
Standard Operating Procedure (SOP):
Patient Discharge and Follow-Up Scheduling Steps
This SOP details the patient discharge and follow-up scheduling steps, encompassing patient assessment prior
to discharge, preparation of discharge instructions, medication reconciliation, coordination with healthcare providers,
scheduling of follow-up appointments, patient education on post-discharge care, and timely communication to ensure
continuity of care. The goal is to facilitate a smooth transition from hospital to home and optimize patient outcomes
through effective aftercare planning.

1. Purpose

To ensure systematic, safe, and effective discharge and follow-up processes for all patients, enhancing outcomes and
minimizing readmissions.

2. Scope

This SOP applies to all clinical staff involved in patient discharge and follow-up scheduling.

3. Procedure

1. Patient Assessment Prior to Discharge
Evaluate medical stability and readiness for discharge with multidisciplinary input.

Review inpatient treatment progress and address outstanding issues.

2. Preparation of Discharge Instructions
Develop comprehensive, patient-specific written discharge instructions.

Include information on wound care, activity restrictions, warning signs, and contact details for queries.

3. Medication Reconciliation
Compare pre-admission, inpatient, and post-discharge medications.

Resolve discrepancies, update prescriptions, and ensure accuracy of medication list.

4. Coordination with Healthcare Providers
Notify primary care providers and relevant specialists of discharge plans.

Transfer required medical records and discharge summaries promptly.

5. Scheduling of Follow-Up Appointments
Schedule follow-up visits with appropriate providers before discharge, considering patient's availability.

Document appointment details on the discharge instructions.

6. Patient Education on Post-Discharge Care
Educate patient and caregivers on post-discharge care, using teach-back methods to confirm
understanding.

Address questions and provide written resources as needed.

7. Timely Communication for Continuity of Care
Communicate discharge and follow-up plans to the healthcare team and patient's support network.

Provide contact points for urgent and non-urgent queries post-discharge.

4. Documentation

Record all discharge instructions, follow-up appointments, and education efforts in the patient's medical record.

Attach relevant forms to electronic or paper records as per institutional policy.

5. Responsibility

Attending Physician: Final readiness determination, medication review, discharge order approval.

Nurse/Discharge Coordinator: Patient education, instruction documentation, appointment scheduling.

Pharmacist: Medication reconciliation.



6. References

Hospital Discharge Policy Document

National Patient Safety Guidelines
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