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AARC Clinical Practice Guideline 

Discharge Planning for the Respiratory Care 
Patient 

DPRP 1.0 PROCEDURE: 

Development and implementation of a comprehensive plan for the safe 
discharge of the respiratory care patient from a health care facility and 
for continuing safe and effective care at an alternate site. 

DPRP 2.0 DESCRIPTION: 

The discharge plan is the mechanism that guides a multidisciplinary 
effort to achieve the successful transfer of the respiratory care patient 
from the health care facility to an alternate site of care. 
Implementation of the discharge plan is used to assure the safety and 
efficacy of the continuing care of the respiratory care patient.(1-10) 

The discharge plan includes: 1) evaluation of the patient for the 
appropriateness of the discharge; 2) determination of the optimal site 
of care and of patient-care resources; and 3) determination that 
financial resources are adequate. 

DPRP 3.0 SETTING: 

The discharge plan can be developed at any site at which the 
respiratory care patient resides. 

DPRP 4.0 INDICATIONS: 

Discharge planning is indicated for all respiratory care patients who are 
being considered for discharge or transfer to alternate sites including 
the home. The alternate site may provide a higher or lesser level of 
care (depending on the patient's condition). The discharge plan should 
always be developed and implemented as early as possible prior to 
transfer.(11-13) 

DPRP 5.0 CONTRAINDICATIONS: 
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There are no contraindications to the development of a discharge plan. 

DPRP 6.0 HAZARDS/COMPLICATIONS: 

Undesirable and/or unexpected outcomes may occur if the patient is 
discharged prior to the full implementation of the discharge plan. An 
undesirable and unexpected patient outcome may be a hazard or 
complication of the discharge plan; however, not all undesirable 
outcomes can be attributed to the discharge planning process but may 
be a result of the natural course of the disease or other factors beyond 
the control of the discharge planning process. 

DPRP 7.0 METHOD: 

Discharge planning and implementation should begin as early as 
possible. The complexity of the plan is determined by the patient's 
medical condition, needs, and goals. Members of the discharge 
planning team and their responsibilities should be identified and a 
coordinator specified. The steps in the planning process are: 

7.1 Patient evaluation:(2,8,11,14-16) 
7.1.1 The patient's medical condition 
7.1.2 The respiratory and ventilatory support required.(1,11,17) 
7.1.2.1 Mechanical ventilation 
7.1.2.1.1 Type, method of application, and duration 
7.1.2.1.1.1 Positive-pressure, negative-pressure, or other (eg, 
pneumatic belt, rocking bed, diaphragm pacer) 
7.1.2.1.1.2 Invasive (via tracheostomy) or noninvasive (all methods 
that do not include tracheostomy) 
7.1.2.1.1.3 Continuous--requiring > or = 20 hours of ventilator 
assistance per day(18) or noncontinuous, which may be nocturnal only 
(requiring assistance only during hours of sleep) or other--requiring > 
8 but < 20 hours of ventilator assistance per day. 
7.1.2.2 Other respiratory care and equipment: 
7.1.2.2.1 Oxygen therapy 
7.1.2.2.2 Aerosol therapy 
7.1.2.2.3 Airway clearance therapy 
7.1.2.2.4 Monitoring and diagnostic procedures 
7.1.2.2.5 Treatment for sleep-disordered breathing 
7.1.3 The patient's physical and functional ability, including acute and 
chronic neuromuscular conditions, other conditions, and activities of 
daily living.(1,12,14) 
7.1.4 The patient and family's psychosocial condition 
7.1.5 The patient and family's desires for medical and ventilator 
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care.(1,12,19-22) 
7.1.6 The goals of care(1,5,11,14,23) from the perspective of the 
patient and family, the patient's physician, the health-care 
professionals who have and will be involved in the patient's care, and 
the bedside caregivers. 
These may include: 
7.1.6.1 treatment of acute medical conditions; 
7.1.6.2 weaning; 
7.1.6.3 rehabilitation; 
7.1.6.4 assurance of optimal quality of life. 
7.2 Site evaluation for continuing care 
The primary factors to be considered in site determination are the 
goals and needs of the respiratory care patient. These goals and needs 
should be met in an optimal and cost-effective manner using the 
resources available at the alternate site.(1,3,5,8,11,22,24-30) 
Possible sites for the respiratory care patient include acute, 
intermediate, and long-term care facilities, such as long-term acute, 
subacute, rehabilitation, skilled nursing facilities, and home. The 
respiratory care patient may transition among the sites according to 
changing medical condition. 

The site must be evaluated for available resources: 
7.2.1 Personnel 
7.2.1.1 The staff of the selected health-care facility 
7.2.1.1.1 must clearly demonstrate and have documented (by the 
time of discharge) the competencies required for the patient's 
ventilatory and respiratory needs; 
7.2.1.1.2 must be able to provide other health-care services as may 
be indicated (eg, occupational and physical therapy). 
7.2.1.1.3 must be adequate for 24-hour coverage; 
7.2.1.2 For discharge to the home: 
7.2.1.2.1 The ability of the caregivers to learn and perform the 
required care must be evaluated. 
7.2.1.2.2 The caregivers must clearly demonstrate and have 
documented (by the time of discharge) the competencies required for 
caring for the specific patient. 
7.2.1.2.3 Availability of caregivers (lay and professional) for each 24-
hour period must be assured. 
7.2.2 The chosen site must be capable of operating, maintaining, and 
supporting the equipment required by the patient's medical condition. 
This should include both respiratory and ancillary equipment and 
supplies as needed, such as the ventilator, suction, oxygen, 
intravenous therapy, nutritional therapy, and adaptive 
equipment.(1,14) 
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7.2.3 Physical environment--The physical environment must be 
evaluated for safety and suitability. It should be(1,2,8,14, 20,31,32) 
free of fire, health, and safety hazards; provide adequate heating, 
cooling, and ventilation; provide adequate electrical service; provide 
for patient access and mobility with adequate patient space (room to 
house medical and adaptive equipment) and storage facilities. 
7.3 Financial resources--Financial resources must be identified at the 
beginning of the discharge process. Lack of funding or inadequate 
funding impacts the entire discharge plan and can determine the care 
site.(1,2,5,6,8,11,16,19,20-22,25,27,28,33) It is essential to 
determine sources and adequacy of funds for alternate-site care, 
medical equipment and supplies, the required medical personnel, any 
modifications necessary to environment, and ongoing medical care. 
7.4 Development of the plan of care--A multidisciplinary plan of care is 
developed based upon the evaluation of the patient's needs and goals. 
The plan should be consistent with recommended practices and 
guidelines for the patient's condition.(1,6,8,10,11,14,19,20,34,35) Key 
elements should include delineation of 
7.4.1 plan for integration into the community; 
7.4.2 plan for patient self-care as appropriate; 
7.4.3 roles and responsibilities of team members for daily care 
management; 
7.4.4 documented mechanism for securing and training additional 
caregivers; 
7.4.5 alternative emergency and contingency plans; 
7.4.6 plan for use, maintenance, and troubleshooting of equipment; 
7.4.7 plan for monitoring and appropriately responding to changes in 
the patient's medical condition; 
7.4.8 medication administration; 
7.4.9 method for ongoing assessment of outcomes; 
7.4.10 time frame for implementation; 
7.4.11 method to assess growth and development of pediatric 
patients; 
7.4.12 follow-up (eg, medical, respiratory care); 
7.4.13 mechanism for communication among all members of 
healthcare team. 
7.5 Education and training with clear demonstration and 
documentation of competencies must occur prior to discharge. 
Education and training must address key elements of the plan of 
care.(1,2,6-9,17,22,27,28,30,33,36-38) 
7.6 Limitations of method: 
Barriers to full implementation and discharge may occur due 
to(1,25,30,34,39) 
7.6.1 patient's medical condition; 
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7.6.2 lack of availability of appropriate site; 
7.6.3 lack of financial and patient care resources; 
7.6.4 patient/family desires and cooperation; 
7.6.5 failure to identify all pertinent problems or needs (including 
problems stemming from language or other barriers to 
communication). 
DPRP 8.0 ASSESSMENT OF NEED: 

All patients with a primary respiratory diagnosis should be assessed for 
the need for a discharge plan. 

DPRP 9.0 ASSESSMENT OF OUTCOME: 

The desired outcome of the discharge plan is determined by(19,40) 
9.1 no re-admission to an alternate care site due to discharge plan 
failure; 
9.2 satisfactory performance of all treatments and modalities by 
caregivers as instructed; 
9.3 caregivers' ability to assess the patient, troubleshoot, and solve 
problems as they arise; 
9.4 the treatment's meeting the patient's needs and goals; 
9.5 the equipment's meeting the patient's needs; 
9.6 the site's providing the necessary services; 
9.7 the patient and family's satisfaction. 
DPRP 10.0 RESOURCES: 

The discharge planning process requires(1,3,5-8,16,22,31) 
10.1 a written discharge plan that clearly delineates 
10.1.1 the educational materials, training aids and assessment tools; 
10.1.2 the amount of time anticipated to complete the process and 
discharge the patient; 
10.1.3 team member access to patient and family for information 
gathering and training; 
10.1.4 the source and limits of funds to implement the plan. 
10.2 physical and financial support adequate to implement the 
discharge plan. 
10.3 personnel.(1,3,5-8,16,22,31) One member of the team with 
particular expertise in respiratory care(1,5,16,22) should be 
designated to coordinate the efforts of all team members. 
10.3.1 patient; 
10.3.2 family and/or caregiver (lay or professional); 
10.3.3 physician; 
10.3.4 nurse; 
10.3.5 respiratory care practitioner; 

RETIR
ED



10.3.6 medical equipment provider; 
10.3.7 social worker; 
10.3.8 physical, occupational, and speech therapist, as indicated by 
patient condition; 
10.3.9 case manager; 
10.3.10 nutritionist; 
10.3.11 representative of the alternate site. 
DPRP 11.0 MONITORING: 

The discharge plan coordinator and the physician should monitor the 
progress of the discharge plan.(22) Each team member should 
participate in regularly scheduled team conferences to assess the 
progress of the discharge plan. Modifications may be made according 
to the individual patient's goals and needs. 

DPRP 12.0 FREQUENCY: 

The discharge planning process should be developed, reviewed, 
modified, and implemented whenever the patient is considered for 
transfer to an alternate site. 

DPRP 13.0 INFECTION CONTROL: 

The presence of transmissible infection and the presence of 
compromised immunity in the patient should be taken into 
consideration when discharge planning is undertaken. Appropriate 
steps to protect patient, caregiver, and family should be incorporated 
into the plan of care,(41,42) including provision for age-and condition-
specific immunizations.(43) 

Respiratory Home Care Focus Group: 
Peggi Robart RRT RCP, Chairman, Boston MA Barry J Make MD, Denver 
CO Susan L McInturff RRT RCP, Bremerton WA Dennis W Tureson Sr 
RRT CRTT, Minneapolis MN Melissa P Weimer RRT, McKeesport PA 
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