
Stroke – Core Skills Training

Discharge Planning



Introduction

• Discharge planning is the term used to describe how a patient 
will be cared for when he or she is discharged from a hospital, 
or acute care setting. 

• It may also be defined as conceiving a plan to treat the 
patient's requirements after he or she is released from 
inpatient treatment.

• Although a stay might be lengthy, the staff begins planning for 
the patient's discharge on the day of admission to a hospital, 
long term care or sub-acute facility.

http://www.businessdictionary.com/definition/plan.html
http://www.businessdictionary.com/definition/requirements.html


Intro continued

• Involving the patient and family in discharge planning can 
improve patient outcomes, reduce unplanned readmissions, 
and increase patient satisfaction. 

.



• I – INCLUDE

• D - DISCUSS

• E – EDUCATE

• A - ASSESS

• L - LISTEN

Acronym meaning



• Each part of the IDEAL Discharge Planning has multiple                                                                   

components:

• Include the patient and family as full partners in the       

discharge planning components:

- Always include the patient and family in the team meetings 

about discharge.      

- Identify which family or friends will provide care at home and 

include them in conversations.

X’TICS of an IDEAL Discharge Plan



IDEAL Discharge Plan

• Discuss with the patient and family five key areas to prevent problems at home.

1. Describe what life at home will be like. Include the home environment, support 
needed, what the patient can or cannot eat, and activities to do or avoid.

2. Review medications. Use the reconcile medication list to discuss the purpose of 
each medicine, how much to take, how to take it, and potential side effects.

3. Highlight warning signs and problems. Write the name and contact information 
of someone to call if there is a problem.

4. Explain test results to the patient and family. If test results are not available at 
discharge, let the patient and family know when they should get the results and 
identify who they should call if they have not gotten results by that date.



IDEAL DP

Make follow up appointments. Offer to make follow up appointment for the 

patient. Make sure that the patient and family know what follow up is 

needed.

• Educate the patient and family in plain language about the patient’s 

condition, the discharge process, and next steps at every opportunity 

throughout the hospital stay. 

• Discharge planning should be an ongoing process throughout the stay, not 

a one-time event.



IDEAL DP

Assess how well doctors and nurses explain the diagnosis, condition, 

and next steps in the patient’s care to the patient and family and use 

teach back.

• Provide information to the patient and family in small chunks.

• Repeat key pieces of information throughout the hospital stay

• Ask the patient and family to repeat what you said back to you in 

their own words to be sure that you explain things well



IDEAL DP

Listen to and honor the patient and family’s goals, preferences, 
observations, and concerns. 

• Invite the patient and family to  write questions or concerns 

• Ask open-ended questions to elicit questions and concerns 

• Use “Be Prepared to Go Home” Checklist and Booklet 

• Schedule at least one meeting specified to discharge planning with 
the patient and family caregivers



Implications

We expect all clinicians or MDT members to:

- Incorporate the IDEAL discharge elements in 

their work

- Make themselves available.

• Take part in trainings on the process



SKILLS REQUIRED

Both the person with stroke and their carers may benefit from support to 
develop skills in order to manage impairments and promote recovery.         
These skills will be different for every person! Examples are:

 Physical skills e.g. how to turn in bed, help with transfers or mobility
 How to communicate effectively
 How to care for skin
 How to prepare appropriate food and drink (or how to manage a NG tube)
 How to support with functional tasks e.g. eating and drinking, getting 

dressed (whilst promoting independence)
 How to use equipment
 How to provide emotional support



Thank you



Disclaimer

• This presentation was developed collaboratively by the 
Wessex Ghana Stroke Partnership group in 2014 to support a 
face-to-face training programme. The content has been 
designed to be relevant to the Ghanaian setting, and may not 
have been updated to any reflect changes in policy or 
evidence-base since this date.

• This project is supported by the Tropical Health & Education 
Trust (THET) as part of the Health Partnership Scheme, which 
is funded by the UK Department for International 
Development (DFID).
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