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Welcome & Approval of April 13, 2022 minutes-Angela Ellis motioned, Debbie Green seconded 

Partnering with Hospitals; patient care, referrals, discharges: Kim Whisnant, DHSR  

CMS Discharge Planning and Continuity of Care 

 On September 26, 2019, The Centers for Medicare & Medicaid Services (CMS) issued a final rule 
that empowers patients to make informed decisions about their care as they are discharged 
from acute care into post-acute care (PAC), a process called “discharge planning.”  

https://www.cms.gov/newsroom/fact-sheets/cms-discharge-planning-rule-supports-interoperability-
and-patient-preferences 

 482.23 Discharge Planning – “The hospital must have in effect a discharge planning process that 
applies to all patients …” Per CMS, “Hospital discharge planning is the process that involves 
determining the appropriate post-hospital discharge destination for a patient; identifying what 
the patient requires for a smooth and safe transition from the hospital to his/her discharge 
destination; and beginning the process of meeting the patient’s identified post-discharge needs. 

 The patient has the right to participate in the development and implementation of his or her 
plan of care Per CMS, or patient’s representatives, as allowed by State law, right to participate in 
the development and implementation of his or her care plan.  

 Incapacitated Patient-When an individual presents to the hospital with an advance directive, 
medical power of attorney or similar document executed by the patient and designating an 
individual to make medical decisions for the patient when incapacitated, the hospital, when 
presented with the document, must involve the designated representative in the development 
and implementation of the patient’s plan of care. 

Four Stages of Discharge Planning:  

 Screening all inpatients to determine which ones are at risk for adverse health consequences 
post-discharge if they lack discharge planning;  

 Evaluation of the post-discharge needs of inpatient identified in the first stage, or of inpatients 
who request an evaluation, or whose physician requests one; 

 Development of a discharge plan if indicated by the evaluation or at the request of the patient’s 
physician; and  

 Initiation of the implementation of the discharge plan prior the discharge of an inpatient. 



o Minimal Services Required- The discharge planning evaluation must include an 
evaluation of the likelihood of a patient needing post-hospital services and the 
availability of those services. 

o The discharge planning evaluation must include an evaluation of the likelihood of a 
patient’s capacity for self-care or of the possibility of the patient being cared for in the 
environment from which he or she entered the hospital. 

o The evaluation must consider what the patient’s care needs will be immediately upon 
discharge, and whether those needs are expected to remain constant or lessen over 
time. … the evaluation must include assessment of whether the patient is: 

 capable of addressing his/her care needs through self-care, 
 whether the patient will require specialized medical equipment or 

permanent physical modifications to the home setting, and 
 address whether the patient has family or friends available who are able 

to provide the required care as needed. 

Safety and Patient Centered Care: 

The 8P’s Screening Tool-Identifying Your Patient’s Risk for Adverse Events After Discharge 

 Problems with Medication 
 Psychological 
 Principal diagnosis 
 Physical limitations 
 Poor health literacy 
 Patient support 
 Prior hospitalizations 
 Palliative Care 

Determine CORRECT/OPTIMAL/PATIENT CHOICE DISCHARGE LOCATION 

 Home with or without home care services 
 Acute Rehabilitation 
 SNF 
 Hospice 
 Shelter 

Making sure to have appropriate referrals to outpatient clinics.  Patient transfers and referrals can be 
challenging and patients do have the right to not accept a referral.   

Involuntary commitment- 

Process: https://www.ncdhhs.gov/media/8756/download  

Discharge of individuals determined to be incapable. 

 The responsible professional shall unconditionally discharge an individual admitted to a facility 
pursuant to this Part at any time it is determined the individual is no longer mentally ill or in 
need of treatment at the facility. 



 An individual who has been voluntarily admitted to a facility pursuant to this Part and who is no 
longer deemed incapable shall be discharged upon his or her own request. An individual's 
request for discharge from a 24-hour facility shall be in writing. A facility may hold an individual 
who has been voluntarily admitted to a 24-hour facility pursuant to this Part for up to 72 hours 
after the individual submits a written request for discharge, but the facility shall release the 
individual upon the expiration of 72 hours following submission of the written request for 
discharge unless the responsible professional obtains an order under Part 7 or 8 of this Article to 
hold the client. 

 In any case in which an order is issued authorizing the involuntary commitment of an individual 
admitted to a facility under this Part, the facility's further treatment and holding of the 
individual shall be in accordance with Part 7 or 8 of this Article, whichever is applicable.  (2018-
33, s. 14.) 

State policy that, except as provided in G.S. 122C-212(b), individuals who have been voluntarily 
admitted shall be discharged upon application and that involuntarily committed individuals shall be 
discharged as soon as a less restrictive mode of treatment is appropriate 

Ensuring a Safe and Appropriate Discharge 

Consider the following to help guide you in the discharge process: 

1 – Question the discharge plan if you do not believe it is appropriate. 

2 – Request a social work or case manager consult if the patient has not been seen by either. 

3 – Request a patient care conference and ask what the plan is for the patient. 

4 – Read and understand your hospital’s discharge policy. 

5 – Document in the patient record your input into the discharge planning. 

6 – Use the chain of command in your organization if the patient’s issues are not sufficiently addressed. 

7 – Understand your hospitals’ charity care options (i.e. taxi and bus vouchers). 

8 – Start a charity closet with unisex clothing, socks, shoes and warm clothing items that can be given to 
patients being discharged without a place to go. 

Keep Education and Instruction simple, plain to understand 

Document input in the discharge process.   

 

 CMS Discharge Planning Tool: https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/Downloads/Survey-and-Cert-Letter-15-12-Attachment-
3.pdf  

 NC General Statute 122C. Article 5 Provisions for Admission and Discharge of Clients Part 1: 
https://www.ncleg.net/EnactedLegislation/Statutes/HTML/ByArticle/Chapter_122C/Article_5.ht
ml  



 North Carolina Administrative Code: http://reports.oah.state.nc.us/ncac/title%2010a%20-
%20health%20and%20human%20services/chapter%2013%20-
%20nc%20medical%20care%20commission/subchapter%20b/subchapter%20b%20rules.html  

 Discharge of Individuals Determined to be Incapable: 
https://www.ncleg.gov/EnactedLegislation/Statutes/PDF/BySection/Chapter_122C/GS_122C-
217.pdf  

 NC Involuntary Commitment Process (IVC): Inpatient Treatment: 
https://www.ncdhhs.gov/media/8756/download  

 CMS’ Discharge Planning Rule Supports Interoperability and Patient Preferences: 
https://www.cms.gov/newsroom/fact-sheets/cms-discharge-planning-rule-supports-
interoperability-and-patient-preferences  

 NCDHHS – Involuntary Commitment: https://www.ncdhhs.gov/divisions/mental-health-
developmental-disabilities-and-substance-abuse/involuntary-commitments  

 Chapter 122C. Mental Health, Developmental Disabilities, and Substance Abuse Act of 1985. 
https://www.ncleg.gov/EnactedLegislation/Statutes/html/bychapter/chapter_122c.html  

 NCDHHS LME/MCO Directory: https://www.ncdhhs.gov/providers/lme-mco-directory  

Recognize a patient may be discharged to no setting if they are homeless, and that in and of itself is not 
an unsafe discharge. Fully assess the patient’s clinical and social needs and plan for community 
resources, as appropriate, that exist in your community. 

NC DHSR Complaint Unit intake 1-800-624-3004 or 919-855-4500 

Questions:  

We receive a lot of APS reports from area hospitals. Is it an expectation that when they make a report, 
that the hospital SW/CM has gone through this discharge planning process, and have determined that 
APS services may be needed?  Contacting APS is usually one of their last referrals; they’ve done due 
diligence before calling us.   

When a patient is admitted, the hospital will start the discharge process; it is started so there is 
appropriate time to plan and prepare.  

Disaster Preparedness for Adults – Kimberly Clement, with DHSR  

Presenter had connection issues; will be scheduled at a later date.  

Partner Updates: 

 ACLS: Megan Lamphere/Tameka Riggsbee-No updates given.  
 DAAS: Sarah Richardson Updates:  

o Survey-complete by end of business today. 
o $45,000 used so far in the APS Essential Services Fund-that’s about 3% 
o Statewide consultation meeting will be June 23, links are forthcoming 
o MAC report will be coming out later this week to supervisors 
o Fundamentals of Guardianship training-question-some cannot register; Sarah will check 

to see if the training is full.  
o Adult Services Supervisor Training 



o SPMI training 
o Special Assistance In home training Case Management training 
o Legal Concepts training:  If you registered before, you should have had that invite 
o The FY 22-23 training will be coming out shortly.  We will be easing into some in person 

training as we can.  Hybrid training 
o New Basic Skills training-not sure, possibly end of July or in August  
o New Special Assistance Staff-Joan Gernagan;  Angie Phillips retired at the end of May.  

DAAS is in the process of filling her position. 
o APS training for the Non-APS workers-the trainings will be on the LMS platform. ** Need 

to ask Sarah about CPS staff having to be added in on the LMS platform.  Maybe leave it 
in NCSWLearn  

o APS Improvement Plan-Will be sending out forms for the Design Teams-4 improvement 
goals-consistency of practice, Community education and engagement and Statute 
changes/improvements 

 
 
 

 
 



 
 

This should say April Service Month 
 

 DMH: Lisa Jackson- 
o New statewide initiative-Becoming Tobacco Free.  Providers will need to have tobacco 

free campuses.   Needs individuals to serve on the advisory group-June 15-12-130, on 
Wednesdays once a month.  $50 gift card is being offered to encourage participation.  

o July 16-three digit suicide prevention line goes into effect- 988 National Prevention 
Suicide Line.  $129,000 was the amount of the grant 

o State staff will be going to LME/MCOs for readiness reviews for 2 days at the LME/MCO 
o Sandhills Center-Heather Renshaw-Community Engagement Specialist-she is going to be 

working with the DSS local offices.   11 counties now in Sandhills Center 
o Creating a Statewide network  
o  

Other Information:  
 
World Elder Abuse Day June 15th – County activities 

 Various examples of how to mark World Elder Abuse Day 
 Partnerships with organizations and presentations 
 A Walk from the Court House to the Water Front; different vendors 
 Some plant pinwheels 

 

Next Committee meeting in September 2022 


