
SOP: Discharge and Follow-up Instructions
Administration
This SOP details the process for discharge and follow-up instructions administration, outlining steps for
providing patients with clear, comprehensive discharge information, ensuring understanding of medication regimens,
care plans, and follow-up appointments. The goal is to promote patient safety, enhance recovery outcomes, and reduce
readmission rates by facilitating effective communication between healthcare providers and patients upon discharge.

1. Purpose
To outline the standardized procedure for administering discharge and follow-up instructions to patients, ensuring safe
transitions and optimal recovery post-discharge.

2. Scope
This SOP applies to all healthcare providers involved in patient discharge within the facility, including nurses,
physicians, and administrative staff.

3. Responsibilities
Nursing Staff: Provide and explain discharge instructions, verify patient understanding, document the process.
Physicians: Prepare and review the discharge summary, clarify any clinical concerns.
Administrative Staff: Schedule follow-up appointments, provide necessary documentation.

4. Procedure
1. Preparation for Discharge:

Verify discharge orders and obtain necessary documentation from the physician.
Review the patient's records for pending results or procedures.

2. Develop Discharge Instructions:
Include details of medication regimens, care plans, wound care, dietary recommendations, activity
restrictions, and signs/symptoms requiring medical attention.
List all prescribed and over-the-counter medications, including dosages and schedules.
Include follow-up appointment details and contact information.

3. Patient Education and Communication:
Explain all information to the patient (and caregiver, if applicable) using plain language.
Utilize teach-back methods to confirm understanding.

4. Documentation:
Document the discharge teaching, patient response, and any concerns addressed during the process in
the patient's medical record.

5. Provide Written Materials:
Hand out copies of discharge instructions and follow-up appointment information to patient/caregiver.

6. Final Check and Handover:
Confirm transport arrangements, if necessary.
Inform the patient about whom to contact for questions or emergencies after discharge.

5. Documentation & Records
Discharge summary completed and signed by responsible provider.
Discharge instruction sheet with patient/caregiver signatures.
Educational materials provided and logged in EHR.

6. Quality Assurance & Monitoring
Periodic review of patient records for compliance with discharge SOP.



Patient surveys to assess understanding and satisfaction with discharge instructions.
Monitoring of readmission rates related to discharge process effectiveness.

7. References
Joint Commission Standards
Facility Policy Manual
Relevant Local or National Guidelines
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