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POLICY
It is the policy of this facility for the interdisciplinary team to work with the resident and resident representative, if applicable, to develop interventions to meet the resident’s discharge goals and needs to ensure a safe transition from the facility to the post-discharge setting. The discharge planning process will focus on the resident’s discharge goals, the preparation of residents to be active partners and transition them to post-discharge care, and the reduction of factors leading to preventable readmissions. Upon discharge, the facility will provide the resident with a discharge summary that provides necessary information to continuing care providers. 

BACKGROUND
Discharge planning begins at admission and is based on the resident’s assessment and goals for care, desire to be discharged, and the resident’s capacity for discharge. It also includes identifying changes in the resident’s condition, which may impact the discharge plan, warranting revisions to interventions.

DEFINITIONS 
Discharge Planning: A process that generally begins on admission and involves identifying each resident’s discharge goals and needs, developing and implementing interventions to address them, and continuously evaluating them throughout the resident’s stay to ensure a successful discharge.
Anticipated Discharge: A discharge that is planned and not due to the resident’s death or an emergency (e.g., hospitalization for an acute condition or emergency evacuation).

PROCEDURE: Discharge Planning
1. The facility will develop and implement an effective discharge planning process that focuses on the resident’s discharge goals, the preparation of residents to be active partners and effectively transition them to post-discharge care, and the reduction of factors leading to preventable readmissions as set forth at 483.15(b) as applicable. 
2. The facility will ensure that the discharge needs of each resident are identified and result in the development of a discharge plan for each resident. 
3. The facility will regularly re-evaluate residents to identify changes that require modification of the discharge plan, including the resident’s goals of care and treatment preferences. The discharge plan will be updated, as needed, to reflect these changes. 
4. Discharge planning will take into consideration caregiver/support person availability and the resident’s or caregiver’s/support person(s) capacity and capability to perform required care, as part of the identification of discharge needs. 
5. The facility will encourage involvement of the the resident and resident representative in the development of the discharge plan and inform the resident and resident representative of the final plan. 
6. The Social Worker/Discharge Planner will document that a resident has been asked about their interest in receiving information regarding returning to the community. 
a. If the resident indicates an interest in returning to the community, the Social Worker/Discharge Planner will document any referrals to local contact agencies or other appropriate entities made for this purpose. 
b. The Social Worker/Discharge Planner will update the resident’s comprehensive care plan and discharge plan, as appropriate, in response to information received from referrals to local contact agencies or other appropriate entities. 
c. If discharge to the community is determined to not be feasible, the Social Worker/Discharge Planner will document who made the determination and why. 
7. For residents who are transferred to another SNF or who are discharged to an alternate setting, the facility will assist residents and their resident representatives in selecting a post-acute care provider. The facility will ensure that the post-acute care standardized patient assessment data, data on quality measures, and data on resource use is relevant and applicable to the resident’s goals of care and treatment preferences.
8. The IDT will document based on the resident’s needs, and include in the clinical record, the evaluation of the resident’s discharge needs and discharge plan. The results of the evaluation will be discussed with the resident or resident’s representative. All relevant resident information will be incorporated into the discharge plan to facilitate its implementation and to avoid unnecessary delays in the resident’s discharge or transfer.


PROCEDURE: Discharge Summary
1. In accordance with §483.21(c)(2) Discharge Summary, when the facility anticipates discharge, the resident will be provided with a discharge summary that includes, but is not limited to, the following: 
a. A recapitulation of the resident's stay that includes, but is not limited to, diagnoses, course of illness/treatment or therapy, and pertinent lab, radiology, and consultation results. 
b. A final summary of the resident's status to include items in paragraph (b)(1) of §483.20, at the time of the discharge that is available for release to authorized persons and agencies, with the consent of the resident or resident’s representative. 
c. Reconciliation of all pre-discharge medications with the resident’s post-discharge medications (both prescribed and over the counter). A rationale for any change in medication will be included in the medication reconciliation.  
d. A post-discharge plan of care that is developed with the participation of the resident and, with the resident’s consent, the resident representative(s), which will assist the resident to adjust to his or her new living environment. The post-discharge plan of care will indicate where the individual plans to reside, any arrangements that have been made for the resident’s follow up care and any post-discharge medical and non-medical services.
2. The facility will document in the resident’s medical record the discharge summary information and the recipient of the summary. 
3. Within 7 days of discharge, a designated member of the interdisciplinary team will conduct a follow up call to inquire about the resident’s current status and re-adjustment to the community/new facility. 




Reference
CMS (Rev 211, 2/3/2023). State Operations Manual. F660 Discharge Planning, pp. 252-258 and F661 Discharge Summary pp. 258-262. SOM - Appendix PP (cms.gov). 
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