NDIA Hospital Discharge Journey Map
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The journey map is indicative of the full hospital discharge process as per the NDIA Hospital Discharge Operational Plan agreed at the Disability Reform Ministerial Council (DRMC) meeting in July
2022. There are many potential 'off-ramps' across the hospital discharge process which are not covered in this journey map.

NDIA and State and Territory health services share information in compliance with respective relevant privacy legislation and with the consent of participants or their authorised representatives.
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