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South West LHIN
Hospital Discharge Planning Tool Kit

Introduction
This tool kit is intended to assist hospitals in the South West LHIN to implement consistent
discharge policies and practices during the 14/15 fiscal year. It is comprised of the following
elements:

1. Components of a Discharge Policy

2. Patient transportation information for discharge

3. Components of a Patient Refusal to Leave Policy

4. Appendices

a. Complex Discharge Screening Tool
b. Admission Process (Emergency Department to Inpatient Bed) STEGH

example
Patient Letter i Getting Home from Hospital
South West Repatriation/Transfer Form
Patient Letter i Settling in at Home
ALC Sign-off Process i STEGH example
Patient Letter i Co-Payment i MHA example
Patient Transport Pamphlet
Home at Last Program
Discharge Policy and Patient Letter i generic example
Patient Letter i Refusal to Leave Hospital i Waterloo Wellington example
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PQC IS g *. : C Getting Home from
~ . Hospital
‘ - \\ 23 =
- x Repatriation/Transfer
> \ Information

Settling in at Home
T \ ALC Signff

C(}Paymlent Information
(if needed)

The materials in this package were developed by the South West LHIN in conjunction with
Hospital Chief Nursing Executives and the Access to Care Lead.

Note: Substitute Decision-makers. In this policy references to the patient, should be read as
references to the patmakemvhedesapptcable sridiapproprisde. deci si on

Discharge Policy Components for Hospitals in the South West LHIN

The purpose of the discharge policy in any hospital is to set out the principles and practices that
must be followed by staff in working with patients and families to support them to go home after
their acute medical/mental health event or post-acute specialty service.

The purpose statement should include:

- the Hospital is committed to ensuring that all patients have access to and receive the
care most suited to their needs, as promptly as possible, and are discharged home
whenever possible enabling the right care at the right time in the right place

- commitment is to make transition home as smooth as possible

- working in partnership with the South West Community Care Access Centre to enable a
collaborative approach to discharge patients home

Key principles to be incorporated into the policy are:
1. Identify Patients at Risk. The hospital will begin discharge planning with the patient and
the patientds family at tStreening forriskiofecaniplexpo ossi bl e
discharge is a component of determining the need for early discharge planning and a
screening tool will be implemented at the time of admission to an acute hospital service
(Appendix A). A nurse will screen the patient at the time of admission (in the ED or in the
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inpatient unit) and if the patient screens positive for the need for complex discharge
planning, a referral will go to the CCAC who will respond within 48 hours.

Proactively work to establish processes which promote patient flow through the
organization in a timely manner.

a) The hospital will have an established process to ensure timely access to an inpatient
bed from the ED (Appendix B).

b) The hospital, working in collaborationwi t h t h emagstadspoagibiedplaysician
(MRP), will provide the patient and the interdisciplinary team (inclusive of the CCAC
Care Coordinator) an Expected Date of Discharge (EDD)/Expected Date of Medical
Stability.

¢) The hospitalwi | | advise the patient @dmisfiomand!l v doctor
anticipated date of medical stability/discharge within 24 hours of admission

d) The hospital will complete the repatriation/transfer form if the patient is moving to
another acute care setting (Appendix D)

e) The Hospital will complete coordinated access information and refer the patient to the
CCAC if the patient will be moving to Complex Continuing Care/Rehabilitation (Note:
Hospitals live with Coordinated Access [STEGH, TDMH, AH, WH]).

f) The CCAC will respond to a referral within 48 hours to ensure appropriate post
discharge care planning occurs in a timely fashion.

Promote home as the primary discharge destination. The hospital will work with the

patient and/or family during the pre-admission or admission processtoe nabl e t he pati e
timely departure from the hospital. Discharge planning will focus on a final destination of

home based on the individual patient's needs and requirements.

Provide patient and family relevant information. The hospital will provide the patient

requiring complex discharge planning with information on supports available on discharge

using the patient/family | ett ec(AppergirCiatdl ed 06 Get t i
6Sett !l i ng (Appendix E). Irfoormat@od will include the risks of staying in hospital. If

all known community supports have been explored and it has been deemed by the team in

consultation with the patient and their family that no other option is available other than to

wait in hospital for Long Term Care, a process will be followed to engage leadership at the

Hospital and the CCAC to ensure no option was missed (Appendix F).

Long-Term Care applications will not typically be completed in hospital, but rather in

the community, if needed. The discharge plan for each patient will provide timely and

continuous identification of care needs, establishment of patient centered goals,

interdisciplinary collaboration, communication and education, as well as continuous

evaluaton of the discharge plan. The patientds disct
hospital and the CCAC and all discharge plans will be made in collaboration with the

patients and their family. Family conferences involving the patient, family and/or substitute

decision maker, attending physician and interdisciplinary team members, may be arranged

by the hospital and CCAC as required.

If the patient is going to have to wait for LTC or other accommodations such as supportive
housing in hospital before discharge home, the hospital will request that the patient and their
family make five choices for Long Term Care placement and will provide them with
information on their eligibility for co-payment is (Appendix G).

Discharge Order. When a patient no longer requires hospital care, the MRP will inform the
patient of the patientdés eligibility for dischar
indicates that the patient is ready for discharg
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destination (e.g. home, complex care, rehabilitation). The hospital will adviset he pat i
family doctor of the patientds discharge a
after the Discharge Order is issued.

7. The CCAC and Community Support Service Agencies will have capacity to care for
high-needs patients in the community. Each member of the health care team in the
hospital and CCAC and other community health care agency providers, as applicable, will
be involved in the discharge planning process to ensure that the patient will be ready when
discharged. The primary discharge destinationisthepat i ent 6 s pr evi ous
acknowledging that admission to complex continuing care or rehabilitation may be
necessary prior to discharge.

8. Departure from Hospital. The patient will leave the hospital on the date when all supports
in the community have been arranged and as set out in the Discharge Order.

Note: An example of a discharge policy is included in Appendix J.

Patient Transportation

For all patients that are being discharged home (private home, retirement home, long-term care
facility), hospital staff are expected to follow the South West Non-Emergency Transportation
Reference Guide available at http://www.southwestlhin.on.ca/Page.aspx?id=5014. A patient
pamphlet is available for staff to distribute to patients who need further information (Appendix
H). For any patients who are frail, older adults living alone or with an older caregiver, and need
help to get safely home and settled comfortably upon discharge, please access the Home at
Last program described in Appendix I.
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http://www.southwestlhin.on.ca/Page.aspx?id=5014

Note: SW LHIN Staff will get a legal review of the
final draft of this section

These statements are in alignment with Ministry
policy (attached aa separate document)

Patient Refusal to Leave Policy Components

(Appendix Ki Example of Letter i Waterloo Wellington LHIN)

The purpose of the patient refusal to leave discharge policy in any hospital is to set out the
principles and practices that must be followed by staff in working with patients and families, who
no longer require acute care as determined by the MRP, yet would prefer to stay in hospital.

1. Refusal to Leave. When it becomes apparent that a patient will refuse, or is refusing, to leave

the hospital, the hospital és administration in co
with a patient to ensure the patient understands the options for discharge being proposed and

the consequences of refusing to leave the hospital. They will review a plan of action with the

patient and the meeting wild.l bhe hodpitad willhidenmtifythed i n t he
daily rate that the patientwillbec har ged f or wuninsured inpatient ser
leave the hospital when discharged.

2. Confirmation of Consequences of Refusal to Leave. If the patient still refuses to leave the
hospital, hospital administration will be notified and a letter confirming the consequences of not
leaving will be given to the patient. (Appendix K i draft letter form Waterloo Wellington LHIN).



Appendix A

COMPLEX DISCHARGE SCREENINGBO@ENer)

* Acute care only

Procedure:

a) Inthe emergency department, the nurse administers complex discharge screening tool at the
point of decision to admit to hospital

b) If not available in the EDthe nurse administerdhe complex discharge screening tool on
admission to inpatient uiit

H & &Spdrisesone of which MUST BE question @#iadequate supports or
caregiver burnout/fatigue?)indicate a positive screenand referral to South
West CCAC Care Coordinator occurs

Is this client struggling at home and / or is in need of CGAfport?
|:| No, patient does not foreseeably require CCAC support
|:| Yes, continue with the screening tool

1. Inadequate supports or caregiver burnout/

fatigue? ves[] No [

2. Difficulty walking/transferring with current
supports or has had a/fall in thealst month? YeSD No D

3. Frequent visits to the ED or frequent
admissions to Hospital? Yes[] No []

4. Patient is unable to complete basic daily
UFalta éA0K2dz0 Faaraiatyweg ] o! s[JeaovK

5. Other concerns that could delay patient
discharge once medically stable. (e.g. social,
housing, or safety) Yes[] No []



Appendix B

APPENDIX “A”

Full Hospital Policy in
Effect (refer to Policy)

At 60 minutes post
decision to admit time:

If unable to assign bed as
per algorithm - Central
Registry staff will notify
Manager on Call.

If patient has a bed
assignment and is delayed
the CRN from the
unit/floor that is the
source of the delay will
notify the Manager on Call.
For example, ER CRN will
notify Manager on Call if
delay is linked to an ER
process failure OR
Floor/Unit CRN to notify
Manager on Call if delay is
linked to a Floor/Unit
process failure.

At 90 minutes post
decision to admit time:

If patient remains in ED the
Manager on Call to notify
Executive Team Member
on Call.

Page |1

Admission Process - Effective February 6, 2013

Orders written / Admit in
ER

|

CR reviews BOS for
Available/Suitable Bed

.

Bed Available
(Clean/Empty)

CR to Call Unit CRN with
Bed Assignment

Bed confirmation

CRN has 10 minutes to Available Bed (Clean and
arrange for patient’s bed Empty)
assignment (CRN to CRN +

discussion)
ER notified of Bed
Assignment

Does the CRN Call
back with Assignment
within 10 minutes

End of Process

Central Registry to notify
Manager on Call of bed
assignment.delay Bed Assigned (Clean and
Empty)
v
Manager on call to work ‘
with units to arrange bed ER notified of Bed
assignment Assignment
¥ v

Bed Assignment

]

Patient Placed as ER IP Bed Assigned (Clean and
Empty)
ET Member notified v
ER notified of Bed
Assignment
Wait for direction of

ET Member

End of Process

A PAPER COPY OF THIS PROCEDURE EXPIRES 3 WORKDAYS AFTER: 2/20/14 11:09 AM



Appendix C

Getting Home from Hospital

You are receiving this information sheet because you are in hospital, receiving care. We want
you to know about the planning that happens to help you return home.

The goal is to get you back home as quickly and as safely as possible, and to help you stay
there until you are ready to make a different decision about your future. On the journey to get
home, you may need specialized hospital services such as complex continuing care or
rehabilitation. These hospital services are to help you improve your ability to be as independent
as possible.

|l tds better to be home

You are receiving hospital care because you are ill, injured or have undergone surgery. A skilled
and dedicated hospital team, using advanced equipment and techniques, is delivering your
care. When you need acute hospital care, the hospital is definitely the right place to be.

When you no longer need this level of care, you will find it is better to be at home. You will be
safer, more comfortable and you will be able to get back to your routine. Your family and friends
will be able to participate more in your care.

The care you need, at home

Since you arrived at the hospital, your health care team has been closely monitoring your needs
to ensure that your health will continue to improve when you return home. If extra health and
personal care will be needed to support your continued recovery at your home, a Care
Coordinator from the South West Community Care Access Centre (CCAC) will work with you,
your hospital team and community partners to develop a home care plan with you. Before you
leave the hospital, we will work with you to arrange the right care for you and will continue to
work with you to modify your plan as needed.

Time to make thoughtful decisions

Once you are settled at home, you, your family, your friends and your Care Coordinator can talk
about your changing needs and your plans for the future. You may consider moving to a
retirement or long-term care home. You can take the time you need, in your own home, to make
big decisions and your family and friends can participate in the process.

Always ready to help

Your health care team is here to support you, your family and friends. Let us know if you have
any concerns or questions.

10



Appendix D

Click SAVE to retain an
electronic copy of this form SAVE
Click PRINT to print a hard

copy of this form

Click RESET to clear all
filled fields on this form

REPATRIATION / TRANSFER REQUEST FORM
(PLEASE PRINT, AND COMPLETE ALL SECTIONS IN FULL)

Date of Request (yYYY/MM/DD):
Time of Request (HH:MM):
Date Bed Required (YYYY/MM/DD):
Receiving Site Requested: _Click Drop Down
Form Completed By:

Patient Originated From: O Hospital: | Long Term Care: [ Home
Repatriation Originated By: MRP/Designate: Service: Current Unit:

Current Primary Diagnosis: Family Physician:

Surgery: Surgery Date (YYYY/MM/DD):

On CCAC Service When Admitted: [ Yes CINo CCAC Assessment In Hospital (vYYymm/pD):
Currently ALC: O Yes O No Note: To request additional information, please contact One Number at the appropriate hospital.

PRECAUTIONS:

Precaution Type: O No Precautions Required O contact 1 Droplet O Droplet & Contact O Airborne
Precautions For: C1MRsA OvRe Olc-biff O other: O isolation Room Required
TUBES / LINES / CATHETERS: [ No Tubes/Lines/Catheters [J1.v. [l Saline Lock [IPicCLine [central Line

Details (type, date inserted, last changed, etc.):
(M| Urinary Catheter O chest Tube CING Drainage Tube O Drain(s):

O rach: OerT: Oventilated CIBiPAP [dcCPAP
INFUSIONS: CITPN [ Other Solution:
INCISIONS/DRESSINGS: LI None [ Details: Special Dressing: Ovac
DIET: Type: Tube Feed Type: ONc O GJ Tube Feed Solution:

COGNITION / MENTAL HEALTH STATUS: Details:
Cloriented DOlconfused 14 Level of Consciousness [ Actively Violent O one to One Observation Required

Restraints Required: Oves CNo Forms: CdForm1 [IForm 42

MOBILITY: [ Ambulates Independently [ Ambulates With: C1 Walker Ol Rollator £ High Risk for Falls Weight: kg
O Assistance Required: O one Person K Two Persons [ Complete I Mechanical Lift Needed
Weight Bearing Status: PT/OT Notes Attached: [l Yes [INo

SPECIAL NEEDS: [dWheelchair [ Rariatric Equipment [ Specialty Bed/Mattress/Tilt Table [J 0, [ Suction [J Cardiac Monitor
FURTHER CARE FROM: [ physiotherapy [] Occupational Therapy [ SLP [ Social Work 1 Dietitian 1 Respiratory Therapy
DIALYSIS: CINo [l Yes Frequency: Facility:
MEDICATIONS: See attached Medication Administration Record (NOTE: If transfer is within multi-site corporation, see EPR MAR)
PATIENT’S INTENDED DESTINATION AFTER ACUTE CARE: ClHome CILTC (CCAC Initiated) O Rrehab Clcce O other
CURRENT CLINICAL ISSUES:

FOLLOW UP APPOINTMENTS:

COMMENTS:

PRINTED NAME, SIGNATURE, & DESIGNATION OF HEALTHCARE PRACTITIONER COMPLETING FORM  DATE (YYYY/MM/DD) CONTACT NUMBER

FOR ACCEPTING SITE TO COMPLETE:

Date Bed Available (yyYY/Mm/DD): Bed typefallocation/room:
Accepting Physician: Family Physician:
Repatriation Type: [] Originating Hospital [ Level 2 hospital nearest home
[ As close to home as possible OLevel 1 hospital nearest home
PRINTED NAME & SIGNATURE OF HEALTHCARE PRACTITIONER OR DESIGNATE DATE (YYYY/MM/DD)
(Revised Oct 2013); Version 3 DISTRIBUTION: White — Patient's Chart Canary — Sending Hospital/Unit/Department
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Appendix E
Settling in at home
Youdre receiving this information because you wil

Our goal is to get you home as quickly and safely as possible, and help you stay there until
youdre ready to make a decision about the future.

Youbre going to need support to manage at home. W

CCAC Services
The Community Care Access Centre (CCAC) connects people with the care they need at home
and in the community. Your CCAC Care Coordinator will organize a temporary care plan to

support you for the first few weeks at home. Once
Coordinator will discuss your ongoing needs.

Hereds how it works:
A CCAC Care Coordinator will meet with you and your family in the hospital to talk about the
goal of getting you home. She or he will ask for

to you and your family.

I f it would help, wedl|l set up a case conference
your hospital care team, and CCAC professionals.

I f you dondt have someone to take you home from h
you.

Depending on your needs, your care when your first get home may include:
1 A nursing visit within your first 24 hours at home and then on a regular basis, as needed

1 Access to a personal support worker as needed, to help you with bathing, dressing and
other daily activities

f Access to a Nurse Practitioner as needed, to ch
your family physician

1 Help with organizing your medications

1 Medical equipment and supplies

1 Visits from other health professionals and community agencies to support you as needed
This is a temporary plan that offers extra servic
settled, your care needs will change, and your care plan will too. You, your family and your Care
Coordinator will begin to plan for the future. You may consider options such as supportive

housing, retirement homes, and long-term care, or you may find you can continue at home with
regular CCAC services.

12



When youbre home remember t o:

1 Tell your Care Coordinator or nurse about all your medications and keep a written record

handy

1 Keep a list of all important contact numbers i your Care Coordinator, family doctor, family
member and others i on your refrigerator
Tell the CCAC if you are going to be away during a scheduled visit
Treat all members of your care team with courtesy and respect - expect the same from
them
Use only the services you need

= =4

!
1 Haveaback-up plan in case a member of your CCAC
!

Call your Care Coordinator if you have any questions about your care or care providers

Community support services
There are a number of support services available in your community. Your Care Coordinator will
help you connect with them. They may include:

Meal delivery and dining programs Transportation services Supportive housing
Community dining Homemaking and home help Caregiver relief
Friendly visiting

You may choose to participate in an Adult Day Program (ADP). ADPs provide recreational
activities, exercise programs and educational discussions about health care topics in a safe,
supervised environment. They give caregivers a break too.

Caring for yourself

You have an important role to play in maintai

monitor your health and to take your pills as the doctors directed. Remember to eat well, keep
active, and stay safe. For example, to avoid falls, get rid of loose rugs and use nightlights
around the house. If you have concerns about managing at home, be sure to contact your Care
Coordinator immediately.

Housing alternatives

Your Care Coordinator can talk to you and your family about housing that offers additional help,
such as supportive housing or retirement homes. If you need around-the-clock care, it may be
time to think about long-term care. Your Care Coordinator has lots of information about the
homes in your community.

Your health care team

Your CCAC Care Coordinator is a key member of your health care team. She or he will help you
navigate the health system and connect with the right care at the right time. Be sure to let him or
her know if your condition changes.

Your family doctor, specialist, personal support worker, visiting nurse and many others are on

the team, too. Your family and friends are also important contributors. Do ndét hesitate

help and accept it graciously.

Of course, you are the captain of the team.
to speak up and ask questions. Whatever challenges you face, live life to the full!

For more information about what 6s avail abl e
Coordinator or explore www.thehealthline.ca.
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Appendix F
ALCLTC Sign ORrocesgExample from STEGH)

Purpose: As part of th@lanning to help each patient safely transition horttee Hospital and

CCAC need to ensure that all options have been considered and explored prior to designating a
patient ALELTC and waiting in hospital for Placement. To demaisthisjoint commitment,

I 22AFFFTEaRAAYSR o0& tSFRSNAKALI 2F GKS / /1 /] Iy
patient is designated ALC¢ / @ ¢ KA a R2 OdzY &yGiSighaT O K § SR B KtSNIG2
getting to the sigroff process, amscalation process must be followed.

The process involves three components:

1) Thorough documentation in both hospital and CCAC chart demonstrating that all
discharge options have been explored and exhausted
Adocumentation template to be used for patientientified as being at risk for complex
discharge that outlines clearly that all discharge options other than LTC have been
considered. The function of this template is to document that all options are being
considered prior to AL-CTC designationand Wil G 1S GKS LJX I OS 2F (KS
that care coordinators use to document case conferences and assign some of the
accountability for actions related to discharge planning on the part of both the Hospital
and the CCAC. This tool, as completed; iset placed in CHRIS (Docushare) and in the
Hospital Chart. Should the CCAC Care Coordinator and Hospital team be satisfied that all
options for discharge have been explored and the only option at this time is tothave
client remain in Hospital to wafor LTC This tool provides the documentation required
for review by both the CCAC and Hospital Managers/Leadership, to satisfy them that
there are no discharge options and ALK designation is appropriate.

2) An Escalation process:
When to use: When baers to discharge or discharge planning arise for those patients
identified as complex discharge and requiring case conferencing and intensive case
management in the hospital.
For example:
a) the family/client refuses to explore options for discharge,
b) when a member of multidisciplinary team does not agree to plan,
¢) when a member of community team does not agree with plan.

This procedure is used to support CCAC and Hospital staff in moving towards Home as
the preferred discharge destination. It manvolve additional support of CCAC and
Hospital administration, clinical staff (physiciae&.) to support and encourage

patients and families to consider home as the discharge destination if safe and possible.

3) ALCLTC sign off document:
After documentation has been completed, and the escalation process has been
followed, and the team (hospital and CCAC) determines that the only option for a
patient is to remain in hospital to await Lofigrm Care, there must be sigifif by

14



leadership of both myanizations. The AHO C sigioff document, once signed, will be
placed on the hospital chart and in CHRIS (docushare) demonstrating consensus
between Hospital and CCAC leadership that-ALC is the only possible option
designation and destination.
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