TRANSFER AND DISCHARGE POLICY
Effective Date: March 2014
Policy:
To assure resident transfers and discharges will be conducted in accordance with residents’ rights, physician’s orders, and in such a manner as to maintain continuity of care for the resident.
Definitions:
1. Inter-facility

a. From one facility to another facility (i.e. separate buildings)
b. From a facility to the hospital

c. From a SNF (Medicare) facility (bed) in a building to any bed that is not certified for Medicare

d. From a NF (Medicaid) facility (bed) in a building to any bed that is not certified for Medicaid

2. Discharge

a. From facility to home or other residence.

b. Readmission anticipated, declines to authorize bed hold.

c. Medicaid eligible, absent from facility more than allowed by state plan.
Policy Specifications:  
1. The facility shall permit all residents to remain in the facility and not transfer or discharge except in those circumstances outlined in the Residents’ Rights and in accordance with state-outlined involuntary relocation procedures.
2. When the facility transfers or discharges a resident under any circumstances, the resident/authorized legal representative must be notified verbally and in writing at least thirty (30) days prior to the intended discharge unless the resident waives the notification period or in an emergency situation (including situations where the safety of other residents may be compromised).  The facility must also:

a. Notify and receive an order from the resident’s physician regarding transfer/discharge;

b. Include in written notice to the resident/authorized legal representative the following:

i. reason for transfer/discharge; 
ii. effective date of transfer/discharge; 
iii. location to which the resident will be transferred/discharged; 
iv. a statement that the resident has the right to appeal the action to the State;
v. the name, address and telephone number of the State long term care ombudsman; and 
vi. any other appropriate advocacy or protective services agency as required by the state.
c. Document the provision of such notice in the resident’s clinical record.

3. For any inter-facility transfer, a transfer form, which includes specific medical and pertinent psychosocial related information, will be completed by a licensed nurse.  Additional documents may be copied from the clinical record and attached to the original transfer form.  The facility will identify in the resident’s clinical record which documents were transferred.  Additional documents may include the following:

a. Medications and treatments;
b. Physician’s orders for diet, medications and treatments;
c. Diagnostic test results;
d. Advance Directives;
e. If a resident is being transferred to another nursing facility, copies of current history and physical, X-ray reports, PPD results, plan of care, 450B, OBRA and PASSAR document, may be included;
f. Additional documents as required by the state.

4. Relocation rights including bed hold and readmission rights will be maintained in all transfers.  In the event a resident or authorized legal representative appeals a relocation which has been deemed necessary, all state and federal regulations related to involuntary transfers/discharges will be followed:
a. Any resident, who exceeds the bed hold period under the State plan, may be readmitted to the facility upon first availability of a bed in a semi-private room if the resident needs the services provided by the facility and is eligible for nursing facility services.

b. In the event a resident requests a bed hold during the transfer process:
i. The resident’s valuables shall be removed from the room for safekeeping and the remaining belongings left in the resident’s room undisturbed unless requested otherwise; and
ii. The physician will be contacted for an order to hold medications until the resident returns.

c. In the event a resident does not request bed hold during the transfer process:

i. The resident or their representative will be given the option of removing all belongings or having them stored until a new room assignment is determined; and
ii. The facility will document what and where the belongings will be stored.
d. In the event a temporary transfer is made to a physician’s office or outpatient clinic, the resident will be informed of their bed hold rights and a transfer form will be completed by a licensed nurse and given to the authorized agency.  The facility will request for the clinic or physician to return a written summary of treatment and any new medical orders for care.

5. The voluntary discharge planning process begins upon admission.  The interdisciplinary team, including the physician and the resident and/or authorized legal representative will identify potential needs after discharge, including the resident’s physical, psychological, social, nutritional and other needs.

6. Social Service personnel will coordinate development and implementation of the resident’s discharge plan within twenty-one (21) days of admission.

7. The resident/authorized legal representative will be kept informed of their progress towards achieving identified goals and status relative to discharge.  The resident and/or authorized legal representative are encouraged and invited to attend and participate in a Discharge Care Plan conference where a post-discharge plan will be initiated.

8. The resident’s discharge potential and plan (if active) shall be reviewed and revised if necessary at each quarterly care plan conference.
9. Prior to voluntary discharge:
a. A licensed nurse shall evaluate the resident’s functional abilities and identify strengths, weaknesses and post-discharge resident or caretaker teaching needs; and
b. Social Service personnel shall evaluate the resident’s economic, psychological and social resource needs.

10. At the time of discharge, the post-discharge plan will be presented both orally and in writing to the resident/authorized legal representative in terms they understand.
11. The post-discharge plan shall be maintained in the clinical record and shall include at a minimum:

a. Previously identified resident needs after discharge and plan for providing care/services;
b. Resident or caregivers’ education needs and provisions for instruction;
c. Community services required;
d. Referrals to services as needed; and
e. Current information relative to the diagnosis, prior treatment, rehabilitation potential, and progress toward goals.
12. Physicians will be requested to provide prescriptions for residents going home with new medication orders.  Medications shall be released to discharge residents only when ordered by a physician.

13. In the event a resident or authorized legal representative requests discharge against medical advice (AMA), a licensed nurse is responsible for informing the resident of the possible consequences of not following the physician’s orders.  The facility designee will request of the resident or sponsor to sign all discharge records including AMA form.

14. The attending physician and authorized legal representative (if not present) will be promptly notified when a resident requests to leave AMA.

15. For any resident who leaves the facility AMA, medications shall be released to the resident/authorized legal representative when ordered by a physician.

16. At the time of any transfer or discharge, the resident’s personal effects inventory record will be reviewed, corrected as necessary, and signed by the resident or authorized legal representative indicating what personal belongings they have received.
