	St John’s Hospital

Emergency Department

SELF-DISCHARGE ASSESSMENT

To be completed for ALL patients who wish to discharge against medical advice by competent clinician
	Name:     ..............................................
DOB:       ..............................................
CHI:         ..............................................
Address: ..............................................
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	This form is only valid at the time of assessment. 
A new form will be needed if discharge is delayed or if physical or psychiatric condition deteriorates
	
Ward: ........................................................................
Date:  ................................. Time: ............................  




Has the patient had a psychiatric assessment completed?			 			YES / NO 

If YES and patient is discharged from psychiatry please go to Section 1: Capacity Assessment
If NO, please complete Questions A and B	

A.   Is there evidence that the patients might deliberately harm themselves? (e.g. recent drug OD)		YES / NO
B. Is there reason to suspect an active mental disorder is affecting the patient’s decision-making?	YES / NO

If NO to all of the above, please complete Section 1: Capacity assessment 
If YES to question A or B, DO NOT allow patient to leave without assessing Mental Health Act (MHA) detainability.

Time psychiatric service contacted ___:___hrs        Person contacted …………………………….
	1. CAPACITY ASSESSMENT



Capacity assessment if patient requests self-discharge from hospital against medical adviceION 1
	
	YES
	
	NO

	Can the patient understand the information relevant to this decision? 
	
	
	

	Can the patient retain that information? 
	
	
	

	Can the patient use or weigh that information as part of the process of making the decision? 
	
	
	

	Can the patient communicate his/her decision? 
	
	
	



If YES to all 4 above criteria, the patient has capacity. Complete Section 2 and 4
If NO to ANY of the 4 criteria above the patient lacks capacity and must be prevented from leaving hospital. Complete Section 3 and 4

	2. SELF-DISCHARGE ADVICE



When the patient has been assessed as HAVING CAPACITY to self-discharge against medical advice
	
	Initial

	Explanation of the necessary treatment required and the consequence of the patient refusing the treatment have been given and are understood 
	

	Other options which may be acceptable to both the clinicians and the patient have been explored with the patient 
	

	Where the consequences of refusing treatment are serious or life threatening, assistance has been sought from the consultant and other relevant professionals within the Department of Psychological Medicine 
	

	The SELF-DISCHARGE FORM (overleaf) is completed and retained in their medical record
	

	An inpatient discharge letter has been completed and appropriate follow-up arranged, including medications to take home (toxicology patients DO NOT receive discharge medications, unless agreed with consultant)
	



	3. MANAGEMENT OF PATIENT LACKING CAPACITY



When the patient has been assessed as LACKING CAPACITY to self discharge against medical advice
	
	Initial

	Staff utilize persuasion, calming and de-escalation techniques 
	

	AWI, MHA detainability, and referral to the Department of Psychological Medicine is considered as appropriate 
	

	If the patient has left the ward staff consider MHA detainabilty and contacting local police station
	



	4. OUTCOME



	
	Initial

	Patient with capacity self discharged 
	

	Patient with capacity decided to remain in hospital 
	

	Patient without capacity decided to remain in hospital 
	

	Patient without capacity is detained under MHA
	



Dr’s signature………………………………………….…..     Date …... /…... /……    Time.....................

Doctor’s name and designation (FY2 or above)……………………………………………………………

	
St John’s Hospital

Emergency Department

SELF-DISCHARGE FORM

To be completed for ALL patients who wish to discharge against medical advice by competent clinican

	Name:     ................................................
DOB:       ................................................
CHI:        .................................................
Address: ................................................
	[image: ]



	PATIENT



I am discharging myself at my own risk and against medical advice. 

The consequences and possible dangers of discharging myself have been fully and clearly explained to me by Dr ……………………………… 

I understand the consequences of failing to follow the medical advice given to me which might result in significant disability or even death. Specific dangers highlighted to me include:  …………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
I take full responsibility for my actions. I understand I can change my mind at anytime and return for treatment. I have been advised to seek medical attention in the event of deteriorating health.
Patient’s signature…………………………………………             Date …... /…... /…... Time……….. 

Patient’s name (Print)……………………………………..

	MEDICAL STAFF



I have explained the need for hospital stay and risk of harm to the named patient.

The named patient has capacity to make this medical decision and I have completed the SELF-DISCHARGE ASSESSMENT overleaf.

Dr’s signature………………………………………….…..              Date …. /…. /….    Time..............

Doctor’s name and designation (FY2 or above)………………………………………………………...

Witness signature………………………………….………             Date …. /…. /…. Time..................

Witness name and designation……………………………………………………………………………

OR

Patient refuses to sign self discharge form and/or would not wait to speak to medical staff.
I have completed the SELF-DISCHARGE ASSESSMENT overleaf.

Signed: …………………………………………..     Date …. /…. /….       Time…………

Name and designation…………………………………………………….

	
PLEASE ENSURE ALL CLINICAL DISCUSSIONS/ DECISIONS, INCLUDING CAPACITY ASSESSMENT, ARE DOCUMENTED IN THE MEDICAL NOTES
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