However, other areas require further 
improvement, including improving the communication of the 
patient's functional assessment, a key area identified by GPs, care 
home staff and community therapy teams.

Fig 1. Driver diagram developed 
following rapid improvement 
event. AHPs = allied healthcare 
professionals; CPD = continuing  
professional development; DS =  
discharge summaries; EPR = 
electronic patient records; FY1 = 
foundation year-1 doctor; GP = 
general practitioner.

Fig 2. Proportion of 
discharge summaries com-
pleted to a ‘good’ standard 
and interventions performed 
throughout the project. 
DS = discharge summaries; 
GP = general practitioner; 
PDSA = plan, do, study, act.
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For communication of follow-up actions to GPs, a relatively high 
baseline number of discharge summaries included information 
that was deemed of ‘good quality, with most information present’, 
and this percentage did not meaningfully improve over the course 
of the project (Fig 3c). However, Fig 3d shows that the percentage 
of summaries completed to ‘great quality, with all information 
present’ increased following the interventions from a mean of 
20% to 45%.

The main challenge identified throughout the project was 
ensuring up-to-date data collection from the different clinical 
areas as junior clinicians, previously responsible for one area, 
moved onto a different rotation. This was overcome by having 
a senior registrar, in charge of data collection, who could obtain 
missing data. Due to the nature of the live feedback system, it was 
challenging to ensure reliable monthly dissemination of results, 
however good communication throughout the team and regular 
meetings ensured the poster-based feedback was provided on 
time.

Discussion

Improving discharge summaries clearly has an important role to 
play in improving the transition of patient care. A recent study 
showed reduced readmission rates following admission for heart 
failure exacerbations when discharge summaries included the 
recommended information.13 A separate study found improved 

prescription rates of denosumab following neck-of-femur fractures 
in patients when discharge summaries were improved.14 A further 
study showed increased patient satisfaction with their discharge 
summaries when a concerted effort to improve post-tonsillectomy 
summaries was made.15 Our study has therefore attempted 
to initiate a comprehensive series of changes in our discharge 
summaries, and has succeeded in improving the number of 
discharge summaries completed to a high standard.

Several key areas, such as the inclusion of required follow-up 
actions for GPs, have seen improvements in quality from ‘good’ 
to ‘great’. Importantly, therefore, the data suggest that the 
interventions have increased the overall quality of information 
included within each discharge summary, rather than simply 
increasing the overall volume of information itself.

A drop in the overall quality of discharge summaries was noted 
on the rotation of each new cohort of junior clinicians to their new 
clinical area (specifically correlating to the months of December 
2017, April 2018, August 2018 and December 2018; Fig 2). This 
phenomenon likely represents new junior doctors adapting to 
their new work environment. Importantly, the overall improvement 
in the quality of discharge documentation (as illustrated by 
the peaks of the graph) in the months immediately following 
junior doctor rotation increased as the project progressed. 
This suggests that the large-scale project was an increasingly 
effective operation, and that each subsequent cohort of clinicians 
was better educated and trained at completing discharge 

Fig 3. Impact of interventions on discharge summary quality. a) Accurate clinical summaries. b) Information given to patient in lay terminology. 
c) Information provided to the general practitioner at ‘good’ quality. d) Information provided to the general practitioner at ‘great’ quality.
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documentation compared to previous cohorts. Additionally, the 
greatest improvements were identified on wards where there is 
strong clinical engagement at consultant level to support training 
and engagement in the project. This suggests support from senior 
clinicians is important to maintain the improvements made by the 
project, especially given the frequency with which junior clinicians 
rotate jobs.

Dedicated training in how to prepare discharge documentation 
is very rare. Previous studies have shown that junior clinicians 
feel that specific training in discharge documentation would 
be of benefit.16 Therefore, there have been numerous previous 
attempts to carry out projects that aim to improve the quality 
of discharge summaries.17,18 Techniques employed have ranged 
from the provision of one-off and regular teaching sessions to 
clinicians through to programmes providing both teaching and 
feedback.19–23 Importantly, it has been shown that the results of 
these QIPs can be long-lasting.24 Additionally, the Royal College 
of Physicians has provided guidance on how to improve discharge 
summaries, which can be utilised when designing teaching on this 
subject.25

The baseline quality of discharge summaries did not increase 
meaningfully on junior doctor rotation (in the months December 
2017, April 2018, August 2018 and December 2018; Fig 2). This 
suggests that the project did not achieve year-wide dissemination 
of education regarding discharge documentation. In order to 
improve this baseline, further year-wide teaching strategies or 
engagement with junior clinicians earlier in their careers, possibly 
as medical students, may be required. Medical student education 
about discharge documentation was recently investigated.26 
This study found that students felt more prepared and confident 
in their abilities to write discharge summaries, and that they 
would alter the way they write discharge summaries when they 
graduated. To expand on this, a PDSA-designed survey completed 
by junior doctors at induction found that a minority had any 
formal discharge summary teaching and felt that teaching 
would be of benefit to them. As a result, a 60-minute session was 
planned for new junior clinicians at the next induction, along with 
a 30-minute follow-up planned 4 weeks later.

Another possible mechanism to further improve the quality of 
summaries is to allow other professions to complete the relevant 
sections of the summary. For example, occupational therapists, 
physiotherapists, and speech and language therapists are in 
a strong position to document the functional assessments of 
patients. Ward-based pharmacists can identify what medication 
changes have been made during the inpatient stay. A recent 
study showed pharmacists’ involvement in preparing discharge 
summaries can facilitate earlier discharge.27 Accordingly, 
pharmacists in our trust are starting to annotate the medication 
section of the discharge summaries.

Many hospitals, including our own, now use entirely electronic 
patient record systems. This has the potential to provide 
advantages in the completion of discharge summaries by allowing 
the pre-population of summaries with information pulled directly 
from the patient notes. A prior study found, when comparing 
paper with electronic discharge summaries, that electronic 
summaries were more likely to contain correct information 
regarding medication changes.28 Care would, of course, need to 
be taken to ensure this is done correctly, with the most up-to-date 
documentation included, and to ensure no subsequent changes 
are missed.

As well as providing benefits to primary care practitioners, 
high-quality discharge documentation is of direct benefit to 
patients.29 In an analysis of attendances vs non-attendances 
at follow-up appointments, it was found that if an appointment 
time was included within the discharge summary, patients were 
far more likely to attend their appointment than if there was no 
time included.30 Information included in lay terminology was 
a key focus of this quality improvement project, and significant 
improvements were observed. Feedback from patients and carers 
on this change has been overwhelmingly positive. However, 
this particular section sits at the end of the summary, and the 
possibility of bringing it to the front of the patient-facing version of 
the discharge summary is being explored. Additionally, expanding 
the use of lay terminology within other sections of the summary is 
being considered, with the goal of further improving accessibility 
to the patient, and potentially reducing confusion around medical 
terminology or acronyms that the reader may not be familiar with.

Methodological limitations of the study include that, due to 
the volume of summaries being reviewed, different clinicians 
were scoring discharge summaries from different clinical areas, 
potentially leading to inconsistencies in scoring. However, there 
was an appointed team lead, acting clinically at registrar level, 
who collated the summaries from the different areas each month. 
The team lead analysed a random set of 10 summaries per 
month to ensure consistency in scoring remained throughout the 
project. Additionally, the team lead would induct the clinicians 
who analysed discharge summaries in different clinical areas, so 
they knew the benchmark for a summary being rated as ‘good’ 
or ‘great’. A further limitation is that we were unable to engage 
patients and other multidisciplinary team members during the 
RIE when designing the data collection tool. To mitigate this, we 
surveyed patients and staff members after design of the tool.

Conclusion

We identified several areas that are not being included adequately 
in discharge documentation, as recommended by national 
guidelines and deemed important by local practitioners. We 
designed a novel live-feedback PDSA model, performed monthly, 
which has demonstrated improvement in the quality of this 
documentation. This project will be continued with the aim of 
further improving the quality of the documentation, and with the 
aim of rolling this out to other health care services in the local area 
to improve patient care across the wider region. n
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