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Discharge Planning Guidelines for Inpatient Rehabilitative Care  
 

I. Introduction: 

This guideline outlines a standardized approach to promote effective, efficient and consistent discharge planning processes for hospitals that 
provide high and low intensity inpatient rehab (HIR and LIR, respectively).  

Included within this guideline are: 

• Guiding principles and key considerations for the discharge planning process 

• Standards/timelines/considerations for determining an Estimated Date of Discharge (EDD) with the clinical team and patient/care partners 

• Discharge readiness indicators  

• Standardized information to provide to patient and care partners upon admission 

 

II. Guiding principles and key considerations for the discharge planning process:  

• Assessment, treatment and discharge planning is an ongoing iterative process conducted throughout the admission period. 
 

• There are established mechanisms for the development and communication of goals and plans with patients/care partners. 
 

• Upon admission, patients and care partners are given information about the inpatient rehab stay to prepare them for what they can expect 
during their admission (e.g., the rehabilitative care they will receive, their role in identifying and working towards their individualized goals). 
See Appendix A: Information letter for patients/care partners on inpatient rehabilitation  

 

• The identification of rehab goals takes into account that rehabilitation can continue throughout the care continuum and as such, rehab goals 
specific to the inpatient setting are identified and documented through a collaborative process with patients/care partners. 

 
See Appendix B for additional discharge planning considerations regarding the identification of goals; community resources; and Patient/Care 
Partner Home Situation 
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III. Discharge Planning Standards:  

Estimated date of discharge: 

• Within the first 48 hours of admission:1 
o Initiate and complete a comprehensive patient assessment by interprofessional team for all older adults (i.e., 65 years or older or 

otherwise considered frail) who are identified as “at risk”, including assessment for frailty, delirium, and dementia as this may 
impact the estimated discharge date (EDD). Develop a plan for follow up services as needed. 2 3  

• Within 4 days of admission to HIR and LIR, identify, document on patient’s chart, and communicate with the patient/family/ 
caregiver(s)/SDMs the estimated date of discharge.1 4 5 

• Initiate plan for a return home with the appropriate supports based on the EDD, including for patients waiting for LTC at home. Ensure 
Ontario Health atHome care coordinator and/or hospital discharge planning team arranges community-based supports prior to discharge. 
This may include: Community Support Services (CSS), transitional bedded capacity, Hospital to Home (H2H) programs, behavioural supports, 
mental health and addictions (MHA) care, remote care monitoring (RCM), etc.6 7 8 

• Hospital discharge planners engage patient/family/SDM/caregiver(s) and provide a written transition plan 2 days prior to discharge and 
ensure they have the information and services they need to manage their needs at home. 9 10   

Addressing risk of delayed discharge: 

• Within 48 hours of admission to HIR or LIR: 
o Screen for factors that may delay discharge and develop a plan of care for addressing the identified barriers to discharge. 

                                                           
1 Ontario Health. (Aug 14 2024). Operational Direction: Home First. Retrieved from 
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf  
2 See also The Alternate Level of Care (ALC) Leading Practices Guide: Preventing Hospitalization and Extended Stays for Older Adults, C4 
3 See also The Transitions Between Hospital and Home Quality Standards, Quality Statement 2. 
4 See also The Alternate Level of Care (ALC) Leading Practices Guide: Preventing Hospitalization and Extended Stays for Older Adults, C8 
5 See also The Transitions Between Hospital and Home Quality Standards, Quality Statement 3-4.  
6 Ontario Health. (Aug 14 2024). Operational Direction: Home First. Retrieved from 
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf  
7 See also The Alternate Level of Care (ALC) Leading Practices Guide: Preventing Hospitalization and Extended Stays for Older Adults, C12 
8 See also The Transitions Between Hospital and Home Quality Standards, Quality Statement 3-4.  
9 Ontario Health. (Aug 14 2024). Operational Direction: Home First. Retrieved from 
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf  
10 See also The Alternate Level of Care (ALC) Leading Practices Guide: Preventing Hospitalization and Extended Stays for Older Adults, C19 

https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/ALC-Leading-Practices-Guide.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/ALC-Leading-Practices-Guide.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/ALC-Leading-Practices-Guide.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/ALC-Leading-Practices-Guide.pdf


 

Discharge Planning Guidelines / Feb 2025     Page | 3 

o Assign a hospital discharge planner for each patient identified as “at-risk” to coordinate transition planning, communicate contact 
information with patient and caregiver, and submit referral to Ontario Health atHome as applicable. 11 12 13  

▪ Provide early and consistent messaging to patients and families about options and set the expectations regarding discharge 
planning. Communicate that the goal is to ensure services are in place to return home, while addressing any related 
concerns. 

 

Weekly team meetings: 

• Conduct weekly team meetings to promote consistency in the treatment approach by identifying and reviewing the patient’s care plan, 
treatment goals, progress and discharge plans. 

 

Discharge readiness indicators: 

• Throughout the admission, consider the discharge readiness indicators (See Section V)  
 

Following discharge: 14 15 

• Within 48 hours of discharge, provide discharge summaries to primary care and home and/or community care providers (coordinate with 
Ontario Health atHome care coordinator).  

• Within 7 days of discharge, follow-up with primary care is scheduled by hospital team. Leverage outpatient clinics for those unattached to a 
primary care provider. 
 

IV. Determining an Estimated Discharge Date/Length of Stay 

A multi-pronged approach can be used to determine an Estimated Discharge Date (EDD) or Length of Stay (LOS): 

• Use data to identify benchmarks and set targets. Consider: 
o Historical data (e.g., internal historic trend for each RPG) 

                                                           
11 Ontario Health. (Aug 14 2024). Operational Direction: Home First. Retrieved from 
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf 
12 See also The Alternate Level of Care (ALC) Leading Practices Guide: Preventing Hospitalization and Extended Stays for Older Adults, C11  
13 See also The Transitions Between Hospital and Home Quality Standards, Quality Statement 6. 
14 Ontario Health. (Aug 14 2024). Operational Direction: Home First. Retrieved from 
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf 
15 See also The Transitions Between Hospital and Home Quality Standards, Quality Statement 8. 
 

https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/ALC-Leading-Practices-Guide.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf
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o Local or provincial LOS data for each RPG as comparators 
o Best practice LOS based on QBPs and/or RPGs 
o Consider range of FIM trim points by RCG (see CIHI) and compare to peer organizations 
o Review EDD targets at regularly scheduled quality rounds/meetings 

 

• Include consideration of patient variables (e.g., patient tolerance, home supports, discharge destination) 
 

• Use a phased approach starting with a soft target and tracking patients using 3-week and 4-week EDD targets. Encourage teams to use 
shorter EDD and extend the dates if needed rather than provide a longer date then shorten once goals are met. 

 

• Obtain input from clinical teams and establish processes for monitoring and communicating EDD within the clinical team 
o Discuss and monitor EDD with clinical teams at rounds  
o Post LOS on electronic bed board  

 

• Discuss EDD with patients and care partners  
o Have clear processes in place that identify who will meet with the patient/care partner, when (see timelines in Discharge Planning 

Standards, section III), and how frequently this will be reviewed with the patient/care partner. 
o Once confirmed, post the EDD on patient whiteboard.   

 

V. Discharge readiness indicators:  
There are two tables below.  

• Table A provides discharge readiness indicators for patients whose medical and functional status have improved during the inpatient rehab 
admission.  

• Table B provides discharge readiness indicators for patients whose medical and functional status have remained the same, changed 
minimally or declined. 

Table A: Patients whose medical and functional status have improved in inpatient rehab are ready for discharge to the community when the 
following conditions have been met 

Medical Stability: 
✓ Vital signs stable and 
✓ Hemodynamically stable and 
✓ Lab work within accepted ranges and 
✓ All necessary/urgent medical consults and tests have been performed and 

Suggested measurement tools:  
 
▪ Vital Signs: As determined by MD 
 
▪ Lab Work: Completed before discharge and ongoing requirements for 

lab work can be met in the community 
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Table A: Patients whose medical and functional status have improved in inpatient rehab are ready for discharge to the community when the 
following conditions have been met 

✓ Pain is well-controlled (e.g. patient is able to manage pain independently or with 
the assistance of a pain management clinic) and 

✓ Established and managed bowel & bladder routine and 
✓ Established medication management and practices and 
 
Nursing/MD Requirements: 
✓ 24-hour specialized skill nursing care is not required and 
✓ On-site access to MD is not required and 
✓ Patient may or may not require home-based nursing (e.g. wound care, IV) or 

other health professional services  

 
▪ Pain Management: As determined by established pain management 

scales (e.g. Visual Analog Scale, Numeric Pain Rating Scale)  
 
▪ Patient/caregiver/family demonstrates effective management of 

bowel & bladder routine 
 

▪ Patient/caregiver/family demonstrates effective medication 
management   

Rehab Goal Attainment:16 
✓ Identified rehab goals for the inpatient setting have been met such that the 

inpatient setting is no longer required and 
 
Rehab Potential: 
✓ Additional progress can be achieved independently or with the assistance of a 

caregiver at home or 
✓ Patient’s rehab potential can be further maximized through community-based 

rehabilitation such that: 
 
Functional Level:   
✓ Patient is independent (or able to function with the assistance of a caregiver) in 

the areas below or  
✓ Patient requires in-home rehabilitation (if home-bound) or 

outpatient/ambulatory rehab to maximize independence in one or more of the 
areas listed below 

 

Suggested measurement tools:   
 
▪ Goal attainment scale or patient satisfaction rating of goal may be 

utilized by specific rehab programs  
 

▪ Functional Level Assessment:  FIM®17 (NRS) score within range of 

patient’s goals. 
 
▪ Continuing Care Reporting System (MDS)18 
 
▪ Cognition/communication Assessment:  Cognition as assessed by 

Mini Mental State Examination (MMSE) 
 
▪ Other areas assessed as per progress notes and achievement of 

goals including recreation therapy and psychometric testing 
 

 

                                                           
16 Throughout this document, the identification of goals refers to a collaborative process between the patient/family and team.  The identified goals are 
documented in the plan of care by the interprofessional team. 
17 AlphaFIM® and FIM®are trademarks of Uniform Data System for Medical Rehabilitation (UDSMR), a division of UB Foundation Activities, Inc. All Rights 
Reserved. The AlphaFIM® items contained herein are the property of UDSMR and are reprinted with permission. The FIM® assesses physical and cognitive 
disability in terms of burden of care. It includes an 18-item ordinal scale that measures independence in self-care, sphincter control, mobility, locomotion, 
communication, and social cognition.  
18 The MDS will be decommissioned in 2026. 

https://www.physio-pedia.com/Visual_Analogue_Scale
https://www.physio-pedia.com/Numeric_Pain_Rating_Scale?utm_source=physiopedia&utm_medium=related_articles&utm_campaign=ongoing_internal
https://www.sralab.org/sites/default/files/2017-06/Tools-GAS-Practical-Guide.pdf
https://www.physio-pedia.com/Mini-Mental_State_Examination
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Table A: Patients whose medical and functional status have improved in inpatient rehab are ready for discharge to the community when the 
following conditions have been met 

✓ Activities of Daily 
Living: 
▪ Toileting 
▪ Bathing  
▪ Dressing 
▪ Instrumental 

ADLs 

✓ Cognition / 
Communication 
▪ Memory 
▪ Insight/Judgment 
▪ Communication 

 
✓ Mobility: 
▪ Transfers 
▪ Mobility  
▪ Mobility aid 

✓ Other Areas: 
▪ Vocational / avocational 

activities 
▪ Psychosocial functioning 

▪ Some rehab goals are better suited to an out-patient setting (e.g. 
Vocational training; community reintegration; Driver evaluation) 
 

 

Table B: Patients whose medical and functional status have remained the same, changed minimally or declined in inpatient rehab should be 
considered for discharge to community with supports, Complex Continuing Care (CCC) or if approved Long Term Care (LTC) when the 

following conditions have been met 
 

Patients requiring referral to LTC 
 

Patients requiring referral to CCC 
 

Medical Stability: 
✓ Vital signs stable and 
✓ Hemodynamically stable and 
✓ Lab work within accepted ranges and 
✓ All necessary/urgent medical consults and tests 

have been performed or may be carried out on an 
outpatient basis and 

✓ Patient requires a residential setting with 24-hour 
supervision and on-site nursing care to assist with 
self-care and other care needs and 

✓ On-site access to MD is required for weekly 
monitoring 
 

Medical Stability: 
✓ Vital signs stable and 
✓ Hemodynamically stable but may require 

regular diagnostic monitoring and 
✓ All necessary/urgent medical consults and 

tests have been performed or may be carried 
out on an outpatient basis and 

✓ Patient requires 24 hour specialized skilled 
nursing care and 24-hour access to physician 
care and 

✓ Care needs cannot be met in LTC 
 

▪ Suggested measurement tools:  
▪ Vital Signs: As determined by MD 
▪ Lab Work: Completed before discharge 
▪ For analysis of resource requirements, use such 

tools as FIM®19  (NRS) and Continuing Care 

Reporting System (MDS) 

                                                           
19 AlphaFIM® and FIM® are trademarks of Uniform Data System for Medical Rehabilitation (UDSMR), a division of UB Foundation Activities, Inc. All Rights 
Reserved. The AlphaFIM® items contained herein are the property of UDSMR and are reprinted with permission. The FIM® assesses physical and cognitive 
disability in terms of burden of care. It includes an 18-item ordinal scale that measures independence in self-care, sphincter control, mobility, locomotion, 
communication, and social cognition.  
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Table B: Patients whose medical and functional status have remained the same, changed minimally or declined in inpatient rehab should be 
considered for discharge to community with supports, Complex Continuing Care (CCC) or if approved Long Term Care (LTC) when the 

following conditions have been met 
 

Patients requiring referral to LTC 
 

Patients requiring referral to CCC 
 

Rehab Goal Attainment: 
✓ The identified goals for inpatient rehab have been 

met or the patient’s functional status has 
plateaued and 

 
Rehab Potential: 
✓ Patient is not demonstrating any significant 

progress towards making further gains but may 
have the potential to make minimal gains over 
time which could be achieved in LTC and 

 
Functional Level: 
✓ None of the publicly-funded community services 

and none of the caregiving, support or 
companionship arrangements in the patient’s 
home can meet the patient’s functional and care 
needs.1 

Rehab Goal Attainment: 
✓ Patient has not sufficiently met their inpatient 

rehab goals for return home or discharge to 
LTC and 

 
Rehab Potential: 
✓ Rehab potential cannot be met because of 

patient’s medical condition/needs and 
 
 
 
Functional Level: 
✓ Patient’s current functional status precludes 

his/her capacity to demonstrate significant 
progress towards the achievement of those 
rehab goals  

 

Suggested measurement tools: 
▪ Goal attainment scale or patient satisfaction 

rating of goal attainment  

▪ Functional Level Assessment:  FIM®19 score 

within range of patient’s goals. 
▪   Cognition/communication Assessment:  

Cognition as assessed by Mini Mental State 
Examination (MMSE) 

▪ Other areas assessed as per progress notes and 
achievement of goals including recreation 
therapy and psychometric testing 

▪ If progress has plateaued in active rehab, there 
has been no or minimal gains seen in patients 
who have been medically stable and able to 
participate in rehab over 2 weeks of observation 
or 

▪ If progress has plateaued in LIR rehab, there has 
been no or minimal gains seen in patients who 
have been medically stable and able to 
participate in rehab over 4 weeks of observation 
 

https://www.sralab.org/sites/default/files/2017-06/Tools-GAS-Practical-Guide.pdf
https://www.physio-pedia.com/Mini-Mental_State_Examination
https://www.physio-pedia.com/Mini-Mental_State_Examination
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Appendix A: Information letter for patients/care partners on inpatient rehabilitation20 

Dear Patient and Care Partner(s): 

We want your stay in our inpatient rehabilitative care program to be successful from the start. Your rehab care team will work with you and your 
care partners to help get you back home. Here is some information on what you can expect during your stay here. 

✓ Be ready to participate…   

Your rehab team will help you to work hard to regain your strength and independence as much as possible.  They will help you to be 
active as soon as possible, so you will need comfortable clothing to participate.   
 

✓ Working together is important to your success… 

Your team will work with you to get you back home. If you have family and friends involved in your care, your team will want to include 
them in the planning process, so they will need to be involved and available during your inpatient rehab stay. 
 

✓ Your inpatient rehab stay is only a small part of your recovery… 

You will stay overnight in the hospital while you need 24-hour nursing care.  You will go home when you no longer need this level of 
care, but you may still need more rehabilitation. If you do, your rehab team will connect you to outpatient or community rehabilitation 
to help you to continue to recover.  
 

✓ Planning for discharge starts as soon as you arrive… 
Your rehab care team will decide how long you need to stay in the hospital.  They will work with you, your family, and homecare 
services (i.e., Ontario Health atHome) to help you return home with the support you need.  If you or your family/friends think you 
need to live in a setting that provides more support, it is important to discuss this with your team so they can explore options to 
support you transitioning back to the community.   

 

                                                           
20 Note: This is an adapted version of the Patient Information Letter originally disseminated to acute care membership and TC LHIN on July 3 2012. The original 
version was edited for plain language and approved by VPs of the Rehab/CCC hospitals as well as the Acute Care and Rehab / CCAC directors’ groups. This 
adapted version has been adapted to apply to inpatient rehab (i.e., it is not specific to Rehab/CCC hospitals). 
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Appendix B: Additional discharge planning considerations 
 

 

 

To be considered from date of admission through inpatient rehab stay 
 

 
 
 

Identification of 
Goals 

✓ The identification of rehab goals takes into account that rehabilitation can continue throughout the care continuum and as 
such, rehab goals specific to the inpatient setting are identified through a collaborative process with the patient/care 
partner 

 
✓ The process of identifying rehab goals includes education to the patient/care partner to promote realistic expectations for 

the inpatient setting 
 
✓ The identified goals should be specific, individualized and meaningful to the patient, measurable, attainable, realistic and 

timely and should also include a description of what the patient’s behaviour will be when the goal is achieved. 
 
✓ The identified goals are documented in the plan of care by the interprofessional team 
 

 
 
 
 
 

Community 
Resources 

 

If services are required upon discharge:   
✓ All services/supplies required to ensure safety within the home at time of discharge are available.  Team may request home 

safety assessment before patient goes home. 
 
✓ If services are not available within the home community or start of services will be delayed due to lengthy wait lists, 

alternate services to be considered in the interim (e.g. referral to services through Ontario Health atHome, Transitional 
Care Programs, private services).   

 
✓ Follow-up appointments arranged 
 
✓ If patient is referred to outpatient/ambulatory rehab, determine if patient has transportation to / from outpatient clinic 

and, if required, caregiver accompaniment for treatment sessions (e.g. patient requires assistance with toileting or other 
supervision) 

 
✓ If patient requires dialysis, then dialysis is arranged and/or transportation to dialysis is arranged 
 
 



 

Discharge Planning Guidelines / Feb 2025     Page | 10 

 

 

To be considered from date of admission through inpatient rehab stay 
 

 
 
 
 
 
 

Patient / Family / 
Home situation 

✓ Patient/ care partner has participated in and has been informed of discharge plan  
 
✓ Adequate family / social support is available to support a safe discharge home  
 
✓ Care Partner is aware of post-discharge appointments and/or other services needed 
 
✓ Care Partner is able to provide some assistance with self-care and instrumental needs if required 
 
✓ If needed, the home environment has been modified / adapted to accommodate the patient’s functional status and to 

reduce safety risks.  These may include: Ramps, handrails, raised toilet seat, assisted devices if applicable, equipment 
arranged (rented by patient/care partner)   

 
Note:  Where major modifications are required, recommendations have been made and the timeframe for implementation 
has been negotiated 
 
For patients discharged to CCC or LTC: 
✓ Complex care co-payment fees and LTC fees have been discussed with the patient/care partner 
 
✓ Patients and families are informed that discharge from CCC will be discussed if the patient’s medical situation requires less 

intensive care which can be managed in a LTC home. 
 

 


