DISCHARGE PLANNING POLICY

Effective Date: *


[bookmark: _GoBack]Policy:  It is the policy of this facility to determine resident discharge needs within twenty-one (21) days of admission, and to re-evaluate the appropriateness of the plan in conjunction with the resident's condition at the time of each care plan conference, or with·changes in condition or availability of care givers.

The facility will provide appropriate referrals and resident education to prepare for discharge and assure continuity of care after discharge.


Policy Specifications:  To ensure that residents being transferred to another place of residency have a planned program of continuing care to provide for placement in an appropriate care setting which meets his/her post-discharge needs.


Responsibility:  Social Service Personnel and Licensed Nurses and Therapy Staff


Standards:  

1. Social Service Personnel will coordinate development and implementation of the resident's discharge plan.

2. The discharge planning process will· begin at admission. The interdisciplinary team including physician, and the resident will identify potential needs after discharge and begin planning to meet those needs.

3. Discharge planning will identify the resident's physical, emotional, nutritional, housekeeping, transportation, social and other needs. Discharge planning activities shall also take into consideration the following:

a. Resident and family or legal representatives wishes and choices
b. Availability of support personnel at home or service providers
c. Level of independence resident is anticipated to achieve
d. d Special treatment or equipment needs
e. e Financial resources available
f. 
4. Options available to meet the residents discharge needs may include:

a. Adult day care
b. Adult foster care
c. Ambulatory clinic or outpatient care
d. · Assisted Living or Licensed Residential
e. Home Care Services
f. Hospice care
g. Support groups

5. The resident will be kept informed of his progress toward achieving identified goals and status relative to discharge. Residents and designated legal representative are encouraged and invited to attend and participate in discharge planning. The post discharge plan will be presented both orally and in writing to the resident and family in a language they understand.

6. The discharge plan may be maintained as a part of the care plan or a separate record. The plan shall include at a minimum:

h. Specific resident needs after discharge and plan for providing care/services.
i. Resident or care givers education needs and provisions for instruction.
j. Community services required
k. Revisions if indicated

7. Recommendations written on the discharge plan may or may not include continued level of care status in the facility. The decision for continued level of care status is based on the physician’s evaluation. The evaluation and a review of the resident’s history, present diagnosis and opinion of the attending physician shall be discussed with the resident or their designated legal representative if relocation is recommended.

8. Residents shall be evaluated by a licensed nurse prior to discharge to ensure currency of assessments, functional abilities and identify strengths, weaknesses and postdischarge resident or caretaker teaching needs.

9. Social Service Personnel shall evaluate the resident•s economic, emotional and social resources prior to discharge. The evaluation shall be documented in the social service progress notes and care plan.

10. In the event discharge potential does not exist, Social Services will document in the . progress note, the reason for the lack of ongoing discharge planning.

11. The discharge plan shall be reviewed and revised, if applicable, at each quarterly care plan conference and be maintained in the clinical record with the plan of care.

12. The resident and/or their legal representative shall be provided at the time of discharge a record which includes instructions for continued care. The record shall include current information relative to the diagnosis, prior treatment, rehabilitation potential, and physician advice concerning immediate medical care. Information shall be furnished in lay terms. (See Transfer/Discharge Policy).

13. The Social Service Director will be responsible for assuring all PASSAR requirements have been addressed for any resident being transferred/discharged to another licensed nursing home.




Reference: 41 0 lAC 16.2-3.1-36
42 CFR 483.20( e)
Transfer and Discharge Policy
Medical Records Policy
Involuntary Relocation Policy
JCAHO TX 4. CC.4
