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About the Health Information and Quality Authority 

 
The Health Information and Quality Authority (HIQA) is the independent Authority 
established to drive continuous improvement in Ireland’s health and personal social 
care services, monitor the safety and quality of these services and promote person-
centred care for the benefit of the public. 
 
The Authority’s mandate to date extends across the quality and safety of the public, 
private (within its social care function) and voluntary sectors. Reporting to the 
Minister for Health and the Minister for Children and Youth Affairs, the Health 
Information and Quality Authority has statutory responsibility for: 
 

 Setting Standards for Health and Social Services – Developing person-
centred standards, based on evidence and best international practice, for those 
health and social care services in Ireland that by law are required to be regulated 
by the Authority. 

 

 Social Services Inspectorate – Registering and inspecting residential centres 
for dependent people and inspecting children detention schools, foster care 
services and child protection services. 

 

 Monitoring Healthcare Quality and Safety – Monitoring the quality and 
safety of health and personal social care services and investigating as necessary 
serious concerns about the health and welfare of people who use these services. 

 

 Health Technology Assessment – Ensuring the best outcome for people who 
use our health services and best use of resources by evaluating the clinical and 
cost effectiveness of drugs, equipment, diagnostic techniques and health 
promotion activities. 

 

 Health Information – Advising on the efficient and secure collection and 
sharing of health information, evaluating information resources and publishing 
information about the delivery and performance of Ireland’s health and social 
care services. 
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Overview of Health Information function 

  
Health is information-intensive, generating huge volumes of data every day. It is 
estimated that up to 30% of the total health budget may be spent one way or 
another on handling information, collecting it, looking for it, storing it. It is therefore 
imperative that information is managed in the most effective way possible in order 
to ensure a high quality, safe service. 
 
Safe, reliable, healthcare depends on access to, and the use of, information that is 
accurate, valid, reliable, timely, relevant, legible and complete. For example, when 
giving a patient a drug, a nurse needs to be sure that they are administering the 
appropriate dose of the correct drug to the right patient and that the patient is not 
allergic to it. Similarly, lack of up-to-date information can lead to the unnecessary 
duplication of tests – if critical diagnostic results are missing or overlooked, tests 
have be repeated unnecessarily and, at best, appropriate treatment is delayed or at 
worst not given. In addition, health information has a key role to play in healthcare 
planning decisions – where to locate a new service, whether or not to introduce a 
new national screening programme and decisions on best value for money in health 
and social care provision. 
 
Under section (8)(1)(k) the Health Act 2007 the Authority has responsibility for 
setting standards for all aspects of health information and monitoring compliance 
with those standards. In addition, the Authority is charged with evaluating the 
quality of the information available on health and social care – Section (8)(1)(i) – 
and making recommendations in relation to improving the quality and filling in gaps 
where information is needed but is not currently available [Section (8)(1)(j)].  
 
Information and communications technology (ICT) has a critical role to play in 
ensuring that information to drive quality and safety in health and social care 
settings is available when and where it is required. For example, it can generate 
alerts in the event that a patient is prescribed medication to which they are allergic. 
It can support a much faster, more reliable and safer referral system between 
general practitioners (GPs) and hospitals.  
 
Although there are a number of examples of good practice the current ICT 
infrastructure in health and social care in the Republic of Ireland is highly 
fragmented with major gaps and silos of information. This results in service users 
being asked to provide the same information on multiple occasions.  
 
Information can be lost, documentation is poor, and there is over-reliance on 
memory. Equally those responsible for planning our services experience great 
difficulty in bringing together information in order to make informed decisions. 
Variability in practice leads to variability in outcomes and cost of care. Furthermore, 
we are all being encouraged to take more responsibility for our own health and well-
being, yet it can be very difficult to find consistent, understandable and trustworthy 
information on which to base our decisions. 
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As a result of these deficiencies, there is a clear and pressing need to develop a 
coherent and integrated approach to health information, based on standards and 
international best practice. A robust health information environment will allow all 
stakeholders – patients and service users, health professionals, policy makers and 
the general public – to make choices or decisions based on the best available 
information. This is a fundamental requirement for a highly reliable healthcare 
system. 
 
Through its health information function, the Authority is addressing these issues and 
working to ensure that high quality health and social care information is available to 
support the delivery, planning and monitoring of services.  
 
One of the areas currently being addressed is the development of a clinical discharge 
summary data set. When a patient is discharged from secondary or tertiary care to 
primary care, it is essential that complete, relevant, reliable and valid information 
regarding the patient’s stay in hospital is sent to the primary care healthcare 
professional in a timely manner, allowing the primary care healthcare professional to 
continue care and management following discharge.  
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1. Introduction 
 

Modern clinical practice seeks to reduce the duration of a patient’s time in an acute 
hospital to a minimum. Discharge planning occurs from early in a patient’s inpatient stay. 
In order to ensure continuity of care during the transition from secondary or tertiary care 
to primary care, effective communication between healthcare practitioners is required. 
Timely access to complete documentation regarding an inpatient stay can lead to 
improved quality of care after discharge. 
 
The clinical discharge summary generated at the end of an inpatient stay provides the 
basis for communication between healthcare professionals in different healthcare settings. 
In order for the clinical discharge summary to be effective it must be a complete, accurate 
and relevant record of the inpatient stay and must be sent to the primary care healthcare 
professional in a timely manner. An incomplete or delayed clinical discharge summary 
places the healthcare professional in primary care at a disadvantage, potentially reducing 
the quality and potentially also the safety of care received by the patient on their return to 
home or the community. Discharge summaries should be prepared in advance of 
discharge and available for transmission to the primary care healthcare professional on the 
day of the patient’s discharge. 
 
The discharge process requires the transfer of information which generally involves a 
clinical discharge summary document being sent from secondary or tertiary care to a 
primary healthcare provider. This clinical discharge summary document can be in the form 
of a letter – handwritten or typed – or the completion of a clinical discharge summary 
form usually on paper but in a few cases, generated electronically through a clinical 
information system. A timely, safe and effective patient-centred discharge process 
depends critically on the quality of the information which is provided in this clinical 
discharge summary document. Quality information is defined as information that is 
accurate, complete, legible, relevant, reliable, timely and valid.(1-3) 
 
The development of a standardised data set for discharge summaries is an important step 
towards improving the whole care pathway and enabling the delivery of safe, person-
centred care. 
 

2. Background 
 
Arising out of the eHealth consultation process undertaken by the Authority between 
December 2011 and January 2012, certain priority areas emerged for the development of 
standards. Independently, an international review of ePrescribing was undertaken by the 
Health Information Directorate of the Authority. Both of these processes informed the 
development of the work plan for the newly formed eHealth Standards Advisory Group 
(eSAG). This work plan was agreed with the eSAG and included the development of a data 
set for clinical discharge summaries and complements the National Standard for Patient 
Referral Information previously developed by the Authority.(4)  
 
A data set is an organised collection of data or information that has a common theme. The 
scope of this project is to develop a data set for clinical discharge summaries produced in 
secondary and tertiary care for a patient at the time of discharge.  
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Currently, there is no national agreement on the information which should be included in 
discharge summaries. There is no agreement on the information required for patient 
identification, identification of discharging doctor, clinical information relating to the 
episode of care, medication changes while hospitalised or future treatment plans. 
 
The variability in type and quality of information currently included in discharge summaries 
creates significant challenges in terms of the delivery of safe, high quality care. 
International evidence clearly indicates that other jurisdictions are moving towards 
standardising the information contained in discharge summaries as well as implementing 
electronic discharge summaries.  
 
The National Standards for Safer Better Healthcare(5) published by the Authority in June 
2012 require the active coordination of patient care between services and stipulate that 
the right information should be shared appropriately. This draft document details the 
information that should be shared when a patient is being discharged from secondary or 
tertiary care to primary care. 
 

3. Consultation process 
 
This consultation document presents for public consultation a proposed standardised 
clinical discharge summary data set. The Authority is fully committed to stakeholder 
consultation and values all feedback provided as part of its development processes.  
 
The Standardising Patient Discharge Summary Information: a Draft National Data set for 
Consultation is available for public consultation for a six-week period. In this way, the 
public, service users and service providers will have the opportunity to provide feedback 
and participate in the development process. We invite all interested parties to submit their 
views on this document.  
 
The closing date for receipt of comments is 5pm on Friday 11 January 2013. 
 

How to make a submission 
 
A number of consultation questions have been prepared for your consideration when 
reviewing this document. These have been inserted into the text of this document in the 
appropriate locations, in order to prompt potential questions around the data set. Please 
note that these questions are not intended, in any way, to limit feedback and any other 
comments are welcome. There are several ways to tell us what you think: 
 
Your comments can be submitted by completing the online consultation feedback 
form or alternatively downloading and completing the consultation feedback form 

both accessible from http://www.hiqa.ie. You can email your completed forms to 

ehealth@hiqa.ie  or print off a copy of the feedback form and post it to us at: 
 
Health Information and Quality Authority 
Standardising Clinical Discharge Summary Information 
George’s Court, George’s Lane,  
Smithfield, Dublin 7 
 

http://www.hiqa.ie/node/4461
mailto:consultation@hiqa.ie
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For further information or if you have any questions you can talk to the consultation team 
by calling (01) 8147685. 
 

How we will use your comments 
 
Following the consultation, the Authority will analyse the submissions and amend the draft 
standard as appropriate. We wish to thank you in advance for taking the time to submit 
your comments. 
 

4. Benefits 
 

What the data set will mean for hospitals. 
 
Hospital staff benefit as there is guidance on the information they need to include in the 
discharge summaries. There will be a reduction in the proliferation of discharge summaries 
developed locally by hospitals. Clinical discharge summaries developed using the data set 
should improve the efficiency of the discharge process and the discharge summary should 
be a live document which is updated regularly through the whole of the patient’s time in 
hospital. In addition a standardised complete discharge summary will assist coders in 
ensuring high quality data for the Hospital In-Patient Enquiry System. 

 
What the data set will mean for primary care healthcare practitioners. 

 
Implementing the data set will mean that the information sent to the primary care 
healthcare practitioners upon discharge of a patient from secondary or tertiary care will be 
standardised across organisations and services. There will be improved and more 
consistent clinical information in discharge summaries facilitating a more effective transfer 
of patient care back in to the community. In time the data set can form the basis for 
electronic discharge summaries which will lead to a more timely transmission of 
information between secondary or tertiary care and primary care and reduce the need for 
duplicate data entry. 
 

 

What the data set will mean for patients. 
 

The standardisation of information contained in discharge summaries will facilitate the 
transfer of relevant clinical information thereby improving the consistency and quality of 
information. This represents a significant improvement in the safety of transfer of care 
back to the community from the acute hospital setting. In time there may be increased 
use of electronic transmission of discharge summaries leading to a more timely and 
efficient transfer of patients’ information, ensuring that the primary care healthcare 
practitioners have access to important clinical information at the time of discharge. 

 
5. Methodology 
 
The draft data set for consultation was developed after analysis of several data sets 
developed in other jurisdictions, followed by a limited consultation with a number of 
stakeholders. 
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Northern Ireland has developed a minimum data set for clinical discharge summaries 
known as the Guidelines on regional immediate discharge documentation for patients 
being discharged from secondary into primary care.(6) Scotland has developed a minimum 
data set known as the SIGN 128 Discharge Document.(7)  
 
In Australia, the National E-Health Transition Authority published a detailed specification 
for the content of an electronic discharge summary(8) which may be generated and sent 
electronically to general practitioners at the end of an inpatient episode. In England, the 
Royal College of Physicians(9) has undertaken work in this area and published a list of 
headings which should be included in a clinical discharge summary.  
 
The demographic details and referrer details from the GP referral data set (10) previously 
published the Authority, have also been included in the development of this draft data set 
along with the mandated discharge summary components identified by the Joint 
Commission on the Accreditation of Healthcare Organizations.(11) Health Level 7, an 
international healthcare standards organisation, has developed specifications for a 
Continuity of Care document and a Discharge Summary and the content of these have 
also been reviewed.   
 
An initial draft was developed in conjunction with the members of the eHealth Standards 
Advisory Group (eSAG) and a limited consultation was taken with representatives of the 
Health Service Executive including representatives of the Integrated Discharge Planning 
Programme and the National Programme for Healthcare Records. A limited number of the 
Clinical Care Programmes were also consulted including the Acute Surgical Care 
Programme, Acute Medicine Programme and the Medication Safety Programme. 
 

 
 
5.1 Scope 
 
The draft data set defines the information required in a generic clinical discharge summary 
produced at the time of discharge from a secondary care or tertiary care setting. A 
discharge summary document produced using the data set should provide a full picture to 
a patient’s primary care healthcare practitioner on the inpatient stay, including patient 
details, admission and discharge details, clinical course during the inpatient stay, changes 
to medication and a full list of discharged medications, treatment plan and discharging 
details. The data set should be fit for purpose and not be so detailed as to delay the 
sending of the discharge summary on the day of discharge. 
 
In terms of coverage, the scope of the data set could include the information 
requirements needed to support all clinical specialties across the healthcare sector. The 
construction of such a comprehensive data set would be a major undertaking, requiring 
detailed consultation with experts representing each specialty and subspecialty. Limiting 
the scope to include requirements which are common across the majority of clinical 

Consultation Question 1 for your consideration: 
 
Are there benefits in having a standardised data set for clinical 
discharge summaries, and, if so, what are the main benefits? 
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specialties is a more practical approach in the first instance. This is the same approach 
used when developing the National Standard for Patient Referral Information.   
 
The data set and any discharge summary derived from the data set should be appropriate 
for people discharged to home, step-down care, nursing homes or to other institutions. 
 
The data set aims to be a generic data set fulfilling the needs of the majority of clinical 
specialities. It is possible that some clinical specialties have specific requirements 
regarding information they need to share with general practitioners on discharge, for 
example, psychiatry. It is likely that certain specialties may be able to use a significant 
amount of the data set but may need to adapt the heading in the clinical details section in 
order to make the data set appropriate to their clinical specialty. 
 
The scope of the data set is for patients being discharged from the acute care setting 
following admission to hospital. The scope includes patients who have been admitted 
electively and also those whose admission was not planned. It includes general admissions 
and those admitted as a day case. The data set is not designed with emergency 
department cases or outpatient departments in mind. Limiting the scope to only include 
patients admitted to acute hospitals is a more practical approach in the first instance. 
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6 Draft clinical discharge summary data set 
 
The discharge summary data set consists of the following headings: Patient details, 
Primary care healthcare professional details, Admission and discharge 
information, Clinical information, Medication information, Follow up and future 
management, and Person signing discharge summary. 

 

 
 

 
 

The following sections provide information on the headings and their associated data 
items, presented in tabular format. For each data item a name, definition and optionality is 
provided. Optionality refers to whether a field is required, optional or conditional. Further 
details on the data item may be provided in the usage field.  Required fields in the data 
set should be included in all discharge summaries. An optional field may be omitted from 
a discharge summary as it may not be relevant to the particular inpatient stay. 
Conditional fields have a dependency on another field, for example, in the case when a 
patient died in hospital during the inpatient stay, the Date of Discharge and Discharge 
Method are no longer relevant but the Patient Died and Date of Death fields are 
required. 
 

 

 
 

Consultation Question 4 for your consideration: 
 
Do the definitions provided in Tables 1 – 7 adequately explain each of the 
data items? If not, please suggest improvements? 

Consultation Question 3 for your consideration: 
 
Have all of the appropriate data items been included in the data set? 
Would you leave out any of the data items listed? Would you suggest 
additional data items? 

Consultation Question 2 for your consideration: 

 
Have the appropriate groupings of data items have been included in the 
data set? 
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Consultation Question 5 for your consideration: 
 
Does the usage information provided in Tables 1 - 7 clearly explain the 
proposed use of each of the data items? If not, please suggest 
improvements. 
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6.1 Patient details 
 

This section includes information which identifies the patient the discharge summary relates to. 
 

Table 1. Patient details 
 

Name Definition Optionality Usage 

6.1.1 Forename A patient’s first name or given name as per 
the service user’s birth certificate. 

Required  

6.1.2 Surname The second part of a patient’s name which 
denotes their family or marital name. 

Required  

6.1.3 Address A composite of one or more address 
components that describe at a low level the 
geographical/physical description of a 
location followed by the high-level address 
components, i.e. suburb/town/locality/name. 

Required  

6.1.4 Date of birth Date of birth indicating the day, month, and 
year when the patient was born. 

Required The date of birth should be supplied in dd/mm/yyyy 
format. 

6.1.5 Gender Gender identity is a person’s sense of 
identification with either the male or female 
sex, as manifested in appearance, behaviour 
and other aspects of a person’s life. 

Optional  

6.1.6 Health 
        identifier 

A number or code assigned to an individual 
to uniquely identify the individual within an 
organisation. 

Required Both the code and the organisation the code relates to 
should be provided e.g. GMS 0123456789*, MRN 
0987654321* 

  

                   
* These numbers are for illustrative purposes and are not intended to relate to real people, living or deceased.  
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6.2 Primary care healthcare professional details 
 
The section details the minimum information required to ensure the discharge summary can be delivered to the correct primary care 
healthcare practitioner. 
 
Table 2. Primary care healthcare professional details 
 
 

Name Definition Optionality Usage 

6.2.1 Forename First name or given name of primary care 
healthcare professional. 

Required Where the primary care healthcare professional is 
registered with a professional body, the forename should 
be the forename registered with the professional body. 

6.2.2 Surname The second part of a primary care 
healthcare professional’s name which 
denotes their family or marital name. 

Required Where the primary care healthcare professional is 
registered with a professional body the surname should be 
the forename registered with the professional body. 

6.2.3 Address A composite of one or more address 
components that describe at a low level the 
geographical/physical description of a 
location followed with the high level address 
components, i.e. 
suburb/town/locality/name. 

Required  

6.2.4 Professional  
        body  
        registration  
        number 

The professional registration number of the 
primary care healthcare professional that 
the discharge summary is addressed to. 

Optional If the recipient of the discharge summary is registered with 
a professional body their registration number should be 
included in the discharge summary e.g. Irish medical 
council registration number, An Bord Altranais registration 
number. 
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6.3 Admission and discharge details 
 
This section contains information relating to the admission and discharge details which will be important to the primary care healthcare 
professional. 
 
Table 3. Admission and discharge details 
 
 

Name Definition Optionality Usage 

6.3.1 Date and  
        time of       
        admission 

The date and time that the patient was 
admitted to the hospital ward. 

Required The date and time of admission should be supplied in 
dd/mm/yyyy hh:mm format. 

6.3.2 Source of  
        referral 

This describes who made the decision to 
refer the patient to the hospital. 

Optional Examples would include GP/self-referral/ambulance 
service/out-of-hours service/other hospital/other (please 
specify). 

6.3.3 Method of  
        admission 

This field contains an entry which defines 
the circumstances under which a patient 
was admitted to the hospital.  

Optional Example would include elective/emergency/transfer. 

6.3.4 Hospital site The hospital site to which the patient was 
admitted. 

Required  

6.3.5 Hospital ward The ward within the hospital site to which 
the patient was admitted. 

Required  

6.3.6 Date and  
        time of   
        discharge 

The date and time the patient was 
discharged from the hospital. 

Conditional If the patient was discharged alive, record the date of 
discharge from the hospital. This field will be blank if the 
patient died during the inpatient stay. The date and time of 
discharge should be supplied in dd/mm/yyyy hh:mm 
format. 

6.3.7 Discharge  
        method 

This field contains an entry which defines 
the circumstances under which a patient left 
hospital.  

Conditional This field 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 
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Name Definition Optionality Usage 

patient was discharged by a relative or advocate. 

6.3.8 Patient died An indicator to signify if the patient died 
during the hospitalisation. 

Conditional Date of discharge and discharge method will be blank if 
this field contains an entry. 

6.3.9 Date of death The date and time the patient died. Conditional If the patient died during inpatient stay to the hospital 
record the date and time of death. The date of death 
should be supplied in dd/mm/yyyy format. 

6.3.10 Discharge  
          destination  
          address 

A composite of one or more address 
components that describe at a low level the 
geographical/physical description of a 
location followed with the high-level address 
components, i.e. 
suburb/town/locality/name. 

Optional To be included in the discharge summary if the address 
the patient is discharged to is different from their address 
contained in field 6.1.3. 

6.3.11 Discharging  
          consultant’s  
          name 

The consultant responsible for the care of 
the patient at the time of discharge. 

Required  

6.3.12 Discharge  
          specialty 

The specialty of the consultant responsible 
for the care of the patient at the time of 
discharge.  

Required  

6.3.13 Document  
          reference  
          number 

An alphanumeric identifier which uniquely 
identifies the discharge summary document 
and may be used to reference the discharge 
summary document. 

Optional A document reference number may be associated with a 
clinical discharge summary and allow primary care 
healthcare professionals refer to the summary in any 
future correspondences. 

  



Standardising Patient Discharge Summary Information: a Draft National Data Set for Consultation 

Health Information and Quality Authority  

 

16 
 

 

6.4 Clinical narrative 
 
Primary care healthcare professionals require quality information in order to continue patients’ care on their return to the community. This 
section defines the information which will facilitate hospitals in providing a detailed picture of a patient’s stay in hospital, reason for admission, 
interventions and treatments received and investigations undertaken. 

 
Table 4. Clinical narrative 
 

Name Definition Optionality Usage 

6.4.1Pertinent  
       clinical  
       information 

Clinically significant information relating to 
the patient which the discharging doctor 
wishes to convey to the primary care 
healthcare professional. 

Optional This heading may be used to indicate an investigation 
which should be undertaken, or a course of treatment 
which should be considered by the primary care healthcare 
professional. 

6.4.2 Diagnoses The diagnoses established after study to be 
chiefly responsible for occasioning an 
episode of admitted patient care and 
conditions or complaints either coexisting 
with the principal diagnosis or arising 
during the episode of admitted patient care. 

Required The principal and additional diagnoses relevant to this 
inpatient stay should be recorded. The principal diagnosis 
is the main reason why the patient was admitted to 
hospital on this occasion and should be identified in the 
discharge summary.  
 
Additional diagnoses relevant to this inpatient stay should 
also be documented, including any relevant co-morbidity 
that could have contributed to or be affected by the 
primary diagnosis, for example, hypertension in a patient 
admitted for stroke.  
 
Acronyms and abbreviations should be avoided. The 
discharge summary should indicate whether a diagnosis is 
confirmed or provisional. Where possible standard code(s) 
for the diagnoses should be provided, for example the ICD-
10-AM 6th edition codes as used in the Hospital In-Patient 
Enquiry System. 
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Name Definition Optionality Usage 

The healthcare practitioner responsible for the care of a 
diagnosis for a patient should also be indicted on the 
discharge summary if this healthcare practitioner differs 
from the discharge consultant’s name (item 6.3.11). 

6.4.3 Operations  
        and  
        procedures 

Operations and procedures performed for 
definitive treatment, diagnostic or 
exploratory purposes.  

Optional All significant operations and/or procedures should be 
described. Avoid acronyms, for example, ‘CABG’, and 
abbreviations, as these could be misunderstood or 
misinterpreted by the recipient. Standard code(s) should 
be provided wherever possible, for example, the ICD-10-
AM 6th edition codes as used in the Hospital In-Patient 
Enquiry System. 

6.4.4 Clinical alerts An alert is a piece of information about a 
specific patient required for the 
management of a patient in order to 
minimise risk to the patient concerned, 
healthcare staff, other patients and the 
organisation. Clinical alerts include for 
example special medical conditions, 
infection control and personnel security 
alerts. 

Required The status of knowledge about the patient’s clinical alerts. 
For example ‘Known’, ‘None known’, ‘Unknown’, ‘Not 
asked’ should be documented. Significant clinical alerts 
should be documented. 

6.4.5 Allergies This section should include information 
about all allergies known about the patient 
that may put the patient at risk. 

Required The status of knowledge about the patient’s allergies. For 
example ‘Known’, ‘None known’, ‘Unknown’, ‘Not asked’. 
Known allergies must be documented in the discharge 
summary. 

6.4.6 Adverse  
        events 

This section should include information 
about all hypersensitivities or adverse 
events known about the patient that may 
put the patient at risk. 

Required Known adverse events or hypersensitivities must be 
documented in the discharge summary. Where there are 
no known adverse events or hypersensitivities this should 
be documented in the discharge summary. 

6.4.7 Hospital  
        course 

This section should provide a detailed 
description on the course of the patient’s 
illness during the inpatient stay. 

Required The discharge summary should include a narrative 
description of the inpatient stay, describing the relevant 
sequence of events from admission to discharge. 
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Name Definition Optionality Usage 

6.4.8 Relevant  
        investigations  
        and results 

Relevant assessments, investigations 
and/or observations undertaken on the 
patient during the inpatient stay. 

Optional Specify the type of investigations undertaken and results 
received or that are awaited at the time of discharge. 
Describe all investigations that are pending at the time of 
discharge. 

6.4.9 Relevant   
        treatments  
        and changes  
        made in  
        treatments 

The relevant treatments which the patient 
received during the inpatient stay. Can 
include medications given whilst an 
inpatient. 

Optional Information relating procedures undertaken and 
medications received during the inpatient stay. 

6.4.10 Diet Expectations for diet including proposals 
and goals to improve dietary requirements 
of the patient. 

Optional  

6.4.11 Functional  
          state 

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

Optional The functional state may include the results of assessment 
tools, for example, the Activities of Daily Living or the 
American Society of Anesthesiologists score. 

6.4.12   
       Immunisations 

This should provide the patient’s pertinent 
immunisation history. 

Optional  
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6.5 Medication details 
 

Primary care healthcare professionals require accurate information about the changes to the patient’s medication during an inpatient stay and 
the complete list of medications that the patient is prescribed on discharge in order to continue their treatment after returning to their homes 
or to the community. The section provides headings to facilitate this.   
 
Table 5. Medication details 
 

Name Definition Optionality Usage 

6.5.1 Medication on  
        discharge 

The medications the patient is intended to 
take after they have been discharged. 

Required Record medicines prescribed at the time of discharge. The 
record should include the:  
 Name of the prescribed medication along with the dose 

and frequency of administration. 
 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. 

 Aids to compliance – where appropriate provide a 
description of any aids to compliance, for example, 
easy-open containers, medication charts, compliance 
devices, medication management service via a carer – 
that have been provided to or are being used by the 
patient to aid the taking of medicines.  

 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 were 
not being taken by the patient at the time of admission, 
describe what the new medicine has been prescribed 
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Name Definition Optionality Usage 

for as this may not be clear to the GP or patient from 
the name of the medicine alone. 

 
If there are no medication prescribed for the patient at the 
time of discharge this should be indicated on the discharge 
summary. 

6.5.2  Medication  
         changes 

A pertinent history of changes to the 
medication that the patient was taking at 
time of admission. 

Required Record all medicines that the patient was taking at the 
time of admission but were not prescribed at the time of 
discharge. Describe the reason why each medicine listed 
here was stopped. This should include information on 
adverse reactions. The heading may also contain 
information on medication which are ‘on hold’ at the time 
of discharge, the reason why they are on hold and when 
the primary care healthcare professional should consider 
reintroducing them. 

6.5.3 Pharmacy   
        details 

The name and address of the patient’s 
pharmacy should be provided. 
 

Optional  
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6.6 Future management 
 

This section contains information regarding the future management of the patient. 
 

Table 6. Future management 
 

Name Definition Optionality Usage 

6.6.1 Hospital  
        actions 

Actions required/that will be carried out by 
the hospital department. 

Optional Any pending or future actions that the hospital or 
department has responsibility to organise should be 
documented. 

6.6.2 GP actions Actions that are requested of the general 
practitioner. 

Optional Any actions that the general practitioner is being requested 
to organise should be documented. 

6.6.3 Information     
        given to  
        patient and  
        carer 

Information, both verbal, written or in any 
other form which has been provided to the 
patient, relatives or carer. 

Optional This can include verbal information given to the patient, 
relatives and their carer and written information including 
leaflets, letters and any other documentation. 

6.6.4 Advice,  
        Recommend-   
        ations and  
        future plan 

This should include any advice or actions 
that were requested from other healthcare 
professionals 

Optional  
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6.7 Person(s) completing discharge summary 
 

This section contains heading regarding the healthcare professionals who created the summary and sign the discharge summary. The 
discharge summary may be completed by multiple healthcare professionals. 

 
Table 7. Person(s) completing discharge summary 

 

Name Definition Optionality Usage 

6.7.1 Forename A first name or given name of the person 
completing the discharge summery. 

Required Where the person completing the discharge summary is 
registered with a professional body the forename should 
be the forename registered with the professional body. 

6.7.2 Surname The second part of a name which denotes 
their family or marital name of the person 
completing the discharge summery. 

Required Where the person completing the discharge summary is 
registered with a professional body the forename should 
be the forename registered with the professional body. 

6.7.3 Contact 
number 

A contact phone number for the person 
completing the discharge summary. 

Required  

6.7.4 Job title The job title of the person who completed 
the discharge summary. 

Required  

6.7.5 Professional  
        body  
        registration  
        number 

The professional registration number of the 
person completing the discharge summary. 

Required Where the person completing the discharge summary is 
registered with a professional body their registration 
number should be included in the discharge summary, e.g. 
Irish Medical Council registration number, An Bord 
Altranais registration number. 

6.7.6 Signature The signature of the person who created 
the discharge summary. 

Required  

6.7.7 Copies to A list of people to whom copies of the 
discharge summary should be sent. 

Optional  

6.7.8 Date of  
        completion of   
        discharge   
        summary 

The date the discharge summary was 
completed. 

Required The date of completion of discharge summary should be 
supplied in dd/mm/yyyy format. 
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Name Definition Optionality Usage 

6.7.9 Consultant  
        sign off 

If the person completing the discharge 
summary is not a consultant then the 
consultant may counter sign the discharge 
summary. 

Optional  

6.7.10 Date of  
          consultant  
          sign off 

The date the consultant countersigned the 
discharge summary. 

Optional The date of consultant sign off should be supplied in 
dd/mm/yyyy format. 
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Mr Jack Shanahan – Irish Pharmaceutical Union 
Mr John Kenny - Health Service Executive Quality and Patient Safety Directorate 
Mr Kevin Conlon – Department of Health 
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Appendix B – Sample discharge summary templates 
 

Figures 1 – 3 provide a representation of the complete discharge summary dataset.  
 
Figures 4 – 5 illustrate the required fields only. These figures are provided for illustrative 
purposes only and local implementations of clinical discharge summaries are not required 
to follow these layouts.  
 
Please note that the patient details are repeated on the medication section as it may also 
serve as the patient’s prescription.  
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Discharge summary template (complete data set) 
 

Figure 1. National discharge summary – full data set, page 1 
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Figure 2. National discharge summary – full data set, page 2 
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Figure 3. National discharge summary – full data set, page 3 
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Discharge summary template (required fields only) 
 
Figure 4. National discharge summary – required fields, page 1 
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Figure 5. National discharge summary – required fields, page 2 
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