
=



 

  
 

 

 

-2- 

 

Definitions:  
Discharge: The process by which the patient leaves the hospital by the end of the 

management course. 

 DAMA: Discharge against medical advice 

 MOH: Ministry of Health 

 OPD: Hospital Outpatient  

  MR13: Electronic discharge Summary (Appendix 1) 

 
Policy:  
All patients should have their discharge plan discussed and reviewed through the hospital 

admission period. In addition to determining the proper time for discharge, a clearly set 

plan for further follow up should be documented. The appropriate pre-discharge 

education should be arranged. A discharge summary should be issued in a defined time 

for all usual discharges. 

 

 Procedures: 

 

6.1 Planning for Discharge: 
Starting at admission, or during the patient care process, the plan for 

discharge/transfer/follow-up should be discussed by the treating unit. The 

condition by which the patient would be fit for discharge is determined according 

to local hospital or literature guidelines whenever possible. 
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6.2 Patient Assessment & Discharge Decision: 
i.  Assessment 

 On the planned day, the patient’s condition should be assessed to ensure 

his fitness for discharge.  
ii.  Decision 

 The discharge decision should be taken with the approval of the treating 

unit senior registrar or above. Patients who are expected to be fit for discharge 

during the weekends or holidays should be mentioned in the follow up list. 

Doctors on duty can take the discharge decision for listed patients and for those 

who are found fit and stable during the weekends and holidays rounds. The nurse 

in charge of the ward (team leader) should inform the unit doctor about such 

discharges after the weekend or holidays. 

 

iii.  Self Discharge (DAMA) 

 In case a patient declares his will for discharge against medical advice 

(DAMA), the assigned nurse should explain to the patient why it is in his best 

interest to remain in hospital. The unit doctor or doctor on duty should be 

informed and has to council the patient. A close relative or next of kin also should 

involved in the decision whenever appropriate, and the social hospital services 

should also be involved if the patient’s condition is critical or if the immediate 

discharge carries a certain risk of harm or deterioration. Any medication required 

on discharge must be provided and prescribed on the discharge section of the 

treatment sheet (Appendix 3). The patient or his next of kin should be requested 

to sign the DAMA form.(MR5, see Appendix2) 
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6.3 Patient and Care-Giver Education: 
 The patient and family are informed well in advance of discharge/transfer 

and are told what provisions have been made for the patient’s continuing needs 

following discharge. Patient education is a continuous process all over the 

admission period and should be assessed at the time of discharge. Patients should 

be educated regarding their present and newly diagnosed conditions, the newly 

introduced drugs and the required lifestyle modifications. The education is 

provided and directed by the treating registrar / assistant registrar with the help of 

the nurses, dietitians, physiotherapists, and other hospital staff whenever needed. 

Education may be arranged at the end of the rounds based on patient’s needs e.g. 

dietary advice, home use of new medications, and self injection. 

The treating registrar or assistant registrar with the help of the assigned nurse 

should ensure that the patient/care-giver receive instructions on the ongoing care 

required after leaving hospital.  

 

6.4 Transfer to another hospital 
  If the patient is to be transferred to another hospital, he &/or his family 

(or next of kin) should be informed in advance about the exact place, time, and 

procedure of transfer. Transfer is to be secured by doctor to doctor and nurse to 

nurse communication with the place to which the patient is to be transferred.  

 

6.5 Follow up Plan:  
 The patient must be informed if an outpatient appointment is necessary, 

the time scale in which the appointment is needed and how they will be notified 

of the appointment date and time. For all patients discharged on Warfarin early 

appointments must be made for INR checks with the appropriate clinic. Patients 

will need to be informed of the time and date of appointment prior to discharge.  
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6.6 Medications: 
 The patient must be provided with all the medications that have been 

determined to be issued on discharge with clarification of the period for each 

medication. Long-term medications should be supplied in a sufficient amount to 

cover the period until the next appointment.   The discharge medications are to 

be collected from the main pharmacy by the patient’s relative/care-giver or 

otherwise, by the assigned nurse. Patients who are discharged in the weekends or 

holidays should receive medications to cover the period until the next business 

day. Any medication required on discharge must be provided and prescribed on 

the discharge section of the treatment sheet (Appendix 3). A discharge 

reconciliation form should be filled by the discharging physician to be attached 

to the treatment sheet. 

 

        6.7 Discharge Summary 
i. A printed electronic discharge summary (MR13 form, “Appendix 1”) is to 

be given to every patient at the time of discharge. A copy of the discharge 

summary should be kept in the patient’s file. The summary should be written 

by the assistant registrar or otherwise by the next in rank if no assistant 

registrar is available. It is also acceptable to be written by a trainee supervised 

by an assistant registrar or higher. Summaries are accurate, concise and 

informative; and should include data about further plan and treatment. The 

doctor should ensure that the patient’s identification and medical data are 

filled in the proper places in the summary form.  

ii.       The place and time of follow up should be clearly written on the summary.  

iii. The summaries should be revised periodically by senior doctors; as they may  

educate juniors whenever needed.  
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iv. The summary is to be handed-over to the patient or relative/next of kin 

within the last morning duty hour of the discharge day or of the next 

business day if the discharge occurs in the weekend.  

v. If the patient requires a sick leave certificate, the days of the inpatient stay and 

the needed further sick leave days should be issued on the MOH electronic sick 

leave form.. 

Equipment/Forms Required  
1. MR13;  Discharge summary form 

2. MOH electronic sick leave form (online) 

3. Inpatient medication prescription form 

4. DAMA form 
 

Process: 

 
 

 

 
 
 

 

 

 

 

 

 

 

Treating physician assesses the patient 
(In the scheduled day of discharge) 

                   Discharge treatment written in the inpatient treatment form 

Patient and family educated and given further plan/appointments 

 Relatives sent to accounts and discharge sections for final settlement. 
 

Electronic summary prepared and medications collected and handled to 
the patient/family 
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Appendices 

1. MR 13 form 

2. DAMA form 

3. Inpatient and discharge medication prescription form 

 

Patient sent off 



 

  
 

Appendix 1 discharge summary 

 

 
 



 

  
 

Appendix 2 DAMA form 

 
 



 

  
 

Appendix 3 Inpatient and discharge medication prescription 
form

 
 


