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Objective: 1) Describe the importance of a multidisciplinary team approach to 
the discharge process and its importance in transition and 
continuity of care. 

Abstract: Introduction:  Discharge from the Burn Unit is an exciting time for 
patients and their families but it also a stressful time.  They are 
inundated with information and education from multiple sources and 
team members. This process is an important process for patient 
outcomes as they transition from the inpatient unit to the outpatient 
clinic.  In March 2018, the inpatient and outpatient staff voiced concern 
over inconsistent patient discharge practices.  These inconsistencies 
consisted of patient discharge education, discharge education materials, 
and information provided to patients and / or receiving rehabilitation 
facilities.  In this paper, we share our journey in standardization of our 
discharge process to improve patient outcomes and transition of care 
from the inpatient unit to the outpatient clinic. 

Methods/Design:  A multidisciplinary team was assembled that included 
nurses from the inpatient unit and outpatient clinic, Nursing Leadership, 
Clinical Pharmacist, Burn Case Manager, Burn Outreach Coordinator, and 
the Burn Educator.  The task for this team was to identify opportunities 
to improve our patients’ transition of care from the inpatient unit to the 
outpatient clinic.  A literature search was performed to identify best 
practices of the discharge process and a review of our current discharge 
practice was completed.  The team redeveloped our Discharge Criteria 
protocol and added a Discharge Process to the protocol.  In the new 
protocol, every team member is responsible for specific pieces of 
patients’ discharge whether they were being discharged to home or a 
facility. 

Results/Findings:  Two specific discharge checklists were developed for 
discharge to home and discharge to a facility to ensure the same process 
was being performed for every patient. Updated burn specific education 
handouts were developed in our electronic medical record.  To assist 
with the transition of care from the inpatient unit to the outpatient unit, 
the inpatient nurses would photograph all wounds and donor sites at the 



time of discharge.  These photos are uploaded directly to the medical 
record allowing the outpatient team to visualize the wounds at 
discharge.  Additionally, the inpatient nurse and Physical / Occupational 
Therapist give the outpatient nurse and Physical / Occupational 
Therapist face to face report on the patient being discharged.  The 
outpatient clinic appointment is then made once the outpatient team 
has identified the patients’ needs for their first clinic appointment.  Case 
Management, Pharmacy, Nutrition, and Social Work are also involved in 
our patients’ discharges as needed. 

Conclusion:  In reviewing our discharge process, we identified 
opportunities for improvement.  These included standardize discharge 
practices by bedside nurses, standardize printed education material, 
photodocumentation of wounds and donor sites for outpatient nurses 
reference on first clinic visit, and face to face handoff between inpatient 
nurses and therapist to outpatient nurses and therapist.  With these 
changes in practice, the transition from the inpatient unit to the 
outpatient clinic has improved as voiced by our outpatient clinic 
practitioners.  The outpatient team knows the needs of the patient prior 
to their first clinic appointment, and has a treatment plan in place on the 
patient’s first visit. 

 


