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II. Policy

I11.

Discharge planning services are provided to patients with the involvement of an interdisciplinary team
including the patient, the patient’s family/caretaker, licensed medical providers, and staff involved in the
patient’s care, treatment, and services (i.e., nursing, therapy, staff, etc..). Care Coordinators (CCs)
and/or Social Workers (SWs) will educate and provide patients and families with information about
discharge options available in the community in preparation for key points in the transition of a patient’s
care (i.e. transition/discharge to a lower level of hospital care, transition/discharge out of the hospital
system, etc.). This process will ensure that patients are informed of their options regarding post-
discharge needs as ordered by the treating physician and will have the ultimate and final choice in
selecting the appropriate Provider/Services unless designated by the patient’s managed care insurance
carrier or other payer source. The policy also serves to reduce avoidable readmissions and comply with
all regulatory guidelines and governing entities.

Procedures

A. Screening

1. All inpatients are screened as close to time of admission as possible to determine which patients may
be likely to suffer adverse health consequences upon discharge in the absence of adequate discharge
planning. A discharge planning screening shall be initiated upon admission, utilizing the initial
Nursing Admission Assessment.

2. The admitting RN will complete the discharge planning screening to identify those patients
identified as being at risk for adverse health consequences upon discharge without adequate
discharge planning.

a. If the patient is identified to be at high risk from the discharge planning screening, Care
Management will be notified for further evaluation.

b. Reassessment of a patient’s discharge needs and associated risks using the screening
criteria will occur during multi-disciplinary rounds and the nurse’s daily patient assessment.
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c. A referral to Care Management may be requested by a member of the patient’s care team,
family, or provider at any time during the course of their hospitalization.

B. Evaluation

1. The Care Coordinator and/or Social Worker will perform an evaluation of a hospitalized patient’s
post-discharge needs and causes of readmission as indicated. The discharge planning assessment will
be completed in a timely manner to ensure that appropriate arrangements for post-hospital care will
be made before discharge, and to avoid unnecessary delays in discharge.

2. Risk of Readmission Score and Interventions — The CC will include reviewing the patient’s risk of
readmission score. Scores 15% or higher are identified as patients of high risk. High risk patients are
discussed with the interdisciplinary team to include interventions for readmission prevention.
Interventions included but are not limited to: Meds to Bed, discharge follow up appointments
scheduled prior to discharge, family training coordination, and/or post hospitalization services.

3. Discharge planning needs are reassessed during the patient’s stay in collaboration with all disciplines
involved. Revisions are made to appropriately meet the needs of the patient, including changes in
the patient’s condition, support system, and/or changes in discharge care needs.

4. An evaluation may be requested at any time by the patient and/or family, and/or by a physician or
other members of the patient’s care team. Referrals for patients in an outpatient setting should be
routed to the Department of Care Management for assignment.

5. Any member of the treatment team, the patient, and/or family may request assistance from a SW to

assist with complex discharge planning needs or concerns listed below, but not limited to:

* Patients with the diagnosis of a catastrophic illness requiring placement or alternative after-care
arrangements and/or major changes in life-style

* High Risk patients needing psychosocial assessments and discharge planning

* Patients who need help with state or federal programs for medical care or financial support

» Patients living in suspected situations of abuse or neglect

* Complex patients needing coordination of patient/family physician conferences

» Patients needing Child Protective Services or Adult Protective Services (Follow IHOP policy
09.03.09 for reporting procedure)

» Patients with alcohol/drug addiction and discharge issues

» Patients needing mental health services and/or crisis intervention

* Patients who are homeless and/or lack adequate housing to accommodate medical needs

6. The CC or SW evaluation of the patient’s post-discharge needs is determined by the assessment and
evaluation of the patient’s medical record, interviews and/or conferences with patient/family, and
multidisciplinary rounds.
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The evaluation also incorporates the patient’s need for post hospitalization services such as home
health, hospice or palliative care, respiratory services, rehabilitation services, dialysis services,
pharmaceutical related supplies, nutritional consultation and related supplies, and durable medical
equipment (DME). Non-traditional services essential to the patient’s ability to continue living at
home are also considered, such as transportation services, meal services, housekeeping, or shopping
services.

Development

The patient and/or family shall be notified as soon as possible regarding the identified discharge
needs, as appropriate, so the patient and/or family can be involved in the decision making and
ongoing discharge planning. The discussion must disclose to the patient the relationship, if any,
between the transferring provider and any entity affiliated with the Hospital before the patient makes
his or her decision as to who the receiving service/provider will be.

The CC and SW will collaborate with the multidisciplinary team on developing a coordinated
discharge plan using the evaluations and assessments of the interdisciplinary team, along with the
goals of the patient and/or family/representative.

Patients requiring post-acute home health, hospice, or skilled nursing services will be offered a list

of geographically appropriate services/facilities located where the patient resides or in the area

requested by the patient, for their selection. The patient, or the patient’s representative, will be
informed of their freedom to choose among providers for post hospital services and when possible,
the Hospital shall respect patient and/or family preferences when they are expressed.

a. The patient’s, or the patient’s representative’s, choice will be documented in the medical record.

b. Patients with Medicare will be informed of their freedom to choose among participating
Medicare providers for post hospital services.

c. For patients enrolled in managed care organizations, the hospital must indicate the availability of
home health and post hospital extended care services through individuals and entities that have a
contract with the managed care organization.

d. For patients without a funding source, or where the insurance does not cover post-acute care
services, options may be limited to available charity services or local agreements.

If, prior to the hospital admission, the patient was a resident in a facility that he or she wishes to
return to, such as an assisted living or nursing facility or skilled nursing facility, the discharge
evaluation shall address whether the facility has the capability to provide the post-hospital care
required by the patient.

If a patient/family exercises the right to refuse to participate in the discharge planning or to
implement a discharge plan, documentation of the refusal will be recorded in the patient’s medical
record and the physician will be made aware of the refusal.

If a patient and/or family/representative choose a discharge plan that is considered to be unsafe or
suboptimal, the CC/SW shall discuss the risks associated with their formulated plan. Documentation
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shall include the patient and/or family teach back regarding their understanding of the risks
discussed.

Care Management will communicate regularly with the attending physician regarding the status of

the current discharge plan and update other members of the healthcare team as necessary.

Implementation

The interdisciplinary team will communicate with patient and/or family/representative as early as
possible regarding the patient’s expected discharge date.

Care Management will facilitate the patient’s transfer of care to appropriate facilities, agencies, or
outpatient services, as ordered.

a.

For patients who are transferred from UTMB, medical information that is necessary for

the transfer will be sent with the patient to the accepting facility or agency. The necessary
medical information includes, but is not limited to:

Brief reason for hospitalization (or, if hospital policy requires a discharge summary for
certain types of outpatient services, the reason for the encounter) and principal diagnosis;
Brief description of hospital course of treatment;

Patient's condition at discharge, including cognitive and functional status and social supports
needed;

Medication list (reconciled to identify changes made during the patient's hospitalization)
including prescription and over-the-counter medications and herbal supplements. (Note: an
actual list of medications needs to be included in the discharge information, not just a referral
to an electronic list available somewhere else in the medical record.);

List of allergies (including food as well as drug allergies) and drug interactions;

Pending laboratory work and test results, if applicable, including information on how the
results will be furnished;

For transfer to other facilities, a copy of the patient's advance directive, if the patient has one.

For patients discharged home, the necessary medical information provided includes:

Brief description of care instructions reflecting training provided to patient and/or family or
other informal caregiver(s);

If applicable, list of all follow-up appointments with practitioners with which the patient has
an established relationship and which were scheduled prior to discharge, including who the
appointment is with, date, and time.

If applicable, referrals to potential primary care providers, such as health clinics, if available,
for patients with no established relationship with a practitioner.
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3. The transition plan will be reassessed and updated as needed during the hospital stay based upon
changes to the patient’s health, psychosocial, financial status, and the availability of services post
discharge.

IV. Relevant Federal and State Statutes

Centers for Medicare & Medicaid Services; Center for Clinical Standards and Quality/Survey &
Certification Group (2013). COP 42 CFR 482.43. Revision to State Operations Manual (SOM),

Hospital Annex A — Interpretive Guidelines for 42 CFR 482.43, Discharge Planning, February 28, 2017

V. Related UTMB Policies and Procedures

IHOP — 09.01.14 — Patient Discharge
IHOP —09.03.09 - Reporting Suspected Abuse, Neglect, and Exploitation of Children, the Elderly,
and/or Disabled Persons

VI. Dates Approved or Amended
Originated: 03/23/2017

Reviewed with Changes Reviewed without Changes
04/04/25 09/22/2021

VII. Contact Information
Department of Care Management

(409) 772-1541


https://www.utmb.edu/policies_and_procedures/IHOP/Clinical/Patient_Rights/IHOP%20-%2009.03.09%20-%20Reporting%20Suspected%20Abuse,%20Neglect,%20and%20Exploitation%20of%20Children,%20the%20Elderly%20and%20or%20Disabled%20Persons.pdf
https://www.utmb.edu/policies_and_procedures/IHOP/Clinical/Patient_Rights/IHOP%20-%2009.03.09%20-%20Reporting%20Suspected%20Abuse,%20Neglect,%20and%20Exploitation%20of%20Children,%20the%20Elderly%20and%20or%20Disabled%20Persons.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf
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