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Learning Objectives

1. Discuss the revised CMS worksheet on discharge planning.
2. Explain the revised CMS discharge planning standards.

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

4. Evaluate compliance requirements and penalties.
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The Conditions of Participation (CoPs)
= Regulations first published in 1986

* CoP manual updated March 21, 2014 and 460
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

lWww.ﬁioaccess.ﬂov/fr/index.html 2WWW.(:ms.hhs.ﬁov/SurveiCertificationGenInfo/PMSR/Iist.asE




Location of CMS Hospital CoP Manuals

Medicare State Operations Manual
Appendix

+« Each Appendix B a separate file that can be accessed directly
from the SOM Appendices Table of Conte: s, as applicabie,

# The appendices are In PDF format, which is the format generally
sed in the 1OM to display flles. Click on the red bettan in the
Download” column bo see any avallable file in PCAF

« Taretum to this page after opening a PDF flle on your deskbop
uge the browser "back” button. This i because closing the file
isualhy will also close mosk browsers

CMS Hospital CoP Manuals new address

www.cms.hhs.gov/manuals/downloads/som107 Appendixtoc.pdf
|

| aap. | Description FOF
| Hou File
[ & Hospitaks ® 5 a4 kp
1
| o Psychiatric Hospitals ® fo6 kA



CMS Hospital CoP Manual

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

Table of Contents

(Rev. 105, 03-21-14)

Transmittals for Appendix A

www.cms.hhs.gov/ma
nuals/downloads/som1
07 Appendixtoc.pdf

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



CMS Survey and Certification Website
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Show entries:

Filter On: [ ]

Title <

Infection Control Breaches Which Warmant Referral to Public Health
Authorities

Final Rule - Promoting Program Efficiency, Transparency. and
Burden Reduction: Part Il - Informational Onbhy

Advance Copy of Revised F371; Interpretive guidance and
Procedures for Sanitary Conditions. Preparation of Eggs in Mursing
Homes

Update of State Operations Manual (S0OM) Chapter 5. Triaging
Complaints & Referral of Complainants to Accrediting Organizations

Advance Copy — Single Use Device Reprocessing under Tag F441
Bevisions to Interpretive Guidance in Appendix PP. State Operations
Manual (SOM] on Infection Control

Information for Applications to Extend the Due Date for the Installation

of Automatic Sprinkler Systems in Existing Mursing Homes

Grant Solicitation for the Reinvestment of Federal Civil Money Penalty
{CMP) Funds to Benefit Nursing Home Residents

Provision of Electronic Health Record (EHR) "Mavigators” during
Hospital and Critical Access Hospital (CAH) Surveys

The CMS Mitigating Factors Process for Solid Crgan Transplant
Programs — Motice of Proposed Rule-Making (NPREM) - Informational

i oo PO

<

Memo #

14-36-All

14-33-Al L

14-34-NH

14-36-Al L

14-25-NH

14-29-1 5C

14-30- NH

14-31-

Hospitals/CAHs

14-32-Transplant

Posting
Date -

2014-05-30

2014-05-20

2014-05-20

2014-05-20

2014-05-16

2014-05-16

2014-05-16

2014-05-16

2014-05-16
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Transmittals
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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

= Updating 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

= 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



Access to Hospital Complaint Data
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Updated Deficiency Data Reports

Home | About CMS | Mewsroom Center | FAQs | Archive | g3 Share @ Help [ Email 2 Print

C Ms - g O v Learn about your healthcare options _

Centers for Medicare & Medicaid Services

. == Medicare-Medicaid Private Innovation Regulations Research, Statistics, Outreach and
T e e an e HIE Coordination Insurance Center and Guidance Data and Systems Education

Home = Medicare = Survey & Certification - Cerdification & Compliance = Hospitals

Survey & Certification -

Certification & MS
el i This page provides basic information about being cenrtified as a Medicare and/or Medicaid hospital provider and
Ambulatory Surgery Centers includes links to applicable laws, regulations, and compliance information.

Community Mental Health Centers

A hospital is an institution primarily engaged in providing, by or under the supervision of physicians, inpatient diagnostic
Critical Access Hospitals and therapeutic services or rehabilitation services. Critical access hospitals are cerified under separate standards.
Psychiatric hospitals are subject to additional regulations beyond basic hospital conditions of participation. The State
Survey Agency evaluates and certifies each participating hospital as a whole for compliance with the Medicare
requirements and certifies it as a single provider institution.

End Stage Renal Disease Facility

Providers

Home Health Providers

Under the Medicare provider-based rules it is possible for ‘'one’ hospital to have multiple inpatient campuses and
Hospices outpatient locations. It is not permissible to certify only part of a participating hospital. Psychiatric hospitals that
participate in Medicare as a Distinct Part Psychiatric hospital are not required to participate in their entirety_

Hospitals:
Intermediate Care Facilities For Howewver, the following are not considered parts of the hospital and are not to be included in the evaluation of the
Individuals with Intellectual hospital's compliance:

Disabilities (ICFs/IDY)

= Components appropriately certified as other kinds of providers or suppliers. i.e., a distinct part Skilled Mursing
Clinical L aboratories Facility and/or distinct part Nursing Facility. Home Health Agency, Rural Health Clinic, or Hospice; Excluded

residential, custedial, and non-service units not meeting certain definitions in the Social Security Act; and,
Life Safety Code Requirements

= Physician offices located in space owned by the hospital but not functioning as hospital outpatient services
Nursing Homes departments

Five-Star Quality Rating Systerm

Accredited Hospitals - A hospital accredited by a CMS-approved accreditation program may substitute accreditation

Psychiatric Residential Treatment under that program for survey by the State Survey Agency. Surveyors assess the hospital's compliance with the
Eacility Providers Medicare Conditions of Participation (CoP) for all services, areas and locations covered by the hospital's provider

agreement under its CMS Certification Number (CCN).
Psychiatric Hospitals

Outpatient Rehabilitation Although the survey generally occurs during daytime working hours (Monday through Friday), surveyors may conduct

www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/CertificationandComplianc/Hospitals.html




Deficiency Data Discharge Planning

Tag Section Nov Jan 2014 Mar 2014
2013
799 Discharge Planning 20 20 21
(DP)

800 DP Evaluation 25 25 26

806 DP Needs Assessment 58 58 60

807 Qualified DP Staff 8 8 10

810 Timely DP Evaluation 12 12 13



Deficiency Data Discharge Planning

Tag Section Nov Jan 2014 Mar 2014
2013
811 Documentation & 15 16 18
Evaluation

812 Discharge Planning 3 3 4

817 Discharge Plan 26 28 28

819 MD Required DP 3 3 3
820 Implementation of DP 53 53 60



Deficiency Data Discharge Planning

Tag Section Nov 2013 Jan 2014 Mar 2014

821 Reassess DP 37 49 49

823 List of HH Agencies 28 31 34

837 Transfer or Referral 37 38 42

843 Reassess DP 30 30 23
Process Total 355 Total 364 Total 391



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

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

7500 Security Boulewvard, Mail Stop C2-21-16
Baltimore, Maryland 21244 1850

CINVM S

CERNTERS FOOFR MEFINCARE & MEDCALD SERVHOES

Center for Clinical Standards and Quality/Survey & Certification Group

Ref: S&C: 13-32- HOSPITAL

DATE: May 17, 2013 . .
il SR e o e www.cms.gov/SurveyCertificat
Y e B e toess S onGeninfo/PMSR/list.asp#Top

Survey and Certification Group Ofpage

SUBJECT: Rewvision to State Operations Manual (50M). Hospital Appendix A - Interpretive
Guidelines for 42 CFR 482 .43, Discharge Planning

Memorandum Summary

o IDischarge Planning Guidance Revised: 50M Hospital Appendix A has been revised to
update the guidance for the discharge planning Condifion of Participation { CoP).

= Advisery 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 1s mot required for hospital compliance but only resurce information
or references for process improvement.

o _Apromated Survey Processing Environment (ASPEN) Tags: ASPEN Tags for discharge
planning CoPs have been reorgamzed. A number of tags were eliminated. These changes
were made in 2012,




Discharge Planning Transmittal July 19, 2013

CMS Manual System =S = g s e
Pub. 100-07 State Operations Ceniie s for Medicnee &
Proader Cevhheatca Medicaid Services ((CMWS)
Transmittal 87 Date: July 19, 2013

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

I. SUMMARY OF CHANGES: Clarification is provided for the prowvisions 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-0508
Tag A-0509
Tag A-0817
Tag A-0822
Tag A-05824
Tag A-0825
Tag A-05826
Tag A-082
Tag A-082
Tag A-082

o

deleted. Content combined with Tag A-05006
deleted. Content combined with Tag A-05006
deleted. Content combined withh Tag A-0818
deleted. Content combined with Tag A-0820
deleted. Content combined with Tag A-0823
deleted. Content combined withh Tag A-0823
deleted. Content combined with Tag A-0823
deleted. Content combined with Tagc A- 0823
deleted. Content combined with Tag A-0823
deleted. Content combined with Tag A-0823
Tag A-083 deleted. Content combined with Tag A-0823
Tag A-0831 deleted. Content combined with Tag A-0823
Exhibit XX is deleted. renamed Exhibit 353 and moved with other SOM Exhibits

e e e e e e s
A A A A A " hon

s s s s s
[

L]



Starts at Tag Number 799

A-0799

(Rev.)
§482.43 Condition of Participation: Discharge Planning

The hospital must have in effect a discharge planning process that applies to all patients.
The hospital’s policies and procedures must be specified in writing.

Interpretive Guidelines §482.43

Hospital discharge planning is a process that invelves determining the appropriate post-hospiral
discharge destinarion for a parient; identifving whar the parient requires for a smooth and safe
tramnsition from the hospital to his/her discharge destination,; and beginning the process of
”.I'E'é"f.l'.l'."‘_:f |r|il.|¥:' Y. witienr I_"n' .rrn'lq"f.l."{,l"x-'e'rulr_." "I"J.':?'lr—l'i;‘.r."\-'t '.'En':l.l".‘.:'_’i' .I'.'l-"E"I’.IiI_":'. ."."rr! WWar rel .l.l_r.l'_l‘.':_.l|;l.| PEV, S '|'I|' as ""transition
planning " or “community care ftransitions " is preferred by some, since it moves away from a
Jocus primarily on a patienr’s hospiral sray ro consideration of rransirions among rhe muliriple
tvpes of parient care settings thar may be invelved at various points in the rrearment of a given
parient. This approach recognizes the shaved responsibility of health care professionals and

_.rI:It '.I'..Illn'fF.E'."' TS ™ l-_"'.'l-.lil (1.5 -Ir.i'l'l'lr.f{".ln'f.‘\" ||'?.'f|'r .I'l:l.'-E"n'n" .‘-'|'|"J|'.-"i':'|':lf'|r j"l’_"f'.';l':'n’.f‘.' .r.'lf.'"d]fn'_.._‘ﬂn'li'l'-'fl'f .".'In'i" i I'?.".'.i"n'.l'.'.'l'.'l'f.?n' I'flill-l'l'l'n"t". r.'f.'-l'.l'l |rl|l.|t"
need to foster betrer communication among the various groups. Much of the inrerprenive
::-III:III;II'J'JI"E'.IIF:?J |r.|1|'.|'.'1' '.:i._ll':'.il_J .|-l|'| IS ;-'L-'r"."n' J'.'nf,ur-;-'l' .'.'l'l-'l'l'r I-‘_'. FEWEN Nasedard .'in' oF care Mransiitons .'l'n'u'n'-l'lr".l' .';.rl'-'r-'rq'l
broadly. Ar the same time, the tevmn “discharge planning ™ is used both in Section 1861 (ea) of the
Social Security Act as well as in §482.43. In rhis guidance, rtherefore, we continue ro use the
term "discharge planning.’

When the discharge planning process is well executed, and absent unaveoidable complications or
unrelared illness or injury, the parient conrinues ro progress towards the goals of his/her plan of
care after discharge. However, it is not uncommon in the current health care environment for
parients ro be discharged from inparient hospiral sertings only ro be readmirred within a short
.r.l-rr.'.-".l'?'.-J:IJr.-'.l";u'rr F'-"n'lrr.l'.-".-..ll|'.'JI.'.-Ir.'..I'.I'-.-Ir.! IC|-|'IF||.|-=' F'.r'.-I:.I'.JI.'r'T'\-.‘.'.rriI."-.' FEIFSTAY BRSENT |‘I|F'-J"|'rnl|-||'luu'l'l|'||lul" I‘:l-rilnllfu-"' ur.r'n'."1.-"
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Discharge Planning 799 7-19-2013

= Standard: The hospital must have a discharge
planning (DP) process that applies to all patients
(799)

* The hospital must have written DP P&Ps (799)

= To determine if will need post hospital services like home
health, LTC, assisted living, hospice etc.

* To determine what patient will need for safe transition to
home

= Called transition planning or community care transition

= Need to incorporate new research on care transitions to
prevent unnecessary readmissions



Discharge Planning 799

= Discharge planning is:

= New DP guidelines based on this new research

= [t Is a shared responsibility of health professionals
and facilities

» Hospital needs adequate resources to prevent
readmissions

=1 in 5 patients readmitted within 30 days (20%)
= 1 in 3 patients readmitted within 60 days (34%)

= Good DP will help patient reach goal of plan of care
after discharge



Discharge Planning 799

= CMS says the DP process is In effect for all patients

= However, CMS notes that the preamble made it
clear it was meant to apply to inpatients and not
outpatients

= DP presupposes hospital admission

= CMS suggests that hospitals voluntarily have an
abbreviated post-hospital DP for same day surgery,
observation, and certain ED patients

= However, remember that all patients have a right to have
a plan of care and be involved in the plan of care



Discharge Planning (DP) 799

* Hospital must take steps to ensure DP P&P are
Implemented consistently

= DP based on 4 stage DP process:

= Screen all patients to determine If patient at risk such as
screening guestions by nursing admission assessment

* Evaluate post-discharge needs of patients

= Develop DP if indicated by the evaluation or requested
by patient or physician

— Consider putting it in written patient rights

= |nitiate discharge plan prior to discharge of inpatient



Discharge Planning P&P 799

= Suggests input from MS, board, home health
agencies (HH), long term care facilities (LTC),
primary care physicians, clinics, and others
regarding the DP P&Ps

=" |nvolve the patient in the development of the
plan of care

= Must actively involve patients through out the
discharge process

= Patient have the right to refuse and if so CMS
recommends this be documented



|dentify Patients in Need of DP 800

= Standard: The hospital must identify at an early
stage all patients who are likely to suffer adverse
consequences if no DP is done

= Recommend all inpatients have a Discharge Plan

— Most hospitals the nurse asks specific questions on the
admission assessment

= If not must have P&P and document criteria and
screening process used to identify who is likely to
need DP

= Hospital must identify which staff are responsible are
carrying out the evaluation to identify if patient needs DP



Case Management Consults

[D-47: Dhecharge Planmng Fage 2 af 5

B. Case Management Consults
Case Manﬁnf-menr shall be consulted when a patient meets any of the following
admission screening criteria and any recommendations 1::::-::-11:.--:!-rf1ted into the Plan of

Care:

1. Lacks transportation

2. [risabled and living alone

3. Durable Medical Equipment

4. Physical'Cecupational/Speech Therapy after discharge
3. Unable to manage self-care/prior Home Health Sernvices
G Frequent hospital admissions for poorly controlled chreonic disease
7. A dmission from a nursing home or another state agency
8. Teenage obstetric {<-16 years)

o Mo source of income

10, Mo place to live

11. Tacks clothing

-

Any post discharge/extended care needs

Addidonal sereening criteria for psyvehiatrv only:
Mo leisure activities

Substance abuse

Mo job skills

Mo fanuly support

Mo source of mcome.

ST A I D e

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 1s available by
telephone and pager for emergencies. After hours, weekends, and holidays. the

house manager should be contacted for emergency consults.



|dentify Patients In Need of DP 800

= CMS says factors the assessment should include:

= Patient’s functional status and cognitive ability
= Type of post hospital care patient needs
= Avallability of the post hospital needed services

= Avalilability of the patient or family and friends to
provide follow up care in the home

= No national tool to do this

* Blue box advisory recommendation to do a
discharge plan on all every inpatient



Nurses Admission Assessment

Part I: Admission Routine

Admitting MD: Family MD:

D_E.tl_:_t!_ TII"!‘I&! T: P: R: G: ok
Mode: =D amb P gurney D wic P aother B/P: Rt Lt
Via: P admitting F ER (0 or (F other |Height: Weight: Dstand CPBed CTotated

Admitting Diagnosis:

Chief Complaint: (per patient)

Allergies: Latex: =P balloons

7 bananas

LATEX
4 or = - order

7 MNKDA =P gloves

=7 pineapple

latex free cart

Type of Reaction: P mult OR

0 avocados

-

Valuables List: (describe jewelry, clothing, etc.)

VALUABLE

envelopes to

Sale

7 SGlasses 7 contact lenses (P Dentures =7 Fartial/bridge = Hearing aid 7 Refusedsafe -
Murse Signature (if other than nurse completing remainder of assessment):
Part ll: Patient History
Patient History: (major illnesses/operations/major injuri es)
D Hypertension = corD D Diabetes £ Cancer [ Anesthesia issues
D Heart Disease P Asthma [P Hepatitis P Seizures 0 Mone To OR &
D Stroke EDTB P Ulcer =7 Mental Disorder i m;t-
(P Cardiac other 7 Respiratory other D Kidney Disease D General other call MD [T
Specify others not listed above and Surgeries: SEMOKING
& yes to MI,
Prneu, CHF;
give Ed [
Alcohol/Drug Use: [ Yes CP Mo Type: Daily Amt: 1 Quit FLU/PNEU
Tobacco Use: 1 Yes =7 Mo Type: Daily Amt: = Quit :::‘:u
Admitting Diagnosis: AMI, Pneumonia, CHF: = Yes P Mo fori -
VVaccinations: ] lem
Flu Shot within past 12 months 1 Yes 1 MNo 7 Refusead ;':;:::IU
Pneumonia Shot in past 5 yvears £ Yes = No £ Refused D
Family History:
ey e e ..., e e e R e T T . T

30




Neumonia snNot In past o years g5 0 glLSe

Family History:

(3 Heart Disease £ Hypertension (D stroke O Asthma ) T8

3 Diabetes & r'i.udr'uayﬁI Anesthesia

Info. Obtained from: 3 Patient O Family O Other

(9 cancer O Seizures £ Blood Disorder & Mental Disorder & None (3 Other
Psychosocial/Economic/Discharge:
Marital Status: (3 Married (PSingle I Widowed
Family: (7 Lives With  (JLives Alone ELF:;?;E
Lives In: 7 Home (INursing Home (3 Other (7
Occupation: EIFull Time (D Part Time (JRetred  (JOther

Requests Visit from Business Office Rep or HELP Program 3 Yes B No ggf::r;fl:hﬂ
Activity Level: (TAmbulatory CF Cane CIWalker (JWheelchair (3 Bedrest (7
Suspected Abuse/Neglect: (DYes (DNo
Emotional Status: £ Cooperative (3 Anxious (IDepressed (FEnd of Life ';;‘CEEW =
Concerns with Hospitalization: (JChid Care 3 Home Life (3 Religious/Cultural Practices E'E:'g;
Emergency Contact: =) mj; » Relation: Phone: E:CD#? PEF
Nearest Relative: Relation: Phone: Ez'ﬂ”ﬁ"'ﬁ
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unctional Assessment

SKIN ISSUES:
Wd Care MS - POC
Referral [ . =1
MNorton Scale (Skin Risk Assessment) B e e e e e
w | Bhysical Condition |1. Very bad 2 Poor 3. Fair 4. Good
é Mental Condition 1. Stupor 2 Confused 3. Apathetic 4. Alert
g Activity 1. Bed 2  Chair Bound 3. Walk Help 4. Ambulant
E Nobility 1. Immobile 2 Very Limited 3. Slightly Limited 4. Full
E Incontinence 1. Doubly 2. Usually/Urine 3. Occasional 4. Mot
g MNotes: If 14 or less, evaluate approprateness for Plan of CElre.“ Total Score
SKIN:
poc#15
Functional Trigger Assessment:
: Total Score =
Usual ADL Admit ADL Usual-Admit
=
O |Code: OT feeds selfdressing/ADLs
E 4 = 100% of care PT gaittransfers
% 3= 75% ofcare ST swallow/expression/comprehension
[V
2 = 50% of care ADL: FUNCTION:
poc# 16 @ Referral to
1 = 25% of care Phys. Med. if
0 = N/A - (acute time limited condition) changs  [J
Fall Risk { Risk Assessment)
P Level I 17 Level Il - Has two or more of the following risk factors
E any patient (7 age =65
o ﬁ history of falls (immed or within past 3 mo.)
j ﬁ] taking fall related medications (hypnotics, analgesics, psychotropics, antihypertensive, diuretic, laxative)
E @ mod to severe physical impaimment (includes mobility or visualhearing deficits)
= - — - - FALL RISK
occcasional or frequent cognitive impairment Il: poc#l 7
Page 3 of 4 I Patient label




Blue Box Advisory Do a DP on all Inpatients

For Information — Not Required/Not to be Cited

Given the high level of readmissions that hospitals experience, a hospital would be well advised
to assume that every inpatient requires a discharge plan to reduce the risk of adverse health
consequences post-discharge. Providing a discharge plan for every inpatient means the hospital
avoids the problems that result if it utilizes a screening process that fails to predict adequately
which patients need a discharge plan to avoid adverse consequences.

This does not mean that every discharge plan will be equally detailed or complex; some may be
comparatively simple, for example, focusing on clear instructions for self-care for patients
whose post-care needs may be readily met in their home environment. On the other hand, other
patients may have complex needs for care after discharge. It is common for many patients to be
discharged with a need for numerous on-going services/therapies, such as intravenous (IV)
medications, intensive physical and occupational therapy, remote monitoring, wound care, eic.
The key is that the discharge plan must reflect a thorough evaluation of the patient’s post
hospital care needs and must address the needs identified.




Discharge Planning 800
= Must do at least 48 hours in advance of discharge

= |f patient’s stay is less than 48 hours then must make sure
DP is done before patient’s discharge

= Must make sure no evidence that patient’s
discharge was delayed due to hospital’s failure to
do DP

= DP P&Ps must state how staff will become aware of
any changes in the patient’s condition

= Change may require developing DP for the patient

= |f patient Is transferred must still include information

on gost hosgital needs




DP Survey Procedure 800

= Surveyor to go to every inpatient unit to make sure
timely screening to determine if DP Is needed

= Unless hospital does DP evaluation for all patients

= CMS Instructs the surveyors to conduct discharge
tracers on open and closed inpatient records

= Can hospital demonstrate there is evidence of DP If
the stay Is less than 48 hours

= \Was criteria and screening process for DP
evaluation applied correctly

= \Was there process to update the discharge plan?



So What’s In Your P&P?

AIONTANA STATE HOSPITAT.
POLICY AND PROCEDTURE

DISCHARGE PLANNING
F ffective Date: MNovember 9 2000 Policy #: A0
Pace 1 of 4

I. PURPOSE: To specify discharge planning procedures to ensure that discharge planning
begins at the time of admission and is updated throughout the duration of hospitalization.

IT. POLICY: Each person admitted to Montana State Hospital will have an individualized
affercare plan specifyving services and referrals needed upon discharge. MMontana State
Ho=spital staff will work closelw with the patient. the patient’ s familv/significant others
and appropriate commmnity agencies to ensure contimuty of care is addressed and
hMontana state statute requirements are et

ITT. DEFINITIONS:

A TImitial THscharge Plan — A document that provides basic information to begin
discharge planning procedures early in the patient s staw.

B. Aftercare Plan — A document that addresses major aspects of a patient™ s living
sitmation and treatment needs following hospitalization.

C. Dhscharge Summary — A recapitulation of the patient™s hospital course mcluding a
sununary of the aftercare plan.

Iv. RESPONSIBILITIES:

A Drscharge Coordinator — the staff member who is assigned primary responsibility for
coordinating affercare planning procedures. This is usually the patient’ s social
worker.

. PROCEDURE:



Discharge Planning Evaluation 806

= Standard: The hospital must provide a DP
evaluation to patients at risk, or as requested by the
patient or doctor

= Must include the likelihood of needing post hospital
services

= Like home health, hospice, RT, rehab, nutritional consult,
dialysis, supplies, meals on wheels, transport,
housekeeping, or LTC

* |s the patient going to need any special equipment (walker,
BS commode, etc.) or modifications to the home

= Must include an assessment if the patient can do self

care or others can do the care



Discharge Planning Evaluation 806

= Must have process for making patients or their
representative aware they can request a DP
evaluation

= Put it in writing in the patient rights document

* Have the nurse inform the patient and document it in the
admission assessment

= Must have a process for making sure physicians are
aware they can request a DP evaluation

= Unless hospital does DP evaluation on every patient

* |ssue memo to physicians, include in orientation book for
new physician orientation, and discuss at MEC meeting



Discharge Planning Evaluation 806

= Must evaluate if patient can return to their home

= |f from a LTC, hospice, assisted living then is the
patient able to return

* Hospitals are expected to have knowledge of
capabilities of the LTC and Medical homes and

services provided

= May need to coordinate with insurers and Medicaid
= Discuss ability to pay out of pocket expenses

» Expected to have know about community resources

= Such as Aging and Disability Resources or Center for Independent
Living



Discharge Planning Evaluation 806

* Discharge evaluation is more detailed In

contrast to the screening process

» Used to identify the specific areas to address
In the discharge plan

= Must eva

= Or fami

uate if patient can do any self-care

y or friends

= The goal Is to return the patient back to the
setting they came from and to assess Iif they

can return



Discharge Evaluation & Plan

DISCHARGE EVALUATION & PLAN

a PLAN OF CARE, REVIEWS & SUMMARY
ADMISSION EVALUATION
O Admit Date Reason for Admission (Refer to admission, H + P and transfer forms for additional information)
REHABILITATION POTENTIAL:
[] Resident believes self capable of increased independence in at least some ADL's ] Other
2 [1 Direct Care staff believes resident capable of increased independence in at least some ADL's
2 DISCHARGE POTENTIAL: [1 Excellent [] Good ] Fair [1 Marginal [] Guarded [1 Poor [] None
= DISCHARGE anticipated within 90 days of admission?
[]Yes, Anticipated to: [ ] Uncertain/Unknown due to:
§ [] No, Reason(s)
e ["] Requires 24 hr supervision [] Alternate Care setting not possible  [] Mental Health status [] Financial limitations in meeting care needs
= ] Dependent on others for all ADL's due to physical disability [ ] Family refuses to provide care [] Resident refuses to leave facility
E ['] Condition expected to deteriorate [] Dependent psychologically on [1 Family unable to meet needs due  [] Other:
E ["] Complicated medical care/regimen placement in facility to other responsibilities
Resident and/or Resident Representative prefers to be discharged to:
Additional Comments: o

O

Signature g ‘

Refer to Comprehensive Evaluation dated: for additional specific details in each area.

ADL FUNCTIONAL ABILITY SUPPORT SERVICE REQUI
] Ability to meet self-care needs not impaired [[] No support service needs a
[ Unable to meet self-care needs [ ] Referrals needegs
[] Ability to meet any self-care needs impaired in the following areas: ] Privat;

[] Bed Mobility [] Dressing [] Personal Hygiene ] onal (family/frien

| i€ Related Documents [zl Email Twitter Embed Search Document

REVIEW OF FACTORS AFFECTING DISCHARGE PLAN

) s\ipport syst®&m v

41




Discharge Planning Checklist

HOSPITAL/MEDICAL CENTER

EMAIL: dmeclientcare@pmsionline.com

PHONE: 877 ASK_PMSI

REFER ONLINE: www._pmsionline.com

Patient:

Address:

Height

DOl

Case Manager:
Discharge Planner:
PMSI Rep:

SUPPLIES

Weight:
D

MONTHLY QUANTITY

Total Knee Replacement /Knee Repair/Knee Injury

FAX: BOO. 774 4111

S5 Claimd:
City: State: Zip: P
Institution:
Discharge Date:
Ph: Fa:
Ph: Fau:
PMSI Rep Exi:

SUPPLIES MONTHLY QUANTITY

Home Health Cara Tub transfer (benchy/shower)
CPM Chair

Cold therapy unit Sock aid

Front-wheeled walker Reacher

Crutches Knae brace

3-in-1 commode

Raised toilet seat

Hemiated Disc/Lumbar Laminectomy

Home Health Care F-in-1 commode

Hospital bed rental Raised toilet seat with arms
Wheelchair rental Shower chair

Front-wheeled walker Grab bars

Cane Sock aid

Back brace Long shoe horm

TEMNS unit Reacher

1 nwnr Fytremity Fractnrec —Patalla Ankle Tihia Fihala

Fomnr Caloanans




Table 2: Discharge Plan Checklist

Discharge Plan Checklist Yes No

1. The client’s strengths, needs. abilities and preferences (SNAP) at
the poimt prior to discharge are documented.

2. The gains from participating in the programime. or goals achieved
are documented.
3. The likely post-discharge needs and issues are 1dentified and

conveyed to client and caregiver, if any.

4. Referral to other agencies for post-discharge needs are made, where
necessary.

5. Caregivers are briefed on client needs, and mformed with other
resources available, including caregiver support groups, respite
services and other community resources.

6. Contact details of a staff from the discharging organisation has been
given to client and caregiver.

7. A designated staff had been assigned to follow-up with the client
and caregiver, within a specified time-frame.




Discharge Evaluation & Plan 806

= Will the patient need PT, OT, RT, hospice, home
health care, palliative care, nutritional consultation,
dietary supplements, equipment, meals, shopping,
housekeeping, transport, home modification, follow
up appointment with PCP or surgeon, wound care
etc.

— Discuss if patient can pay out of pocket expenses

= Make sure If sentto LTC it does not exceed their
care capabilities

= Hospitals are required to have knowledge of the
capabillities of the LTC facilities and community services

available includinﬁ Medicaild home



CMS DP Checklist for Patients

For Information— Not Required/Not to 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
http://iwww.medicare.gov/publications/pubs/pdfi11376.pdf)

o Agency for Healthcare, Research and Quality’s (AHRQ) “Taking Care of Myself: A
Guide For When I Leave the Hospital,” (available at
http:/iwww.ahrg.gov/qual/eoinghomeguide. pdf)

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




CMS Your Discharge Planning Checklist
Your

— = ,;__ = = ._.-— 1..1
E AR
Discharge EET

B :
Planning - ;i
Checklist: ({, o

]

For patis=nts amd their cargivers
preparing b legwe o hospital,. nursing home,

oy other health care sae A iy

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




HAME:
Reoson Tor admission:

During wour stay, yvour doctar and the staff will work with wou to plan

for vour discharge. ¥You and vwour caragiver are important members of the
planning team-. A caregwver iz a family member or foend who may be helping
wou after discharge. Balow iz a checklist of important things wou and ywour
caragiveaer should know to prepare for discharge.

Instucthons:

Uze the checkhi=t early and often dunrmg wour =tan,

Talk to your docktor and the staff (for ezample, a3 dizschamge: planner, social worker, or
nurze] about the 1temnzs on the checkli =t

Check the bose next to each1termwhen vou and yvour caregiver complets t.

Uze the notez column townte d oon important indormation ke names and phone
nurb e r=.

Shkhp any iterns that don™t applyr to wou,

ACTION ITEM= HOTE=

b=k whemrm wou wiall get care atter dischamge., Do pou
hzrwe opbonsT B sume pou =l the A= what you

prefer.

If = family member or fiend will b= helpaing you afi=r
de=chamge,. wnie dowwen the name and phone numb=r

b=k the st=aff aboutywyour healkh cond™ton and what
wou can do o help yoursslf get betber

b=k about pmoblam= o0 waitch forand whattbto do
about them . Wnhte dowwen @ name and phone num b=r
o call o pwou have problems.




IO RIT ROV ST

ANGUIUCROTRVY HETIIRLIEU Y E
e rlusuiil

www.ahrqg.gov/patients-consumers/diagnosis-
tjeatment/hospitals-clinics/goinghome/goinghomeguide.p




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. There is so 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, Taking Charge of your
Healthcare: Your Path to Being san Empowered Patient, provides yvou with these tools.

Hospital discharge 1s not an event; it is a process. It 1s 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
Empowered Patient to patients and families as soon as possible. Plan time to discuss their contents and answer any
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, insecurty 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 guestions. By using this tool, they will have what they need to know and do before leaving the hospital in an
easy to use and update format. & cover page allows for the patient to record their thoughts and keep them private. If you have the
capsahility to print fwo-sided, & print friendiy wversion is gvailsble here.

Talking to Your Doctor or Murse, 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 , a trifold brochure presenting six strategies for coping with
conwversations 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 Doctor, 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 wversions) for posting in open patient areas and staff lounges.

Communicating with Patients and Families for Smooth, Safe Transitions, this short document explains how patients and families
often feel during this stressful time, 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.

Glossa of Terms, listing of words our patient advisors suggested would be helpful for consumers to help them understand terms that




Discharge Evaluation & Plan 806

= Patient has a right to participate in the development
and implementation of their plan of care

= CMS views discharge planning as part of the plan of
care (POC)

* The patient is expected to be actively engaged in
the development of the discharge evaluation

= Surveyor will make sure staff are following DP policies
and procedures

= If hospital does not do one on every inpatient will
assess how to determine if change in the patient’s
condition




Survey Procedure 806

= WIill check to make sure documented in the medical
record

= [f from assisted living or LTC Is there documentation
facility has capability to provide necessary care?

= Surveyor will assess If patient needs special
medical equipment or modifications to the home

= Surveyor will assess to make sure the patient or
other can provide the needed care at home

= Will assess if insurance coverage would or would
not pay for necessary services



Qualified Person to Do DP 807

= Standard: A RN, social worker (SW), or other
appropriately qualified person must develop or
supervise the development of the DP evaluation

= Written P&P must say who is qualified to
discharge planning evaluation

* P&P must also specify the gqualifications for staff
other than RNs and SWs

= All must have knowledge of clinical, social,
Insurance, financial and physical factors to meet
patient’s post discharge needs



Multidisciplinary Team Approach

For Information - Not Required/Not to be Cited

A well designed discharge planning evaluation process uses a multidisciplinary team approach.
Team members may include representatives from mirsing, case management, social worl,
medical staff, pharmacy, physical therapy, occupational th empl respiratory therapy, dietary,
and other health care professionals involved with the patient’s care. The team approach helps fo
ensure that all of the patient’s post-discharge care needs are de; ttified, so that they can be faken
into consideration when developing the evaluation.




Discharge Planning

= Standard: the DP evaluation must be completed
timely to avoid unnecessary delays (810)

* This means there has to be sufficient time after
completion for post-hospital care to be made

= Cannot delay the discharge

= Expects to be started within 24 hours of request or need

= Standard: The hospital must discuss the results of
the DP evaluation with the patient (811)

= Documentation of the communication must be in the
medical record



Discharge Planning

= Standard: The hospital must discuss the results

of the DP evaluation with the patient (811,
continued)

* Do not have to have the patient sign the document

= Cannot present the evaluation as a finished product
without participation of the patient

= Standard: The DP evaluation must be In the
medical record (812)

= Must be in the medical record to guide the development of
the discharge plan

= Serves to facilitate communication amonﬁ team members



Discharge Planning

= Standard: RN, SW, or other qualified person
must develop the discharge plan if the DP
evaluation indicates it Is needed (818)

= DP Is part of the plan of care

= Best If interdisciplinary such as case manager,
dietician, pharmacist, respiratory therapy, PT, OT,
nursing, MS, etc.

= Standard: The physician may request a DP if
hospital does not determine it Is needed (819)



Implement the Discharge Plan 820

= Standard: The hospital must implement the
discharge plan

= Patient and family counseled to prepare them for post-
hospital care

= This include patient education for self care
= |t includes arranging referral to HH or hospice

= |t includes arranging transfers to LTC, rehab hospitals
etc.

= Arrange for follow up appointments, equipment etc.

= Patient needs clear instructions for any problems that

arise, who to call, when to seek emer%encz assistance



Implement the Discharge Plan 820

= Recommendations to reduce readmissions:

= Improved education on diet, medication, treatment,
expected symptoms

= Use teach back or repeat back

= egible and written discharge instructions and may use
checklists

= Written in plain language (issue of low health literacy)
= Provide supplies for changing dressings on wounds
= Give list of all medication with changes (reconciled)

= Document the above



For Information — Not Required/Not to be Cited

Additional actions hospitals might consider taking to improve the patient’s post-discharge care
ransition.

e Scheduling follow-up appointments with the patient’s primary carve physician/practitioner
and in-home providers of service as applicable;

e Filling prescriptions prior to discharge,

e J[fapplicable, arranging remote monitoring technologies, e.g., pulse oximetiv and daily
weights for congestive heart failure (CHF) patients, pulse and blood pressure
monitoring for cardiac patients; and blood glucose levels for diabetic patients,; and

o Follow-up phone calls within 24 -72 hours by the hospital to the patient after discharge.

The communication with the patient to ensure implementation of the discharge plan does not
stop at discharge. An initiative showing significant success in reducing preventable
readmissions involves the hospital contacting the patient by phone in the first 24 to 72 hours
after discharge. The phone contact provides an opportunity for the patient to pose questions and
for the hospital to address anyv confusion related to medications, diet, activity, etc., and to
reinforce the education/instruction that rook place in the hospital prior to discharge. This also
helps to reduce patient and family member anxieties as they manage post-hospital care needs.

Hospital staff placing the calls should be familiar with the patient’s discharge plan and
qualified to address tvpical questions that might be expected. They should also be
fmowledgeable about when to instruct the patient to seek a more immediate evaluation, including
where to go for such evaluation. Although this follow-up phone call can serve as a customer
service initiative for the hospital, the primary intent would be to provide an opportunity for

T . T 7 . T



Survey Procedure 820

* Send necessary medical information (like discharge
summary) to providers that the patient was referred
to prior to the first post-discharge appointment or
within 7 days of discharge, whichever comes first

= Surveyor will make sure referrals made to
community based resources such as Department of
Aging, elder services, transportation services,
Centers for Independent Living, Aging and Disability
Resource Centers, eftc.

= |f transfer, will make sure medical record
Information sent along with patient



Reassess the Discharge Plan 821

= Standard: The hospital must reassess the
discharge plan If factors affect the plan (821)

= Changes can warrant adjustments to the discharge
plan

* Have a system In place for routine reassessment of
all plans

= Many hospitals now have discharge planners or
social workers who review the charts on a dalily basis

= |f this Is not done then need system to find out when
there are changes



Freedom of Choice LTC HH 823

= Standard: If patient needs HH or LTC must
provide patients a list (823)

= Must inform the patient or family of their freedom to
chose

= Cannot specify or limit qualified providers

* Must document that the list was provided

= |If In managed care organization, must indicate which ones
have contracts with the MCO

» Disclose if hospital has any financial interest

= |[f unable to make preference must document why such as

no beds available



For Information — Not Required/Not to be Cited

Hospitals may also refer patients and their families to the Nursing Home Compare and Home
Health Compare websites for additional information regarding Medicare-certified skilled
nursing facilities and home health agencies, as well as Medicaid-participating nursing facilities.

The data on the Nursing Home Compare website include an overall performance rating, nursing
home characteristics, performance on quality measures, inspection results, and nursing staff
information.

Home Health Compare provides details about every Medicare-certified home health agency in
the country. Included on the website are quality indicators such as managing daily activities,
managing pain and treating symptoms, treating wounds and preventing pressuire sores,
preventing harm, and preventing unplanned hospital care.

The hospital might also refer the patient and their representatives to individual State agency
websites, Long-Term Care Ombudsmen Program, Protection and Advocacy Organizations,
Citizen Advocacy Groups, Area Agencies on Aging, Centers for Independent Living, and Aging
and Disability Resource Centers for additional information on long term care facilities and other
types of providers of post-hospital care. Having access to the information found at these sources
may assist in the decision making process regarding post-hospital care options.




Transfer or Referral 837

= Standard: Hospital must transfer or refer patients to
the appropriate facility or agency for follow up care
(837)

= Includes hospice, LTC, mental health, dialysis, HH,
suppliers of durable medical equipment, suppliers of
physical and occupational therapy etc.

* Could be referral for meals on wheels,
transportation or other services

* Must send necessary medical record information

* Includes information necessary for transfer



The “medical information” that is necessary for the transfer or referral includes, but is not
limited to:

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

e Brief description of hospital course of treatment,

o Parient’s condition at discharege, including cognitive and functional status and social
supports needed;

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

o 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:

¢ Brief description of care instructions reflecting training provided to patient
and/or familv or other informal careciver(s):



Reassessment 343

= Standard: The hospital must reassess it DP
process on an on-going basis and review the
discharge plans to ensure they meet the patient’s
needs

= Must track readmissions

— Must choose at least one interval to track such as 7, 15, 30
days and review at least 10% of preventable readmissions

— Recommend 30 days as the NQF endorsed readmission
measures

= Must review P&P to make sure DP is ongoing on at least
a quarterly basis

= Must track effectiveness of DP ﬁrocess throuah gAPI



Memo Includes Cross Walk to Old Tags

Crosswalk from Old to New Hospital Discharge Planning Tags
Old Tag New Tag

Discharge Planning
A-0799 A-0799
§482.43 Condition of Participation: Discharge Planning

The hospital must have in effect a discharge planning process that applies fo all
patients. The hospital’s policies and procedures must be specified in writing.
A-0800 A-0800

§482.43(a) Standard: Identification of Patients in Need of Discharge Planning | §482.43(a) Standard: Identification of Patients in Need of Discharge Planning
The hospital must identify at an early stage of hospitalization all patients who The hospital must identify at an early stage of hospitalization all patients who

are likely to suffer adverse health consequences upon discharge if there is no are likely to suffer adverse health consequences upon discharge if there is no
adequate discharge planning. adequate discharge planning.

A-0806 A-0806

§482.43(b) Standard: Discharge Planning Evaluation §482.43(b) Standard: Discharge Planning Evaluation

(1) The hospital must provide a discharge planning evaluation to the (1) The hospital must provide a discharge planning evaluation to the
patients identified in paragraph (a) of this section. and to other patients upon patients identified in paragraph (a) of this section. and to other patients upon
the patient’s request. the request of a person acting on the patient’s behalf. or the patient’s request. the request of a person acting on the patient’s behalf. or
the request of the physician. the request of the physician.

# ook
(3) - The discharge planning evaluation must include an evaluation of the
likelihood of a patient needing post-hospital services and of the availability of
the services.

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

A-0807 A-0807

§482.43(b)(2) - A registered nurse. social worker. or other appropriately §482.43(b)(2) - A registered nurse. social worker. or other appropriately
qualified personnel must develop. or supervise the development of. the qualified personnel must develop. or supervise the development of. the
evaluation. evaluation.

A-0808 A-0806

§482.43(b )(3) - The discharge planning evaluation must include an evaluation
of the likelihood of a patient needing post-hospital services and of the
availability of the services.




Additional Resources

= There are two additional resources

= Tips based on the literature to reduce
unnecessary readmissions

= CMS has a discharge planning worksheet
—The 3 CMS worksheets are very important

—Will be used in 2014 for surveys including
validation surveys with some modification

—It Is Imperative that all hospitals be familiar with
the discharge planning worksheet



CMS Worksheet

Discharge Planning




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 hospita

= Addresses discharge p
and QAP

survey

anning, infection control,

= Second, it was pilot tested Iin 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

= 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



CMS Hospital Worksheets

» Have selected hospitals in each state and will

complete all 3 worksheets at each
2014

hospital in

= Money In the budget if the state agencies wants

to do more than the assigned num

per

= This Is the final evaluation tool anc
use whenever a CMS survey such
validation survey is done

in 2014 will
as a

= Hospitals should be familiar with the three

worksheets



Third Revised Worksheets

DEPARTR ERNT OF HESLTH & HURAAM SERWCES
Center=s for hdedicare & hdedicaid Serwices

THOO S=curitw Boulzward  hdal Stop Cz2-21-16
Batimore, bdarvland 2124 1550

CINVIS

CERTFRS Frol s SiF S RSk A B s i es

Cavter for Clind cal Standd ands and Oual iy Surneey & Certification G nougs

REF: S8&C: 13- Hospital
DATE: ovemnber 9, 2012

TO: State Suveraency Diectors | WWW.CMS.goOV/SurveyCertificationGe
FR OM: Director ninfo/PMSR/list.asp#TopOfPage

Survesrds Cetificaton SGroug

SUBJECT: Patient SatetwrImbatmee FY 2013 FPilot Phase — Fevised Dirvatt Survesmr Worksheets

hNenuorandune

- Foaient Safeyr midetvre: The Centers for Ivledicare & Ivledicaid Serdce s (12IvIS) 1=
conbnuinz to te st remrized surve vor workshe ets for asses=sans compliance with thyee hospatal
Conditions of Farticipaton (CaPs): Dualitw fAsse ssiment and Perfornnance Irnprow-ernent
(L8P, Intecton Clontrol | arnd Nischarge Flannineg., We are focusing on complianc e with
these CoPs asa means to reduce hosfpatal-acguired conditions (H 28T =), includinge
healthcare associated intfectons (H&Is), and preve ntab le readrmmissions.

- fwaft Horksheets Made Prebliic: VWia this rmermoranchizm we are rmaking the revased draft
wotshesets paibliclwrarailabhle . &2 wwas the caze presdonslysyy there masyr e addibtoral Ewdsions to
the workisheetz at the end of FY 20135

Patient Safeiry Indbiater e Pilot Phase

The Surve s & Certification Group (505 Patent Saftety Initia bwe 15 conbnaing o pilot test thee e
revised survesmor worksheets designe d to help sarvesmors assess compliance with the hospital
CoPs for QAP infection control, and discharge planting. In SE&2-12-01 released October 14,
2011 and in 5&7-12-52 releazed Invla<r 12, 2012, we made available o the b lic copdes of the
initial and resrizsd draft surve sor workshee ts. The se workshe ets were used during the pre-test
and pilot phases of the SCG indtiattee, frorm Septermmber 2011 thoonzh Septerober 20120



Final Discharge Planning Evaluation Tool

Centers for Medicare & Medicaid Services
HOSPITAL PATIENT SAFETY INITIATIVE (P5I)
FY 2014 DRAFT RISK EVALUATION TOOL

Discharge Planning

Mame of State Agency: I

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. ltems 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, famiby

members, and support persons.

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

Section 1 Hospital Characteristics

1. Hospital name: I I

2. CMS Certification Mumber (CCN):

3. Date of site wisit:

[ I 2 N I Iy B 2 B B 2 B
0000000000000 |



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



CMS Hospital Worksheets

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

= A wor

= |t will

Ksheet Is a good communication device

nelp 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



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 one of the four approved AO 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



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

= 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



Centers for Medicare & Medicaid Services
HOSFITAL PATIENT SAFETY INITIATIVE [P5I)
FY 2014 DRAFT RISK EVALUATION TOOL

Discharge Planning

Mame of State Agency:

Instructions: The following is a list of iterns 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 personis) 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@AcumenlLC com.

Section 1 Hospital Characteristics

1. Hospital name: I

2. CMS Certification Mumber {CCN):

3. Date of site visit:




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 guestions 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?



Discharge Planning P&P

Section 2 Discharge Planning — Policies and Procedures

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

2.1a For every inpatient unit surveyed is there evidence of Yes
applicable discharge planning activities? No

2.1b Are staff members responsible for discharge planning Yes
activities correctly following the hospital’s discharge No
planning policies and procedures?

NOTE: If no for either 2.1a or 2.1b the hospital would be at risk on a non-P5l, non-pilot survey for a deficiency citation related to identification of
patients needing discharge planning, 42 CFR 482.43(a) (Tag A-0800); discharge planning evaluation, 42 CFR 482.43(b) (Tag A-0806); and/or developing
and implementing the discharge plan, 42 CFR 482.43(c) (Tag A-0818)
2.2 Does the discharge planning process apply to certain Yes

categories of outpatients? No

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

Other
2.3 s a discharge plan prepared for each inpatient? ' Yes, skip to
question 2.8
No, 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 are
met and continuity of care is not interrupted by discharge from the acute care setting.

POLICY:

1. Discharge Planning begins on admission and continues throughout the hospital stay as

needs are identified and care is planned to meet 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 cars for the patient.

T11. Discharge Planning sereening criteria included in the Admission Assessment must be
completed within 8 hours of admission by the RN or RN Applicant and are utilized to
determine if either Case Management or Social Services should be consulted.

(See Nursing Policy A- 12, Admission, Transfer and Disclharge Assessments).
http:/team..uhsvstem.com/uhsprivate/inpatientnursine/A-12.pdf

A. Social Services Consults
Social Services shall be consulted and reconmunmendations incorporated into the Plan

of Care when a patient meets any of the following admission sereening criteria:
Adoption Case

Medication assistance
Crisis and/or supportive counseling
Elderly. adult and child protective service cases

N PR



B. Case Management Consults
Case Management shall be consulted when a patient meets any of the following
admission screening 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

Unable to manage self-care/prior Home Health Services

Frequent hospital admissions for poorly controlled chronic disease

Admission from a nursing home or another state agency

Teenage obstetric (<16 years

No source of income

No place to live

Lacks clothing

Any post discharge/extended care needs

M0 00 0hAWN

M=o

Additional screening criteria for psyvchiatry only:
No leisure activities

Substance abuse

No job skills

No family support

No source of income.

h s L d =

C. Assessments within 458 Hours
Assessments are performed within 48 hours of consult. if deemed necessary by the
social worker/case manager. The case manager/social worker 1s available by
telephone and pager for emergencies. After hours, weekends. and holidavs, the
house manager should be contacted for emergency consults.

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



What’s In Your Policy and Procedure?

Patient Discharge

Policw

To optimize compliance with a patient’s post-hospital plan of care. an
assessiment of the patient’s actual and potential discharge planning

needs shall be initiated vupon 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
pertormm the assessment. A plan to meet these needs 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 stawy.

Werbal communications concerning discharge or the discharge
planning process shall be conducted in layman’s terms using the
patient’s preferred language. Written discharge instructions shall also
be provided. using materials that have been translated into the patient’s
preterred language whenever possible. If the patient is a minor. the
preferred language of the responsible parent or guardian shall be used.
MWNote: For security reasons, commumnication regarding the discharge of
TDCT offender patients 1s coordinated through TIDD(CT 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.
rhysical location of the patient and support persomnel in relation to the
service, patient/family preference based upon past experience. and
other relevant factors based upon the patient’s needs. TUTINB providers
will not recommend or show preference for one serviee over another
and shall leave the choice of the service provider to the patient and/or

85



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

-~ tomplance



Nurses Admission Assessment

Part I: Admission Routine

Admitting MD: Family MD:

D_E.tl_:_t!_ TII"!‘I&! T: P: R: G: ok
Mode: =D amb P gurney D wic P aother B/P: Rt Lt
Via: P admitting F ER (0 or (F other |Height: Weight: Dstand CPBed CTotated

Admitting Diagnosis:

Chief Complaint: (per patient)

Allergies: Latex: =P balloons

7 bananas

LATEX
4 or = - order

7 MNKDA =P gloves

=7 pineapple

latex free cart

Type of Reaction: P mult OR

0 avocados

-

Valuables List: (describe jewelry, clothing, etc.)

VALUABLE

envelopes to

Sale

7 SGlasses 7 contact lenses (P Dentures =7 Fartial/bridge = Hearing aid 7 Refusedsafe -
Murse Signature (if other than nurse completing remainder of assessment):
Part ll: Patient History
Patient History: (major illnesses/operations/major injuri es)
D Hypertension = corD D Diabetes £ Cancer [ Anesthesia issues
D Heart Disease P Asthma [P Hepatitis P Seizures 0 Mone To OR &
D Stroke EDTB P Ulcer =7 Mental Disorder i m;t-
(P Cardiac other 7 Respiratory other D Kidney Disease D General other call MD [T
Specify others not listed above and Surgeries: SEMOKING
& yes to MI,
Prneu, CHF;
give Ed [
Alcohol/Drug Use: [ Yes CP Mo Type: Daily Amt: 1 Quit FLU/PNEU
Tobacco Use: 1 Yes =7 Mo Type: Daily Amt: = Quit :::‘:u
Admitting Diagnosis: AMI, Pneumonia, CHF: = Yes P Mo fori -
VVaccinations: ] lem
Flu Shot within past 12 months 1 Yes 1 MNo 7 Refusead ;':;:::IU
Pneumonia Shot in past 5 yvears £ Yes = No £ Refused D
Family History:
ey e e ..., e e e R e T T . T
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Neumonia snNot In past o years g5 0 glLSe

Family History:

(3 Heart Disease £ Hypertension (D stroke O Asthma ) T8

3 Diabetes & r'i.udr'uayﬁI Anesthesia

Info. Obtained from: 3 Patient O Family O Other

(9 cancer O Seizures £ Blood Disorder & Mental Disorder & None (3 Other
Psychosocial/Economic/Discharge:
Marital Status: (3 Married (PSingle I Widowed
Family: (7 Lives With  (JLives Alone ELF:;?;E
Lives In: 7 Home (INursing Home (3 Other (7
Occupation: EIFull Time (D Part Time (JRetred  (JOther

Requests Visit from Business Office Rep or HELP Program 3 Yes B No ggf::r;fl:hﬂ
Activity Level: (TAmbulatory CF Cane CIWalker (JWheelchair (3 Bedrest (7
Suspected Abuse/Neglect: (DYes (DNo
Emotional Status: £ Cooperative (3 Anxious (IDepressed (FEnd of Life ';;‘CEEW =
Concerns with Hospitalization: (JChid Care 3 Home Life (3 Religious/Cultural Practices E'E:'g;
Emergency Contact: =) mj; » Relation: Phone: E:CD#? PEF
Nearest Relative: Relation: Phone: Ez'ﬂ”ﬁ"'ﬁ

Page 1 of 4 | Patient Label



unctional Assessment

SKIN ISSUES:
Wd Care MS - POC
Referral [ . =1
MNorton Scale (Skin Risk Assessment) B e e e e e
w | Bhysical Condition |1. Very bad 2 Poor 3. Fair 4. Good
é Mental Condition 1. Stupor 2 Confused 3. Apathetic 4. Alert
g Activity 1. Bed 2  Chair Bound 3. Walk Help 4. Ambulant
E Nobility 1. Immobile 2 Very Limited 3. Slightly Limited 4. Full
E Incontinence 1. Doubly 2. Usually/Urine 3. Occasional 4. Mot
g MNotes: If 14 or less, evaluate approprateness for Plan of CElre.“ Total Score
SKIN:
poc#15
Functional Trigger Assessment:
: Total Score =
Usual ADL Admit ADL Usual-Admit
=
O |Code: OT feeds selfdressing/ADLs
E 4 = 100% of care PT gaittransfers
% 3= 75% ofcare ST swallow/expression/comprehension
[V
2 = 50% of care ADL: FUNCTION:
poc# 16 @ Referral to
1 = 25% of care Phys. Med. if
0 = N/A - (acute time limited condition) changs  [J
Fall Risk { Risk Assessment)
P Level I 17 Level Il - Has two or more of the following risk factors
E any patient (7 age =65
o ﬁ history of falls (immed or within past 3 mo.)
j ﬁ] taking fall related medications (hypnotics, analgesics, psychotropics, antihypertensive, diuretic, laxative)
E @ mod to severe physical impaimment (includes mobility or visualhearing deficits)
= - — - - FALL RISK
occcasional or frequent cognitive impairment Il: poc#l 7
Page 3 of 4 I Patient label




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 Iin 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

a PLAN OF CARE, REVIEWS & SUMMARY
ADMISSION EVALUATION
O Admit Date Reason for Admission (Refer to admission, H + P and transfer forms for additional information)
REHABILITATION POTENTIAL:
[] Resident believes self capable of increased independence in at least some ADL's ] Other
2 [1 Direct Care staff believes resident capable of increased independence in at least some ADL's
2 DISCHARGE POTENTIAL: [1 Excellent [] Good ] Fair [1 Marginal [] Guarded [1 Poor [] None
= DISCHARGE anticipated within 90 days of admission?
[]Yes, Anticipated to: [ ] Uncertain/Unknown due to:
§ [] No, Reason(s)
e ["] Requires 24 hr supervision [] Alternate Care setting not possible  [] Mental Health status [] Financial limitations in meeting care needs
= ] Dependent on others for all ADL's due to physical disability [ ] Family refuses to provide care [] Resident refuses to leave facility
E ['] Condition expected to deteriorate [] Dependent psychologically on [1 Family unable to meet needs due  [] Other:
E ["] Complicated medical care/regimen placement in facility to other responsibilities
Resident and/or Resident Representative prefers to be discharged to:
Additional Comments: o

O

Signature g ‘

Refer to Comprehensive Evaluation dated: for additional specific details in each area.

ADL FUNCTIONAL ABILITY SUPPORT SERVICE REQUI
] Ability to meet self-care needs not impaired [[] No support service needs a
[ Unable to meet self-care needs [ ] Referrals needegs
[] Ability to meet any self-care needs impaired in the following areas: ] Privat;

[] Bed Mobility [] Dressing [] Personal Hygiene ] onal (family/frien

| i€ Related Documents [zl Email Twitter Embed Search Document

REVIEW OF FACTORS AFFECTING DISCHARGE PLAN

) s\ipport syst®&m v
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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 Motice —

A MNew York State hospital discharge notice should include information on your discharge date and how to appeal if vou disagree with the notice. &
discharge notice must be provided to all patients {except Medicare patients who receive a copy of an "Important Message from Medicare™) im 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.



CMS Discharge Planning Medicare Learning

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

Discharge Medicare-participating acute care hospitals/post-acute
Planning care facilities musl identify patients who need or have
Process requested a discharge plan at an early stage of their

hospitalization. The discharge planning process must
be thorough, clear, comprenensive, 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 il the interdisciplinary team determines thal

‘ it is not necessary (as applicable)

Depending on the patient’s needs, discharge planning
may be compieted by personnel in multiple disciplines
who have specific expertise. You may designate
discharge planning responsibililies o appropriale
qualiied 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 al discharge, and
Knowledge of appropriaie community services
and facilities that can meet the patient's
post-discharge clinical and social needs.

—

-4
>

=

.
-

——

Discharge Planning — \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



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 also ask for evidence
of how hospital 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 manx of the hooRs



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



Discharge Planning Evaluation CMS MLN

ACUTE CARE HOSPITALS, INPATIENT REHABILITATION FACILITIES (IRF),
AMND LONG TERM CARE HOSPITALS [LTCH) (contunued)

Discharge Unless you develop a discharge planning evalualion

,’ f Planning for every palient, you must have a process to nolity
Evaluation pabents, patient's representatives, and attending

physicians that they may request an evaluation

- You must also convey that the discharge planning

R evaluation will be compieted upon request

,

The discharge planning evaluation determines the
patient's continuing care needs after he or she leaves
the acute care hospital/post-acute care facility setting
Appropriale gualified personnel must complete
discharge planning evaluations;

For every patient who is identified at potential
risk of adverse health consequences withoul a
discharge plan; and

If the patient, the patient's representative, or the
attending physician reguests such evaluation.

Depending on the patient’s climical condition and

planning evaluation as soon as possible after
admission and update it perodically during the

\ anticipaled LOS, you should complete the discharge
L)
\ patient’s stay

You must include the discharge planning evaluation in
the patient’s clinical record. It considers the patient's
care needs immediately upon discharge and whether
the needs are expected o remain constant or lessen
over ime. The discharge planning evaluation identines
appropriate after-acute care hospital/post-acute care

Discharge Planning




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)



Elements to be assessed

| Surveyor Notes

2.5d Interview patients (or their representatives if
applicable). If they say they were not aware they
could request a discharge planning evaluation, can
the hospital provide evidence the patient or
representative received notice they could request an
evaluation?

Yes
No
N/A

2.5e Interview attending physicians. If they are not aware
they can request a discharge planning evaluation, can
the hospital provide evidence of how it informs the
medical staff about this?

Yes
No
N/A

NOTE: If no to any part of question 2.5, the hospital would be at risk on a non-P5I, 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
can request a discharge plan regardless of the outcome of
the discharge planning evaluation, can the hospital provide
evidence of how it informs the medical staff about this?

Yes
No
N/A

MNOTE: If no to 2.6, the hospital would be at risk on a non-P5I, 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
physicians to order a discharge plan to be completed on a
patient, regardless of the outcome of the patient’s
evaluation?

Yes
No

NOTE: If no to 2.7, the hospital would be at risk on a non-P5I, 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
process for ongoing reassessment of the discharge plan
based on changes in patient condition, changes in available
support, and/or changes in post-hospital care
requirements?

Yes
Mo
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Section 3 QAPI DP and Reassessment

* Does hospital review discharge planning
process on an ongoing manner as through
P1?

* 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?



Section 3 Discharge Planning — Reassessment and QAPI

Elements to be assessed

3.1 Does the hospital review the discharge planning process in Yes
an ongoing manner, e.g. through QAPI activities? No

3.2 Does the hospital track its readmissions as part of its review Yes
of the discharge planning process? (Ask to see some MNo
readmissions data to confirm tracking occurs.)

3.3 Does the hospital’s assessment of readmissions include an Yes
evaluation of whether the readmissions were potentially MNo
due to problems in discharge planning or the MN/A
implementation of discharge plans?

3.4 If the hospital identified preventable readmissions and Yes
problems in the discharge planning process were identified MNo
as a possible cause, did it make changes to its discharge N/A

planning process to address the problems?

Surveyor Notes

MNOTE: If no to any question from 3.1 through 3.4, the hospital would be at risk on a non-PSl, non-pilot survey for a deficiency citation related to
42 CFR 482.43(e) (Tag A-0843) and possibly QAPI 42 CFR 482.21(c) (Tag A-0283)

3.5 Does the hospital have a process for collecting and
considering feedback from post-acute providers in the
community about the effectiveness of the hospital’s
discharge planning process?

Yes
No
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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



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
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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 bx 20%



Monthly Meetings LTC and HH

» Hospitals should consider working with their state
QIO

= JAMA study found that hospitals working with QIOs Iin
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)



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 admissic

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
other residential
healthcare facility

assisted living or
other residential
healthcare facility

assisted living or
other residential
healthcare facility

assisted living or
other residential
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?

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

[wi]

d

b.
c.
d.

d

b.
C.
d.

d

b.
C.
d.

d

b.
C.
d.

a

b.
.
d.

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

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

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
Mo
N/A

Yes
No
N/A

Yes
No
N/A

Yes
Mo
N/A

Yes
No
N/A

108




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



Discharge Planning Tracers 4.3

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

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

* |n 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)7

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

(807 evaluation or 818 plan)



DP by Qualified Staff

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

4 Discharge Medicare-participating acute care hospitals/post-acute

- Planning care facilities must identify patients who need or have
Process requested a discharge plan at an early stage of their

-4 hospitalization. The discharge planning process must

be thorough, clear, comprehensive, and understood
by acule 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 gualified perscnnel. These
individuals should have:

%+ Discharge planning experience;
4 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.
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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.



Discharge Planning Tracers

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

= Patient’s abllity 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)

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

the list appro

= |f the hospita
geographical

oriate (806)

provided the list were the facilities

y 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
and LTC and

Include information on community resources
home health compare



DP Evaluation Includes an Assessment

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

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

< The palienl's biopsychosocial needs;

<= The patient's retum to the pre-acute care
hospital/post-acute care facility environment,
including

= I the patient was admitlted from his or her
private residence, whether specialized
medical equipment or permanent physical
modifications to the home are required and
the Teasibility of acquiring such equipment or
modifications,
Whether the patient is capable of addressing
his or her care needs through self-care. If
the patient is not able o address his or her
care needs through seil-care, whether family
or friends are availlable who are willing and
abile to provide the required care at the times
needed or who you could train to sufficienthy
provide such care,

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

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

":..l._|:- P larn inag




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

¢ |[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 appropnate services and
facilities;

< The patient’s preferences, as applicable; and

< The availability, willingness, and ability of family/
caregivers to provide care.
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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 iInclude 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¥ chanﬂes In condition were documented i821i



If Admitted From a LTC or Other Facility

Patient/Record #1

Patient/Record #2

Patient/Record #3

Patient/Record #4

Patient/Record #5

412 If the patient was admitted from a Yes Yes Yes Yes Yes
residential facility, did the evaluation No No No No No
assess whether that facility has the N/A MN/A N/A MN/A N/A
capability to provide necessary post-
hospital services to the patient (i.e. 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.

4.13 Did the evaluation include an Yes Yes Yes Yes Yes
assessment of the patient’s insurance No No No No No
coverage (if applicable) and how that N/A MN/A N/A MN/A N/A

coverage might or might not provide
for necessary services post-
hospitalization?

If noto 4.12 or 4.13 the hospital would be at risk on a non-PSI, no

n-pilot survey for a de

ficiency citation related to 42 CFR 482.43(b)

4) (Tag A-0806)

4.14 Was the discharge planning
evaluation completed in a timely basis
to allow for appropriate arrangements
to be made for post-hospital care and
to avoid delays in discharge (including
to a post-acute care setting)?

Yes
No

Yes
No

Yes
No

Yes
No

Yes
No

NOTE: If no to 4.14, the hospital would be at risk on a non-PSl, non-pilot survey for a deficiency citation related to 42 CFR 482.43(b)

(5) (Tag A-0810)

4,15 Was the patient (or the patient’s
representative, if applicable) involved
in a discussion of the evaluation
results?

Yes
No

Yes
No

Yes
No

Yes
No

Yes
No
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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 NPSG.03.06.01



Medication List From RED

What medicines do | need to take?

Each du}r, follow this schedule:

Morning Medicines

Medicine name Why am | raking Howr muwch Howr do | take
(generic and this medicine? do | take? this medicine?

and amount
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Project RED Tools Revised 2013
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Project RED (Re-Engineered Discharge) Training Program

The Project RED (Re-Engineered Discharge) training program is designed to help hospitals re-
engineer their discharge process. Using the study modules and supporting materials, hospitals will
become familiar with Project RED's processes and components, determine metrics for evaluating
impact, and learn how to implement Project RED.

This content was developed from an AHRQ preject that ran from 2009 to 2012 and is based on an early version of the
RED Toolkit. Select for the latest version of the RED Toolkit.

Introduction

The Project RED (Re-Engineered Discharge) intervention is a patient-centered, standardized approach to discharge
planning. Initially developed through research conducted by Dr. Brian Jack of the Boston University Medical Center and
funded by the Agency for Healthcare Research and Quality (AHRQ), Project RED improves patient preparedness for self
care and reduces preventable readmissions.

This training program is designed to help you implement Project RED program within your hospital. Using the study
modules and supporting materials, you will:

+ Become familiar with Project RED's processes and components.
* Determine metrics for evaluating the impact of the intervention.
* Learn how to implement Project RED.

Several strategies associated with successful performance improvement are included on these pages. Links to
supplemental tools also are provided to help you design your project and re-design your discharge process.

Course Content

The education sessions are organized into four modules. Hospital teams should access the modules in sequential order
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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,

(:ommodeI 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 MN/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
commeode, 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

= If 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 Date

Time gsdfasdf

IDosctor™s nane Specialev

Address

Reason for apopointment

Docror’s phone number

Questions for my appointment

Check any of the boxes below and write notes o remember what to
discuss with yvour docror.

I have questions about:

1 My medicines

] My test resules

1 My pain

1 Feeling stressed

Other questions or COncCerns
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Discharge Summary in the Hands of PCP

e Tl Iyt gleld el p WD Iischarge Summanry Sample #F 1:

DA TE OF ADMISSIOM: PMNMMARSD D™ ™ ™ ™
DATE OF DISCHARGE: MMNYD DS ™S ™ ™
DIsSCHARGE DIAGMNOSES:

“Wasowagal synoope,. status post Tall.

Trauwurmatic arthritis, right kmneae

Hwpaertension.

Historny of recurrent urnmary tract imnfection._

Histormny of renal carcinorma, stable .

Historny of chronic obstructive pulmonanry disease

COMNSULTANMNTS: MNMoOme.
FROCEDURES: MoOone.

Do WN S

BRIEF HISTORY: The patient is an (X)) -wvear—-old fermale with histormny of
Corewvious stroke] hypertension; CORPD, stable] renal carcinoma; presenting atter
a Tfall and possible synocopese . WWhile walking, she accidentally fell to her knees
and did hit r head on the ground, mear her left eyve. Her fall was mnot
observed, but the patient does Nnot profess any loss of consciousness, recallimg
the entire event. T he patient does hawve a historny of prewvious Talls, one of
wwinich resulted 1 a hip fracture. She has hhad physical therapy and recovered
Ccomplaetelhy from that.  Inmtal examiination showed bruaisimng arouand the lett aye
mnornmal lung examuanation, norrmal heart examiomation, normrmal neurologic
Tunciion with a baseline decreasaed mobility of her laeftt armnmm. T he patient was
admitted for evaluation of heaer fall and to rmale out synNncope and possible stroke
wweith her positive histories .

DMIAGMOSTIC STUDIES: All x-rayvs includimg left foot, mnght kneae, left shouldaer
and cervical spine showeaed no acute fractures._. T he left shouulder did showw old
healed left humeral head and neck fracture with baseline anternor dislocatior.
T of the braim showvweaed no acute changes, left penorbital soft tissuse swelling.
T of the maxillofacial area showed no Tacial bone fracture. Echocardiogranm
showwed Nnormal lett ventrncular Tunction, ejection fraction estimated greater than
55 %0

HOSPITAL COURSE:

1. Fall: Thse patient was admiagtted and raled out for synoopal episode .
Echocardiogram was nornmal, and when the patient was able, her orthostatic
-
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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?

= \\Vas Eatient readmitted within 30 daxs?



The “medical information” that is necessary for the transfer or referral includes, but is not
limited to:

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

e Brief description of hospital course of treatment,

o Parient’s condition at discharege, including cognitive and functional status and social
supports needed;

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

o 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:

¢ Brief description of care instructions reflecting training provided to patient
and/or familv or other informal careciver(s):



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
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CMS DP Checklist for Patients

For Information— Not Required/Not to 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
http://iwww.medicare.gov/publications/pubs/pdfi11376.pdf)

o Agency for Healthcare, Research and Quality’s (AHRQ) “Taking Care of Myself: A
Guide For When I Leave the Hospital,” (available at
http:/iwww.ahrg.gov/qual/eoinghomeguide. pdf)

o Consumers Advancing Patient Safety (CAPS) “Taking Charge of Your Healthcare: Your
Path to Being an Empowered Patient Toolkit” (available at
http://www.patientsafety.org/page/transtoolkit/).
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CMS Discharge Checklist

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

= [t Is avallable 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



CMS Your Discharge Planning Checklist
Your

— = ,;__ = = ._.-— 1..1
E AR
Discharge EET

B :
Planning - ;i
Checklist: ({, o

]

For patis=nts amd their cargivers
preparing b legwe o hospital,. nursing home,

oy other health care sae A iy

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




HAME:
Reoson Tor admission:

During wour stay, yvour doctar and the staff will work with wou to plan

for vour discharge. ¥You and vwour caragiver are important members of the
planning team-. A caregwver iz a family member or foend who may be helping
wou after discharge. Balow iz a checklist of important things wou and ywour
caragiveaer should know to prepare for discharge.

Instucthons:

Uze the checkhi=t early and often dunrmg wour =tan,

Talk to your docktor and the staff (for ezample, a3 dizschamge: planner, social worker, or
nurze] about the 1temnzs on the checkli =t

Check the bose next to each1termwhen vou and yvour caregiver complets t.

Uze the notez column townte d oon important indormation ke names and phone
nurb e r=.

Shkhp any iterns that don™t applyr to wou,

ACTION ITEM= HOTE=

b=k whemrm wou wiall get care atter dischamge., Do pou
hzrwe opbonsT B sume pou =l the A= what you

prefer.

If = family member or fiend will b= helpaing you afi=r
de=chamge,. wnie dowwen the name and phone numb=r

b=k the st=aff aboutywyour healkh cond™ton and what
wou can do o help yoursslf get betber

b=k about pmoblam= o0 waitch forand whattbto do
about them . Wnhte dowwen @ name and phone num b=r
o call o pwou have problems.
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www.ahrqg.gov/patients-consumers/diagnosis-
tjeatment/hospitals-clinics/goinghome/goinghomeguide.p




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. There is so 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, Taking Charge of your
Healthcare: Your Path to Being san Empowered Patient, provides yvou with these tools.

Hospital discharge 1s not an event; it is a process. It 1s 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
Empowered Patient to patients and families as soon as possible. Plan time to discuss their contents and answer any
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, insecurty 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 guestions. By using this tool, they will have what they need to know and do before leaving the hospital in an
easy to use and update format. & cover page allows for the patient to record their thoughts and keep them private. If you have the
capsahility to print fwo-sided, & print friendiy wversion is gvailsble here.

Talking to Your Doctor or Murse, 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 , a trifold brochure presenting six strategies for coping with
conwversations 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 Doctor, 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 wversions) for posting in open patient areas and staff lounges.

Communicating with Patients and Families for Smooth, Safe Transitions, this short document explains how patients and families
often feel during this stressful time, 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.

Glossa of Terms, listing of words our patient advisors suggested would be helpful for consumers to help them understand terms that




How to Prevent Unnecessary
Readmission and Important
Discharge Information
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Discharge Planning

= Discharge planning is important in today’s
environment especially in light of reform laws

= |f hospital do not do this right and the result is a
continued higher that average readmission rate

= Some hospitals (66%) have been financially
penalized by CMS losing 280 million dollars after
10-1-2012 and in 2014 it's 217 million

= 20% of Medicare patients are readmitted within 30
days and 34% within 60 days

» Hospitals need to reengineer the discharge process
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CMS Readmission Program Website

Readmissions Reduction Prng ram WWW.CmS.gOV/Medical‘e/l\/ledicare-Fee-fOI’-Sel’Vice‘-“

Payment/AcutelnpatientPPS/Readmissions-
Background Reduction-Program.html

Section 3025 ofthe Affordable Care Act added section 18386(g) to the Social Security Act establishing the Hospital
Readmissions Reduction Program, which requires ClMS to reduce payments to IPPS hospitals with excess readmissions,
effective for discharges beginning on Qctober 1, 2012, The regulations that implement this provision are in subpart | of 42
CFR part 412 (§412.150 through §412.154).

m

Readmissions Measures

Inthe FY 2012 IPPS final rule, CMS finalized the readmission measures foar Acute Myocardial Infarction, (AMI) Heart Failure
(HF) and Pneumonia (PM) and the calculation of the excess readmission ratio, which will then be used, in par, to calculate
the readmission payment adjustment under the Hospital Readmissions Reduction Program. CMS defined readmission as
an admission to a subsection{d) hospital within 30 days of a discharge from the same or another subsection{d) hospital.
CM3 finalized the calculation of a hospital's excess readmission ratio for AMI, HF and PR, which is a measure of a hospital's
readmission performance compared to the national average for the hospital's set of patients with that applicable condition.
CME established a policy of using the risk adjustment methodology endorsed by the Mational Quality Farum (MQF) for the
readmissions measures for AMI, HF and PN to calculate the excess readmission ratios. The excess readmission ratio
includes adjustment for factors that are clinically relevant including patient demographic characteristics, comaorbidities, and
patient frailty. Finally, CM3S established a policy of using three years of discharge data and a minimum of 25 cases to
calculate a hospital's excess readmission ratio of each applicable condition. For FY 2013, the excess readmission ratio is
based on discharges occurring during the 3-year period of July 1, 2008 to June 30, 2011. For more information an the
readmissions measures, please referto the FY 2012 IPP3S Final Rule in the Downloads section below.

Payment Adjustment

CM3S continues implementation of this program in the FY 2013 IPPS rule. In the FY 2013 IPPS final rule, CMS finalized which
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Readmission Rates Vary

= Readmission rates vary widely in the US

* Too often quality of care during transition from
nospital to home is not good

= Data shows readmission rate for Ml and CHF vary

* Found only modest association between
performance on discharge measures and patient
readmission rates

= See A. K. Jha, E. J. Orav, and A. M. Epstein, Preventing
Readmissions with Improved Hospital Discharge Planning,
NEJM Dec 31, 2009 361 (27):2637-2645
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Readmissions and Discharges

= One In 5 hospital discharges (20%) is complicated
by adverse event within 30 days

= 20% were readmitted within 30 days with 1/3 leading to
disability

= Often leads to visits to the ED and rehospitalization

* 6% of these patients had preventable adverse
events

" 66% were adverse drug events

= The incidence and severity of adverse events affecting patients
after discharge from the hospital. Forster AJ, Murff HJ,
Peterson JF, Gandhi TK, Bates DW. Ann Intern Med.
2003:138:161-167




AHA Guide to Reduce Avoidable Readmissions

= AHA had committees loo
reduce unnecessary hos

= AHA published severa

K at the Issue of how to
nital readmissions

memos and a 2010 Health

Care Leader Guide to
Readmissions

" |Ssues memo on Sept

Reduce Avoidable

2009 on Reducing

Avoidable Hospital Readmissions

" Includes evaluation of post acute transition
orocess which is the process of moving from the
nospital to home or other settings



AHA Guide to Reduce Readmissions
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Healcth Care Leader
Aoction Guide to Reduce
Avyoidable Readmissions

www.hret.org/care/projects/guid
oy 2ata ato-reduce-readmissions.shtml

Signature Leadership Series
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Free Readmission Newsletter

ReaDMISSIONS UPDATE ENEWSLETTER (LR FRETED

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

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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CMS Discharge Checklist

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

= [t Is avallable 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



CMS Your Discharge Planning Checklist
Your

— = ,;__ = = ._.-— 1..1
E AR
Discharge EET

B :
Planning - ;i
Checklist: ({, o

]

For patis=nts amd their cargivers
preparing b legwe o hospital,. nursing home,

oy other health care sae A iy

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




CMS

= Discharge planners should be a member of the
hospital committee to prevent unnecessary
readmissions

= Discharge planners and transition coaches may
actually make the physician appointments

* Ensure medication information is clearly understood
by the patients and use pharmacists when needed
In the process

= CMS discharging planning standards start at tag
number 799



Things to Consider

* Form a committee on redesigning the discharge process

= Do a literature search and pull articles

= | ook at the different transition studies that have been
done and which ones have been successful

= Care Transition, Transition of Care, RED, RED 2, Guided care,
H2H, IHI Transforming Care at the Bedside, STAAR, Boost,
GRACE, Interact, Evercare, etc.

* Have physician dictate discharge summary as soon as
patient Is discharge

» Hospitals needs to get it into the hands of the primary
care physician and document this in the chart
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Things to Consider

* Medical staff should dictate what needs to be In the
discharge summary beyond what CMS and TJC
require

= Hospital should schedule all follow up appointments
with practitioners for the patients

= Hospital should put in writing for the patient and In
the discharge summary

= Any tests that are pending that are not back yet

= Any future tests and these should be scheduled before the
patient leaves the hospital



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/EducationalTools/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
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PaPSA Checklist

Suggested Elements for a Discharge Checklist

Fatient Mame: Physician Name:
Admission Date: Discharge Date:
Primary Diagnosi s Secondary Diagnoses:

Frocedure(s):

_ Interpreler needed for patient wilh lonquage/cidture barrier

Please check when task is completed.

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

Review pending test results and instruct patient abhout whom to call for results

Schedulefollow-up appointments with physicians and/or specialists as indicated.

Provide referrals for services ordered by physician li.e., physical therapy, occupational therapy).
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See Society of Hospital Medicine at
http://www.hospitalmedicine.org/AM/Template.cfm?
Ideal Discharge for the Elderly Patient: A Hospisd@€tiRagiQuality_Improvement_Tools&Template=/CM
/ContentDisplay.cim&ContentlD=8363

Checklist Particulars Must Keep Optional
Ele ment
Medication « Written schedule of medication X
Education * Include Purpose (reason) and (if apt) Cautions(s) for X
each medication
« 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 Needs to be writlen with the receiving caregiver in mind,
Summary including:
« Presenting problem(s) that precipitated X
hospitalization
« Primary and secondary diagnoses X
« Key findings and test results X
« Hrnef hospital course X
« Discharee Med Reconciliation (see above) X
« Condition at discharge (including functional status Cognitive status
and coenitive status, if relevant)
« Discharge Destination (and rationale if not obvious) X
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Things to Consider

= Ensure education on all new meds and use teach
back to ensure education and give information in
writing

= Ensure patient Is given a copy of the plan of care

= Give patient in writing their diagnosis and written
Information about their diagnosis

» Have patient repeat back in 30 seconds
understanding of their discharge instructions

" Includes symptoms that if they occur what you want
to do and who to call



Things to Consider

= Call back all patients discharged and review information
and reinforce discharge instructions

= Have a call back number that patients and families can
use 24 hours a day, seven days a week

= Reconciling the discharge plan with national guidelines
and critical pathways when relevant

= Assess your hospital’s readmission rate

= Pull charts and review for any patient who is readmitted
within 30 days

= Have prescriptions filled in advance and brought to

hospital to go over at discharge



Project RED Tools Revised 2013
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Project RED (Re-Engineered Discharge) Training Program

The Project RED (Re-Engineered Discharge) training program is designed to help hospitals re-
engineer their discharge process. Using the study modules and supporting materials, hospitals will
become familiar with Project RED's processes and components, determine metrics for evaluating
impact, and learn how to implement Project RED.

This content was developed from an AHRQ preject that ran from 2009 to 2012 and is based on an early version of the
RED Toolkit. Select for the latest version of the RED Toolkit.

Introduction

The Project RED (Re-Engineered Discharge) intervention is a patient-centered, standardized approach to discharge
planning. Initially developed through research conducted by Dr. Brian Jack of the Boston University Medical Center and
funded by the Agency for Healthcare Research and Quality (AHRQ), Project RED improves patient preparedness for self
care and reduces preventable readmissions.

This training program is designed to help you implement Project RED program within your hospital. Using the study
modules and supporting materials, you will:

+ Become familiar with Project RED's processes and components.
* Determine metrics for evaluating the impact of the intervention.
* Learn how to implement Project RED.

Several strategies associated with successful performance improvement are included on these pages. Links to
supplemental tools also are provided to help you design your project and re-design your discharge process.

Course Content

The education sessions are organized into four modules. Hospital teams should access the modules in sequential order
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Outstanding Labs or Tests

Outstanding Labs or Tests

Are any lab tests/studies pending? [ ves no [ unknown

PENDING LAB TEST/STUDIES

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

L Same as PCP Sameas PCP

3

Some tests have been done while you have been mn the hospital, but the results are not yet
ready. A (test'study name) was done on (date of test’'study). (Name of PCP) will review
the results and discuss them with you dunng your appointment.

Depending on the results of your lab test(s)/studies, your doctor might adjust your
treatment. We just talked about your scheduled appomntment with (name of PCP). It 1s
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. Agam, if there 15 anything you
don’t understand or you are having trouble making an appointment, please call me IfI
am not there, leave a message and we will call you back.
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Appointments for Follow Up

When are my next appointments?

Day Date

Time gsdfasdf

IDosctor™s nane Specialev

Address

Reason for apopointment

Docror’s phone number

Questions for my appointment

Check any of the boxes below and write notes o remember what to
discuss with yvour docror.

I have questions about:

1 My medicines

] My test resules

1 My pain

1 Feeling stressed

Other questions or COncCerns
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Medication List

Medicine name
(generic and
name brand)
and amount

Why am | raking
this medicine?

Each du}r, follow this schedule:

Howr mwch
do | take?

How do 1 talke
this medicine?

What medicines do | need to take?
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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
iInformation in this presentation without first consulting legal

counsel familiar with your particular circumstances.
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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

= 614 791-1468

= sdilll@columbus.rr.com
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