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Policy:  Preparation for patient discharge, which includes patient’s needs assessment, begins on admission at Regional Medical Center at Memphis.  A multidisciplinary team that includes a physician, registered nurse, and case manager, together with other members of the healthcare team shall perform the assessment.  Through a formal Discharge Planning Conference, a plan to meet these needs will be developed.  The plan will be reviewed and revised as necessary during the patient’s hospital stay.  This policy does not include missing persons.  Refer to the Missing person’s policy.

Procedure:
A physician order is required for patient discharge.  At the time of discharge, the following tasks will be accomplished by the disciplines indicated, if necessary in the care of the patient:


Physician:

· Write preliminary discharge orders the day prior to anticipated discharge to include but not limited to, discharge prescriptions, lab or radiology tests, and consults needed prior to discharge.

· Inform the patient and staff nurse of the discharge date.

· Discuss the post-discharge plan of care with patient and staff nurse.

· Establish time for follow-up clinic appointment or referral to PCP.

Staff Nurse or Discharge Nurse:

· Ensure that all necessary patient teaching has occurred.

· Instruct Patient Service Clerk to arrange for follow-up appointment through use of computer system.

· Request discharge prescriptions from Pharmacy by sending runner to the Outpatient Pharmacy.  Label request as “Discharge Dependent”.

· Provide patient and/or family member with discharge instruction sheet(s).

· Ask patient and/or family member to verbalize their understanding of the discharge instructions and give a demonstration as necessary of any care procedures.

· Complete the Transfer/Discharge Summary Sheet and allow patient and/or family member to sign.

· Sign and date Transfer/Discharge Summary Sheet and give a copy to patient and/or family member.

· Document discharge summary in the medical record.

· Ensure Patient Service Clerk has discharged patient from computer system immediately when the patient has vacated the room.

Discharge Room Use:  The Discharge Room is open Monday through Friday from 8:00 a.m. – 10:00 p.m.   The following process will be utilized when using the Discharge Room.

· Patient is discharged per physician order.

· Patient Service Clerk (PSC) and/or nurse reviews orders for clinic appointment and prescriptions.

· PSC places order in computer for transport of patient to Discharge Room.

· PSC makes clinic appointment and sends prescriptions to outpatient Pharmacy.

· Transportation staff transfers patient to Discharge Room (Housekeeping notified electronically).

· Discharge Room Nurse:

· Provides reinforcement of patient education related to specific illness. 

· Provides patient instruction and homecare. 

· Documents discharge summary.

· Obtains medications from Pharmacy. 

· Arrange home transportation if necessary.

· Make “callbacks” to all discharged patients within 24-48 hours.
Case Manager and Social Worker:

· Contact the patient’s family and/or care facility to inform them of the discharge date and time and confirm transportation arrangements.

· Confirm that follow-up arrangements have been made.

· Establish home transportation if the family is unable to provide transportation. 

· Confirm that the patient’s intended destination is safe and accessible.

· Confirm arrangements for any medical supplies or equipment to be provided in the home.

· Confirm transfer arrangements if the patient is being transferred to another facility, including facility acceptance, discharge prescriptions, copying pertinent parts of the medical record, and completion of any needed transfer paperwork.

· Make referrals necessary for assistance from community agencies or available financial assistance and give patient or family member a list of referrals made, including address and telephone number.

· Contact the patient’s family and/or care facility to inform them of the discharge date.

· Coordinate follow-up appointment for anticoagulation, obtain authorization for procedure or test if required.

· Coordinate transportation services. 

· Coordinate referrals to other disciplines when applicable.

Respiratory Therapists:

· Determine home respiratory medical equipment needs in collaboration with Case Manager/Social Worker.

· Provide patient and/or family member teaching related to medications, medical equipment, and therapy procedures to be performed at home.

· Participate in multidisciplinary discharge planning conferences.

· Communicate and coordinate care with other respiratory care practitioners and healthcare providers across the continuum.

Physical Therapists:

· Make appropriate recommendations for equipment needs, such as ambulation devices, wheelchairs, and bedside commodes.

· Instruct patient and/or family members on a written home exercise program.

· Instruct patient and/or family members in proper transfer/guarding and positioning techniques.  Request verbalization and/or return demonstration of technique as necessary.  

· Document discharge instructions on the Transfer/Discharge Summary Sheet.

· Make necessary recommendations for follow-up physical therapy.

Occupational Therapists:

· Make appropriate recommendations for equipment needed for self-care and independence in activities of daily living.

· Instruct patient/family in appropriate techniques to facilitate optimal safety and independence.

· Instruct patient/family on a written home exercise/activity program.

· Instruct patient/family in use and appropriate maintenance of splints and other devices.  Instruction may occur verbally, by demonstration, and/or writing.

· Make necessary recommendations for follow-up Occupational Therapy.

Nutritionists:

· Participate in multidisciplinary discharge planning conferences.

· Instruct patient/family regarding nutrition and any dietary modifications as needed.

· Advise patient/family of available community resources, as needed.

· Make necessary recommendations for follow-up Nutrition Services.

Pharmacists:

· Assist medical staff with drug regimens.

· Provide patient/family with discharge medication information.

· Facilitate indigent patient medication program as necessary.

Bed Control:

· Ensure patient has been discharged from computer system at the time of discharge.

· Inform Housekeeping of patient discharge through telephone communication on the 11-7 shift.  (Computer system is utilized on 7-3 and 3-11 shifts.)

Non-Pharmaceutical Patient Supply Needs:

Registered Nurse and/or Case Manager will instruct patients prior to discharge on supply use and needs.

Uncomplicated Care – 2 Days of Supplies

· Based on the supply need assessment by the healthcare team, the patient will be given a list of supplies needed before discharge.

· The supply list will be for two days worth of supplies.

· Patients are encouraged to obtain their supplies from an outside provider.  If the patient is unable to obtain their supplies from another provider, he may obtain them from Materials Management.  The patient is responsible for the cost of the supplies or the applicable co-pay.

· Patients may be referred to Social Work or Case Management for temporary supply arrangements.

Complicated – More than 3 Days of Supplies

· A physician order is required for (3) or more days worth of supplies issued from RMC.

· Based on the supply need assessment by the healthcare team, the patient will be given a list of supplies needed before discharge.

· Patients are encouraged to obtain their supplies from an outside provider.  If the patient is unable to obtain their supplies from another provider, he may obtain them from Materials Management.  The patient is responsible for the cost of the supplies or the applicable co-pay.

· Patients may be referred to Case Manager or Social Worker for assistance, as necessary.

Documentation:  The following information must be documented in the physician and/or nurse’s discharge note or on appropriate approved forms in the medical record:

· Discharge teaching

· Discharge patient assessment.

· Assessment of availability of family and their readiness to assist with the care of the patient at home.

· Availability of assistance from community resources, including referrals to other healthcare agencies, as necessary.

· Availability of medical equipment, supplies, and medication as needed.
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