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Learning Objectives

1. Explain the current CMS worksheet on discharge planning.

2. Discuss revisions to the CMS discharge planning
worksheet.

3. Explain new and revised standards, regulations, and laws
put forth by CMS, TJC and the federal government.

4. Evaluate compliance requirements and penalties.

3]
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The Conditions of Participation (CoPs)
= Regulations first published in 1986

» CoP manual updated February 14, 2014 and 456
pages long

» Tag numbers are section numbers and go from
0001 to 1164

= First regulations are published in the Federal
Register then CMS publishes the Interpretive
Guidelines and some have survey procedures 2

» Hospitals should check the CMS Survey and
Certification website once a month for changes

1www.iioaecess.ﬁov/fr/index.h'[ml waw.cms.hhs.iov/SurveiCertificationGenInfo/PMSR/Iist.asE

Location of CMS Hospital CoP Manuals

Medicare State Operations Manual
Appendix

= [Each Appendix 2 a separate file that can be accessed directly
from the SOM Appendices Table of Contents, as applicable.

» The appendices are In POF format, which is the format generally
wged in the 10M to display files. Click on the red button in the
Download” column bo see any available fike in PDF

= To retumn to this page after opening a POF file on your deskkop.
wge the browser "back® button. This s because closing the file
usually will also close mast browsers
CMS Hospital CoP Manuals new address
www.cms.hhs.gov/manuals/downloads/som107 Appendixtoc.pdf

App. | Description FDF
Ho. File
I3 Haspitals W 5 "

A, Psychiatric Hospitals ® o6 ke
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CMS Hospital CoP Manual

State Operations Manual
Appendix A - Survey Protocol,
Regulations and Interpretive Guidelines for Hospitals

Table of Contents
(Rev. 103, 02-14-14)

Transmittals for Appendix A

Survey Protocol
Introduction
Task 1 - Off-Site Survey Preparation
Task 2 - Entrance Activities
Task 3 - Information Gathering/Investigation
Task 4 - Preliminary Decision Making and Analysis of Findings
Task 5 - Exit Conference
Task 6 — Post-Survey Activities
Psychiatric Hospital Survey Module
Psychiatric Unit Survey Module

NN N N N __mA_ a1

CMS Survey and Certification Website
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Policy & Memos to States and Regions
CMS Survey and Certificati . gui 3 ificati and i ions to State S A ies and
CMS Regional Offices.
Show entries: [10 [~
Filter On: |
Title < Memos o  Lostng Eiscal
Date - Year <
Access to St (CMS-2567) on the Web for
Skilled Nursing Fa ies. Mursing Facilities. Hospitals. & Critical 13—21- ALL 2013-03-22 2013
Access Hospitals
AHRQ Common Formats - Information for Hospitals and State Surnvey 1319
A : _ s - R i f
(SAs) - C Patient Safety Using HosPiTALs | 2013-03-15 2013
AHRQ Common Formats
Guid for Hospitals. Critical Access Hospitals {(CAHs) and ST
A Surgical Centers (ASCs) Related to Various Rules ~USAsU® 209303415 2013
Py o n Care
13-14-ALL 2013-03-08 2013
Nureing Facilition (MEs 13-15-NH 2013-03-08 2013
F tag 155— Adhy Directi Revised Ad Copy 13-16-NH 2013-03-08 2013
F tag 322 _Naso-Gastric Tubes - Revised Advance Copy 13-17-NH 2013-03-08 2013
5 5
Revised Roll-Out of the New End Stage Renal Disease (ESRD) Core T
Surney Process
Notice -Minth O i i Ba Check P
r— ec 13-12- NH 2013-03-01 2013
Funding
Information Only: New Dining St of Practice R
rmation Only New Dining are 13-13-NH 2013-03-01 2013 ]
Available Mow
< >
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Access to Hospital Complaint Data

= CMS issued Survey and Certification memo on
March 22, 2013 regarding access to hospital
complaint data

*» Includes acute care and CAH hospitals
= Does not include the plan of correction but can request

= Questions to bettercare@cms.hhs.com

= This is the CMS 2567 deficiency data and lists the
tag numbers

= Will update quarterly

= Available under downloads on the hospital website at www.cms.gov

Access to Hospital Complaint Data

» There is a list that includes the hospital’'s name and
the different tag numbers that were found to be out
of compliance

-
=y

= Many on restraints and seclusion, EMTALA, infection
control, patient rights including consent, advance
directives and grievances

= Two websites by private entities also publish the
CMS nursing home survey data and hospitals

= The ProPublica website

» The Association for Health Care Journalist (AHCJ)

websites

3/19/2014



Access to Hospital Complaint Data
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Deficiency Data Discharge Planning

Tag Section Nov 2013 Jan 2014
Number

799 Discharge Planning (DP) 20 20

800 DP Evaluation 25 25

806 DP Needs Assessment 58 58

807 Qualified DP Staff 8 8

810 Timely DP Evaluation 12 12
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Deficiency Data Discharge Planning

Tag Section Nov 2013 Jan 2014
811 Documentation & Evaluation 15 16

812 Discharge Planning 3 3

817 Discharge Plan 26 28

819 MD Required DP 3 3

820 Implementation of DP 53 53

Deficiency Data Discharge Planning

-
o

Tag Section Nov 2013 Jan 2014
821 Reassess DP 37 49
823 List of HH Agencies 28 31
837 Transfer or Referral 37 38
843 Reassess DP Process 30 30

Total 355 Total 364
- ® ]
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Discharge Planning Memo

= CMS issues 39 page memo on May 17, 2013 and final
transmittal July 19, 2013 and in current manual

= Revises discharge planning standards

* Includes advisory practices to promote better patient
outcomes

= Only suggestions and will not cite hospitals

= Call blue boxes
= The discharge planning CoPs have been reorganized
= A number of tags were eliminated

= The prior 24 standards have been consolidated into 13

Discharge Planning Revisions

DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 212441850

CENTERS FOR A mVICES

EDICARE & MEDICAID SE

Center for Clinical Standards and Quality/Survey & Certification Group

Ref: S&C: 13-32- HOSPITAL

DATE: May 17, 2013 e .
) www.cms.gov/SurveyCertificati
TO: State Survey Agency Directors .
) onGenlinfo/PMSR/list.asp#Top
FROM: Director

Survey and Certification Group Ofpage

SUBJECT: Revision to State Operations Manual (SOM). Hospital Appendix A - Interpretive
Guidelines for 42 CFR 482.43, Discharge Planning

v

= Discharge i Graaic Revised: SOM H ital A dix A has been revised to
update the guidance for the discharge planning Condition of Participation (CoP).

* Advisory Boxes: Included in the updated interpretive guidelines are “blue boxes.” to
display advisory practices to promote better patient outcomes. The information found in
these advisory boxes is not required for hospital compliance but only resurce information
or references for process improvement.

- oy ing Ervi (ASPEN) Tags: ASPEN Tags for discharge
planning CoPs have been reorganized. A number of tags were eliminated. These changes
were made in 2012,




Discharge Planning Transmittal July 19, 2013

~ - Department of Health &
CMS Manual System Huwman Services (DHHS)
Pub. 100-07 State Operations Centers for Medicare S5
Provider Certification NMedicaid Services (CMS)

Transmittal 87 Date: July 19, 2013

SUBJECT: Revised Appendix A, Interpretive Guidelines for Hospitals, Condition of
Participation: Discharge Planning.

I. SUMMARY OF CHANGES: Clarification is provided for the provisions of 42 CFR
482.43, concerning discharge planning. Several “Tags® within this CoP guidance have a
been consolidated. but there are no changes to the regulatory text.

NOTES:
Tag A-0808 is deleted. Content combined with Tag A-0806
Tag A-0809 is deleted. Content combined with Tag A-0806
Tag A-0817 is deleted. Content combined with Tag A-0818
Tag A-0822 is deleted. Content combined with Tag A-0820
Tag A-0824 is deleted. Content combined with Tag A-0823
Tag A-0825 is deleted. Content combined with Tag A-0823
Tag A-0826 is deleted. Content combined with Tag A-0823
Tag A-0827 is deleted. Content combined with Tag A-0823
Tag A-0828 is deleted. Content combined with Tag A-0823
Tag A-0829 is deleted. Content combined with Tag A-0823
Tag A-0830 is deleted. Content combined with Tag A-0823
Tag A-0831 is deleted. Content combined with Tag A-0823
Exhibit XX is deleted, renamed Exhibit 353 and moved with other SOM Exhibits

CMS Worksheet

Discharge Planning

CHECK WSY

3/19/2014
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CMS Hospital Worksheets Third Revision

= First, October 14, 2011 CMS issues a 137 page
memo in the survey and certification section

» Memo discusses surveyor worksheets for hospitals
by CMS during a hospital survey

» Addresses discharge planning, infection control,
and QAPI

= Second, it was pilot tested in hospitals in 11 states
and on May 18, 2012 CMS published a second
revised edition

= Piloted test each of the 3 in every state over summer 2012

CMS Hospital Worksheets

= Next, November 9, 2012 CMS issued the third
revised worksheet which was 88 pages

~
8

= Third pilot was non-punitive and will not require
action plans unless immediate jeopardy is found

= CMS assigned a specific number of surveys using
all three tools for each state in 2013

= March 2014, CMS comes out with the final revised
worksheet for discharge planning

= [n the process of revising the infection control and
QAPI worksheet also

3/19/2014
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CMS Hospital Worksheets

» Have selected hospitals in each state and will
complete all 3 worksheets at each hospital in
2014

= Money in the budget if the state agencies wants
to do more than the assigned number

= This is the final evaluation tool and in 2014 will
use whenever a CMS survey such as a
validation survey is done

= Hospitals should be familiar with the three
worksheets

3]
Third Revised Worksheets

DEPARTMENT OF HEALTH 2 HUM AN SERWCES

Centers for hedicars 2 hiedicaid Serwices
Center Tor Clini cal Stand ands and Qual ity Survey 3 Certificaion Gmup

FEOD Security Boulevard .Ml Rop C2-21-18
Batimore, Maryland 21244 1250

REF: 5&C: 13-03-Hospial
DATE: Ddovemb exr 9, 2012

To: State Survey Agenex Dies | WWW.CMS.goOV/SurveyCertificationGe
FR OM: Directar ninfo/PMSR/list.asp#TopOfPage

Survesd Cetification Croup

SUBJECT: Patient SafetwIndtattce FY 2013 Pilot Phase — Fesvised Draft Swresor Worksheets

Menworandun

+  Patient Safety Fitiative: The Centers for Medicare & Iedicaid Service s { SIS is
continuing to test revised surve sor worksheets for assessing compliance with three hospital
Clonditions of Participation (CoPs): uality fsse ssren t and Ferformance Irnproverment
QA PTY, Infec on Control, and Discharge Planning. We are focusing on co mpliance with
(s BlmiFs o o s e reeiee e o s e femes (FLEC), incTn ding
healthoare associated infectons (FATs), and preve ntable re adraissions.

+  Dran Porksheets Made Public: Wia this memorandura we are making the revissd draft
wrodksheets publiclyavailable. fs was the case presdcusly, there znay be additional mewisons to
the worksheets at the end of FY¥ 2013,

Patient Safety Initiatir e Filot Phase

The Survew & Certific ation Group (SOG) Patient Safety Initiative is continuing to pilot test three
revised surveynr worksheets designed to hslp surveyors assess compliance with the hospital
CoPe for QAFI, infection control, and discharge planning. InS&C-12-01 released October 14,
2011 and in S&C-12-32 released Ivlay 18, 2012, we made available to the public copies oF the
initial and rewvised drafl surve yor worksheets. These worksheets were used during the pre-test
and pilot phases of the SCG initiative, from September 2011 through Septeriber 2012

3/19/2014
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Final Discharge Planning Evaluation Tool

Centers for Medicare & Medicaid Services
HOSPITAL PATIENT SAFETY INITIATIVE (PSI)
FY 2014 DRAFT RISK EVALUATION TOOL

Discharge Planning

Hospital name: ]

CMS Hospital Worksheets Goals

= Goal is to reduce hospital acquired conditions
(HACSs) including healthcare associated infections

= Goal to prevent unnecessary readmission and
currently 1 out of every 5 Medicare patients is
readmitted within 30 days

= Many hospitals (66%) financially penalized after
October 1, 2012 because they had a higher than
average rate of readmissions (forfeited 280 million
in 2013 and 217 million in 2014)

» The underlying CoPs on which the worksheet is
based did not change

‘

3/19/2014
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CMS Hospital Worksheets

= However, some of the questions asked might not be
apparent from a reading of the CoPs

= A worksheet is a good communication device

= |t will help clearly communicate to hospitals what
Is going to be asked in these 3 important areas

= Hospitals might want to consider putting together a
team to review the 3 worksheets and complete the
form in advance as a self assessment

= Hospitals should consider attaching the
documentation and P&P to the worksheet

o |
Hospital Patient Safety Initiative PSI

= This would impress the surveyor when they came to
the hospital

» The PSI worksheet is used in new hospitals
undergoing an initial review and hospitals that are
not accredited by TJC, DNV, or AOA who have a
CMS survey every three or so years

» The Joint Commission (TJC), American Osteopathic
Association (AOA) Healthcare Facility Accreditation
Program, CIHQ, or DNV Healthcare

= |t would also be used for hospitals undergoing a
validation survey by CMS

3/19/2014
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CMS PSI Hospital Worksheets

» The regulations are the basis for any deficiencies
that may be cited and not the worksheet per se

» The worksheets are designed to assist the
surveyors and the hospital staff to identify when
they are in compliance

= Will not affect critical access hospitals (CAHS) but
CAH would want to look over the one on Pl and
especially infection control

= Questions or concerns should be addressed to
Mary Ellen Palowitch at PFP.SCG@cms.hhs.gov

CMS Hospital Worksheets

= First part of the risk evaluation tool includes
identification information and is 15 pages

N
B8

= Called the Hospital Patient Safety Initiative or PSI

= Name of the state survey agency which in most
states is the department of health under contract by
CMS

= In Kentucky it is the OIG or Office of Inspector
General

= |t will ask for the name and address of the
hospital, CCN number, and date of the survey

3/19/2014
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Centers for Medicare & Medicaid Services
HOSPITAL PATIENT SAFETY INITIATIVE (PSI)
FY 2014 DRAFT RISK EVALUATION TOOL

Discharge Planning

Name of State Agency.

Instructions: The following is a list of items that must be assessed during the on-site survey, in order to determine compliance with the Discharge
Planning Condition of Participation. Items are to be assessed by a combination of interviews, observation, review of the hospital’s discharge planning program
documentation including policies and procedures, and review of medical records.

The interviews should be performed with the most appropriate hospital staff person(s) for the items of interest, as well as with patients, family
members, and support persons.

Please submit completed form by clicking the Submit Form button at the top of the page or by attaching the form to an email to Hospital_DC@Acumeni LLC.com.

Section 1 Hospital Characteristics

1. Hospital name: [ |

2. CMS Certification Number (CCN): | | | | ‘ ‘ |

3. Date of site visit:

N I I

Discharge Planning Worksheet P&P

= |s there a discharge planning process for certain
categories of outpatients such as observation, ED
patients and same day surgery patients?

= Could add questions to the assessment tool and
include in questions asked in pre-admission tests
for OP surgery

= Are discharge P&P in effect for all inpatients?

= |s there evidence on every unit that there is
discharge planning activities?

= Are staff following the discharge planning P&P?

3/19/2014
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Discharge Planning P&P

Section 2 Discharge Planning — Policies and Proceduras

Elements to be assessed
2.1 Implementation of discharge planning policies and procedures for inpatients:

2.1a For every inpatient unit surveyed s there evidence of Yes
applicable discharge planning activities? No
2.1b Are staff members responsible for discharge planning | T Yes
actlvitles correctly following the hospital’s discharge No

planning policies and procedures?

MOTE: If no for either 2.1a or 2.1b the haspital would be at risk on a non-P5i, nan-pilot survey for a deficiency citation related to identification of
patients nead ischarge planning, 42 CFR 482.43(a) (Tag A-0800); dischargs planning svaluation, 42 CFR 482.43(b) (Tag A-0806); and/or developing
and implemanting the dischargs plan, 42 CFR 482.43(c) (Tag A-0818)
2.2 Does the discharge planning process apply to certain T Yes

categories of outpatients? Na

If yes, check all that apply:
Same day surgery patients
Observation patients whe are nat subsegquently admitted
ED} patients who are not subsequently admitted

Other

7.3 Isa discharge plan prepared Tor each inpatient? Ves, skip 1o
question 2.8
Mo, go to
question 2.4

Are Staff Aware of Your DP Policy?

DISCHARGE PLANNING

PURPOSE:
To promptly identify patient discharge needs.

To coordinate timely discharge planning during the hospital stay so that patient needs arc
met and continuity of care is not interrupted by discharge from the acute care setting.

< Planning begins on admission and continues throughout the hospital stay as
needs are identified and care is planned to mect those identified needs.

II. Following identification of anticipated discharge needs. the nurse and/or physician shall
consult the appropriate department for assistance in meeting the patient's needs. In addition.
the family and/or significant other shall be notified as soon as possible regarding the
discharge needs of the patient as appropriate so that they can be involved in the decision
making and ongoing carc for the patient.

III. Discharge Planning screening criteria included in the Admission Assessment must be
completed within 8 hours of admission by the RN or RN Applicant and arc utilized to
determine if either Case Management or Social Services should be consulted.

(See Nursing Policy 4- 12, Admission, Transfer and Discharge Assessments).
http://team.ubhsvstem.com/uhsprivate/inpatientnursing/A-12.pdf

A. Social Services Consults
Social Services shall be consulted and recommendations incorporated into the Plan
of Care when a patient meets any of the following admission screening criteria:
Adoption Case
Medication assistance
Crisis and/or supportive counscling
Elderly. adult and child protective service cascs

B e
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B. Case Management Consults
Case Management shall be consulted when a patient meets any of the following
admission sereening criteria and any recommendations incorporated into the Plan of
Care:
1. Lacks transportation

Disabled and living alone

Durable Medical Equipment

Physical/Occupational/Speech Therapy after discharge

TUnable to manage self-care/prior Home Health Services

Frequent hospital admissions for poorly controlled chronic discase

Admission from a nursing home or another state agency

Teenage obstetric (<16 years)

No source of income

0. No place to live

11. TLacks clothing

Any post discharge/extended care needs

il B

Additional screening criteria for psychiatry only:
No leisure activities

Substance abuse

No job skills

No family support

No source of income.

o W =

C. Assessments within 48 Hours
Assessments are performed within 48 hours of consult. if deemed necessary by the
social worker/case manager. The case manager/social worker is available by
telephone and pager for emergencies. After hours. weekends. and holidays. the
house manager should be contacted for emergency consults.

Diabetes Education
Amnticipated discharge needs may also be addressed by consulting specialized educators
in Diabetes Education. Diabetes Education should be consulted for newly diagnosed

What’s In Your Policy and Procedure?

Patient Discharge

Policy To optimize compliance with a patient’s post-hospital plan of care, an
) assessment of the patient’s actual and potential discharge planning

needs shall be initiated upon admission. A multidisciplinary team that
includes the physician, registered nurse, care manager, and social
worker, together with the other members of the health care team. shall
perform the assessment. A plan to meet these nesds shall be
developed. and interventions to meet specific discharge planning goals
shall be designed. The plan shall be monitored and revised as
necessary throughout the patient’s hospital stay

Werbal communications concerning discharge or the discharge
planning process shall be conducted in layman’s terms using the
patient’s preferred languages. Written discharge instructions shall also
be provided. using materials that have been translated into the patient’s
preferred language whenever possible. If the patient is a minor. the
preferred language of the responsible parent or guardian shall be nsed.
te: For security reasons. commumnication regarding the discharge of
TDCJ offender patients is coordinated through TDCT Care
Management. Information of this nature shall only be released to
authorized security and medical staff on a need-to-know basis.

When patients are being discharged to hospice. home health. or skilled
nursing facilities (SINF). the care management team will work with the
patient and/or their family to determine which service they will retain,
taking into consideration such things as the patient’s funding source,
prhysical location of the patient and support personnel in relation to the
service. patient/family preference based upon past experience. and
other relevant factors based upon the patient’s needs. UNMNB providers
will not recommend or show preference for one service over another
and shall leave the choice of the service provider to the patient and /or

18



Discharge Planning Worksheet 2.4

= For patients not initially identified as in need of
discharge plan, does the P&P address for updating
this based on changes in a patient’s condition? (800)

= Many hospitals have the nurse doing the
admission assessment ask a set of predetermined
guestions to see if assistance is needed

= How do you update this when there is a change?

= Note that hospital in which case managers and nurse
discharge planners see the patients or review their
charts everyday to make sure there is no change in
condition, this will stream line the process and ensure

otomplance oy

Nurses Admission Assessment

Partl: Admission Routine
Date: Time: B R Oasar
Mode: (F amb 9 gurne 3 wic (D other |BIP: Rt Lt
Via: T admitting 9 ER & or £ other Height: Weight: (Pstand (Ised Edstated
Admitting MD: Family MD:
Admitting Diagnosis:
Chief Complaint: (per patient)
» . LATEX
Allergies: Latex: 7 balloons 7 bananas e e
7 NKDA P gloves [P pineap ple |latex free cart
Type of Reaction: P mult OR [P avoca dos =
Valuables List: (describe jewelry. clothing. etc.) R
envelope to
Safe
P Glasses [V contactienses aid =T r i)
Nurse Signature (if other than nurse completing
Patient History: (major ilinesses/operations/major injuries)
3 cancer 7 Anesthesia
D seizures 9 Non To OR &
3 Mental Disor e H3X:
Disease (D General other calMbD (7
SMOKING
ves to Mi,
Pneu, CHF:
giveEd. ()
Alcohol/Drug Use: () Yes (3 No Type: Daily Amt: 9 Quit FLU-’:DNEU
: if no,
Tobacco Use: ClYes (D No Type: Daily Amt: = Quit|,
Admitting Diagnosis: AMI, Pneumonia, CHF: = Yes 3 No Fotma =
Vaccinations: o
Flu Shot within past 12 months P Yes 9 No P Refused = |FluPneu
ferral
Pneumonia Shot in past & years 9 Yes (P No 9 Refused i ]
Family History:
o _ .. e o A A~ o f - P SO .. L PEgugT aguge

3/19/2014
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Prieumonia §wt in past 5 years U YEs U NO U Refused | =l |

Family History: I
{7 Heart Disease () Hypertension O stroke 3 Asthma 3 78 Diavetes Kldneyﬂ Anesthesia I
3 cancer O seizures O Bood Disorder £ Mental Disorder & None 9 Other:
Psychosocial/Economic/Discharge:
Marital Status: (5 Married Fsingle B Widowed
Family: 9 LivesWith  Lives Alone ;g;':‘f
Lives In: 7 Home EINursing Home £ Other
Occupation: E3Full Time (D PartTime  CRetired  (Other

Requests Visit from Business Office Rep or HELP Program D Yes O no g;:rrr;:M
Activity Level: ambulatory (3 Cane (TWalker (D Wheelchair (5 Bedrest
Suspected Abuse/Neglect; Yes No
Emotional Status: 9 Cooperative £ Anxious ODepressed (FEnd of Life ';Driilfw =
Concerns with Hospitalization: S chid Care 3 Home Life 7 Religious/Cultural Practices S;'i;
Emergency Contact: a ,:; w Relation: Phone: E:ICD:; OFF
Nearest Relative: Relation: Phone: g:'cwu’“"
Info. Obtained from: 3 Patient & Family 8 other 0
Page 1 of 4 \ Patient Label

|SKIN ISSUES:
Wd Care 5
|Referna\ = =8 FEE =D
Norton Scale (Skin Risk Assessment) P it = o
wy |Physical Gondiition |1 very bad [2_Poor |z_Fair 4. Good
= |Mental condition |1 stupor |2_confused |o_Apathetic 4 Alert
g | Activity 1. Bed 2 Chair Bound 3. Walk Help 4 _Ambulant
E Mobility. 1. Immobile 2 Very Limited 3. Slightly Limited 4. Full
o |/ncontinence 1. Doubly 2 Usually/Urine 3. Occasional 4. Not
S [Notes: If 14 or less, evaluate appropfiateness for Plan of Care. Total Score
SKIN:
poc#is (D
Functional Trigger Assessment:
i Total Score =
Usual ADL Admit ADL e
=
S |code: OT feeds selfidressing/ADLs
5 4 = 100% of cars PT_ gaittransfers.
= |5=75% of cars ST swallow/expreasion/comprehension
™S
2 = 50% ofcare [apL: FUNCTION:
|poci 15 = Referral to
1=25% ofcare E Phys. Med._if
0 = N/A - (acute time limited condition) change
Fall Risk ( Risk Assessment)
7 Level I (9 Level Il - Has two or more of the following risk factors
E any patient (T age =65
ot T history of falls (immed or within past3 mo.)
= (=P taking fall related medications (hyp 1o P diurstic, laxative)
= = e e
. — FALL RISK
7 o or frequent cogi pai II: poc#17
Page 3 of 4 | Patient label
40
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Discharge Planning Worksheet 2.4

= Are the inpatient unit staff aware of how, when,
and whom to notify of such changes in order to
trigger a discharge planning evaluation? (Tag 800)

= An example would be a patient who is expected to
go home in the morning and develops a pulmonary
emboli and condition changes

= Do the nurses on the unit pick up the phone and call
the RN discharge planners or social workers so
they know there is a change in the condition and
perhaps now they need a discharge planning
evaluation done

Discharge Evaluation & Plan

DISCHARGE EVALUATION & PLAN
E_ PLAN OF CARE, REVIEWS & SUMMARY

ADMISSION EVALUATION

3/19/2014
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Discharge Planning Evaluation 2.5

= The following questions are asked for a patient who
does not have a discharge planning evaluation

= Does hospital have a process for notifying patients
they can request a discharge planning evaluation?

= Or process for the patient representative to request (806)

= Note that hospitals should consider putting this in their
written patient rights

= Don't just hand it to the patient but rather have the
registration person tell the patient about this right

= Note hospitals could also mention this during the

nursing admission assessment and document it

Give Patients A Copy of Their Rights

Your Rights as a Hospital Patient in New York State

Glossary

Discharge Notice —

ANew York State hospital discharge nctice shouldinclude information on your discharge date and how to appeal if you disagree with the notice. A
discharge netice must be provided to all patients (except Medicare patients who recaive a copy of an " Impertant Message from Medicare”) in writing
hours before they leave the hospital. Medicare patients must request a written discharge notice (*The Important Message from Medicare™) if
they disagree with discharge. If requested, the notice must be provided. Once the notice is provided and if the Medicare patient disagrees with the
notice, an appeal can be processed

Discharge Plan —

All patients (including Medicare patients) in New York State hospitals must receive] a written
discharge plan before they leave the hospital. This plan should describe the arrangements
for any health care services you may need after you leave the hospital. The necessary
services described in this plan must be secured or reasonably available before you
leave the hospital.

Discharge Planning —

Discharge planning is the process by which hospital staff work with you and your family or
someone acting on your behalf to prepare and make arrangements for your care once you
leave the hospital. This care may be self care, care by family members, home health
assistance or admission to another health care facility. Discharge planning includes assessing
and identifying what your needs will be when you leave the hospital and planning for
appropriate care to meet those needs when you are discharged. A plan must be provided to
you in writing before you leave the hospital. Discharge planning usually involves the
patient, family members or the person you designate to act on your behalf, your doctor and a
member of the hospital staff. Some hospitals have staff members who are called "discharge
planners.” In other hospitals, a nurse or social worker may assist in discharge planning.

3/19/2014
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CMS Discharge Planning Medicare Learning

ACUTE CARE HOSFITALS, INPATIENT REHABILITATION FACILITIES (IRF),
AND LONG TERM CARE HOSPITALS (LTCH) (continued)

Discharge Medicare-partici pau g acute care nosp| Is/post-acute
Planni 4 i patients

plan, even if the inter
it is not necessary (a

Depending on the patient's needs, discharge planning
may be completed by personnel in multiple msmpunes
who have specific expertise. You may designate
discharge planning respcnswbmtles to apprcpnate
qualified personnel such as regisiered nurses.

social workers, or oth r qualified personnel. These
individuals should have:

< Discharge planning experience;
<+ Knowledge of social and physical factors that
- affect functional status at discharge; and
“+ Knowledge of appropriate community services

and facilities that can meet the patient's
post-discharge clinical and social needs.

www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/Discharge-Planning-Booklet-ICN908184.pdf

Discharge Planning Worksheet 2.5

= Can the hospital show that they conducted the DP
evaluation upon request? (806)

= Can both the discharge planning and unit nursing
staff describe the process for the patient or the
patient’s representative to request a discharge
planning evaluation

= They must be able to do this even if the hospital's
screening criteria did not indicate that one was
needed (Tag 806)

= Surveyor is suppose to interview the patient to

make sure they knew how to request one
L« |

3/19/2014
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Discharge Planning Worksheet 2.5

= Will interview doctors and make sure they know
they can request a discharge planning evaluation
(806 and 819)

= [f doctor not aware will ask hospital to provide
evidence on how it informs the MS about this

= |f doctor not aware will also ask for evidence of how
it informs the medical staff about this

= Again, if the hospital does an DP evaluation on
every inpatient this section will not be applicable
and the hospital avoids jumping through many of

the hoogs

Physicians Can Request a DP Evaluation

= Note that the hospital could include this
information in new physician orientation

= Note the Chief Medical Officer could write a
memo to all physicians and advise that they
can request a DP evaluation

= Best way is to place on order in the medical
record

= This only has to be done if the hospital does
not do a DP evaluation on all patients

3/19/2014
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Discharge Planning Evaluation CMS MLN

ACUTE CARE HOSPITALS, INPATIENT REHAB\LITATIDN FACILITIES (IRF),
AND LONG TERM CARE HOSPITALS (LTCH) (col

Discharge u\ s you develop a discha gepl ing evaluation
Pianning fo ryp atient, you o lh cess to notify
Evaluation patie patient's repre:

s that they m y q al
also convey that the u n arge planning
n will be completed upon request

App! d pel
discharge planning evaluatior

% For every patient who is identified a
nces without a

risk of advers
discharge plai

+ If the patient, the p;
rending physician

Discharge Planning Worksheet

= Will ask staff to describe the process for
physicians to order a discharge plan (819)

= Does P&P provide a process for ongoing
reassessment of discharge plan in case of
changes to the patient’s condition (819)?

» Does hospital discharge planning P&P include a
process for ongoing reassessment of the
discharge plan based on changes in the patient’s
condition, changes in available support including
changes in post hospital care requirements? (821)

3/19/2014
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Elements to be assessed | Surveyor Notes
2.5d Interview patients (or their representatives if Yes
applicable). If they say they were not aware they No
could request a discharge planning evaluation, can N/A

the hospital provide evidence the patient or
representative received notice they could request an

evaluation?

2.5e Interview attending physicians. If they are not aware Yes
they can request a discharge planning evaluation, can No
the hospital provide evidence of how it informs the N/A

medical staff about this?

NOTE: If no to any part of question 2.5, the hospital would be at risk on a non-PSl, non-pilot survey for a deficiency citation related to
42 CFR 482.43(b)(1) (Tag A-0806)

2.6 Interview attending physicians. If they are not aware they Yes
can request a discharge plan regardless of the outcome of No
the discharge planning evaluation, can the hospital provide N/A

evidence of how it informs the medical staff about this?

NOTE: If no to 2.6, the hospital would be at risk on a non-PSI, non-pilot survey for a deficiency citation related to 42 CFR 482.43(c)(2) (Tag A-0819)

2.7 Can discharge planning personnel describe a process for Yes
physicians to order a discharge plan to be completed on a No
patient, regardless of the outcome of the patient’s
evaluation?

NOTE: If no to 2.7, the hospital would be at risk on a non-PSl, non-pilot survey for a deficiency citation related to 42 CFR 482.43(c)(2) (Tag A-0819)

2.8 Does the hospital discharge planning policy include a Yes
process for ongoing reassessment of the discharge plan No
based on changes in patient condition, changes in available
support, and/or changes in post-hospital care
requirements?

Section 3 QAPI DP and Reassessment

= Does hospital review discharge planning
process on an ongoing manner as through
PI1?

= Does hospital track readmission rates as part
of discharge planning? (843 and 283)

= Does assessment include if readmission was
potentially preventable?

= |f preventable then did the hospital make
changes to the planning process?
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non-PSl, non-pilot survey for a deficiency citation related to

3.1 Doe: th hao pt al revlew the dizcharge planning process in Yes
angoling .8, thre m}ﬂ)'-\l"llwlle? Mo
Yes
No
133 Do th hospital™s assessment of readmissions include an Yes
of whether the readmi |<uhww-n-[ sotentially No
rl t o pr nnIPm‘.I discha g nl g or the N/
implerr of discharge plar
3.4 1 the hospital identified preventable readmissions an Yes
problems in the i No
as a possible ca iy Ischarge NfA
planning process to address the problems?
NOTE: If no to a rwq estio; lom3 1 through 3.4, the hospital would be at risk on a
bly QAPI 42 CFR 482.21(¢) (Tag A-0283)
" Yes
I Na
dl h arge pl nning pros

iveness of the
57

Discharge Planning Worksheet

= Does hospital track readmission rates as part
of discharge planning? (843 and 283)

= Consider asking patient why they thought
readmission occurs

= Remember study that reduced
readmissions if appointment made within 1-
4 days after discharge

= The study found that the timing of the visit
was very important

3/19/2014
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Timing of Physician Follow Up Appt

= Timing of the physician follow up appointment may
be important

= One hospital found if patient saw doctor day 1-4 the
chance of readmission is less than 6%

= |f appointment 6-10 days after discharge readmission
rate was 6 to 13%

= |f visits on day 25 then chance went up to 29%

= Readmission rate increased 1% for every day between
discharge and the first physician visit

= Article published Jan 8, 2014, Detroit Medical Center,
Media Health Leaders

- |
Timing of Appointment

= Timing of the physician follow up appointment may
be important

= One hospital found if patient saw doctor day 1-4 the
chance of readmission is less than 6%

= |f appointment 6-10 days after discharge readmission
rate was 6 to 13%

= |f visits on day 25 then chance went up to 29%

= Readmission rate increased 1% for every day between
discharge and the first physician visit

= Article published Jan 8, 2014, Detroit Medical Center,
Media Health Leaders
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Discharge Planning Worksheet

= Does hospital collect feedback from post-
acute providers for effectiveness of the
hospital’s discharge planning process?

= This would include places like LTC, assisted
living or home health agencies

= Consider holding monthly meetings with the
home health agencies and long term care
facility staff

= Note recent study that found doing this can
reduce readmissions by 20%

Monthly Meetings LTC and HH

» Hospitals should consider working with their state
QIO

= JAMA study found that hospitals working with QIOs in
communities across the country experienced twice the
reduction in readmissions compared with those that did
not (Jan 23, 2013)

= Consider holding monthly meeting with your various
partners such as nursing homes and home health
staff

= One study showed this reduced readmissions by
20.8% (Jan 2014 IPRO-NY’s QIO)

‘
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Discharge Planning Tracers

»Has a discharge planning tracer Section 4

= Surveyors is to review five patient records

= One inpatient who has DP evaluation and

discharge plan under development

= Surveyor is to review the closed medical record
of two or three patients who was discharged with
DP evaluation and discharge plan

= Will try and include one patient who was
readmitted within 30 days

Section 4 Discharge Planning Tracers

Review 5 patient records in this section. The records selected should include a combination of patients admitted from home as well as from residential

healthcare facilities.

Include at least 1 current inpatient who received a discharge planning evaluation and has a discharge plan under development.

Do not include records of any inpatient who was transferred to another short-term acute care hospital

When possible, include the record of at least 1 inpatient who was readmitted within 30 days of a prior admission, but only evaluate the current admissid

For closed records, only select records that include a discharge planning evaluation and a discharge plan.

Patient/Record #1 | Patient/Record #2 | Patient/Record #3 | Patient/Record #4 | Patient/Record #5
Open Open Open Open Open
Closed Closed Closed Closed Closed
Patient location prior to this admission, Home Home Home Home Home
or to the admission under review for NH, SNF, NH, SNF, NH, SNF, NH, SNF, NH, SNF,

closed medical records:

assisted living or

assisted living or

assisted living or

assisted living or

other resid

other resid

other resid

other resid

healthcare facility

healthcare facility

healthcare facility

healthcare facility

assisted living or
other residential
healthcare facility

4.1 When was the screening done to
identify whether the inpatient needed
a discharge planning evaluation?

a. Before or at time of admission

b. After admission but at least 48
hours prior to discharge

c. N/A-all admitted patients receive
a discharge plan

d. None of the above

a.

b.
c.
d.

a.

b.
c.
d.

a.

b.
c.
d.

a.

b.
c.
d.

a.
b
c
d.

NOTE: If response 4.1d is selected, the hospital would be at risk on a non-PSI, non-pilot

42 CFR 482.43(a) (Tag A-0800)

survey for a deficiency citation related to

4.2 Can hospital staff demonstrate that
the hospital’s criteria and screening
process for a discharge planning
evaluation were correctly applied?

Yes
No
N/A

Yes
No
N/A

Yes
No
N/A

Yes
No
N/A

Yes

N/A
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Discharge Planning Tracers

= Will mark worksheet to show if it was an open
medical record where the patient is still in the
hospital or

= A closed medical record where the patient has
been discharge

= Should include a combination of patient’s admitted
from home as well as from LTC, assisted living, or
other residential healthcare facility

= Don’t include review of medical records of patients
transferred to another acute care hospital

I
2

Discharge Planning Tracers 4.3

= Was the screening done to identify if the inpatient
needed a discharge planning evaluation? (800)

= |[ncludes at the time of admission, after an admission but
at least 48 hours prior to discharge, or N/A

= In some hospitals all patients get a discharge plan

= Can staff demonstrate that the hospital’s criteria
and screening process for discharge evaluation
were correctly applied (800)?

= Was discharge planning evaluation done by
qualified person (SW, RN) as defined in the P&P?

(807 evaluation or 818 plan)

3/19/2014
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DP by Qualified Staff

ACUTE CARE HOSPITALS, INPATIENT REHABILITATION FACILITIES (IRF),
AND LONG TERM CARE HOSPITALS (LTCH) (continued)

Discharge
Planning
Process

Medicare-participating acute care hospitals/ipost-acute
care facilities must identify patients who need or have
requested a discharge plan at an early stage of their
hospitalization. The discharge planning process must
be thorough, clear, comprehensive, and understood
by acute care hospital/post-acute care facility staff.

The physician may make the final decision as to
whether a discharge plan is necessary. If a physician
requests a discharge plan, you must develop such
plan, even if the interdisciplinary team determines that
it is not necessary (as applicable).

Depending on the patient's needs, discharge planning
may be completed by personnel in multiple disciplines
who have specific expertise. You may designate
discharge planning responsibilities to appropriate
qualified personnel such as registered nurses,

social workers, or other qualified personnel. These
individuals should have:

<+ Discharge planning experience;

< Knowledge of social and physical factors that
affect functional status at discharge; and

< Knowledge of appropriate community services
and facilities that can meet the patient's
post-discharge clinical and social needs.

Discharge Planning Tracers

= Are the results of the discharge planning evaluation
documented in the chart? (812)

= Did the evaluation include an assessment of the
patients post-discharge care needs?

= Examples:

= Patient need home health referral

= Patient needs bedside commode

= Patient needs home oxygen

= Patient needs post hospital physical therapy

= Meals on wheels, etc.
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Discharge Planning Tracers

» Did the evaluation include an assessment of: (806)

= Patient’s ability to perform ADL (feeding, personal
hygiene, ambulation, dressing, bladder control
etc.)?

= Family support or patient ability to do self care?

= Whether patient will need specialized medical
equipment or modifications to their home?

= |[s support person or family able to meet the
patient’s needs and assessment of community
resources ?

Discharge Planning Tracers

» Did the evaluation include an assessment of: (806)

oy
&

= Was patient given a list of HHA or LTC facilities in the
community and must be documented in the record and
the list appropriate (806)

= If the hospital provided the list were the facilities
geographically appropriate for the patient (823)

= An example would be selection of a LTC facility that is
close to the patient’'s home

= One hospital has patient sign an attestation about
freedom of choice and include information on
community resources and LTC and hospital compare
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DP Evaluation Includes an Assessment

ACUTE CARE HOSPITALS, INPATIENT REHABILITATION FACILITIES (IRF),
AND LONG TERM CARE HOSPITALS (LTCH) (continued)

Discharge
Planning
Evaluation

facility care services and facilities as well as the
availability of such services and facilities. It includes
an assessment of:

« The patient's biopsychosocial needs;

+ The patient's return to the pre-acute care
hospital/post-acute care facility environment,
including:
= If the patient was admitted from his or her

private residence, whether specialized

medical equipment or permanent physical

maodifications to the home are required and
of acquiring such equipment or

modifications;
Whether the patient is capable of addressing
his or her care needs through self-care. It
the patient is not able to address his or her
care needs through self-care, whether family
or friends are available who are willing and
able to provide the required care at the times
needed or who you could train to sufficiently
provide such care;

= Availability of community-based services
(such as Hospice or palliative care,

medical equipment and related supplies,
transportation services, and meal services) it
neither the patient nor the family or informal
caregivers can address all of the patient's
required care needs; and

ACUTE CARE HOSPITALS, INPATIENT REHABILITATION FACILITIES (IRF),
AND LONG TERM CARE HOSPITALS (LTCH) (continued)

Discharge
Planning
Evaluation

» |f the patient was admitted from a facility
(such as a NF or SNF) and he or she wishes
to return to the facility, whether it has the
capability to provide the patient’s after-acute
care hospital/post-acute care facility care
requirements;

#% Information obtained from the patient and
family/caregivers (such as financial and
insurance coverage); and

+% The patient's and family/caregiver's
understanding of the patient’s discharge needs.

You must discuss results of the discharge planning
evaluation with the patient or the individual acting on
his or her behalf. You should offer the patient a range
of realistic options to consider for after-acute care
hospital/post-acute care facility care, depending on:

# The patient’s capacity for self-care;

+» The availability of appropriate services and

facilities;
% The patient's preferences, as applicable; and

% The availability, willingness, and ability of family/
caregivers to provide care.

3/19/2014
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Discharge Planning Tracers To LTC

= Separate set of questions if patient admitted from
LTC or assisted living

» Did evaluation include if LTC has capacity for patient to go
back there?

= Does it include assessment if insurance coverage will
cover it if they go back there? (806)

= Was the discharge planning evaluation timely to allow for
arrangements if the patient needs to go back there (810)

= Was the patient’s representative involved in these
discussions? (811 and patient rights 130)

= Discharge plan needs to match the patient’s needs (811,

130‘ and an¥ chanﬁes in condition were documented i821i

If Admitted F LTC or Other Facilit
a1 F d#2 | F d#3 | F t CEC I tf d#s
4.12 If the patient was admitted frem a Yes Yes Yes Yes Yes
residential facility, did the evaluation No No Na Na No
asse: hether that facil MR NfA A A /A
¥ 1o provi
services to the patient (ie. is
the same, higher, or lower level of
care required) and can those needs be
met In that facility?
NOTE: Only choose N/A If the patient was
not admitted from a residential facility.
| 813 Did the evaluation include an Yes Yes Yes Yes Yes
azgessment of the patient’s incurance No Mo No Na No
coverage (If applicable) and how that N/ N/ N/ N/A NfA
coverage might or might not provide
for necessary services post-
hospitalization?
If ne to 4.12 or 4.13 the hespital would be at risk on a non-PSl, non-pilet survay for a defici citation ralated to 42 CFR 482.43(b){4) [Tag A-0205)
4.14 Was the discharge planning Yes Yes Yes Yes Yes
evaluation completed in a timely basis Ne No No No Neo
to allow for appropriate arrangements
to be made for post-hospital care and
o avaid delays in discharge (including
o a post-acute care setting)?
| NOTE: If no to 4,14, the hospital would be at risk on a non-PSI, non-pilot survey for a deficiency citation related to 42 CFR 482.43(b)(5) (Tag A-0810)
["8.15 Was the patient (or the patient’s Yes Yes Yes Yes Yes
representative, If applicable) involved No No No No HNo
in a discussion of the evaluation
results?
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Discharge Planning Tracers

= [f patient discharged home is their initial
implementation of the discharge plan?

= Did staff provide training to patient including
recognized methods such as teach back or
simulation labs?

= Were the written discharge instructions legible and
use non-technical language (low health literacy)

» Was a list of all medication patient will take after
discharge given with a clear indication of any
changes?

= TJC has 5 EPs on medication reconciliation NPSG03.06.01

Medication List From RED

What medicines do | need to take?

Each day, follow this schedule:
Morning Medicines

|||||||||| Why am I raking How much How do | take
this medicine? do I take? this medicine?

and amount

N
N

3/19/2014
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Discharge Planning Tracers

= Will look for evidence of hospital of patients and
support persons on admission and discharge

= Was patient referred back for follow up with their
PCP or a health center?

» Was there a referral to PT, mental health, HHA,
hospice, OT etc. as needed?

= Was there a referral for community based resources
such as transportation services, Department of Aging,

elder services, transport services etc.?

= Arranged for needed equipment such as oxygen,
commode, wheel chair etc.

Patient/Record #1 | Patient/Record #2 | Patient/Record #3 | Patient/Record #4 | Patient/Record #5
4.18f Referrals, if applicable, to Yes Yes Yes Yes Yes
specialized ambulatory services, No No No No No
e.g. PT, OT, HHA, hospice, mental N/A N/A N/A N/A N/A
health, etc.
4.18g Referrals, if applicable, to Yes Yes Yes Yes Yes
community-based resources other No No No No No
than health services, e.g. Depts. of N/A N/A N/A N/A N/A
Aging, elder services,
transportation services, etc.
4.18h Arranging essential durable Yes Yes Yes Yes Yes
medical equipment, e.g. oxygen, No No No No No
wheel chair, walker, hospital bed, N/A N/A N/A N/A N/A
commode, etc., if applicable.
4.18i Sending necessary medical Yes Yes Yes Yes Yes
information to providers the No No No No No
patient was referred to prior to N/A N/A N/A N/A N/A
the first post-discharge
appointment or within 7 days of
discharge, whichever comes first.
NOTE: Only use N/A if the patient was
transferred to a post-acute care facility or
if the patient has a scheduled follow-up
appointment with the attending physician.
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Discharge Planning Worksheet

= |[f transferred to another inpatient facility was the
discharge summary ready and sent with patient?

» The following controversial section was changed in
the final revision

= Was discharge summary sent before first post-
discharge appointment or within 7 days of discharge?

= Was follow up appointment scheduled?

= Now says send necessary medical record
information to providers the patient was referred
prior to the first post-discharge appointment or 7
days, whichever comes first (820)

Appointments for Follow Up

When are my next appointments?

Day | Darte

Time asdfasdf

Docror’s name | Specialry

Address

Reason for appointment

Doctor’s phone number

Questions for my appeointment

Check any of the boxes below and wrire notes to remember whar to
discuss with your doctor.

I have guestions abowt:

1 My medicines

1 My test resules

1 My pain

1 Feeling stressed

Orher questions Or concerns

3/19/2014
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Discharge Summary in the Hands of PCP

I nRE L EnIDischarge Summary Sample # 1:

DATE OF ADMISSION: MNMNM/DDSY ™ ™™
DATE OF DISCHARGE: NMM/DD Y ™Y ™ Y
DISCHARGE DIAGNOSES:

wasowvagal syncope, status post fall.

Traumatic arthritis, right knee

Hypertension

History of recurrent urinary tract infection

History of renal carcinoma, stable

History of chronic obstructive pulmonary disease.

CONSULTANTS: None.
PROCEDURES: MNone

BRIEF HISTORY: The patient is an (XxX)-year-old female with history of
prewvious stroke: hypertension: COPD, stable: renal carcinoma: presenting after
a fall and possible syncope. While walking, she accidentally fell to her knees
and did hit her head on the ground, near her left eye Her fall was not
observed, but the patient does not profess any loss of consciousness, recalling
the entire event. The patient does hawve a history of previous falls, one of
which resulted in a hip fracture. She has had physical therapy and recowvered
completely from that. Initial examination showed bruising arcund the left eyve
normal lung examination, normal heart examination, normal neurclogic
function with a baseline decreased mobility of her left armm. The patient was
admitted for evaluation of her fall and to rule out syncope and possible stroke
with her positive histories.

Qb N

DIAGNOSTIC STUDIES: All x-rays including left foot, right knee, left shoulder
and cerwvical spine showed no acute fractures The left shoulder did show old
healed left humeral head and neck fracture with baseline anterior dislocation
CT of the brain showed no acute changes, left periorbital soft tissue swelling.
CT of the maxillofacial area showed no facial bone fracture Echocardiogram
showed normal left ventricular function, ejection fraction estimated greater than
S55%.

HOSPITAL COURSE:

-1 Fall: The patient was admitted and ruled out for syncopal episode._
Echocardiogram was normal, and when the patient was able, her orthostatic

Discharge Planning Worksheet Transfers

= Was the necessary medical record information
ready at the time of transfer if patient sent to
another facility (837)

= Note CMS has requirements for the transfer form

» Was there any part of the discharge plan that the
hospital failed to implement that resulted in a delay
in discharge (820)

= Was there documentation in the medical record of
results of tests pending at the time of discharge
both to the patient and the post hospital provider?

= \Was ﬁatient readmitted within 30 daxs?
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The “medical information” that is necessary for the transfer or referral includes, but is not
limited to:

e Brief reason for hospitalization (or, if hospital policy requires a discharge summary for
certain tvpes of outpatient services, the reason for the encounter) and principal
diagnosis;

e  Brief description of hospital course of treatment;

® Patient’s condition at discharge, including cognitive and functional status and social
supports needed;

» Medication list (reconciled to identifi: changes made during the patient’s hospitalization)
including prescription and over-the-counter medications and herbal. (Note, an actual
list of medications needs te be included in the discharge information, not just a referral
to an electronic list available somewhere else in the medical record.);

e List of allergies (including food as well as drug allergies) and drug interactions;

e Pending laboratory work and test results, if applicable, including information on how the
results will be finnished;

o For transfer to other facilities, a copy of the patient’s advance directive, if the patient has

one; and
e For patients discharged home:

e Brief description of care instructions reflecting ftraining provided to patient

3 - .7 7 o i 7 &
andior faniila: o ather juforpal careoivericl

Were Any of the Following Done?

= Were any of the following services initiated while
patient was in the hospital:

= Scheduled follow up appoint,
= Filled prescription
= Pharmacist met with patient or family

» Pharmacist reviewed discharge medications prior to
discharge

= Home setting visited by hospital staff

= Discharge planning checklist given to patient such as

—CMS, AHRQ CAPAcheedsL
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CMS DP Checklist for Patients

For Information— Not Required/Not te be Cited

Providing a discharge planning tool to patients and their family or other support persons may
help to reinforce the discharge plan. Use of the tools may encourage patients’ participation in
developing the plan as well as provide them an easy-to-follow guide to prepare them for a
successful transition from the hospital. The tool should be given to patients on admission,
reviewed throughout their stay, and updated prior to discharge.

Examples of available tools include:

e Medicare’s “Your Discharge Planning Checklist,” (available at
him:/www.medicare.gov/publications/pubs/pdf/11376.pdjf)

s Agency for Healthcare, Research and Quality’s (AHRQ) “Taking Care of Myself: A
Guide For When I Leave the Hospital,” (available at
hitp:fiwww.ahrq.goviqual/goinghomeguide. pdf)

s Consumers Advancing Patient Safety (CAPS) “Taking Charge of Your Healtheare: Your
Path to Being an Empowered Patient Toolkit” (available at
him:/’www.patientsafety.org/page/transtoolkit/).

CMS Discharge Checklist

» CMS website recommends the discharge planning
team use a checklist to make transfer more efficient

= |t is available at www.medicare.gov

= Previously research showed the value of hospital
discharge planners using a discharge checklist

= We need to dictate the discharge summary
immediately when the patient is discharged

= \We need to document that it is in the hands of the
family physician
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CMS Your Discharge Planning Checklis

Your
Discharge
Planning
Checklist:

For patients and their carmgivers "
preparing b leawve a hospital. nursing home,
or other health care setting

www.medicare.gov/Publications/Pu
bs/pdf/11376.pdf

HAME:
Regson For admission:

During vour stay, vour doctor and the staff will work with vou to plan

for your discharge. You and your caregiver are important members of the
planning team. A caregiver is a family member or friend who maw be helping
wou after discharge. Balow is a checklist of important things wou and your
caregiver should know to prepare for discharge.

InstucHons:

+ Use the checklist early and often during wour stay.

+ Talk to your doctor and the staff [(for example, 3 dischargae planner, socialworker, or
nurze] about the items on the checkli =,

Check the bor nexct to each iterm when wou and your caregiver complete it.

+ Use the notes column towrnte down important inforrmation like rames and phons

+

numbers,
+ Skip mny iters that don't apply to wou.

[ #sk wheme wou will get care afber dischame. Do you
h=ve opticons? Be sure wou el the t=ff whatvou

prefer.

[0 If = family member or friend will b= helping you afer
dischame. write down the name and phons Aumber

[0 #sk the st=ff o bout your healbth condition and what
wou can do o help wourself get bether

[ #sk about problems o watch forand what to do
about them . Whte down = name and phone num bar
o call i wou have problems.
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eatment/hospitals-clinics/goinghome/goinghomeguide.pdi

!

-

Guddg for Wiigs |
the rlusuiial

www.ahrg.gov/patients-consumers/diagnosis-

Taking Charge of Your Healthcare: Your Path to Being an Empowered Patient - Toolkit Introduction

Hospital discharge is a time during which patients and families are at their most vulnerable. Thera is se much
information they need to know, just when they may be least able to absorb, remember and act on it.

It is vital for members of the healthcare team to help patients leave the hospital with confidence, giving them the tools
and information they need to make a smooth transition to their next destination. This toolkit, Toking Charge of your
Healthcare: Your Path to Being an Empowered Patient, provides you with these tools.

Hospital discharge is not an event; it is a process. It is a process that takes time and should be started upon admission,
if not sooner. Healthcare providers should give the tools in Taking Charge of your Healthcare: Your Path to Being an
Empawered Patient to patients and families as soon as possible. Plan time to discuss their contents and answer an
questions, recognizing you may need more than one conversation to ensure understanding and readiness for discharge.

At the heart of safe discharge is clear communication and education for patients and families. Patients and families
need to know:

- The importance of prompt follow-up care www.patientsafety.org/page/transtoolkit/
= What to expect and what to do when they leave the hospital

= How to plan for their immediate and longer-term needs

Patients also need to be empowered to talk to their healthcare providers when they feel intimidated, and they need practical strategies for getting
the most out of conversations with members of the healthcare team.

Healthcare providers know that patients’ and families’ feelings of fear, anxiety, insecurity and uncertainty, combined with their compromised

medical conditions, make communication and understanding especially difficult precisely when their understanding is so essential. Taking Charge of
vour Healthcare: Your Path to Being an Empowered Patient is designed to help providers help patients during this critical time.

Patients know they don't feel well. They or their family members who accompany them on their care journey may recognize that they could use
some help in working with the healthcare team to contribute to the safety and effectiveness of the process. This toolkit will help both groups
achieve the safety they desire.

Elements of the toolkit are:

= Staying Safe When You Leave the Hospital, a journal-like bi-fold booklet that guides patients and family members to collect their
thoughts and ask the right questions. By using this tool, they will have what they need to know and do before leaving the hospital in an
asy to use and update format. A cover page allows for the patient to record their thoughts and keep them private. If you have the
capability to print two-sided, a print friendly version is available here.

Talking to Your Doctor or Nurse, a handy list that gives patients and their advocates advice and tips for making the most of their
conversations with their doctor or nurse, wherever such conversations occur.

The Emotional Side of Healthcare: Six Tips for Talking to Your Doctor , 3 trifold brochure presenting six strategies for coping with
conversations that often feel stressful for patients and families. This can also serve as a reminder or educational tool for healthcare team
members to raise their sensitivity to the emotional realities patients bring with them as they talk to their doctor or nurse.

The Emotional Side of Healthcare: Six Tips for Talking to Your Docter, a condensed poster version of the brochure that lists the six
tips for easy reference. A version highlighting the healthcare team is also included. Lastly this poster is being made available in bright
colors (doctor and team versions) for posting in open patient areas and staff lounges.

‘ommunicating with Patients and Fa s for Smooth, Safe Transitions, this short document explains how patients and families
often feel during this stressful ime, and how healthcare providers can open lines of communication. It can be used by hospital training
personnel to lay a foundation for understanding if the toolkit is rolled out organization wide.

Glossary of Terms, listing of words our patient advisors suggested would be helpful for consumers to help them understand terms that
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AHA Guide to Reduce Readmissions

Treanataln iy i
PLFET O eRce koo

Health Tare Leader
Action Guide to Reduce
SAovroidable Readmissions

www.hret.org/care/projects/guid
e z2ie - @-to-reduce-readmissions.shtml

Signature Leadership Series

‘

Free Readmission Newsletter

READMISSIONS UPDATE ENEWSLETTER (Gl R

JANUARY 8, 2013
Covering the Latest Developments in Medicare Readmissions Policy, Pilots, and Practice

Welcome to the Medicare Readmissions Update eNewsletter FEATURED 2012

Editor: Philip L. Ronning MEDICARE-MEDICAID
This issue sponsored by the Medical Home Summit PAYMENT SUMMIT

STREAMING AUDIO

Medicare Discloses Hospitals' Bonuses, Penalties Based on Quality CMS Initiatives Around
CMS has published bonuses and penalties for nearly 3,000 hospitals Preventable
under the Hospital Value-Based Purchasing Program. Revised payments Readmissions
begin in January 2013. According to Kaiser Health News analysis, 1,557
hospitals will be rewarded with more money and 1,427 will be penalized.
The maximum amount any hospital could gain or lose was 1 percent of
its regular Medicare payments. "While the numbers of winners and

Readmissions eNewsletter
[readmissions@healthcareenewsletters.com
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Things to Consider

» Use a discharge checklist for staff to use

= Pa Patient Safety Authority has one called “Care at

Discharge” at
http://patientsafetyauthority.org/Educational Tools/PatientSafety Tools/Pages/home.aspx

= Society of Hospital Medicine has one at
www.hospitalmedicine.org/AM/Template.cfm?Section=Quality_Improvement_Tools&Template=/CM/
ContentDisplay.cfm&ContentID=8363

= Give patients a copy of the CMS checklist “Your

Discharge Planning Checklist” at
www.medicare.gov/Publications/Pubs/pdf/11376.pdf

= Give a list of medications with times and reason for
taking

91

PaPSA Checklist

Suggested Elements for a Discharge Checklist

Patient Mame: Physician Name:
Admission Date: Discharge Date:
Prirmary Diagnosis: secondary Diagnoses:

Procedure(s]:

__ _ Inilerprelerneeded for patieni with longuage/ciditure barrer

Please check when task is completed.

Patient Education
Educate patient andfor family members about diagnoses, disease, and procedure|s).
Educate patient andfor family members about follow-up care for procedurel s), if indicated,
Provide patients with procedure and/or disease-specific educational materials,
Reconcile discharge medication list,
Educate patient andfor family members about the prescribed medications including
redication administration, drug action, and side effects.
Provide written rmaterial for prescribed medicationswith all information noted above,
Services to Provide

__ Reviewpending test results and instruct patient about whorm to call for results

__ Schedulefollow-up appointments with physicians andfor specialists as indicated,
__ Provide referrals for services ordered by physician (i.e., physical therapy, occupational therapy).
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 for the Elderly Patient: A Hos

http://www.hospitalmedicine.org/AM/Template.cfm?
iseetipns@uality Improvement_Tools&Template=/CM

See Society of Hospital Medicine at

/ContentDisplay.cfm&ContentlID=8363

each medication

Checklist Particulars Must Keep Optional
Element

Medication »  Writlen schedule of medication 3

Education » Include Purpose (reason) and (if apt) Cautions(s) for X

» Clinical Pharmacist involvement (especially if X

cognitive impairment, or = 3 Medication changes

Cognition

Rather than a Folstein score, some description mention of

mental capacity such as:

» Lucid (full capacity for understanding and X
executive function, such as being able to follow
instructions)

» Forgetful (some senescence or impairment of X
memory )

» Dementia (or "Brain Failure" - incapable of reliable X

recall and/or executive function)

Discharge
Summary

Needs to be written with the receiving caregiver in mind,

including:
= Presenting problemis) that precipitated %
hospitalization

= Primary and secondary diagnoses
+ Key findings and test results

»  Brief hospital course

» Discharge Med Reconciliation (see above)

« Condition at discharge (including functional status
and cognitive status, if relevant)

» Discharge Destination (and rationale if not obvious) X

]

Cognitive status

Outstanding Labs or Tests

Qutstanding Labs or Tests

Are any lab tests/studies pending? no [ unknown

FENDING LAB TEST/STUDIES

Lab test/ study Date done Mame of clinician to Day/Date subject will see
name review/location clinician to discuss results?

L Same as PCP Same as PCP

3

Some tests have been done while you have been in the hospital, but the results are not yet
ready. A (test/study name) was done on (date of test/study). Wame of PCP) will review
the results and discuss them with yon during your appointment.

Depending on the results of your lab test(s)/studies. your doctor might adjust your
treatment. We just talked about your scheduled appointment with (name of PCP). It is
very important that you see your doctor on (date/time to see PCP} to find out if anything
needs to be done or changed as a result of these tests. Again, if there is anything you
don’t understand or you are having trouble making an appointment, please call me. If T
am mot there, leave a message and we will call you back.
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This presentation is intended solely to provide general
information and does not constitute legal advice. Attendance
at the presentation or later review of these printed materials

does not create an attorney-client relationship with the
presenter(s). You should not take any action based upon any
information in this presentation without first consulting legal

counsel familiar with your particular circumstances.

The End! Questions???

= Sue Dill Calloway RN, Esq. CPHRM,
CCMSCP

= AD, BA, BSN, MSN, JD
= President of Patient Safety and
Education Consulting

= Board Member Emergency
Medicine Patient Safety Foundation at
www.empsf.org

= 614 791-1468

= sdilll@columbus.rr.com

48



