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DISCHARGE 
& 


CARE COORDINATION
MODULE 7
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WHAT’S ON THE AGENDA?


2


 Discharge Planning


 Care Coordination


 Transitional Care Services


 Discharge


DISCHARGE PLANNING


3


 Preparing client to transition from current level of 


care


 Discussions should begin at the onset of 


treatment


 Conveys recovery is ongoing


 Empowers the client 


1


2
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DISCHARGE PLAN


4


 SUD counselor or LPHA to complete with each client


 Exception: unplanned discharge, such as loss of contact 


with client or client is transferred to a higher level of care. 


 Prepared within thirty (30) calendar days prior to the 


scheduled date of the last face-to-face                     


treatment with the client


 Signed by the client and counselor/LPHA
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DISCHARGE PLAN
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DISCHARGE PLAN
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CARE COORDINATION


7


 SUDPOH definition:


 Bringing together various providers and information 


systems to coordinate health services, client needs, and 


information to help better achieve the goals of treatment 


and care. 


CARE COORDINATION


8


 GOAL


 Provide a full continuum of service


 Meeting individualized needs at each phase


 The right service, at the right time, for the right 


duration, in the right setting.


 As client’s needs change, transitions occur either up 


or down within the continuum of care


CARE COORDINATION


9


 Based on WARM HANDOFF principles:


 Carefully coordinated transfer or linkage of a client to another program, 


entity, agency or organization


 Communication between concurrent service providers


 Direct conversation to provide critical information


 Include pertinent documents


 Occurs prior to the case closing at the current program


 Ideally, a joint session/meeting with providers and client


 WARM HANDOFF is considered complete after there is confirmation the 


client has engaged and initial appointment has occurred.
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CARE COORDINATION


10


 The last treating SUD provider is responsible for and must 


coordinate transitions


 All coordination of care activities must be documented within 


the client record


 Follow Missed Scheduled Appointments protocol as a means 


of continued client engagement and care coordination


 42 CFR: The SUD system of care encourages information 


sharing with the physical and mental health systems for 


improvement of care coordination and client health outcomes


TRANSITIONAL CARE SERVICES


11


 Helps facilitate warm handoffs & effective coordination of care by a program 


that is not currently treating the client:  EXAMPLES -


 Prior to admission, assessed by program, as documented  on ILOC, and 


client needs would be better met at a different level of care than is offered 


at that program.


 Assessment during client’s treatment, as documented on ASAM, indicates 


need for a different level of care


 To assist with warm hand off as a part of discharge planning related to 


transition form a hospital stay


 Post discharge from treatment to follow up with probation, collateral 


contacts or other treatment providers *with signed and valid 42 CFR 


compliant ROI


T.C.S CONT’D


12


 TCS are billable claims (CASE MANAGEMENT) under the following 


circumstances:


 The client has a primary SUD diagnosis (DSM-5)


 The client is not currently incarcerated


 The client is not currently enrolled in Recovery Services at a DMC-ODS 


program


 The service was provided by program staff who is a 


registered/certified/licensed counselor


 There is a progress note completed and signed within 7 days of the 


service by the program staff providing the service
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DISCHARGE


13


 Different reasons for discharge (SUDPOH Section D)


 Meets treatment goals/ready to transition


 Transfers/referrals 


 administrative discharge                                                                                   


(may require NOABD – see Grievance & Appeal                                                                                     


webinar and Section G of the SUDPOH for more details)


 Residential programs are required to notify OPTUM 


of discharge


 Discharge Summary for all clients (prior to closing episode)


DISCHARGE SUMMARY


14


 Completed for all clients regardless of discharge type


 When discharge is due to client being transferred to lower or 


higher level of care


 LPHA or counselor to complete discharge summary before 


thirty (30) calendar days from the last treatment service 


date.


 When discharge is due to client loss of contact with client


 LPHA or counselor to complete discharge summary within 


thirty (30) calendar days of the last face-to-face treatment 


contact with the client


DISCHARGE SUMMARY
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DISCHARGE SUMMARY, CONT’D
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17


DISCHARGE


 CalOMS


 Required by the State of California Department of Health Care 


Services (DHCS)


 Refer to SanWITS training and materials or the BHS SUD MIS 


Support Desk (SUD_MIS_Support.HHSA@sdcounty.ca.gov) for 


more information


WE’RE HERE TO HELP


 Quality Management (QM) Support Desk


QIMatters.HHSA@sdcounty.ca.gov


Other Resources:


 DHCS – www.dhcs.ca.gov


 Optum – www.optumsandiego.com


• County Staff & Providers > Drug Medi-Cal Organized Delivery 


System


 SUDPOH or SUDURM tabs


 Link to BHS DMC-ODS website


16
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Slide # Slide Heading Slide Narration Text 
1 Discharge & Care 


Coordination 
 


Welcome to DMC – ODS SUD documentation training focusing on discharge/discharge 
planning and care coordination. 
 


2 What’s on the 
agenda? 
 


On the agenda will be a discussion about discharge planning, care coordination, the new 
transitional care services, and discharge.   
 


3 Discharge 
Planning 


Discharge planning is the process of preparing the client to transition from the current 
services to another level of care, or out of treatment to the community and/or linkage of the 
client to essential community treatment, housing and human services.  
 
Generally speaking, discussions at the onset of treatment about the type of life the client 
wants after treatment not only helps establish treatment goals, but actually starts the 
discharge planning process from the start of treatment.  This ensures sufficient time to plan 
and prepare the client for change both during and after treatment, it also assists in conveying 
the concept that recovery is an on-going life process, not a single event or service. 
 
This also empowers the client.  Realizing at the beginning that recovery happens, that 
progress in addressing the problems bringing them into SUD treatment  is possible, and that 
they can sustain recovery in the community after treatment, with appropriate supports, helps 
motivate the client and instill a sense of hope for the future. 
 
With all of this in mind, let’s look at the formal discharge process that happens towards the 
end of treatment. 
 


4 
 
 


Discharge Plan 
 


As we previously indicated, the discharge planning process begins at intake.   
 
The discharge plan is developed with the client within thirty days prior to the anticipated 
discharge date.  And more precisely, this means the 30 days prior to the scheduled date of the 
last face to face contact with the client. 
 
There is one exception to this rule:  unplanned discharges, such as loss of contact with the 
client or the client is transferred to a higher level of care.  In these cases, no discharge plan is 
required. 
 
The plan details the client’s triggers and how to avoid relapse along with what support will be 
provided to the client after completing the program.  
 
The discharge plan is signed by the client and counselor/LPHA. 
 
We will see a copy of the discharge plan on the next two slides.     
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5 Discharge Plan Let’s look now at the discharge plan.   
 
While the Discharge Summary form is completed for all clients, the Discharge Plan is only 
completed with those clients who have not lost contact with the program and are actually 
making a transition out of the program.  The Discharge Plan details the client’s triggers, how 
to avoid a relapse after treatment, and also what supports the client has after completing the 
program.   
 
The Discharge Plan must be completed within 30 calendar days prior to the date of the last 
face-to-face treatment with the client, is developed by the client with counselor support, and 
reviewed with the client by the counselor.  The discharge plan may change as the client gets 
closer to discharge.  It is ok to have more than one discharge plan in the chart.   
 
The top half of page one on the Discharge Plan includes the required fields of client name, the 
planned date of discharge, and spaces to develop a written recovery and support plan. 
 
The recovery and support plan include things like describing the client’s discharge plan who 
their support system is, if they have a sponsor and how they’ll work together (if they’re 
working a 12-step program).  It includes details like what meetings they’ll attend, how often, 
and how they’ll get there.  Obviously, counselors should assist the client as needed to help 
develop their own, individualized discharge plan. 
 
The discharge plan includes: 
Client’s recovery and support plan –  


• clients discharge plan,  
• their support system (people they can call who they trust),  
• if they have a sponsor, if so what step are they on, if not, what is their plan of 


obtaining one 
• meetings they plan on attending 


 
Relapse Triggers 
How to avoid a relapse with these identified triggers.  This document should be one that the 
client can reference to help them get through challenging times, like periods of craving.  So 
what is written in this section should be given a lot of thought and discussed between the 
client and counselor. 
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6 Discharge Plan The Physical and Mental Health section of the plan is the space to write the client's plans for 


supporting continued physical and mental health needs.  Specifics about follow up 
appointments, doctor’s names and contact information, plans for staying healthy (including 
things like diet, exercise, or practices like meditation, deep breathing, prayer, etc.) can all be 
documented here.  This section is also where to write about recovery services if the client will 
be receiving these at your program (or another program) after completing treatment. 
 
The housing section will be for detailing living arrangements, and assessing if they are safe, 
comfortable and sober environments. 
 
Finally, the bottom half of page 2 on the Discharge Plan form is where the client and 
counselor document what the client will do for financial support, how they might continue 
their education or improve their job skills, and any legal issues or concerns still to be 
addressed after discharge from the program. 
 
The client and Counselor print and sign their names and date, and the client should be given a 
copy of the Discharge Plan (with the original kept in the Client’s file).  This is an important tool 
for the client to leave your program with, so providing a copy is required (and you must put a 
check box on the form indicating that you’ve done so).   
 


7 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Care Coordination Our next topic is care coordination. 
 
Prior to discharging a client from your program, there is opportunity to provide care 
coordination for them.   
Care Coordination guidelines can be found in SUDPOH section D.21 
 
The SUDPOH definition for care coordination is: bringing together various providers and 
information systems to coordinate health services, client needs, and information to help 
better achieve the goals of treatment and care. 
 
There is not a separate billing code for care coordination services, so these types of activities 
are billed to Case Management. 
 
Key components include: referrals and linkages, navigation, monitoring client’s progress, 
education and advocacy 
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8 Care Coordination Care coordination will be based on warm handoff principles: meaning, carefully coordinated 


transfer or linkage of a client to another program, entity, agency, or organization who will 
continue, add, or enhance services.  
 
Care coordination and continuity of care processes are crucial to clients’ successful navigation 
of the SUD organized delivery system and an integral part of engaging a client in treatment to 
reach individualized treatment plan goals.  
 
Programs should educate clients about the continuum of care in the initial stage of services as 
part of orientation to the County of San Diego DMC-ODS.  
 
Likewise, programs should encourage the client to see any community provider engaged in 
the client’s mental or physical healthcare as critical members of their care team.  
 
Programs should facilitate information sharing with team members such as primary care 
physicians and mental health practitioners, whenever proper consent allows for this best 
clinical practice.  
 
In this way, programs establish themselves as collaborators, with the client as well as with 
other providers within the greater SUD system and beyond. 
 
Expectations are made clear that as a client’s needs change, transitions occur either up or 
down within the continuum of care. 
 


9 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Care Coordination 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


This is a closer look at warm hand off principles. 
 
When a client is transitioning from one level of care to another at a different program, care 
coordination will be based on warm handoff principles:  
 
We briefly talked about this on the last slide… these are carefully coordinated transfer or 
linkage of a client to another program, entity, agency, or organization who will continue, add, 
or enhance services.  
 
For example:  
When a client is being transferred/referred to another program for Recovery Services, the 
new program admission process will be to conduct care coordination between previous 
program and current program.  
 
Prior to discharge from the current treatment program, staff should make a phone contact to 
schedule an appointment for intake at the new program and relay any relevant discharge 
information.  Transition to Recovery Services should occur within 10 calendar days from 
discharge from the current treatment program.  
 
More information about Recovery Services can be found on our Recovery Services webinar. 
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10 Care Coordination 


 
 
 
 
 
 
 
 
 
 
 
 
 


The last treating SUD provider is responsible for and must coordinate transitions. 
 
All coordination of care activities must be documented within the client record. 
 
Programs shall follow the Missed Scheduled Appointments protocol as a means of continued 
client engagement and care coordination.  
 
This applies to new referrals so that the protocol would be (contacting the client within one 
business day by a clinical staff when the client does not show for a scheduled first 
appointment).  The protocol for current clients is (contacting the client within one business 
day by clinical staff when missing a scheduled appointment without a call to reschedule). 
  
Please note that clients with recent elevated risk factors should be contacted by clinical staff 
on the same day as the missed scheduled appointment. 


11 Transitional Care 
Services 


Transitional Care Services (TCS) are defined as services that assist clients in successfully 
navigating transitions in care, prior to admission or post-discharge from a level of care. As 
these services will now be DMC billable, TCS replaces the previous “Assessed Not Admitted” 
process described in the Quality Management Memo dated October 18, 2018.  
 
So, TCS Helps facilitate warm handoffs & effective coordination of care by a program that is 
not currently treating the client:  some EXAMPLES include-  
 
When prior to admission the client is assessed by program, as documented on ILOC, and the 
client needs would be better met at a different level of care than is offered at that program. 
 
OR 
 
Assessment during client’s treatment, as documented on ASAM, indicates need for a different 
level of care 
 
OR  
To assist with warm hand off as a part of discharge planning related to transition from a 
hospital stay 
 
AND  
 
Post discharge from treatment to follow up with probation, collateral contacts or other 
treatment providers *with signed and valid 42 CFR compliant ROI 
 12 T.C.S. cont’d TCS are billable claims (CASE MANAGEMENT) under the following circumstances: 


• The client has a primary SUD diagnosis (DSM-5) 
• The client is not currently incarcerated 
• The client is not currently enrolled in Recovery Services at a DMC-ODS program 
• The service was provided by program staff who is a registered/certified/licensed 


counselor 
• There is a progress note completed and signed within 7 days of the service by the 


program staff providing the service 
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13 Discharge While general discharge discussions start at the onset of treatment, the formal discharge 
process is the final step in the treatment process.  
 
There are different reasons that a client may be discharging from a program and section D of 
the SUDPOH explains them in detail.   
The first reason is the ideal – the client reaches their treatment goals and is ready to 
transition.  In this scenario, discharge is meant to be the process to prepare the client for: 
referral into another level of care, post treatment return or reentry into the community, 
and/or the linkage of the individual to essential community treatment, housing and human 
services. This type of discharge is a voluntary discharge, mutually agreed upon by the client 
and the program. 
 
Another type of voluntary discharge happens when a client may not be making progress in a 
current level of care and/or is assessed as having a higher level of need than the current 
program can address.  When the client agrees, the program may discharge and transfer or 
refer the client to different programs or services.   
 
Sometimes discharge happens involuntary or as an administrative function.  For example, the 
client refuses to comply with treatment recommendations or drops out of treatment.  Please 
note: the client’s treatment episode is not required to be closed unless there has been more 
than a thirty (30) calendar day lapse in treatment services (for outpatient) and more than 7 
days in Residential.  (When involuntary discharges happen, your program may be required to 
send the client a Notice of Adverse Benefits Determination Notice, also called a “NOABD”.  
(Please review the Grievance and Appeal webinar and Section G of the SUDPOH for more 
information on this topic). 
 
When a client is discharging from SUD services and transition to another program is not 
indicated, programs must offer recovery services when determined to be medically necessary 
for the client.  
 
It is important to relay that we do not encourage administratively discharging clients for 
having a relapse.  The programs should have a relapse plan in place for clients.  This should 
include information on how the relapse will be handled in such a way the client can re-engage 
in treatment and recovery. 
 
Also of note: Residential programs are required to notify OPTUM of discharges.  This enables 
OPTUM to keep an accurate account of bed availability. 
 
Lastly, a discussion should take place about the discharge plan including referring client to 
Recovery Services. 
 
Regardless of the type of discharge, a Discharge Summary is to be completed by the provider 
unless the client is transferred to another level of care within the same SUD program.   
The Discharge Summary should be completed prior to closing the treatment episode.   
 
Let’s look at the Discharge Summary form next. 
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14 Discharge 


Summary 
A discharge summary is completed for all clients. 
 
For clients who are transitioning out of the program to a lower or higher level of care, the 
LPHA or counselor completes the discharge summary form before 30 calendar days from the 
last treatment service date. 
 
For clients who have stopped coming to treatment, the LPHA or counselor completes the 
discharge summary within 30 calendar days of the last face-to-face treatment contact with 
the client.   
 
On the next few slides we will review all the fields on the discharge summary form. 
 


15 Discharge 
Summary 


As we previously stated, the Discharge Summary is a required form in the client file.  It is 
completed within 30 days of the date of the program’s last face-to-face treatment contact 
with the client.   
 
Looking at the top half of the first page, you’ll see that required elements of the form include 
the client name and ID number, admission date, and the Discharge Date (which is the date of 
the last treatment visit and should match the SanWITS discharge date). 
 
Also required is a narrative treatment summary, and the form itself has prompts to help guide 
you through writing this section.  This narrative treatment summary must include a summary 
of the client’s presenting problems, the treatment provided, and outcome.  You also must 
include: 


• Current alcohol and/or other drug usage  
• Living situation at discharge  
• Legal status/criminal activity  
• Vocational/educational achievements  


 
If one element of the requirements is not applicable, list it and state “N/A” or “Not 
applicable.”  For example, if a client had no legal status or criminal activity during treatment 
or at the time of discharge, you’d write “Legal status/criminal activity – N/A.” 
 
The bottom half of the first page of the Discharge Summary is where you’ll document Health 
and Medical as well as Employment and Income information. 
 
In the Health & Medical section:  


• Was the client on prescribed medication at time of discharge?  If yes, mark the box 
and list the medications and dosages 


• Did the client provide documentation of a completed physical exam with the past 12 
months?  Mark yes or no as appropriate. 


• Was the client’s PCP notified of the discharge?  Again, mark the appropriate answer – 
yes or no. 


 
(slide 15 continued on next page) 







Discharge and Care Coordination Webinar Transcript 
 
 


May 2020 


Slide # Slide Heading Slide Narration Text 
15 Discharge 


Summary 
In the Employment & Income section, consider: 


• At the time of discharge, is the client employed?   
• In a structured employment preparation program?   
• Enrolled in a formal education setting?   
• Or enrolled in an eligibility program such as SSI? 


 
16 
 


Discharge 
Summary, Cont’d 


The second page of the Discharge summary starts with: 
the Care Coordination section.  Here, you will list any other providers working with the client 
at discharge (or mark N/A if it does not apply).  In this section, you should answer the 
following questions: 
 
• Did client meet medical necessity for another level of care at the end of treatment with your 
program?  If yes, did you provide a warm hand-off to that other level of care?  If yes, explain 
in the Discharge Recommendations/Referrals section below the questions.  
 
Also answer: 


• Was client referred and provided recovery services at the end of treatment with your 
program? 


And list your discharge recommendations, including transfers/referrals/linkages made. 
 
Then the Discharge section.  This includes: 
 
• What is the client’s prognosis at time of discharge and why? 
 
Next: The reason for discharge 
• If discharge was involuntary; programs must notify the clients of their Title 22 Fair Hearing 
Rights, and provide them with the Notice of Adverse Benefit Determination  
 
On the bottom section of page 2 of the discharge summary form, the laws for SUD treatment 
in the State of California require you to document the likely course of the client’s SUD 
diagnosis.  This is referred to in formal terms as the client’s “prognosis,” and it is rated either 
Good, Fair or Poor.   
 
Generally speaking, factors such as ability to maintain sobriety, any other conditions (such as 
physical or mental health concerns) and how well they’re managed, and the number of 
resources and supports a client has at the time of discharge helps determine the client’s 
prognosis.  
 
Someone who has maintained sobriety throughout treatment at your program, who has 
established community supports (such as a support group, sponsor, etc.), has their housing, 
physical and mental health needs met, among other factors, would have a better prognosis 
than a client who did not have such factors. 
 
(slide 16 continued on next page) 
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16 
 


Discharge 
Summary, Cont’d 


Once you’ve determined the rating for prognosis, explain the factors that helped you reach 
that conclusion in the space indicated on the form.   
 
In the Reasons for Discharge section, mark the appropriate box that applies to the client’s 
situation.  Please note – this must match the reason for discharge that is entered into 
SanWITS. 
 
Answer the question for involuntary discharges if the Grievance/Appeal process and Notice of 
Adverse Benefit Determination (NOABD) were given.  This applies to clients with Drug Medi-
Cal Only. Please review the Grievance and Appeal webinar and Section G of the SUDPOH for 
more information on this topic. 
 
In the “Client Comments” section, document any client comments at the time of discharge 
that would be relevant to keep record of in the client’s chart.  If you are completing this form 
for a client with whom the program lost contact, note that in this section. 
Finally, the counselor completing the discharge summary must sign and date the form.  
 


17 Discharge We have reached the last piece of this process. 
Which is the completion of the CalOMS discharge in SanWITS.  This is a DHCS requirement, 
but it is beyond the scope of this workshop.  Please refer to your SanWITS training or the BHS 
SUD MIS Support Desk for additional information on how to complete the CalOMS discharge. 
 


18 We’re Here to 
Help 


This is a list of resources for your convenience. 
 
Thank you for watching this County of San Diego DMC-ODS webinar on Discharge Planning, 
Care Coordination and Discharge.   


 







