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Background: Discharge from mental health hospital presents patient safety risks due to a lack of care
co-ordination and communication between stakeholders. A lack of patient/carer involvement in
medication decisions and the implication of medicines in re-admission highlights them as a significant
contributor to these safety risks. However, their impact in mental health care is limited as current
research and clinical guidelines concerning care transitions do not focus on mental health or medicines
specifically. 

Objectives: This study aimed to create ‘core statements’ representing safe medication best practice
following mental health hospital discharge in order to inform development of future interventions. 

Methods: Three 2.5-hour consensus building workshops were held during July 2024 which were
attended by community and mental health care professionals, people with lived experience of mental
health hospital discharge with prescribed medication and the carers of these individuals. Social media,
research team networks, and prior involvement in our research guided recruitment. A lived experience
researcher and study advisory group supported all stages of the project, with the former being directly
involved in data collection and analysis. Workshops (2xonline, 1xin person) each included: (a)
presentation of findings from earlier research, (b) small group working to identify and discuss potential
‘core statements’, (c) whole group discussion of main ideas, and (d) whole group exercise to rank main
‘core statement’ ideas based on importance. Workshops were audio recorded and transcribed before
undergoing thematic analysis alongside researcher field notes to identify best practice ‘core statements’
with supporting quotations.

Results: Workshops involved 23 participants including 10 lived experience/carers and 13 health
professionals. Seventy five ‘core statements’ were identified and grouped into the following three
themes: (a) discharge journey (n=54 statements, including care approach, medicines/general advice,
medicines taking support and documentation), (b) consultation model (n=12; reflecting structure and
behaviors of health professionals) and (c) the ‘care coordinator’ role (n=9; covering duties and training).
The ranking exercises prioritized the need to personalise support with medicines, to openly
communicate and work together around medication beyond discharge, and to identify key trusted
individuals to actively support this process. 

Conclusion: This study has developed 75 ‘core statements’ describing safe practice with medicines in
mental health discharge care, which focus predominantly around discharge processes and adopting
patient-centered consultation models and capture the importance of psycho-social care elements.
These statements should be developed and tested as part of clinical guidelines and improvement
interventions.
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