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Policy and Procedure: Discharge Planning and Summary
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POLICY
It is the policy of this facility for the interdisciplinary team to work with the resident and resident representative, where 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. In accordance with Federal regulation §483.21(c)(1) 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 ensure that the discharge needs of each resident are identified and result in the development of a discharge plan for each resident. In addition, 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. A discharge plan 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. 

DEFINITIONS §483.21(c)(2)

	TERM
	DEFINITION


	
Discharge 
	the movement of a resident from a bed in one certified facility to a bed in another facility or other location in the community, when return to the original facility is not expected.


	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).


	Transfer 
	movement of a resident to a bed outside of the certified facility whether that bed is in the same physical plant or not. Specifically, transfer refers to the movement of a resident from a bed in one facility to a bed in another facility when the resident expects to return to the original facility.


	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.


	Continuing Care Provider
	the entity or person who will assume responsibility for the resident’s care after discharge. This includes licensed facilities, agencies, physicians, practitioners, and/or other licensed caregivers. 


	Recapitulation of Stay
	a concise summary of the resident’s stay and course of treatment in the facility.


	Reconciliation of Medications
	a process of comparing pre-discharge medications to post-discharge medications by creating an accurate list of both prescription and over the counter medications that includes the drug name, dosage, frequency, route, and indication for use for the purpose of preventing unintended changes or omissions at transition points in care. 

	Therapeutic Leave
	absences for purposes other than required hospitalization.




PROCEDURE: Discharge Planning
1. The facility will develop and implement an effective discharge planning process that focuses on the residents’ 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. 
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 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. If the resident indicates an interest in returning to the community, the social worker will:
a. Document any referrals to local contact agencies or other appropriate entities made for this purpose. Section Q of the Minimum Data Set (MDS) requires that individuals be periodically assessed for their interest in being transitioned to community living, unless the resident indicates otherwise.
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. 
d. For residents who are transferred to another SNF or who are discharged to an alternate setting, the SW will assist residents and their resident representatives in selecting a post-acute care provider if needed. 
7. 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.
8. The post-discharge plan of care will include where the resident plans to reside, any arrangements that have been made for the resident’s follow-up care and any post-discharge medical and non-medical service.
9. Before the facility transfers or discharges a resident, the Social Worker/Designee will notify the resident and the resident’s representative(s) of the transfer or discharge and the reasons for the move in writing and in a language and manner they understand. The facility will also send a copy of the notice to a representative of the Office of the State Long-Term Care Ombudsman.
· The following e-mails can be utilized to direct required discharge notices based on the facility’s location:
i. NYC: tdnotice@cidny.org
ii. Nassau County: ombudservice@familyandchildrens.org
iii. Suffolk County: Ombudsman@fsl-li.org
10. For hospital transfers the facility will send a monthly list of those individuals sent out. The list will include the residents’ first and last names, date of birth, transfer location, transfer date, and transfer address. 

PROCEDURE: Discharge Summary
1. In accordance with §483.21(c)(2) Discharge Summary, when the facility anticipates discharge, the IDT Team will provide the resident 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 residents’ status that is available for release to authorized persons and agencies, with the consent of the resident or resident’s representative which includes the items from the resident’s most recent comprehensive assessment identified at. This is necessary to accurately describe the current clinical status of the resident. Items required to be in the final summary of the resident’s status are: 
· Identification and demographic information. 
· Customary routine. 
· Cognitive patterns. 
· Communication. 
· Vision. 
· Mood and Behavior patterns. 
· Psychosocial well-being. 
· Physical functioning and structural problems. 
· Continence. 
· Disease diagnoses and health conditions. 
· Dental and nutritional status 
· Skin condition. 
· Activity pursuit. 
· Medications. 
· Special treatments and procedures. 
c. The RNS/Designee will conduct a 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. The SW will document who participated in the assessment process. The assessment process must include direct observation and communication with the resident, as well as, communication with licensed and non-licensed direct care/direct access staff members on all shifts.
e. The IDT Team will document that the post discharge plan of care 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 residents’ current status and re-adjustment to the community/new facility. 
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