SOP: Patient Education on Post-Discharge Care and
Instructions

This SOP details the process of patient education on post-discharge care and instructions, including effective
communication strategies, clear explanation of medication regimens, wound care techniques, activity and dietary
restrictions, signs of complications, follow-up appointment scheduling, and contact information for support. The goal is to
ensure patients fully understand their care plan after discharge to promote recovery, prevent readmission, and enhance
overall health outcomes.

1. Purpose

To provide a standardized approach to educating patients and/or their caregivers about post-discharge care, facilitating
optimal recovery, adherence to therapeutic regimens, and early identification of potential complications.

2. Scope

This SOP applies to all healthcare staff responsible for patient discharge education in the facility.

3. Responsibilities

¢ Nursing Staff: Conduct patient education, use teach-back methods, document patient understanding, and
provide written instructions.

¢ Pharmacists: Clarify medication regimens, side effects, and dosing schedules as needed.

¢ Physicians: Review discharge instructions, answer patient queries, and finalize follow-up plans.

e Case Managers: Coordinate post-discharge support and follow-up appointments.

4. Procedure

1. Preparation
o Review the patient's discharge summary, medication list, and care needs.
o Gather educational materials and discharge instruction sheets applicable to the patient's diagnosis.
2. Effective Communication
o Use plain language and avoid medical jargon.
o Address language and literacy barriers by providing interpreters or translated materials if needed.
o Utilize teach-back or show-me methods to confirm understanding.
o Encourage questions and validate patient concerns.
3. Education Content
o Medication Regimens:
= Explain names, purposes, dosages, timing, and side effects of all medications.
= Provide a written medication schedule.
Wound/Incision Care (if applicable):
= Demonstrate dressing changes and personal hygiene.
® Provide written instructions and precautions.
Activity and Dietary Restrictions:
= |istactivities to avoid or safely perform.
s Clarify dietary limitations and recommendations.
Signs and Symptoms of Complications:
= Explain warning signs that require prompt attention (e.g., fever, wound redness, uncontrolled
pain, breathing difficulty).
Follow-up Appointments and Support:
= Review scheduled follow-up visits and their importance.
= Provide written appointment details and contact information for rescheduling or questions.
s Listresources for after-hours support or urgent concerns.
4. Documentation
o Record all education provided, including date, time, content, and method (verbal, written,
demonstration).
o Note patient's/caregiver's demonstrated understanding using teach-back results.
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5. Documentation Template
Element Details to Record

Date & Time /|



Educator Name/Role

Patient Understanding & Verbalized &"Teach-back & Demonstration

4" Medications a"Wound Care &~ Activity/Diet a8~ Complications a~

Topics Covered Appointments/Contacts

Questions/Concerns
Addressed

Written Materials Provided a"Yes a"No

6. References
e Facility Patient Discharge Policy

e Joint Commission Standards on Patient Education
e Current Clinical Practice Guidelines

7. Review & Revision

This SOP should be reviewed annually and updated as needed to reflect current best practices.
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