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Introduction

* The discharge summary is a permanent part of
a patient's medical record.

* |tis a clinical report prepared by medical
health care providers when a patient is ready
for discharge from a hospital or care facility.

* |t informs outpatient medical health care
providers about services provided by the
inpatient facility.



* The discharge summary should
include all information pertinent to
the ongoing treatment of the patient
and the patient's condition.

* The summary carries the ‘image’ of
the unit and the hospital.



General Objective

To describe the merits
and demerits of
discharge paper.



Specific Objectives

* To observe the quality of
discharge summaries.

* To identify the areas in which
further improvement could be
made.



Materials and Methods

Study site: Enam Medical College & Hospital.
Period: October- December 2012
Study population:

Total 100 discharge summaries were collected
from the patients of > 18 years of age in
medicine wards.

For physician survey, 50 doctors working in
the department of Medicine were selected
randomly.



Design

* Retrospective observational study
regarding discharge paper.

* We followed the requirements of
Joint Commission on Accreditation of
Healthcare Organizations(JCAHO).



Joint Commission mandated
discharge Summary

Reason for hospitalization-defined as chief complaint
and/or history of present illness.

Significant findings-defined as primary diagnoses.
Procedures and treatment provided-defined as

hospital course and/or hospital consults and/or
hospital procedures.

Patient’s discharge condition-was defined as any
documentation that gives a sense for how the patient
is doing at discharge or the patient’s health status on
discharge.



e Patient and family instructions (as appropriate)-
defined as discharge medications and/or therapy
orders and/or plans for medical follow-up.

* Attending physician’s sighature-defined as an
electronic or physical signature of the attending
physician on the discharge summary.

* All summaries were evaluated for the presence
or absence of the key items.



Continued..

For physician survey, prospective observational
study was done.

A 9-point self administered questionnaire was
circulated among 50 doctors working in Medicine
department.

They were asked to fill up the questionnaire and
to comment regarding current format of
discharge paper.

Ethical clearance was obtained from the ethical
committee of Enam Medical College & Hospital.



Statistical Method

e Statistical data were managed
manually and results were
accumulated in percentage.



RESULTS



Percentage of vital data missing from
discharge summaries

Primary diagnosis 0
Presenting illness 52
Physical examination findings 50
Diagnostic tests result 22

Treatment history 66



Data Missing(%)
Hospital course 7
Discharge medication 4
Discharge condition 48
Follow-up plans 44

Attending physician’s signature 0



Physician Survey

Interns 80
Indoor Medical Officers 10
Assistant Registrars 4

Registrars 6



* 94% of them handed over
discharge paper to the
patients and used to tell the
diagnosis to the patient and
their relatives by themselves.



e 54% were in favor of hand written
discharge.

 70% mentioned that they were
supervised by seniors to write
summary.

* According to 82%, contents of the
discharge paper were adequate.



Discussion

 The primary purpose of discharge summary
IS to guarantee high quality care of the
patients treated by physicians.

* Omission of information may have a great
impact on post-hospital patient care plans,
physician practice behavior, post-hospital
patient safety and health outcomes.



* Considerable deficiencies are found
in the completeness of summaries in
this study.

* Lack of proper guidance for the
doctors for preparing discharge
summaries.



Limitations

* This study was done in a single
academic institution, so it is unclear
whether these results are
representative of other healthcare
facilities.

* We do not have any national guideline
of discharge summary and there is no
universal guideline in national health
care system.



Conclusion

* The discharge summary is the vital tool
for communication and information
transfer.

* |t should be simple, clear, concise and
coherent.



* Replication of this study in other settings
are indicated and strategies to improve
the quality of discharge summary is
suggested.

* Education sessions can be arranged for
physicians in teaching hospitals for
improvement of clarity, brevity and
proper discharge summary.
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