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There are four (4) types of resident discharges:

· To home;

· To another long term care facility;

· To hospital;

· Expiration (at the facility).
Since documentation requirements are dependent upon which of the four (4) types of discharges is represented by the case, this resource document will review the requirements for each type of discharge individually:

To Home:

1. Order to discharge resident to home.  If medications are to be released to the resident, order content MUST include medication release permissibility:

Example:  Resident may be discharged to home with home care, PT, OT and medications
2. Continuity of Care Document (CCD) – In the Matrix facilities, this requirement is satisfied by printing this report/document from the system; it is located under the “Resident Tab,” click on “CCD” in scroll-down box.  The system will automatically extract data/information that includes demographic as well as clinical items that will assist the receiving care provider in continuing to provide care and services to the discharged resident.
3. Anticipated Discharge Form:  In the Matrix facilities, this requirement is satisfied by the completion of the “Discharge Plan of Care” Observation (NOTE – NOT the asterisked “Discharge Summary” Observation; the asterisk indicates NON-USAGE).  

Even if the resident is going to be receiving a variety of home-based services, it is essential to understand that these caregivers will NOT be present AT ALL TIMES and therefore the “Discharge Plan of Care Observation” MUST be completed to assure that ALL instructions for continuity of care are written in a manner that will better guarantee that a lay caregiver will conform with the needed care and services requirements (i.e. medication instructions should NOT use abbreviations, terms, or symbols with which a lay person would be unfamiliar).  With regards to medication instructions, the Continuity of Care Document {CCD} (see #2 above) does capture the instructions with the appropriate terminology necessary, so in the “Medications Section” of the Observation where there is an entry item entitled “List Medications,” the CCD can be referenced (“see medications section of Continuity of Care Document”)
In the item of the Observation entitled “Documents Provided,” remember to note the Continuity of Care Document by checking “Continuity of Care Document (CCD).” 
Each discipline completing a portion of the form should consider the need for lay person understanding of the continuing care instructions (i.e. Diet: Ground meat only with NO added salt {versus Diet: Mechanical soft NAS})  Further, even if the resident will be receiving home therapy services, it is important to realize that the commencement of those services will likely NOT be immediate, therefore, in the “Special Instructions” item of the form,  any immediate limitations due to the resident’s functional status should be clearly stated (i.e. “resident should walk ONLY with a walker,” “stair climbing should not be permitted,” “assistance on and off the commode is necessary during toileting,” etc.)

4. Discharge Nurses’ Notes.  To meet all requirements, the note(s) must include the following:

· Presence/absence of open areas. If open areas are present, they should be described.

· Confirmation of documented physician order
· Mode of transportation.

· Description of condition on discharge, including vital signs.

· Approximate distance resident is capable of ambulating
· Confirmation of providing Bed-hold Policy
· Disposition of medications 
· Disposition of personal belongings
· Signature and date of discharging nurse.
            This requirement can be satisfied by the discharging nurse entering this data on the “Discharge Nurse’s Note Observation,” available in the system under the section entitled “Discharge and Transfer.”
5. Medication & Treatment Disposition Documentation – EACH medication and treatment being provided to the resident at the time of discharge must be accounted for as to name, quantity, method of disposition, and reason for disposition; the FINAL Medication and Treatment Flowsheets are used to assess the completeness of documentation and assure EACH medication and treatment is listed.  

6. Inventory of Personal Effects Documentation – Appropriate signatures (i.e. resident/resident legal proxy AND discharge nurse) are necessary on the discharge receipt of the form at the time of discharge to confirm that all listed belongings were provided to the resident or the resident’s legal proxy; the discharging nurse must co-sign the form to confirm release of all belongings, providing a copy to the resident/resident legal proxy.

To Another Long Term Care Facility
1. Order to discharge resident to another facility.  Order should include the specific name of the facility to where the resident is being sent.

2.   Continuity of Care Document (CCD)
2. Anticipated Discharge Form:  In Matrix facilities, this requirement is satisfied by the use of the “Discharge Plan of Care” Observation.

Although this is the SAME “Observation” that is used for a discharge to home, the fact that the resident is being sent to another long term care facility does alter the method by which the information for completion is entered; since the professional staff of one (1) facility is providing continuity of care information to the professional staff in the facility that is receiving the resident, the sensitivity to preparing the instructions “in lay terms” that was required in the home discharge (see above – “To Home”, #2) does NOT apply in this case!!!!  Providing copies of Continuity of Care Document (CCD), the Discharge Plan of Care Observation and any other documents that will assist the receiving facility in continuing to provide the resident care and services will be sufficient as long as EVERY other section of the form is completed in full or marked as “Not Applicable” to the case (i.e. Discharge Equipment Needs, Home Health Services/Referrals, Nutritional Needs Upon Discharge, Post Discharge Appointments/Follow-up Visits, Post Discharge Wound Care/Treatments, ADLs,  and Special Instructions.)

3. Discharge Nurses’ Note:  To meet all requirements, the note(s) must include the following:

· Presence/absence of open areas.  If open areas are present, they should be described.
· Confirmation of documented physician order
· Mode of transportation.
· Description of condition on discharge, including vital signs.
· Approximate distance resident is capable of ambulating (or the designation that ambulation does not apply);
· Confirmation of providing Bed-Hold Policy;
· Disposition of medications (i.e. returned to pharmacy, flushed, etc.)
· Disposition of personal belongings;
· Signature of discharging nurse and date of note entry.
Completion of the “Discharge Nurses’ Note Observation, if properly completed will include all of the above-identified inclusions.
4. Medication and Treatment Disposition Documentation – EACH medication and treatment being provided to the resident at the time of discharge must be accounted for as to name, quantity, method of disposition, and reason for disposition; the FINAL Medication and Treatment Flowsheets are used to assess the completeness of this documentation and to assure EACH medication and treatment is listed.

5. Inventory of Personal Effects Documentation – Appropriate signatures (i.e. resident/resident legal proxy AND discharge nurse) are necessary on the discharge receipt of the form at the time of discharge to confirm that all listed belongings were provided to the resident or the resident’s legal proxy OR were “sent with” personnel transporting the resident to the next facility (i.e. Notation made in resident/resident proxy signature item  that “all belongings sent with resident on ambulance” and the verifying signature of the discharge nurse).

To Hospital****


****Transfers of a resident to acute care often present the most confusing of the types of discharges.  When a resident is sent to the hospital, the facility “expects” the resident to return to facility care after the immediate need has been resolved during the hospitalization.  In some instances, however, despite expectations, the resident does NOT return for a variety of possible reasons (i.e. expires at hospital, chooses to continue care elsewhere, etc.); when the resident DOES NOT return, then the resident is discharged AND discharge documentation is required to identify a variety of circumstances that existed at the time the resident physically separated from the facility.

1. Order to discharge resident to hospital.  Order should include the specific name of the facility to where the resident is being (was) sent AND that medications will be “held” at the facility in anticipation of resident return from acute care.

2. Transfer form to Hospital:  The respective system-available transfer form (Indiana or Illinois) should be completed; the template was designed to include the required necessary content:  
· The reason for transfer must be described OR the diagnoses entered must reflect WHY hospital assessment/consultation is being sought (i.e. “R/O Pneumonia,” Evaluate Altered Mental Status, etc.);
· Vital signs at time of transfer;

· Specific listing of documents being sent along with form (NO! NO! – “See attached” with NO clear indication of the full range of information being provided);

· Presence/absence of open areas;
· Designation of any possessions being sent with resident (i.e. dentures, eyeglasses, hearing aid(s), etc.
             **NOTE – the “Discharge Plan of Care Observation” used for anticipated discharged to home or to another long term care facility {see previous pages) is NOT APPROPRIATE for a hospital transfer situation!!!!
3. Discharge Nurses’ Notes:  To meet all requirements, the note(s) must include the following:

· Presence/absence of open area.  If open areas are/were present, they should be described;
· Confirmation of documented physician order
· Mode of transportation (most likely ambulance);

· Description of condition on discharge, including vital signs
· Confirmation of providing Bed-Hold Policy
· Disposition of medications (i.e. “held per physician orders”)
· Disposition of personal belongings (i.e. “held”, “stored”, etc.)
· Signature of discharging nurse and date of completion.
4. Medication and Treatment Disposition Documentation – once it has been confirmed that the resident will NOT be returning to the facility as had been expected at the time of hospital transfer, all medications and treatments on the flow-sheets at the time of transfer, being “held” as per physician order, must be accounted for as to name, quantity, method of disposition, and reason for disposition.  (NOTE – please be aware that State regulations {i.e. Indiana} frequently require disposition within a set interval of time {i.e. 7 days}).

5. Inventory of Personal Effects Documentation – Belongings not accompanying the resident at the time of transfer are frequently held in the room or stored in a special area of the facility.  But, once it has been confirmed that the resident will not be returning from the hospital as expected, then the FINAL disposition of those held/stored belongings must be documented (i.e. “donated to the facility” entered and nurse signature and date; if picked-up by a resident proxy, then signature of that proxy should be secured and be co-signed by the nurse providing the articles).

Expiration (at the facility)

1. Order to release the body to funeral home.

2.   Body release form.

2. Discharge Nurses’ Notes:  To meet all requirements, the note(s) must include the following:

· Presence/absence of open areas.  If open areas are present, they should be described.

· Confirmation of documented physician order
· Mode of transportation (hearse)
· Confirmation of the release of the body to the funeral home and procurement of the signature of the mortician/mortician designee;
· Confirmation of the absence of vital signs, including the date and time
· Disposition of medications (i.e. returned to pharmacy for credit, destroyed, etc.)
· Disposition of personal belongings (i.e. to family, donated to facility, etc.)
· Signature of the nurse releasing body to funeral home and the date of completion.
3. Medication and Treatment Disposition Documentation – EACH medication and treatment being provided to the resident at the time of death must be accounted for as to name, quantity, method of disposition, and reason for disposition (i.e. expired).

       4.   Inventory of Personal Effects Documentation – Personal belongings can be released to the family but are often donated to the facility instead.  In the former instance (release to family), appropriate signatures (i.e. family member AND discharge nurse) are necessary on the discharge receipt of the form to confirm that all listed belongings were provided.  In the latter instance (donated to facility), the discharge nurse should enter a notation (i.e. “donated to facility) in the resident/resident proxy signature line on the form and co-sign the form discharge receipt.  
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