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To guide the development and implementation of a comprehensive care plan and discharge plan that focuses on the resident’s goals and prepares residents to be active partners in post-discharge care, in effective transitions, and in the reduction of factors leading to preventable re-admissions.

Procedure

1. The baseline admission care plan:
A. Is completed within 48 hours of admission 
B. Contains initial goals based on the admission orders
C. Includes all orders in the orders section of the electronic medical record 
D. Is given to the resident and resident’s representative
2. The comprehensive care plan is centered on the resident’s needs including:
A. Measurable objectives and time frames 
B. Goals for admission and discharge preferences.
C. Specialized services that the facility will provide as a result of the PASARR, if in disagreement with the PASARR findings the rationale will be documented in medical record 
D. Receiving behavioral health care and services (includes culturally-competent and trauma–informed) to attain or maintain the highest practicable physical, mental, and psychosocial well-being, in accordance with the comprehensive assessment and plan of care.
E. Reasonable steps are taken to notify residents and family of upcoming meetings, including care plan meetings, in a timely manner
F. Involving the resident and resident representative (with the resident’s consent) in the development of the care plan and discharge plan. 
3. Discharge planning begins on admission with comprehensive assessment of resident’s discharge goals. The discharge plan:
A. Addresses the resident’s goals of care and treatment preferences. 
B. Indicates 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
C. Is part of the care plan and must be re-evaluated with each comprehensive assessment and significant change assessment
D. Must involve resident and/or the representative and be developed by the interdisciplinary team including the physician.
E. Must include documentation of the local contact agency involvement in the resident wishes to be discharged to the community. 
i. If the resident indicates an interest in returning to the community, any referrals to local contact agencies or other appropriate entities made for this purpose will be documented. 
ii. The resident’s comprehensive care plan and discharge plan will be updated, as appropriate, in response to information received from referrals to local contact agencies or other appropriate entities. 
iii. If discharge to the community is not feasible, the person making that determination and the reason why is documented in the medical record.
F. Consider 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. 
4. Discharge summary will contain 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.
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