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Discharge Planning
Discharge Planning Team Members 

· The Discharge-Planning Team begins meeting while the patient is still in the hospital. 

· The team will have an assigned coordinator, and the patient’s doctor will need to approve all decisions of the team before they are implemented. 

· The team coordinator will coordinate all team meetings and all other aspects of the planning process. 

· It is not always necessary for all members of the team to be at every meeting – the coordinator will determine who should attend each meeting. 

· The coordinator may be a Social Worker, Nurse, Respiratory Therapist (RT), or other professional designated by the hospital.

· Team members should include the patient, his/her family and caregivers, the patient’s doctor, hospital personnel (nurses, RTs, social workers, etc.), home health nurses (if applicable), and personnel from the home medical equipment (HME) company including a respiratory therapist.

The Discharge Plan and Instructions 

· The Discharge Plan evaluates: 

· the patient’s potential for discharge; 

· the best site of care for the patient; 

· available patient care resources; and 

· decisions on whether adequate financial resources are available. 

· The plan should also list the desired outcomes and how to assess those outcomes. 

· The team coordinator and the patient’s doctor should monitor the progress of the discharge plan. 

· The discharge plan may be changed according to the patient’s needs and goals. 

· Adverse or unexpected outcomes may occur if the patient is discharged prior to the fully implementing the discharge plan. 

· The discharge plan should include a Care Plan approved by the patient’s doctor. 

· The Care Plan should be based on the patient’s needs and goals, and should be consistent with recommended practices and guidelines for the patient’s condition. 

· The discharge plan should address the education and training of the patient and family/caregivers, with a clear demonstration and documentation of their competencies prior to the patient’s discharge. 

· NOTE: although Discharge Planning is done by the hospital personnel (usually a case manager or discharge planner who may be a nurse, social worker, or respiratory therapist) XYZ Home Medical Equipment Company will also have a Discharge Plan developed for each individual patient internally. The Care Plan is developed by the hospital case manager or discharge planner and should be approved by the patient’s physician. A Care Plan signed by the physician may serve as a written order for home medical equipment and supplies as is applicable.

Home Assessment

· A part of the discharge planning process is to determine if the home is the best site of care for the patient. 

· Commitment to caring for the patient in the home requires appropriate physical resources such as electrical power, a heating and cooling system, lighting, phone, and easy access to the home. 

· The clinical supervisor or another respiratory therapist will evaluate the home to ensure the site will be safe and adequate for the equipment to be used. 

· The following items should be addressed by the personnel performing the assessment:

1. electrical system (including electrical outlets and wiring) to ensure an adequate number of outlets, properly grounded outlets, and whether the capacity of the system is enough to handle the additional electrical load required by the medical equipment (e.g., oxygen concentrator, ventilator, heated humidifier, suction machine which may all be operating at the same time)
2. heating/cooling system

3. lighting

4. access to the home from the outside (especially if the patient is in a wheelchair or will be transported via a gurney/stretcher)
5. ample storage space for equipment and supplies

6. appropriately sized doorways and entrance/exits (especially if patient will be mobile via wheelchair or scooter) 

7. the need for ramps or stairways (both inside and outside)
8. an appropriate area for cleaning equipment and supplies

9. presence of fire and safety hazards

10. ease of exit from the home in the event of a life-threatening emergency (e.g., fire, tornado, etc.)

11. general cleanliness of the home (presence of mold, animals inside the home, evidence of the presence of rodents or insects such as cockroaches)
12. availability of emergency medical personnel (ambulance, rescue squad, etc.)

13. telephone or other plan for contacting emergency personnel

14. a method for the patient to summon assistance from a caregiver in the home (e.g., a call button, bell, etc.)
15. clearly marked circuit breaker/fuse box

16. clearly marked house numbers that can be seen easily by emergency  personnel

17. fire extinguisher
Orientation, Training, and Evaluation Form 

· The Patient/Caregiver Orientation, Training, and Evaluation Form should be completed before the patient is discharged from the hospital to the home.
Community Resources

· Community resources include the doctor, the HME company, home health agency (HHA), emergency agencies (fire, police, ambulance), hospital, public utilities (electric company, water company, gas company, etc), and social service agencies. 

Other Forms:
A. Notification Form for the Electric Company (if applicable)
B. Notification Form for the Telephone Company (if applicable)
C. Notification Form for the Fire Department/Emergency Services (if applicable)
D. Community Resources Form (list phone numbers for social service agencies, HME company, patient’s doctors, pharmacy used by the patient and any other pertinent organization or agency)
E. Home Assessment Form

F. Supplies Reorder Form

G. Liability and Release Form (if applicable)
H. Patient/Caregiver Orientation, Training, and Evaluation Form

I. Ventilator Performance Form
NOTE: XYZ Home Medical Equipment Co. personnel will not be responsible for sending Notification Forms to the Electric Company, Telephone Company, or the Fire Department/Emergency Services. 

Notification of these agencies should be discussed with the patient/family and if requested, we can supply them with a form to use, but it will be their sole responsibility to complete the form and submit it to the appropriate agency. The patient/family should be informed that some agencies may not accept such requests, whether verbal or written.

