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Background 

The Discharge Planning Working Group requested a review of the literature about what is best practice associated with 
a discharge summary. There is currently no standardised template for a discharge summary used within Monash 
Health. 

Well-defined criteria for the quality of a discharge summary is lacking [1]. However, reviews of literature agree that good 
quality discharge summaries should avoid error, efficiently communicate information necessary for the ongoing care of a 
patient, and increase the quality of care of a patient [1-2].  

Time pressure in hospitals, outpatient clinics and GP practices does not allow doctors to read lengthy discharge 
summaries that are not immediately understandable [1]. Therefore it is important to identify key components of a 
discharge summary that effectively deliver necessary information for the ongoing care of the patient. 

Objective 

To provide an evidence map of synthesised literature and guidelines to inform what is best practice in preparing and 
disseminating a discharge summary. 

Results 

The review includes three guideline documents from Ireland and the UK [3-5]; and two systematic reviews providing 
recommendations derived from interventional studies, reviews and guidelines [1]. This literature describes key 
components of a high-quality discharge summary [2].While all the included articles provide recommendations on the 
content of a discharge summary (Table 2), only one source detailed the format, style and processing of a discharge 
summary (Table 1). [1] 

Components of a Discharge Summary 

Components of a discharge summary are categorised according to: 

 Format, style and processing of a discharge summary (Table 1.) 

 Summary of the content of a discharge summary (Table 2.) 
 
Table 1. Format, style and processing of a discharge summary  
 

Format of a discharge summary  [1] 

Form/Checklist  Using structured approach and a checklist. 

 Quality of discharge summary can be improved by incorporating content and structural 
aspects into a standardised form of reporting, reducing errors in the content. 

Structure  Structured letters 

 Standardised sheets or tables 

 Clear layout, often provided by in-house corporate design and computer system. 

Length  Short and concise 

 Shorter discharge summaries reflect higher quality 
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Style of a discharge summary  [1] 

Language Use: 

 Correct and clear language 

 Correct grammar 

Avoid:  

 Redundancies 

 Superfluous words 

 Vague and meaningless phrases 

 Unknown abbreviations 

 Jargon 

Processing of a discharge summary  [1] 

Dictating and typing  Dictation is significantly faster and more efficient. 

 Combined with electronic compilation, dictation is the most efficient mode of writing 

 Should not be handwritten 

Electronic processing  Electronic assistance improves efficiency, timeliness and quality of discharge summary, 
especially when combined with electronic dictating 

Timeliness  Timely arrival is important, and associated with reduce hospital readmission 

 Delays in sending discharge summaries lead to a poorer quality of care 

 Delays in creating discharge summaries are associated with higher errors 

 The UK National Health Service healthcare trusts mandates that a standardised discharge 
summary must be sent within 24 hours after discharge from the hospital to the GP. 

Dissemination  Copies of information or advice provided to patient/carer/authorised representative/relative [2 -

5] 

 

Table 2. Summary evidence map of the content of a discharge summary* 

Content  Description SIGN [3] GAIN [4] HIQA [5] Wimsett [2] Unnewehr [1] 

Patient identification 
details 

Full name, address      

Date of admission As described      

Date of death As described    - - 

Date of discharge As described   -  - 

Discharge address Discharge destination -    - 

Discharge diagnosis Primary and/or secondary 
diagnosis 

     

Significant 
operations/procedures 

Results and details of 
operations, tests, 
investigations 

     

Treatments or relevant 
changes to treatments  

As described -     

Allergies As described     - 

Medicine on discharge  New and/or continuing  
medicines prescribed during 
hospital stay that are still 
being taken at the time of 
discharge 

Includes name, dose, 
frequency and/or timing  

    - 

Follow-up plan/ 
arrangements 

Discharging doctors 
recommendations, 
management plan, referral 
information  

 - -   

Consultant identification 
details 

Not specified  -   - 

Sign-off by doctor Name, signature, title, 
contact number of 
doctor/consultant including 
any comments 

 -   - 

* Only components that were mentioned in three or more out of five sources of the selected literature were presented. 
 A complete map of evidence is found in Appendix, Table 6. 
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Discussion 

Consistently reported components of a discharge summary 

In a systematic review, Unnewehr (2015) and colleagues quote from The Transition of Care Consensus Conference 

(TOCCC), a group of leading US medical societies, who have developed standards for transition documents [1]. The 

content standards include the minimum requirement of a transition document consisting of: a diagnosis and problem list, 

medication list, identification and contact information of the coordinating physician, patient’s cognitive status, and a list 

of results. Information on treatment, prognosis, follow-up plans, and the timeliness of the document are also mentioned. 

The HIQA guidelines reference established standards by The Joint Commission (US) which outline components of a 

hospital discharge summary [5]. The components mentioned in US standards are also consistent with existing 

recommendations [1-2].  

In another systematic review, Wimsett (2014) and colleagues mention over 30 different items as potentially important to 

be included in a discharge summary, however only four components were consistently ranked by at least 80% of 

respondents or scored more than 80% on a scale of importance in the validating cohort studies [2]. They were: discharge 

diagnosis, treatment in hospital, results of investigations and follow-up plan. These components are present in the 

evidence map of this review (Table 2). 

Topics for discussion  

There are components of discharge summary that remain topics for discussion, such as having more than one 

discharge summary [1]. The Scottish guidelines favour two discharge summaries – a ‘core document’ and an ‘extended 

discharge document’ created for more complex cases [3]. Conversely, Unnewehr (2015) and colleagues recommend 

creating a single document, labeled as ‘preliminary document’ to be released to the patient upon discharge, after which 

pending results are added later to the same document before being transmitted to the GP following its approval by 

senior doctors [1].  

Exactly how much information to include in a discharge summary is difficult to define as the complexity of patient or 

illness varies and different primary care providers have different opinions on what and how much information they prefer 

as compared with hospital doctors [1, 2]. Nevertheless, evidence from literature support short and concise discharge 

summaries [2]. Furthermore, a structured format is recommended [1] (Table 1). 

Having said this, components that are not frequently used in discharge summaries (i.e., not included in Table 2) should 

not be automatically excluded from all summaries. They should also be considered where relevant to a patient’s 

ongoing care [2]. Consequently, ensuring the adequacy (and accuracy) of identified components in the discharge 

summary, rather than just the presence of, should be used to assess the quality of a discharge summary [2]. 

Conclusion 

Best practice, as indicated by the most up to date evidence, indicates that practice and policy should include the 
following components:   

Format: Use a structured approach or checklist; this may be in the form of standardised letters, sheets or tables with a 
clear layout. It is important to be short and concise. 

Language: Use correct grammar and clear language, avoiding any jargon, vague phrases, unknown abbreviations or 
redundancies. 

Processing: Electronic compilation with dictation is found to be most effective in ensuring efficiency, timeliness and 
quality. Timeliness in creating and sending out discharge summaries is key, and the UK National Health Service 
healthcare trusts mandates that a standardised discharge summary must be sent within 24 hours after discharge from 
the hospital to the GP. Copies of information or advice to patient/carer/authorised representative/relative are 
recommended. 

Content: The content of a discharge summary most frequently includes 

 patient identification details 

 dates of admission, death and discharge  

 discharge address  

 discharge diagnosis  

 significant operations or procedures (which includes 
results or pending results) 

 treatments and any relevant changes to treatments  

 allergies  

 new and ongoing medicines upon discharge (which includes 
medicine name, dose, frequency and/or timing of dose) 

 follow up plans or arrangements 

 consultant identification details 

 sign-off by doctor 
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Implications for practice 

The review highlights key components of a discharge summary as described by literature; these include 
recommendations on the content, format, style and processing of a discharge summary.  

Components that are not frequently used in discharge summaries should also be considered where relevant to a 
patient’s ongoing care. More importantly, clinicians should always ensure that components in the discharge summary 
are filled up adequately and correctly. 
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Appendix  

Search Strategy 

Peer-reviewed publications and grey literature were searched across scientific and grey literature databases to find 
synthesised evidence on discharge summaries (particularly of the process and content/information required) (Table 3). 
Articles were screened and selected according to the criteria in Table 4. Only articles published in English, from 2010 
onwards, were included. A summary of findings are included in Figure 1. 

Table 3. Database searches 

Search term: “Discharge” or Discharge summary” 

Source Results 

Cochrane Database of Systematic Reviews 351 

Google 420 

IHI 92 

ARHQ 310 

Deeble (AHHA) 150 

Sax Institute 110 

King’s Fund 633 

Health foundation 0 

Advisory Board 104 

PubMed “systematic[sb] AND (hospital discharge summary)” 138 

Table 4. Inclusion/Exclusion criteria 

Population Include: All types of patients 

Exclude: None 

Concept Include: Discharge summaries (of process and information required) 

Context Include: UK, US, Australia 

Types of evidence  Include: White papers, peer-reviewed (synthesised), grey literature 

Exclude: All other types of information 

Limits Published in English; Humans; 2010 – current  

Figure 1. Summary of Findings 

Figure 1 indicates how articles from 
different sources were searched 
included. 

A total of 2308 articles were 
identified from multiple grey literature 
sources, and two scientific 
databases. The title, abstract and 
summary of the articles were 
screened by one reviewer.  

12 articles were shortlisted for 
further screening by a second 
reviewer. Upon agreement, a total of 
5 articles were included for the 
purpose of this review. 

Items from PubMed/

Cochrane search

N = 489

1816 articles were 

excluded 
3 articles were included 2 articles were included 

5 articles were included 

Items from internet 

databases search

N = 1819 
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Table 5. Overview of the five articles included in this review 

Source Year Article/Study type Setting Country 

Guidelines & Audit 
Implementation Network 
(GAIN) 

2011 Guideline General. Not specified. Northern 
Ireland 

Scottish Intercollegiate 
Guidelines Network (SIGN) 

2012 Guideline General. Not specified. UK 

Health Information and Quality 
Authority 

(HIQA) 

2013 Guideline General. Not specified. Ireland 

Wimsett et al.  2014 Systematic Review of 32 
studies (RCT, cohort, 
reviews, surveys) 

Include: ED, inpatient clinicians and 
primary care practitioners at time of 
discharge from hospital.  

Exclude: patient transfer within the 
hospital or to another hospital and 
patient handover situations 

Mainly 
Australasia, 
UK, North 
America  

Unnewehr et al.  2015 Systematic Review of 111 
interventional studies, 
guidelines/reviews and 
other forms of literature 

Not specified. Not 
specified. 

Table 6. Evidence map of content of a discharge summary 

Content item  SIGN GAIN HIQA Wimsett Unnewehr 

 Description of item      

Patient ID  Y Y Y Y Y 

CHI number  Y  Y   

title  Y     

forename  Y Y Y   

alternative forename  Y     

surname  Y Y Y   

address  Y Y Y   

postcode  Y Y    

date of birth  y Y    

gender   Y Y   

Healthcare number   Y    

Telephone number   Y    

Communication needs Does the patient have any specific 
communication needs (for 
example interpreter required) 

 y    

       

GP ID     Y  

Forename  Y Y    

Surname  Y Y    

GP practice  Y Y    

Address  Y Y    

Postcode  Y Y    

Other GP name Other GP name - the GP 
responsible for the patient’s 
admission, if different from above. 

Y     

       

Carer details       

Forename   Y    

Surname   Y    

Address   Y    

Postcode   Y    

Contact number   Y    

       

Consultant ID  Y  Y Y  

Forename  Y  Y   

Surname  Y  Y   

Speciality  Y  Y   

Contact details  Y     

       

Ward/Department       

Text The number/name of the ward or 
department issuing the discharge 
document. 

Y     
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Content item  SIGN GAIN HIQA Wimsett Unnewehr 

Contact number  Y     

       

Admission details  Y Y Y Y  

Method of admission   Y    

Hospital site/ward   Y  Y  

Responsible trust   Y    

Date of admission  Y Y Y Y  

Time of admission   Y    

       

Date of death  y Y Y   

Post-mortem flag A flag to indicate whether a post-
mortem is to 
be carried out 

  Y   

       

Date of discharge  Y Y  Y  

Time of discharge   Y    

Discharge method E.g. Patient discharged on clinical 
advice or with clinical consent; 
patient discharged him/herself or 
was discharged by a relative or 
advocate. 

 Y    

Discharge address   Y Y Y  

       

Primary discharge 
diagnosis 

      

Primary diagnosis  Y Y Y Y Y 

Confirmed/provisional  Y     

code       

       

Secondary discharge 
diagnosis 

 Y Y    

Secondary diagnosis/es Record any secondary 
diagnosis/es relevant to this 
admission. Include any relevant 
comorbidities that could have 
contributed to or be affected by 
the primary diagnosis (eg, 
hypertension in a patient admitted 
for stroke). 

Y  Y   

Confirmed or provisional  Y     

Code(s)  Y     

       

Presenting complaint This is the reason why the patient 
was admitted to hospital, eg, 
breathlessness, chest pain, 
collapse. 

Y   Y  

       

Mode of admission  Y  Y   

Source of referral This describes who made the 
decision to refer the patient to 
(this) hospital. 

Y  Y   

Significant 
operations/procedures 

 Y Y Y Y 
(investigati
on and 
results) 

Y 

Text description All significant operations and/or 
procedures (eg, 
chemotherapy) should be 
described. 

Y     

Investigations  Y Y  Y Y 

Complications  Y   Y  

Code(s)  Y     

Other relevant 
information 

 Y     

Risks and warnings   Y Y   

Clinical narrative Very brief narrative description of 
the inpatient episode. Should 
include complications and 
nutritional status. 

     

       

Clinical progress  Y  Y   
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Content item  SIGN GAIN HIQA Wimsett Unnewehr 

Text description  Y     

Investigations  Y Y    

complications  Y Y    

Code(s)  Y     

Other relevant 
information 

 Y     

       

Results awaited Y/N Y   Y  

Investigations pending Y/N Y   Y  

Allergies Y/N/Undetermined Y Y Y Y  

Relevant treatments 
and changes to 
treatment 

  Y Y Y Y 

Adverse events    Y   

Diet Information on dietary 
interventions, special 
dietary requirements, use of 
nutritional support 
during stay, e.g. oral nutritional 
supplements, 
enteral tube feeding and 
parenteral nutrition 
and any problems a client might 
have with 
eating, drinking or swallowing at 
time of 
discharge need to be 
documented. 

  Y Y  

Functional state  An assessment and description of 
the patient’s ability to perform 
activities of daily living. 

  Y Y  

Immunisations This should detail the 
immunisations given to the patient 
during this inpatient stay. 

  Y   

Infection control status This should detail information 
relating to the treatment, 
prevention, monitoring or 
investigation of infections. 

  Y   

       

Stopped medicines on 
discharge 

   Y   

Name of medicine Record all medicines that the 
patient was taking at the time of 
admission but was not taking at 
the time of discharge. 
Describe the reason why each 
medicine listed here was stopped. 
This should include information on 
adverse reactions. 
In cases where the formulation, 
strength, dose, route of 
administration or frequency of a 
medicine has changed 
between admission and 
discharge, the medicine should be 
recorded under item 19 and the 
new prescription recorded under 
item 20. 

y     

Formulation  Y     

Strength of preparation  Y     

Current does  Y     

Route of administration  Y     

Frequency  Y     

Reason for stopping  Y     

Patient reason for taking   Y    

Required from hospital 
pharmacy 

  Y    

       

New medicines on 
discharge 

 Y Y Y Y Not within 
scope 

Name of medicine Record new medicines prescribed 
during this hospital stay that are 

Y Y  Y  

formulation Y Y    



Rapid Literature Review   9 

 

Content item  SIGN GAIN HIQA Wimsett Unnewehr 

Current does still being taken at the time of 
discharge. Do not include 
medicines that were only taken 
(ie, that were started and stopped) 
during the patient’s stay in 
hospital. 
 
A ‘new’ medicine is defined as: 

- any medicine that the 
patient was not taking at 
the time of admission 

- any medicine that the 
patient was taking at the 
time of admission but for 
which the formulation, 
strength, dose, 
frequency, or route of 
administration has been 
changed. In such cases 
a matched record must 
appear under item 19. 

 
Duration of treatment: 

- record the stop date for 
all medicines prescribed 
for a short term or 
defined course of 
treatment 

- record ‘continue’ if the 
patient is to continue 
taking the medicine after 
discharge and no specific 
stop date has been 
agreed.  

 
Number of days supply – record 
the number of days supply of each 
medicine that was given to the 
patient, carer or relative at the 
time of discharge. If none, record 
‘none’.  
 
Aids to compliance – provide a 
description of any aids to 
compliance (eg, easy-open 
containers, medication charts, 
compliance devices, medication 
management service via carer) 
that have been provided to or are 
being used by the patient to aid 
the taking of medicines. If there 
are none, state ‘none’. 
 
Reason for change to admission 
medication – if changes have 
been made to the formulation, 
strength, dose, frequency or route 
of administration of medicines that 
the 
patient was taking at the time of 
admission, record the reasons 
why these changes were made. 
Indications for new medicines – 
for medicines that are new, ie, that 
were not being taken by the 
patient at the time of admission, 
describe what the new medicine 
has been prescribed for as this 
may not be clear to the GP or 
patient from the name of the 
medicine alone. 

Y Y  Y  

Route of administration Y Y    

Frequency Y Y  Y  

Duration of treatment Y Y    

Number of days supply Y Y    

Aids to compliance Y Y    

Reason for change to 
admission medicines 

Y     

Indications for new 
medicines 

y     

Required from hospital 
pharmacy 

  Y    
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Content item  SIGN GAIN HIQA Wimsett Unnewehr 

Time of administration     Y  

Continuing medicines 
on discharge 

 Y  Y Y  

Name of medicine Record all medicines where the 
admission and discharge 
prescription details are the same. 
 
If any aspect of the prescription 
has changed, the medicine must 
be recorded in item 19 and then 
the new prescription recorded in 
item 20. This includes changes to 
the formulation, strength, dose, 
route of administration or 
frequency. 
Duration of treatment: 

- record the stop date for 
all medicines prescribed 
for a 

short term or defined course of 
treatment 

- record ‘continue’ if the 
patient is to continue 
taking the medicine after 
discharge and no specific 
stop date has been 
agreed.  

 
Number of days supply – record 
the number of days supply of each 
medicine that was given to the 
patient, carer or relative at the 
time of discharge. If none, record 
‘none’. Aids to compliance – 
provide a description of any aids 
to compliance (eg, easy-open 
containers, medication charts, 
compliance devices, medication 
management service via carer) 
that have been provided to or are 
being used by the patient to aid 
the taking of medicines. If there 
are none, state ‘none’. 

Y   Y  

Formulation Y     

Strength of preparation Y     

Current dose Y   Y  

Route of administration Y     

Frequency Y   Y  

Duration of treatment 
(stop date or ‘ongoing’) 

Y     

Number of days supply Y     

Aids to compliance Y     

       

Discharge method This heading can be used to 
indicate that a 
patient was discharged on clinical 
advice or with 
clinical consent, that a patient 
discharged 
him/herself against clinical advice 
or the patient was discharged by a 
relative or advocate. 

  Y   

       

Follow up 
arrangements 

Specify the type of follow up that 
is required, stating when and by 
whom. Give dates if known. 
Include, for example: 

- early review by GP 
- hospital review (state by 

whom, eg, rheumatology) 
- social work 
- nursing (state for what) 

- allied health professional 
(specify which and for 
what) 

- voluntary organisations 
(eg, Macmillan, British 
Heart Foundation, 
Parkinson’s UK). 

 
In complex cases, a text 
description detailing the nature of 

y   Y Not within 
scope of 
review 
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Content item  SIGN GAIN HIQA Wimsett Unnewehr 

the follow-up arrangements 
should be provided along with 
details of support already provided 
or arranged. 

       

Hospital actions Actions required/that will be 
carried out by the hospital 
department. To include: 
• action (e.g. outpatient, pending 
investigations and results, 
outstanding issues) 
• follow up of any red list drugs / 
clinical trials 
• person responsible 
• appropriate date and time 
• venue (location) 

 Y Y   

Secondary care 
information  

Actions hospital has arranged for 
patient 
Requested / planned / agreed with 
carer, 
community services (palliative 
care, specialist 
nurse practitioner, rehab team, 
social services). 
To include: 
• action 
• person responsible 
• appropriate date and time 
• care plan (if established) made 
available on 
request 

 Y  Y  

GP actions Actions required by the GP. To 
include: 
• action (e.g. specific actions, 
pending investigations and 
results, outstanding issues, HRT 
and cervical screening) 
• person responsible 
• appropriate date a time 
• suggested strategies for 
potential problems, 
e.g. telephone contact for advice 

 y Y   

Social care actions Actions relating to the person’s 
social care that 
have been requested to be 
undertaken. 

  Y Y  

Information to be given 
to patient of carer, or 
authorised 
representative 

This can include: 
• Carers 
• Relatives 
• Specific verbal advice and 
details of any discussions 
• Written information including 
leaflets, 
• Letters and any other 
documentation. 
Differentiation required between 
information 
given to patients, carers and any 
other authorised representatives. 

 y y Y  

Advice, 
recommendations, and 
future plan 

This should include any advice, 
recommendations or actions that 
were requested from other 
healthcare professionals and 
health promotion activities the 
patient was advised to undertake. 
For example, a smoking cessation 
programme. 

    Y 

       

Copy to Community 
pharmacy 

Y/N Y  Y   

Copy to patient Y/N Y  Y Y  

Copy to carer/relative Y/N Y  Y Y  
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Content item  SIGN GAIN HIQA Wimsett Unnewehr 

Extended discharge 
document 

Select ‘Yes’ if this document forms 
the core discharge document only 
and an extended discharge 
document is to follow. This will 
apply to more complex cases 
where all relevant information was 
not available at the time of 
discharge. For all other cases, 
select ‘No’. 

Y     

Other information       

       

Person completing the 
discharge summary 

Forename, surname, contact 
number, job title, professional 
body registration number, 
signature 

 Y Y   

       

Consultant /doctor 
sign-off and comment 

 y y Y Y  

       

Signature and name 
and position 

      

Signature  Y Y Y   

Legible text of name  Y Y Y   

Job title  Y Y Y   

Contact telephone 
number 

 y Y Y   

Date    Y   

       

Outstanding issues 
(social, medical)/problem 
list 

    Y  

Physical examination 
findings 

      

Expected 
course/potential 
complications and 
prognostic details 

    Y  

Sick note     Y  

Support to relatives     Y  

Religious/cultural 
concepts about 
disease/death 

    Y  

Complimentary/alternativ
e medicines 

    y  

Pain relief     Y  

Resuscitation status     Y  

Optional nursing 
comments 

    Y  

Reminder to bring 
documentation to next 
visit 

    Y  

Psychosocial support     Y  

Clinical trial involvement     Y  
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