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Procedure:                                                                                   
 

5.1 Review of the plan of care:  
 

1. The plan and goals of care are reviewed by the Assistant Registrar 

&/or Registrar supervised by the Senior Registrar in the usual daily 

rounds and in the weekends rounds for patients who are on 

weekend follow up.  

2. The Head of the Unit or Consultant reviews with the Senior 

Registrar all the Unit cases on daily bases  

3. Importance of implementing a closing round in unit office by the 

end of the working day for discussing the plan of care for critically 

ill or grey clinical cases with the assigned Senior Registrar.  

 

5.2 The Assistant Registrar or Registrar reviews the patient's clinical 

condition and investigations on a daily basis. If necessary, changes can 

be made to the plan of care, and discussed with the Senior Registrar. The 

changes are discussed with the Consultant in charge, all 

recommendations to be documented in the medical record of the 

patient with name of Consultant in charge.  

 

5.3 Proper communication and handling of information among all team 

members and Nursing staff about any changes of plan of care or new 

orders or recommendations to avoid any pitfalls in management plan 

especially during transition zone from ordinary files to electronic file 

system. If needed, face to face endorsement of ill patient to duty team 

for proper follows up of plan of care. 

  

5.4 Discussion of plan changes with involved teams:  
 

1. The changes in goal(s) and in plan of care that are accepted and 

documented to be discussed with all members of the treating unit 

and the Medical sub-specialties included inpatient's care 
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2. In a case that needs a multi-disciplinary team care, the changes in 

the plan of care to be discussed with other sub-specialty doctors 

and/or other departments involved in the patient's care 

3. All doctors from different sub-specialties involved in managing the 

patient, sign in the multi-disciplinary form that is fixed in the 

patient's medical record (see appendix 2) 

 

5.5 Discussion of plan changes with the patient  
 

1. The approved changes in goals and in plan of care are to be 

discussed by Senior doctor in the treating unit with the patient 

&/or patient care-giver with explanation of any newly arranged 

treatment, procedures or investigations 

2. The discussion regarding the change of the plan of care is done as 

privately as possible with the patient alone or with other 

members according to his wish. In case of comatose or mentally 

incompetent patients, 1st degree relatives or a legal person can 

be counseled. 

3. The counselor doctor considers the degree of education of the 

patient/family and there language during the process of 

counseling.  

4. The counselor doctor answers all concerns of the patient and 

his/her family in a manner that can be understood and may 

document this in the medical record of the patient.  

5. In case of language barrier, third person translates to them by 

their understanding language.  

6. In the Medical OPD, the treating doctor counsels the 

patient/family about the new plan and documents that in the 

medical record of the patient.  

7. Importance of keeping a family contact numbers and name of care 

giver in patient's file to discuss important decisions with them in 

case of emergency situations  

8. Stress on rule of social worker help in plan of care of patient's for 

non medical issues that can interfere with plan of care. 
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Definition: OPD Hospital outpatient clinic  

 

Reference: National Accreditation Standards for Hospital (2011) 
 

Appendix:  
1. Appendix 1: MR 8 form  

2. Appendix 2: Multi-disciplinary form     


