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ASHFORD & ST. PETER’S HOSPITAL NHS FOUNDATION TRUST  
 

EXPECTED DATE OF DISCHARGE POLICY 
 
 
 
 

1. INTRODUCTION  
 

This document sets out Ashford and St Peter’s NHS Foundation Trust (ASPH) Estimated 
Date of Discharge Policy, as well as the standard operating procedure and clinical 
protocols that support the effective discharge of patients and the real-time monitoring of 
the setting and reviewing of EDDs. This is in line with our CQUIN indicator (5.2) agreed 
with North West Surrey Clinical Commissioning Group for 2013/2014.  

 
The policy, procedures and protocols follow the Emergency & Urgent Care Intensive 
Support Team (ECIST) guidelines Effective Approaches in Urgent and Emergency Care.  

 
This policy operates alongside the Trust’s Standard Discharge Framework, the Trust’s 
Policy on Discharge for Adult Patient and the Trust’s RealTime™ Policy.  

 
 
 

2. PURPOSE  
 

The setting and regular review of Expected Date of Discharge (EDD) helps the Trust to 
plan and understand its available capacity at all times. The early establishment, and 
communication of an EDD, based on a person’s acute clinical need, helps the Multi-
Disciplinary Team (MDT) to proactively plan and action a patient’s discharge from the 
start of their admission, or in the case of elective patients, from the pre-assessment 
stage.  

 
The EDD policy also sets out the involvement of the patient at each stage in the setting 
and reviewing of the EDD. This enables the patient and their family or care provider to 
plan for discharge at the earliest possible point (e.g. changes in care needs, home 
adaptations or transport home from hospital). The ideal system is one where the patient is 
fully informed about when they will be able to leave hospital (Department of Health, 2004). 
In the Healthcare Commission’s 2004 national patient survey, patients identified delays in 
discharge as a key area for improvement (Department of Health, 2004).  

 
Improved monitoring of the setting and achievement of EDDs through RealTime™ will 
enable the Trust to monitor:  

• Patient experience by monitoring of the number of patients going home 
on their agreed date and;  

• Non-clinical delays, signalled when the EDD is reached but the patient 
remains in hospital beyond this date.  



 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 

First ratified 
Sept 2013 

Next Review 
Sept 2021 

Issue 1 Page 4 of 18 

 

 
3. KEY PRINCIPLES  
 

There are seven key principles that the EDD policy sets out in order to improve the patient 
experience and enable the effective monitoring of delays to discharges supported by 
RealTime™.  

 
Principle 1: EDDs must be set by consultants, or by a senior delegated clinician, and 
only changed with his/her permission.  

 
Principle 2: An EDD reflects when the patient is ‘medically fit for discharge’. Someone is 
‘medically fit for discharge’ when the consultant or their empowered medical 
representative makes the decision, (based on the input and advice from the relevant 
multi-disciplinary team and the patient), that the patient no longer needs the care of the 
consultant-led acute service and could be discharged.  

 
The ASPH Discharge Policy for Adult Patients states that, a patient requires an acute 
hospital bed when they need one or more of the following:  

• 24hr medical and nursing care, with access to acute diagnostic and 
monitoring facilities.  

• Administration of drugs that cannot be given out of the acute setting  
• Rehabilitation that cannot be undertaken at home or in an intermediate 

care bed.  
 

Principle 3: Patients and their families, or care providers, must be informed of the initial 
EDD and be involved in subsequent discussions about reviews to their EDD. 

 
Principle 4: EDDs are a critical part of the discharge planning process and so must be 
set early in the patient journey. For emergency admissions all EDDs should be set within 
12 hours of admission by the MAU physician and recorded initially in the consultant part 
of the admissions proforma. Elective admissions must have EDDs set at the pre-
assessment stage. 

 
Principle 5: EDDs must be reviewed daily throughout the patient journey involving all 
members of the multi-disciplinary team. 

 
Principle 6: EDDs must be recorded and changed in RealTime™, to enable analysis of 
improvements in the number of patients going home on the agreed date and non-clinical 
delays. 

 
Principle 7: EDDs in RealTime™ can only be changed for clinical reasons, for example 
deterioration in the patient’s condition. If a patient is medically fit for discharge but is not 
going home due to a non-clinical reason, e.g. their package of care is not in place, this will 
be recorded as delay and the Actual Discharge Date will change on the system (whilst the 
EDD remains the same). 

 
The EDD policy has been developed to align with the key principles of the Discharge 
Policy for Adult Patients, as well as the Surrey Acute Hospitals – Standard Operating 
Framework for Supporting Discharge currently being drafted by acute and social care 
organisations in Surrey. 
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4. DEFINITIONS  

 
ESTIMATED DATE OF DISCHARGE (EDD)   
This is the estimate date when it is expected that the patient will be ready to be safely 
discharged from acute care to their normal or new place of residence or transferred to a 
non-acute setting for on-going care.  

 
ACTUAL DISCHARGE DATE (ADD)   
This is when the patient is actually discharged from hospital.  

 
LENGTH OF STAY (LOS)   
This is the expected length of time that the patient will require care in the acute setting so 
that their health needs can be met and the plan for their safe discharge agreed and 
implemented.  

 
MEDICALLY FIT for DISCHARGE (MFD)   
When the consultant or their empowered medical representative makes the decision, 
(based on the input and advice from the relevant multi-disciplinary team and the patient), 
that the patient no longer needs the care of the consultant-led acute service and could be 
discharged  

 
SIMPLE DISCHARGES   
The Department of Health toolkit (2004) describes simple discharges as patients who:  

• will usually return to their own home; and  
• have simple on-going care needs which do not require complex planning and 

delivery  
 

COMPLEX DISCHARGES  
The Nursing times (2001) defines complex discharges are defined as follows:  
• Where the patient requires a high level of nursing care or a large package of care 

involving different agencies;  
• Where the patient's needs have changed since admission so that several different 

services need to be coordinated;  
• Where the family/carer requires intensive input into discharge planning 

considerations.  
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5. SETTING, REVIEWING AND MONITORING THE EDD  
 
5.1 SETTING THE ESTIMATED DATE OF DISCHARGE  
 

An EDD is the predicted date when the patients will be “Medically fit for Discharge”. The 
ASPH Discharge Policy for Adult Patients states that, a patient requires an acute hospital 
bed when they need one or more of the following:  

• 24hr medical and nursing care, with access to acute diagnostic and 
monitoring facilities.  

• Administration of drugs that cannot be given out of the acute setting   
• Rehabilitation that cannot be undertaken at home or in an intermediate care bed.  

 
It is the responsibility of the Consultant or a delegated senior clinician to set a patient’s 
EDD: 

• Within 12 hours of admission for emergency admissions or;   
• At the pre-assessment if the patient is admitted for an elective procedure.  

 
The EDD must take into account the time it will take to ensure the patient is safe for 
discharge from a multi-disciplinary perspective and so is an outcome of the assessment 
for discharge. When setting the EDD the Consultant should take into consideration the 
average length of stay for the patient’s condition but also the mobility, social and 
functional situation of the patient and other factors affecting recovery times. 

 
If the patient is a frail older person, the consultant must decide the EDD with involvement 
from the Senior Adult Medical Services (SAMS). 

 
The Consultant or Nurse must then discuss the EDD with the patient and their family/care 
provider. The patient, where appropriate, must be involved in setting an EDD to ensure it 
accurately reflects their circumstances and provides them with a good patient experience 
through strong communication and expectation setting from the outset. At this point, 
where appropriate, the patient and their family/care provider must also be informed about 
their responsibility in arranging their own transport home and will be provided with a 
leaflet explaining the discharge process. 

 
The purpose of setting an EDD early on is to ensure that all the elements of the 
medical/surgical management and discharge plan will come together in a timely manner 
to support a safe discharge and any barriers to this can be identified early and action to 
migrate delays can be taken whilst the patient is being treated. 

 
This EDD must form part of the patient’s Care Plan, developed by the Consultant. This 
Plan of Care should include criteria that, when met, will indicate when the patient will be 
“Medically fit for Discharge”. 

 
EDDs for each patient should be communicated to the MDT at each Board Round. It is 
the responsibility of the members of the MDT to then take actions to ensure that the EDD 
for that patient is achieved by meeting both their clinical and non-clinical needs within that 
timeframe. This will form the discharge plan for the patient. 

 
The Ward Clerk (in-hours) or the Nurse (out-of-hours) must then record the EDD in 
RealTime™. 
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5.2 REVIEWING THE ESTIMATED DATE OF DISCHARGE 
 

When a patient’s discharge date is changed, the reason for the change needs to be given 
by the Consultant (in the case of a change in the clinical need for the change) or by the 
MDT if it is a non-clinical reason. 

 
The patient, and their family/care provider should be involved in changes to EDD either by 
discussion with the Consultant in terms of a clinical reason or another member of the 
MDT if is non-clinical. 

 
A change in a patient’s EDD due to clinical reasons should be communicated by the 
Consultant or lead clinician to the MDT. In the case of a non-clinical change to a 
discharge date, the MDT should agree a new discharge date for the patient. 

 
The Ward Clerk (in-hours) or Nurse in Charge (Out of Hours) must record the reason for 
change on RealTime™. 

 
In RealTime™ if the discharge date is changed for a clinical reason this will change the 
patient’s EDD and their Actual Discharge Date. If the reason is non-clinical it will change 
the Actual Discharge Date but their EDD will remain the same in RealTime™. Therefore 
differentiating patients that are medically fit for discharge earlier than they are discharged 
and therefore highlighting patients who are delays. The patient needs to be made aware 
of the Actual Discharge Date (ADD). See appendix 3 for Flow Charts on changing the 
discharge date in RealTime™ 

 
Changes to the patient’s predicted discharge date should be communicated to members 
of the MDT at the soonest possible time following the change, and no later than the next 
Board Round. 

 
As a minimum, the MDT will review the EDD for each patient daily at each Board Round 
or MDT meeting/handover, to ensure that all actions are on-track to enable the patient to 
go home as soon as they are medically fit for discharge. 

 
5.3 MONITORING DELAYS IN DISCHARGES 
 

EDDs will be captured on the RealTime™ system and any reasons for changing the EDD 
or the ADD will also be recorded. This will enable the Trust to monitor improvements in 
the number of patients leaving on their agreed date and the number of non-clinical versus 
clinical delays to the patient journey. 

 
The EDD can be changed in RealTime™ which may/may not impact the ADD. If there is a 
need to change the EDD, the reason for the change should be entered into RealTime™. 
There are two types of reasons for changing the EDD:  

• A clinical reason i.e. they are not ‘medically fit for discharge’, such as a 
change in the patient’s condition. If a clinical reason is specified then the EDD 
and ADD will change.   

• A non-clinical reason, such as a delay in setting up a package of care or a 
Dossett box. If a non-clinical reason is selected, only the ADD will change.    

 
Through Realtime the Trust will be able to produce:  

• Real-time monitoring of non-clinical delays (difference between the final EDD 
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set and the ADD) which will be used to drive improvements in the MDT 
processes and speed up non-clinical decision-making.   

• Improvements in the setting of EDDs for patients through better data on 
average length of stays for patients with certain conditions, and by looking 
at the difference between the first EDD set and the ADD.  

 
This information can be analysed at the appropriate performance meeting and assessed 
by the Clinical Commissioning Group at the year end. 

 
Monitoring of the discharge process through changes to EDD will provide the data to drive 
improvements to the patient experience by making lengths of stay shorter and involving 
them in the discharge process – making them aware of their responsibilities. 

 
 

6. RESPONSIBILITIES  
 

Consultants/Senior Clinician: It is the role of the Consultant or their delegated senior 
clinician to decide and make subsequent revisions to the EDD of a patient. This should be 
done in consultation with the MDT and the patient and/or their family or care provider to 
set a realistic EDD for the patient based on their individual circumstance. A Consultant is 
then responsible for reviewing and changing the patient’s EDD on a daily basis with the 
patient and the MDT, while the patient is not medically fit for discharge.  

 
Nurse : For simple discharges, once the patient is medically fit for discharge but the 
discharge is delayed, the nurse is responsible for revising the actual date of discharge 
with the patient, members of the MDT and then either entering the reason into 
RealTime™ or informing the Ward Clerk of the reason to be entered. Out of hours the 
nurse will need to enter the patient’s EDD into RealTime™ 12 hours after admission.  

 
Discharge Coordinators: For complex discharges, once the patient is medically fit for 
discharge but the discharge is delayed, the Discharge Coordinator is responsible for 
revising the actual date of discharge with the patient, members of the MDT and then 
entering the reason into RealTime™.  

 
Ward Clerk: The Ward Clerk is responsible for ensuring that every patient’s EDD is 
entered 12 hours after admission for emergency admissions (in hours only – the nurse 
will need to do this if it is Out Of Hours) and immediately if the admission is elective. The 
ward clerk is then responsible for revising EDDs when informed by the Consultant or 
Nurse in Charge and accurately recording the reason for that change.  

 
MDT Members: All members of the MDT are responsible for providing information to 
assist the setting of the initial EDD, and carrying out actions to ensure the patient can be 
discharged when they are medically fit for discharge.                                                        
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7. DISSEMINATION AND IMPLEMENTATION  

 
The following sections detail how the policy should be applied by Multi-Disciplinary 
Teams throughout the Trust and monitored through RealTime to provide data that drives 
improvements to discharge processes and therefore patient care.  

 
7.1 DISSEMINATION TO STAFF  

 
The Standard Operating Procedures will be disseminated together with a brief summary 
of the EDD policy to relevant staff across the Trust: 

• Consultants  
• Junior Doctors  
• Nurses 
•  Discharge Coordinators  
• Ward Clerks 
•  Therapists.  

 
This should be supplemented, where possible, by ward based training to ensure everyone 
within the MDT understands their role and understands the difference between what the 
MDT and the patient agree is the EDD and the dates stored as an EDD and Actual Due 
Date of Discharge in RealTime™. This training will be incorporated into the ward training 
for the RealTime™ implementation. 

 
7.2 IMPLEMENTATION 
 

The Standard Operating Procedure and Clinical Protocols outline how the EDD policy will 
be implemented. 
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7.2.1 STANDARD OPERATING PROCEEDURE FOR SIMPLE DISCHARGES 
 
 
 
 

Before 

admission 
 
 
 
 
 
 
 
 
 
 
 
 
 

On  
Admission  

(to the  
ward) 

 
Patient admitted as emergency 

 
 

Assessment and initial 

intervention/diagnosis 
 
 

Average LOS and initial EDD set 

by physician and written in the 

admissions proforma 
 
 

Patient told EDD & admitted for treatment 
 
 

Clinical, social and functional 

needs assessed 
 

EDD Patient told EDD & receives 
revised discharge planning leaflet 

 
Patient is an elective admission 

 
 

Clinical, social & functional 

needs assessed 
 

 
EDD set with patient 

 
Receives discharge planning leaflet 

 
 

Patient admitted for treatment  
 
 

EDD entered into RealTime (or 

by a nurse if OOH) 

 
MDT Plan for discharge with 

patient* 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

During  
Admission 

 
 
 
 
 
 
 
 
 
 

24 hours 

before 

discharge 
 

C 

 

 

C

C

are Plan & Criteria for Discharge set 

 
EDD entered into RealTime 

(or by a nurse if OOH) 

 
 

Review EDD & informs MDT – is patient medically fit for discharge tomorrow? 
 

Yes  
EDD revised              EDD unchanged 

 
 

Patient told new EDD Informs Ward Clerk  
of reason for change 

 
Clinical ‘reason for change’ into RealTime with new EDD 

 
Will safe discharge checklist be completed by tomorrow? 

 
No: Identify non-clinical reason for delay 

Yes 
 

                          Non-clinical ‘reason for change’ added to RealTime ADD changes 

 
Patient told new ADD 

 

Patient meets criteria for discharge and if before 10:00am is discharged 

directly from the ward and after 10:00am goes to discharge lounge 
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* The MDT Plan for discharge must be developed with the patient and/or their family or 
care provider and include: the clinical criteria for discharge (can this be nurse-led?); the 
social care plan (if appropriate); the patient’s equipment needs on discharge; medical 
certificate (if required); discharge letter and TTO.  
Discussions will be directly with the patient unless the patient does not have mental 
capacity, whereby discussions about EDDs will be with the family or care providers. 
 
Key 
 
              Consultant Patient Nurse MDT 
 
 
             Ward Clerk RealTime system 
 
 
About 80% of discharges are simple and can follow the guidelines above. 20% of 
discharges are complex and the Trust’s Discharge Coordinators follow a clear framework 
and procedures for Complex Discharges. This team will use RealTime to monitor EDDs and 
reason for changes to ADDs for complex discharges. 
 
7.2.2 CLINICAL PROTOCOLS 
 
A Protocol developed with Clinical input agreed on what were clinical and non-clinical 
reasons for a delay in patient care. These reasons have been pre-populated into 
RealTime and are listed in appendix 1. 
Each speciality may decide to develop their own clinical protocols setting out the Length of 
Stay for certain conditions. These will be developed by the Medical Lead for the area 
where appropriate. 
 
In addition clinical protocols such as the Trust’s Internal Professional Standards developed 
for speciality areas or wards support a multi-disciplinary approach to working that 
facilitates effective discharge. 
 
To ensure the patient and/or their family/care provider is able to plan for their discharge, 
each patient should be given a leaflet entitled ‘Planning your Discharge or Transfer from 
Hospital’. They may write their EDD on this leaflet or ask a member of staff to write it on 
there for them. Nursing staff must ensure that all patients receive this leaflet when they 
reach the ward. This leaflet contains information about planning for discharge, the day of 
discharge and after discharge. At the moment there is an initiative driven by Surrey’s acute 
trusts and Surrey County Council to produce a surrey-wide discharge leaflet for patients 
based on the Ashford and St Peter’s leaflet and best practice from elsewhere. 
Once this is produced and agreed, this will replace the Trust’s leaflet. 

 
8. MONITORING OF COMPLIANCE  

 
Clinical compliance against the EDD policy and Standard Operating Procedures will need 
to be evidenced to the Commissioners. This will be done by auditing RealTime™ to 
ensure EDDs are inputted for every patient. A report will be developed to assess 
compliance. Where this does not happen the ward manager will be informed and the 
medical and clinical leads will be responsible for supporting the relevant ward staff to 
ensure EDDs are completed and entered into RealTime™.  
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The Ready to Go project will audit compliance to the EDD policy at each ward. The 
project will look at each ward in turn and will focus on the following:  

• Has the patient’s EDD been set within 12 hours of admission?   
• When the EDD is set, is there a clear care plan with clear criteria for discharge on 

the consultant part of the admission proforma?  
• Is the patient aware of the date and time they are expected to go home?   
• Is the EDD realistic and reflects the actual date and time the patient is expected to 

go home?  
• Has the EDD been reviewed and, if necessary, updated each 

day? Has a reason for EDD change been recorded?  
• Is the correct person carrying out their responsibilities in line with the policy?  

 
We will measure feedback from patients on the discharge process through the National 
Inpatient Survey, and would expect to see an improvement in patient satisfaction if the 
EDD policy is followed. 
 
 

9. EQUALITY IMPACT ASSESSMENT  
 

An Equality Impact Assessment has been carried out and is included in appendix 4.  
 
 

10. ARCHIVING ARRANGEMENTS  
 

This is a Trust-wide document and archiving arrangements are managed by the Quality 
Department, who can be contacted to request master/archived copies. 
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APPENDIX 1 

REALTIME CODES: REASONS FOR DELAY  
 

Note: MT, MTX and OGR are the clinical codes and therefore, when chosen, affect the EDD. 
The other codes are all non-clinical delays created when a patient’s journey is delayed due 
to a social, functional or procedural delay (eg in the case of waiting for an MRI scan). 

 

 Code  Description 
 

   Medical assessment & decision 
 

 MA1  Assessment delay: Waiting for MRI scan 
 

 MA2  Assessment delay: Waiting for CT scan 
 

 

MA3 
 

Assessment delay: Waiting for ultrasound scan 
 

  
 

 MA4  Assessment delay: Waiting for endoscopy (not PEG) 
 

 

MA5 
 

Assessment delay: Waiting for other scan or assessment 
 

  
 

 MA6  Assessment delay: Waiting for ward doctor input 
 

 MA7  Assessment delay: Waiting for specialist doctor input 
 

 

MA8 
 

Assessment delay: Other 
 

  
 

 MT  Medical / surgical treatment 
 

 MTX  Medical / surgical treatment (not acutely unwell) 
 

 OGR  On going rehab (Ashford only) 
 

 LCP  LCP treatment 
 

   Therapy assessment & treatment 
 

 

TA1 
 

Treatment delay: Waiting for ward doctor input 
 

  
 

 TA2  Treatment delay: Waiting for specialist doctor input 
 

 

TA3 
 

Treatment delay: Waiting for OT input 
 

  
 

 TA4  Treatment delay: Waiting for PT input 
 

 TA5  Treatment delay: Waiting for SaLT input 
 

 

TA6 
 

Treatment delay: Waiting for other therapist input 
 

  
 

 TA7  Treatment delay: Waiting for family review 
 

 

TA8 
 

Treatment delay: Waiting for blood results 
 

  
 

 TA9  Treatment delay: Waiting for NST PEG review 
 

 TA10  Treatment delay: Waiting for endoscopy PEG slot 
 

 

TA11 
 

Treatment delay: Other PEG-related delay 
 

  
 

 TA12  Treatment delay: OTHER 
 

 HNA  HNA paperwork 
 

 AFP  Other assessment / funding / placement paperwork (not HNA) 
 

 DST  DST 
 

   Placement 
 

 P1  Placement delay: Waiting for Fasttrack outcome 
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 P2  Placement delay: Waiting for HNA outcome 

 

 P3  Placement delay: Waiting for DST meeting 
 

 P4  Placement delay: Waiting for funding decision (health or social) 
 

 P5  Placement delay: Waiting for assessment by social services 
 

 

P6 
 

Placement delay: Waiting for specialist assessment input (e.g. IMCA) 
 

  
 

 P7  Placement delay: Waiting for assessment by service provider 
 

 

P8 
 

Placement delay: Waiting for bed (external provider) 
 

  
 

 P9  Placement delay: Waiting for bed (rehab bed) 
 

 P10  Placement delay: Waiting for bed (other) 
 

 

P11 
 

Placement delay: Waiting for home to be identified (health or social) 
 

  
 

 P12  Placement delay: Waiting for home to be chosen (family) 
 

 

P13 
 

Placement delay: Waiting for family (other) 
 

  
 

 P14  Placement delay: Waiting for Package of Care provider to be arranged 
 

 P15  Placement delay: Waiting for Package of Care to begin 
 

 

P16 
 

Placement delay: OTHER 
 

  
 

   Discharge or transfer 
 

 D1O  Ready for discharge - waiting for OWN transport 
 

 

D1H 
 

Ready for discharge - waiting for HOSPITAL transport 
 

  
 

 D2W  Ready for discharge - waiting for TTOs to be written 
 

 

D2P 
 

Ready for discharge - waiting for TTOs in pharmacy 
 

  
 

 D3  Ready for discharge - waiting for dossett box 
 

 D4  Ready for discharge - no capacity ICT / IV therapy / ESD / … 
 

 

D5 
 

Ready for discharge - OTHER 
 

  
 

 Other  Other category not listed above 
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APPENDIX 2 

 
 

 
CHANGES TO DISCHARGE DATE IN REALTIME ™ 
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APPENDIX 3 

 
Equality Impact Assessment Summary  

 
Name: Clare Yates  
Policy/Service: Programme Management Office 
 

Background  
• Description of the aims of the policy 
• Context in which the policy operates 

• Who was involved in the Equality Impact Assessment 
 

The aims of the project are set out in sections 1-3 
 

The policy sits within the context of the Trust’s RealTimeTM policy and the Trust’s Discharge 
Framework, enabling the effective discharge of patients and the monitoring of patient discharges. 

 
This policy is in line with our CQUIN indicator (5.2) agreed with North West Surrey Clinical 

Commisioning Group. 
 

This assessment was prepared by the Programme Management Office. 

Methadology 
• A brief account of how the likely effects of the policy was assessed (to include race and 

ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 
• The data sources and any information used 

• The consultation that was carried out (who, why and how?) 
 

 
The policy was systematically reviewed to see if it would discriminate against staff or patients on 

grounds of race, ethnic origin, culture, religion or belief, sexual orientation or age. 
 

Consultation was undertaken with the Senior Discharge Coordinator, the Project Manager for 
RealTime and the Clinical Lead in this area. 

 
Key Findings  

• Describe the results of the assessment 
• Identify if there is an adverse or a potentially adverse impacts for any equalities groups. 

 
 

The policy was developed with, and reviewed by, staff, who felt that no group of patients or staff 
would be adversely affected by the EDD policy. 

 
The policy does stipulate that leaflets about discharge planning will be given to patients. This could 
be seen to discriminate against patients who cannot read or who cannot read English. This 
potentially adverse impact is mitigated by the fact that these patients can be given the information 
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in alternative formats and/or the information can be given to their family/care provider on their 
behalf (where appropriate). 

 
Conclusion  

• Provide a summary of the overall conclusions 
 

 
As outlined above 

 
Recommendations  

• State recommended changes to the proposed policy as a result of this impact assessment 
• Where it has not been possible to amend the policy, provide the detail of any actions that 

have been identified 
• Describe the plans for reviewing the assessment 

 
 

• No recommendations proposed 
 

 
Guidance on Equalities Groups  

 
Race and Ethnic origin (includes gypsies Religion or belief (include dress, individual 
and travellers) (consider communication, care needs, family relationships, dietary 
access to information on services and requirements  and spiritual needs for 
employment, and ease of access to services consideration) 
and employment)  

  
Disability (consider communication issues, Sexual orientation including lesbian, gay  
access to employment  and services, and bisexual people (consider whether the 
whether individual care needs are being met policy/service promotes a culture of 
and whether the policy promotes the openness and takes account of individual 
involvement of disabled people) needs 

  
Gender (consider care needs and Age (consider any barriers to accessing 
employment issues, identify and remove or services or employment, identify and remove 
justify terms which are gender specific) or justify terms which could be ageist, for 

 example, using titles of senior or junior) 
Culture (consider dietary requirements, Social clas s (consider ability to access 
family relationships and individual care services and information, for example, is 
needs) information provided in plain English?) 
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APPENDIX 4 
 
 

Policies Procedures and Guidelines Review Communica tion Form  
 

Policy title:  
 
Consultation start date:  

 
Deadline for feedback:  

 
Feedback to be provided to:   

‘Before and after’ comparison of key changes:  
 

Existing Policy New Proposed Policy 
  

  

  

  

  

  

  

  

  

  

  

  

  

   


