
     Discharge Planning and Documentation in Integrated Care

DEFINITION: 
Discharge Planning refers to the procedures and resources, developed with the person, set in place for the person’s movement out of a service when the goals for that episode of service have been met.  Documentation would include a summary of treatment, plans for aftercare and follow up, and provisions for additional services needed, including additional co-occurring services and supports. 

Guiding Principles:

1. The discharge plan will identify and match client needs with community resources
2. The plan will provide for the supports needed to sustain the progress made in treatment including family, significant others, recovery groups, and friends
3. The plan will incorporate a range of potential services such as housing, case management, linkage with community resources, transportation, or referral to other mental health or substance abuse services
4. The plan will assure continuity of psychiatric medication management if indicated

5. The plan will address relapse prevention

6. The plan will incorporate the use of positive peer networks and mutual self-help groups 

7. The plan will include steps for reconnecting with services if needed

8. The plan will include a mechanism for post-discharge monitoring and/or ongoing contact between the person and the provider
9. No person is discharged from a program because of the use of substances or because of the presence of a co-occurring disorder

Process Assumptions:

1. Planning for discharge begins at the time of assessment
2. Clients are discharged in a manner and to a setting consistent with their discharge plan
3. Clinical justification is documented

4. The discharge plan is developed with the input of the person receiving services

5. The discharge plan takes into account the ongoing need for integrated services that reflect the needs of a person with co-occurring conditions

6. A discharge summary describes the treatment, recommended services and outcomes of the treatment related to the treatment plan. 

7. The person is discharged in a way that assures safety, comfort, and dignity

Procedures:
1. Clinician determines with the person, at the beginning of treatment, how they will know when treatment is done

2. Progress towards discharge is noted in progress notes and treatment plan reviews
3. As treatment progresses, everyone involved with the person discusses potential resources for post discharge services and support

4.  When it is agreed that the goals of the treatment plan have been met, the discharge plan is written, services identified and arranged by the primary clinician

5. Last date of service is agreed on

6. Follow up plan is developed and implemented
