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l. POLICY

Continuity of care requires thoughtful preparatoynthe entire healthcare team. Each patient’s
needs for continuing care are assessed in an apégshion by all members of the healthcare
team. This assessment may begin prior to admislignn no event later than at the time of the
admission nursing assessment. All disciplinesrarelved in the assessment and planning for
after discharge healthcare needs of the patierfoafaimily including, but not limited to:

Members of the medical staff; Nursing staff mempRBwshabilitation services professionals;
Social workers; Respiratory care practitioners;rRlagists; Case Managers.

The discharge planning function focuses on meghiagatient’s continuing healthcare needs
after discharge. These needs may have necesghatedmission to the facility or may occur as
an expected outcome to medical or surgical intdreensuch as cast care following open
reduction of a fracture. The purpose of dischgigeaning is to identify a patient’s unique needs
for continuing physical, emotional, housekeepinans$portation, social and other needs and to
arrange services to meet those needs. Neededdisckervices may include:

Long-term care; Home Health services; Hospice sesyiAmbulatory care services;
Rehabilitation service; Support groups; Communggracy services; Community mental health.

Patient education is a major focus of dischargarptay activities for all patients. Many
patients’ after care needs are met through educptiovided by each member of the healthcare
team. As a result, documentation for patients V@sis complex discharge planning needs is
often found within documentation associated withgrd education.

. DEFINITIONS
NA

1. RESPONSIBILITY
All Staff

V. EQUIPMENT
NA

V. PROCEDURES
INFECTION CONTROL: N/A

The initial assessment for discharge planning needsnducted during the nursing
administration assessment or prior to the admidsiopatients within a designated critical path.
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Each discipline assesses needs for after careriagfilaeir ongoing assessment and
reassessment process. It is the responsibiliéach discipline assessing discharge planning
needs to document associated assessment finditiga tie medical record.

Based on this assessment, patients that demonstoagecomplex discharge planning needs are
referred to the discharge planner who will arragpgerices/care to meet those needs. Examples
of patient needs that would require more complsgltirge planning include, but are not limited
to:
* Need for long-term care placement;
* Need for home health services;
* Need for community agency referral;
* Need for community mental health services;
» Need for medical equipment not provided by the eissed hospital department for
use after discharge;
* Need for transfer to another acute care hospualsgrvices no provided at Hardin
County General Hospital)

Additionally, an automatic referral to the dischepanner for focused discharge planning is
made for all “high-risk” patients. Adult high-righatients include:

* Those admitted through the Emergency Department;
* Those with immunosuppressive disease;

* Those who are homeless;

* Those that live alone;

* Those with potential for IV therapy in the home;

» Suspected cases of abuse

Pediatric high-risk patients include:

» Suspected cases of abuse;
Patients referred to the discharge planner re¢bénitial discharge planning interview within
72 hours of admission. The discharge plannerastirdinate discharge planning efforts by all
disciplines for those patients identified as higlkor patients that demonstrate more complex
discharge planning needs.

All pertinent information shall be documented withihe patient's medical record.

Any specific psychosocial concerns or crisis inéetion needs will be referred to the medical
social worker for assessment and care plannindidige planning needs.

As appropriate, discharge planning activities ategrated into the patient’s Plan of Care.

VI. DOCUMENTATION
NA
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