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POLICY
Early identification and assessment of patients requiring discharge planning will ensure the development of timely discharge plans and efficient hospital bed utilization.

PRINCIPLES OF DISCHARGE PLANNING

The principles of discharge planning are as follows:

· Treating individuals with respect and in a manner that will preserve their dignity, integrity and privacy;

· Recognizing the right of individuals to self-determination and to information required to make informed choices;

· Recognizing the responsibility of the individual and families for his/her own health care as much as possible;

· Providing dedicated and informed staff and promoting their personal and professional growth;

· Promoting a safe environment for clients and staff involved in the clients’ care with the provision of accurate timely assessments;

· Linking with the community based health and social services that support individuals and families in their own homes and communities;

· Utilizing available resources in a cost effective manner;

· Utilizing an interdisciplinary approach to the assessment, planning, implementation , delivery and evaluation of services;

· Working in partnership with the community;

· Promoting and maintaining the individual’s independence in the community for as long as possible;

· Ensuring that the best possible discharge plan is made that will meet the person’s

care requirements and personal preferences (including ethnic, spiritual, linguistic familial and cultural factors);

· Providing a consistent process for discharge planning;

· Where applicable, utilizing current and mandated classification, care planning and utilization management tools (ie Ontario Chronic Care Patient System, Minimum Data Set/Resource Utilization Groups – MDS/RUGS)

DISCHARGE PLANNING PROCESS: IDENTIFICATION AND ASSESSMENT

A. Early identification and assessment of patients is accomplished by several methods:

1. Daily review of hospital admissions (daily census sheet for patients who have:

a) been readmitted within 30 days

b) been previously referred for discharge planning

c) high risk indicators

2. Completion of Multidisciplinary Patient Discharge Process 

B. High risk indicators for patients include:

· 70 years or older, living alone or with a noncapable caregiver;

· developmentally challenged, regardless of age;

· individuals of all ages who are admitted from or anticipate being transferred to a long term care facility, residential care home or specialty hospital. 


· potential length of stay issue

· no next of kin and/or guardian

· no known social support systems

· family problems

· individuals in need of follow up treatment, teaching and/or referral to other agencies (Community Care Access Centre, Day Centre etc.)

C. Long Term Care Facility Application:
The discharge planner is responsible for determining the patient’s consent to proceed with the application for placement though the Community Care Access Centre (CCAC), discuss application procedures and provide information on facility selection.

It is recommended that a tour of the long term care facilities be made by the patient if possible and family members/caregivers prior to the submission of the application.

Patients are required to indicate 3 facility choices, one which must be a short waiting list. Appropriate consent forms are supplied by the CCAC.  Patients and families are to be advised that if a bed which meets the patient’s requirements becomes available in a facility not on their choice list, the patient/family will be approached and encouraged to accept this placement with transfer to a facility of their choice when a bed becomes available.  Advice regarding the first available bed should be provided to the patient/family in writing.

The discharge planner will communicate with the patient, family/caregiver, CCAC, the long term care facility, physician and relevant members of the interdisciplinary team, endeavouring to make the transfer as smooth as possible.

D. Discharge/First Available Bed Policy:
A patient identified as requiring placement and/or ready for discharge, shall be discharged by the attending physician within 24 hours of notification of appropriate arrangement for his/her care outside of the hospital.

If the patient has been assessed as eligible for placement in a long term care facility, it is the hospital’s policy to discharge the patient to the first available bed which meets the appropriate accommodation requirements or an alternate option as predetermined by the patient/family. The individual has 24 hours to accept the offer of a long term care facility bed.  If the first available bed is not one identified on the facility choice list, the patient/family will be approached and encouraged to accept this placement with transfer to a facility of their choice when a bed becomes available.

Patients ready for discharge who refuse to leave and/or who have declined a bed offer, will be charged the daily rate set by the Ministry of Health and Long Term Care for uninsured services.

If the attending physician declines to exercise his/her responsibility to discharge the patient, the Chair of the Utilization Committee or equivalent shall, as soon as possible, discharge the patient as being a custodial care case not requiring hospital service.

The Administration of the hospital shall immediately, upon becoming aware of a discharge as noted above, inform the patient and/or their family of their discharge.  The proper recourse, taking into available resources and choices, shall be presented to the patient at this time.

E. Patients Requiring Alternate Level Of Care:
An alternate level of care (ALC) patient is one who has completed the acute care phase of treatment but occupies an acute care bed while waiting for a bed in continuing care, home for the aged, long term care facility, rehabilitation program or for CCAC services. A patient in palliative care whose symptoms are well controlled and who could be cared for in a non-acute setting is ALC (service may not be available in the community).  ALC designation is important with respect to utilization management as ALC days are excluded from the expected length of stay.

ALC patients should be transferred to a continuing care bed if the patient is expected to occupy that bed for longer than 7 days.

When a patient no longer needs acute care treatment but requires an alternate level of care, the attending physician or designate will complete the Alternate Level of Care Order form and communicate this decision to the patient/family.

Detailed guidelines for designation of Alternate Level of Care are found on the reverse side of the Alternate Level of Care Order form.

If the patient subsequently requires active care, Section II must be completed on the ALC form.

F. Admission To Continuing Care:
The Report of the Chronic Care Implementation Task Force, August 1995 defines the future roles and responsibilities of chronic care hospitals/units as:

· Assessment

· Complex Continuing Care

· Rehabilitation

· Restoration and reactivation

· Respite care

· Palliative care and 

· Education and research, consultation and support.

For admission to continuing care, an individual must have complex needs as described:

Assessment

All chronic hospitals and units will provide some level of assessment as part of their services.  This must include identification of client goals and objectives including spiritual, ethno-cultural and linguistic preferences.

All chronic hospitals and units must have the necessary expertise to offer comprehensive assessment services.  In addition to those components cited in the previous paragraph, the core assessment components include:

· Physical;

· Intellectual;

· Emotional;

· Functional Capacity;

· Environmental, and

· Social.

Some chronic care hospitals and units will have the expertise and resources to offer specialized, short-term, intensive assessment programs.

Complex Continuing Care

Chronic hospitals and units should provide complex continuing care to patients with complex needs.  The program of care should incorporate assessment, treatment, supportive care and palliation.  Program participants should be assisted to achieve and maintain their maximum potential levels of health and ability.  The programs should provide medical management, skilled nursing care and a range of interdisciplinary diagnostic and therapeutic service and technologies (e.g. Physiotherapy, Occupational Therapy, Recreational Therapy, Clinical Dietetics, Speech Therapy, Clinical Pharmacology, Social Work, dialysis, etc.)

These programs also need to include sufficient medical, professional nursing, rehabilitation and mental health capability and capacity to minimize the need for patient movement to and from acute care hospitals in response to inter-current episodes of illness.

For people who require both medical supervision and care resources, beyond that provided in the community or in long term care facilities, hospital continuing care programs should provide for complex care in a manner that responds to health, social, recreational, psychological and spiritual needs.  Care programs, processes and providers should respect the autonomy and dignity of each individual.  The primary focus of these programs will be the clinical aspects of care.

Rehabilitation/Restoration/Reactivation

Chronic hospitals and units assess rehabilitation potential and provide a progressive, dynamic, interdisciplinary, goal-oriented process which enables individuals with an impairment and resulting disability to reach their maximum potential level of mental, physical, cognitive and/or psychosocial functioning.

The objective of rehabilitation/restoration/reactivation is to enable individuals to live in the most appropriate environment, while maintaining optimal functioning.

Early assessment, particularly in the acute care setting, is critical to rehabilitation/restoration/reactivation, prior to transfer to another setting.

Respite Care

Chronic hospitals and units should provide respite care for people with complex needs who cannot respite services in the community or in a long term care facility.

The programs would provide primarily short term relief and respite for families who are collaborating with clinical professionals to provide continuing care for disabled or chronically ill family members in the community.  Respite care programs of chronic hospitals and units should be provided to people who require complex inter-disciplinary care and/or people who require technologically sophisticated life support equipment and treatment such as ventilators and dialysis.

Palliative Care

Chronic care hospitals and units may offer palliative care programs.  Palliative care is the active compassionate care primarily directed towards improving the quality of life for the dying when:

· The illness no longer responds to treatment;

· The management of pain and symptoms (physical, emotional and social) within a context of spiritual and cultural needs, and values are of the utmost importance; and

· Palliative care can be provided as an in-patient where supports are not adequate in the community or for short admissions for caregiver respite and/or symptom management.

G. Copayment Charges For Continuing Care/Alternate Level Of Care:
If a patient may be a candidate for or is admitted directly to a continuing care bed, information on length of stay and copayment will be provided.

When it is determined that the patient is a permanent resident of the hospital or an institution, copayment will be charged.  For applicants for long term care, copayment fees go into effect once consent is given to begin the application process.  The maximum daily rate is set annually by the Ministry of Health and Long Term Care; eligibility criteria and income levels determine each person’s individual rate.

Copayment is charged to:

· ALC patients in an acute care bed who are awaiting placement in a continuing care/long term care bed and are not expected to return home or move to a retirement home.

· Patients who have been approved for long term care and are awaiting placement in a long term care facility (ALC or continuing care patient).

· Patients who have been designated as permanent resident to the hospital and have become palliative, or have a palliative diagnosis but life expectancy may be between 1-5 years.

· Palliative patients who have stabilized but continue to require hospitalization.

Copayment is not charged to those patients who:

· are classified as rehabilitation or restoration and are not more or less permanently a hospital patient;

· are short stay palliative care (estimated length of stay up to 3 months).

The Hospital must give 30 days notice to the patient of any changes to the copayment rate.  The hospital is required to wait 30 days before it can legally charge the increase to the patient.

Source documents:

1) Memorandum to All Hospital CEOs for Andrew Szende, November 27, 1996

2) Alternate Level of Care/Chronic Care Copayment – Background, Changes and                   Instructions, Revised June 2006
3) Alternate Level of Care/Chronic Care Copayment -Questions and Answers, June 2006
4) Regulation to Amend Ontario Regulation 113/96 made under the Health Care Accessibility Act, November 4, 1996

5) Regulation to Amend Regulation 552 of the Revised Regulations of Ontario, 1990 made under the Health Insurance Act, Nov. 4, 1996

6) Memorandum to Chief Executive Officers All Public Hospitals and Private Chronic Care Hospitals, for Ronald T. Sapsford, May 28, 1997 (2)

7) Ontario Regulation made under the Nursing Homes Act, reg2001.0554.e 16-JG, amending Reg. 832 of R.R.O. 1990, March 21, 2002

8) Ontario Regulation made under the Homes for the Aged and Rest Homes Act, reg2001.0553.e. 13-JG, amending Reg. 637 of R.R.O. 1990, March 21, 2002

9) Ontario Regulation made under the Charitable Institutions Act, reg2001. 0552.e 13-JG,  amending Reg. 69 of R.R.O. 1990, March 21, 2002
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PATIENT FACT SHEET

DISCHARGE PLANNING

We are committed to working with patient and families to improve health and provide compassionate, high quality care.
What is discharge planning?
At the earliest opportunity you and your health care team will begin planning for your discharge. Starting discharge planning early helps to ensure that the right services and programs are in place when you leave hospital.

When you leave the hospital

Most patients return home when they are discharged from hospital.

Sometimes patients need support at home. If this is the case, the health care team will have already discussed support with you or your family, and made appropriate arrangements.

Some patients require short-term or continuous care after discharge. For these patients are there are several options they and their health care team will consider:

1. Return home with appropriate support;

2. Transfer to an assisted living accommodation or retirement home;

3. Transfer to a long-term care home; or

4. Transfer to a complex continuing care or rehabilitation facility.

If you require long-term care placement when you leave the hospital, your Social Worker and the Community Care Access Centre will help you apply to one preferred facility for permanent and two facilities with short waiting lists.

PLEASE NOTE:
You may be required to accept the first available appropriate bed where you can wait on a temporary basis for your preferred choice.

All Ontario hospitals must discharge patients promptly who no longer require their care. When the patient is deemed ready for discharge, the patient shall be required to leave. This ensures that medical services and beds are available for those in greatest need of specialized care. The Ministry of Health and Long-Term Care has specified that when a discharged patient refuses to leave a hospital, the hospital stay becomes uninsured. The hospital will then charge the patient a per diem rate.
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