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Clinical management plan agreed by Multidisciplinary

Team (MDT) in partnership with patient/carer including:

¢ Outcome and treatment goals with timeframes

e Estimated date of discharge (EDD) that is
communicated to patient and entered onto the
whiteboard

e Discharge planning

e Initiation of investigations, commencement of

treatment

e Referrals to necessary disciplines

e Communication with community providers where <
required

e Multidisciplinary family conferences,where indicated
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Robust discharge planning by team —>
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Discharge checklist finalised, including:
e Personal items returned

Patient remains eligible
for CLD

* Medications/TTOs provided
* Discharge summery completed and provided
* Follow up appointments made as necessary
* Patient education completed

Discharge ensuring:
* Contact details given to patient for appropriate
follow up care
* Communication with patient’s ongoing care
providers
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