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Interprofessional Leadership Project:

Building Community Capacity to Improve Health Care for Seniors

Discharge management is an interactive process that should begin at the 

time of admission to hospital where patientsô needs are identified and a 

plan is made to meet those needs and make a smooth transition from 

one environment to another (Corman 2005).  It is a complex process 

requiring active communication between the patient, their family, and the 

interprofessional health team involved in their care. ( Corman 2005; 

Macleod 2006)

Patient and family centered care is an innovative approach to the 

planning, delivery and evaluation of health care that is grounded in a 

mutually beneficial partnership among health care patients, families, and 

providers. (Institute for Family Centered Care)

The purpose of this project was to:

1. Redevelop the discharge planning process on a brand new rehab and 

complex continuing care unit and to streamline the process in keeping 

with those of the GTA rehab network discharge planning committee.

2. To have clear patient/family centered discharge planning guidelines 

and processes for every admitted patient.

3. To improve communication between health team, patients & families. 

4. To have patients/families benefit from best discharge planning 

practice guidelines.

5. To utilize and gain knowledge of community resources in an efficient 

cost effective way to benefit patients and to decrease length of stay in 

rehab and complex continuing care.  This would help seniors to 

remain in their homes for as long as possible post discharge.

1. Research on discharge planning, interprofessional practice, family 

centred care, discharge planning checklists, communication boards, 

the GTA Rehab Network discharge planning guiding principles and 

standards.

2. Understanding RVHSô need to streamline itôs discharge planning 

policy and process in keeping with the GTA Rehab network.

3. Met with managers L. Forde and K. Wong to discuss project and 

plans.  Reviewed current process and changes needed. Reviewed 

health team form, patient/family conference form, and plan to create a 

discharge planning check list and visual communication boards.

4. Met with interprofessional health team and nursing staff to discuss 

project and gather suggestions and input.

5. Policy and Guidelines recreated many times with much input from unit 

manager L. Forde and K. Wong.  Reviewed by health team and now 

being implemented.

6. Revamped pt/family conference form with input from interprofessional 

team.

7. Creation of a discharge planning check list, discharge planning visual 

communication board.

8. Decision to retain the current Health Team Conference Note with plan 

for PT/OT to recreate within the next year.

9. Workshop prior to new unit opening focused on team building with 

much discussion around patient/family communication boards. Focus 

toward improved communication especially off hours.

10.Review of all completed forms with trial in process.

11.Plan to have three community agencies educate staff about senior 

services.

V Creation of a new Discharge Planning Policy and Guidelines for 2 

North - Rehab and Complex Continuing Care at Rouge Valley Ajax 

site.

V All admitted patients will be conferenced within 7 days of admission.

V Revised patient/family conference record with specific patient/family 

oriented goals and clear discharge plans with set estimated date of 

discharge.  Patients at risk for delayed discharge or an alternate 

discharge destination will be identified early in process.  These 

patients will be conferenced with their families to discuss concerns 

and plans for discharge.

V Creation of a visual management board in conference room that is 

updated by unit coordinator daily and at health team rounds every 

Wednesday.

VImproved patient/family communication boards in patientôs rooms with 

process in place for populating and updating boards.

V Creation of a discharge planning checklist with pre and post discharge 

planning needs, community services and equipment recommended 

and follow-up appointments.

V Improved interprofessional understanding and communication. 

V Benefit of visual discharge planning board off shift to nursing staff 

when asked by family.

V Clear understanding of discharge planning process and policy for all 

health team members.

V Implementation of best practice guidelines professionally and 

interprofessionally.

V Time and timing. New unit opening with not only changes in physical 

environment, also with a change in the patient population

V Focus on Lean Management

V Trying to develop and implement yet another change

V Getting interprofessional team mobilized and motivated

V Case management not a go due to increased workload

V Organizing in-services with various community agencies

V Keeping visual management boards updated
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1. Can sometimes be difficult to get people motivated and involved. 

Nursing staff  found to be more difficult to become involved in 

process.

2. Involve as many people in process as possible.

3. Gain understanding of team dynamics and functioning.

4. When reviewing forms and information, take what will likely work best 

for your organization and the patients being cared for.

5. Important to stay focused on the goal and the process of getting 

there.

6. It was probably better to develop and implement this process when 

unit opened versus trying to implement  another change months later.

7. It seemed to go better with small amounts of information sharing due 

to time constraints. Did 15 min. q weekly updates at team level as well 

as individually.

8. Case management was definitely not a go.

V The Canadian Nurses Association position statement on 

interprofessional collaboration focuses on six principles in order to 

facilitate collaboration among professions and professionals. The 

focus is on individualized patient needs, population health 

approach, quality care and services, access, trust and respect and 

communication.

V Discharge management is initiated from admission to time of 

discharge with the interprofessional team, patient and their 

immediate family.

V Focus on patient and family centered care is beneficial to patients, 

their families and the interprofessional team.

V Interprofessional collaboration allows each profession to share 

and communicate their own set of knowledge and skills, to 

participate in active listening and communication, and to develop 

trust and respect while learning from each other. This allows for 

information sharing and decision making which is extremely 

beneficial to each patient and their family.

1. To have policy, process and guidelines implemented within RVHS.

2. To continue to work with and evaluate its effectiveness after three 

months.

3. To relook at case management as an option for integration so that all

interprofessional health team members are able to case manage on 

an individual basis.

4. Organize in-services with community agencies so that all

professionals gain knowledge about community services.

5. To have every nurse attend health team rounds to discuss their 

patient.


