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Abstract 

Background: A substantial body of evidence has shown transitions in care are one of the 

weakest links in healthcare networks, especially for older adults with complex comorbidities. 

Residents receiving short-term rehabilitation (i.e., rehab) transitioning to home from a skilled 

nursing facility (SNF) are the most vulnerable in the first 30 days post-discharge for adverse 

resident events, including avoidable rehospitalization. Avoidable rehospitalizations cost 

Medicare billions of dollars annually and lead to poor resident outcomes. Early discharge 

planning in SNFs for short-term stay rehabilitation has decreased rates of avoidable 

rehospitalizations, improved quality of life in geriatric residents, and improved care partners' 

perceived readiness. 

Purpose: This quality improvement project aimed to improve the transition in care from rehab at 

a SNF to home by implementing an early discharge planning program that included regimented 

checklists and the involvement of residents, care partners, and the interdisciplinary care team. 

Setting: A 66-bed skilled nursing facility in Louisville, KY, focusing on older adults receiving 

rehabilitation following hospitalization. 

Methods: The discharge program consisted of a discharge planning checklist for social work and 

nursing staff with a supplemental discharge booklet. Data regarding compliance with the 

checklists, proof of documentation of early discharge planning, staff perception of the discharge 

program, and care partner perceived readiness was collected and analyzed.  

Results: The discharge program showed improving compliance with early discharge planning 

and improved care partner confidence in taking on the home care of their loved one following 

discharge. We did not see a change in the documented need for community referrals upon 

admission in the Minimum Data Set (MDS). Care partners reported the Center for Medicare and 

Medicaid Services' discharge planning resource chosen for this project was not valuable.  
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Improving Transitions in Care through Early Discharge Planning 

Background 

Medical advancements have contributed to the longevity of our aging population, leaving 

a greater demand for specialized medical care in acute care, skilled nursing facilities (SNFs), and 

community settings. SNFs provide long-term care in a more palliative sense, or as rehab with 

intention of strengthening before returning home. Older adults often require short-term 

rehabilitation in SNFs post-hospitalization due to resident immunosenescence, delayed immune 

response, functional debility, frailty, and a higher prevalence of synergistic and complex 

comorbidities (Gupta et al., 2019). Adverse resident outcomes may occur at times of care 

transitions due to these contributing health factors. Per the Society of Hospital Medicine (2023), 

poor care-transition processes lead to avoidable emergency department visits, readmissions, and 

adverse resident outcomes, which can result in financial penalties from insurance carriers.  

Following discharge from SNFs, older adults require health maintenance and support to 

regain health and the ability to self-manage their medications and care at home, often aided by a 

care partner. A care partner is a caregiver, frequently a family member (e.g., spouse or adult 

child), who assists in their health management. Care partner involvement can range from 

minimal assistance to the resident having total dependence on them. Therefore, it is vital that 

both the resident and their home care partner feel knowledgeable and prepared for the transition 

home. The transition in care from rehab to home is crucial to the projected outcomes of the older 

adult’s health. In 2017 alone, Medicare accounted for $33.7 billion in expenses for hospital 

readmissions (McDermott & Jiang, 2020). An ill-prepared resident and care partner may 

contribute to poorly managed health conditions and these unintended consequences—many of 

which can be ameliorated or prevented. Preparing both residents and their care partners is vital in 
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ensuring ideal outcomes. The perceived readiness of residents and their care partners may be 

subjective, but providing an individualized plan with thorough education warrants better results. 

Meeting the resident needs as they transition from rehab to home care and ensuring 

education to fulfill knowledge gaps can help improve home health management and warrant a 

smooth transition. However, as straightforward as it may seem, there are sweeping deficits noted 

when investigated. Greater than 85% of the home care partners of persons with Alzheimer's 

disease and related dementia residents did not have needs met by healthcare providers regarding 

community referrals or adequate education for home care of the resident (Black et al., 2013). 

These researchers also noted that minority residents and low-income residents transitioning 

home reported more unmet needs from their healthcare providers than non-minority residents or 

residents of higher socioeconomic statuses (Black et al., 2013). Healthcare bias could further 

contribute to adverse outcomes for residents with existing health disparities during care 

transitions.  

Centers for Medicare and Medicaid Services (CMS) created the Minimum Data Set 

(MDS) to be completed for residents in SNFs to identify potential health risks, safety concerns, 

and promote person-centered care (PCC) (CMS, 2023). The admission MDS provides an initial 

assessment of the resident's health status, which is repeated every three months or sooner if 

applicable, for status changes (CMS, 2023). The SNF registered nurse completing the admission 

MDS documents an anticipated need for community referrals upon discharge in the admission 

MDS based on their admission diagnosis and complexity of care (CMS, 2023; Thomas et al., 

2017). If used effectively, documentation of this need may trigger the care team to include 

community referrals in their early discharge planning process.   

Though the MDS is a federally required assessment to be completed in all SNFs, nation-

wide, only 18 sites are participating in government-funded transition programs. CMS created the 
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Community-based Care Transition Program (CCTP) as part of the Affordable Care Act (CMS, 

2022). This resource provides funding for transition improvement programs that support the 

effective care transitions of Medicare residents, thus intending to improve the quality of care and 

health management (CMS, 2022). No transition process regulations are in place that ensure 

favorable health outcomes. Therefore, there is room for improvement in this area to establish 

new standards of care. Enhancing the transition in care from SNFs to home could improve care 

partner readiness, health management, and rates of avoidable readmissions in older adults.  

Literature Review 

This writer completed an extensive and comprehensive review of the literature to 

investigate transitions in care and the effects of utilizing early, resident-specific discharge 

planning. The writer used the Cincinnati Children's LEGEND Evidence Evaluation Tool 

(Appendix D)  to evaluate the literature selected for this synthesis (Appendix C).  

The current literature supports early discharge planning and involvement of the resident 

and their family and/or care partner throughout the discharge process. A substantial body of 

evidence suggests the significance in improving resident outcomes by including care partners in 

discharge planning (Rodakowski et al., 2017, Ia; Provencher et al., 2021, Ia; Topham et al., 2022, 

IIb; Abramsohn et al., 2022, IIa; Gupta et al., 2019, Ib; Rasmussen et al., 2021, Ia). Care 

partners’ involvement in discharge planning was explicitly found to decrease readmission rates 

by 25% (Rodakowski et al., 2017, Ia). Further evidence was noted in reducing readmission rates 

through implementing individualized, resident-specific discharge planning (Fox et al., 2013, Ia; 

Gonçalves-Bradley et al., 2022, Ia; McMartin, 2013, Ia; Provencher et al., 2020, IIa).  

Person-centered, individualized discharge planning refers to holistic discharge planning, 

which accounts for comorbidities, ability to complete activities of daily living (ADLs), support at 

home, and the resident's specific care needs. Discharge planning often includes community 
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referrals, home health, and other relevant resources to the resident’s complex comorbidities. 

Resident feedback has been taken into consideration regarding the standard discharge process. 

Residents with lower satisfaction scores following their medical stays reported receiving vague 

discharge education and felt unprepared to transition home (Chia & Ekladious, 2021, IIIb). 

Residents also reported that they wanted thorough education both during their medical stays and 

at discharge, and to receive resources in the community for after the transition home (Ådnanes et 

al., 2020, IIa).  

Researchers showed the inclusion of community referrals with resident discharge 

education promotes positive behavior change and improves care partner confidence (Tung et al., 

2019, IIIa; Abramsohn et al., 2022, IIa). Person-centered discharge planning enhanced quality of 

life in two studies (Fox et al., 2013, Ia; Nunes & Quierós, 2016, Ib). Other researchers noted a 

reduction in the average length of stay without adverse sequelae, promoting a more rapid and 

efficient discharge (Kutz et al., 2022, IIIa; Gonçalves-Bradley et al., 2022, Ia; McMartin, 2013, 

Ia). Beginning discharge planning early—upon admission at the SNF—allows more time for an 

individualized discharge plan with resident and care partner involvement, thus eliciting positive 

effects (Holland et al., 2012, IVa; Fox et al., 2013, Ia). 

Investigators noted deficits in the process of discharge planning, including the nursing 

staff's lack of knowledge of residents' discharge plans and adequate time to perform a thorough 

discharge education (Hayajneh et al., 2020, Ib). A shift in focus to interdisciplinary involvement 

in discharge planning and consistent resident and care partner education may help improve these 

deficits. 

 This writer also noted gaps in the literature. The components of standard, pre-intervention 

discharge plans were rarely elaborated. Limited studies focused on the specific transition in care 

from rehab within a SNF to home, in which the proposed project will be taking place (Gupta et 
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al., 2019, Ib; Rodakowski et al., 2017, Ia). However, the collective literature does provide the 

evidence needed to justify the intervention at hand. Early discharge planning with individualized, 

person-centered detail has been found to improve readmission rates and quality of life. The 

Agency for Healthcare Research and Quality (AHRQ) created the IDEAL Discharge Planning 

tool (Agency for Healthcare Research and Quality [AHRQ], 2017). This tool ensures resident, 

family, and care partner involvement in the discharge planning process and begins at admission 

with an initial nursing assessment of person-centered care needs (AHRQ, 2017). AHRQ 

suggested a checklist to ensure no components of the plan are missed and to promote the 

involvement of all stakeholders in the progress of the discharge plan. This aspect addresses the 

identified nursing gaps in the discharge process (Hayajneh et al., 2020). 

This writer found substantive support in the literature reviewed that early discharge 

planning allows time for a more personalized discharge plan for person-centered needs, thus 

resulting in improved outcomes (Holland et al., 2012, IVa; Fox et al., 2013, Ia). AHRQ's 

checklist is a nationally recognized tool to improve the transition home from SNFs and was the 

threshold for the practice change of this quality improvement project (AHRQ, 2017). 

Needs Assessment 

The QI team audited 72 admission MDS assessments from 2021-2022 in two SNFs found 

that 97% (n = 32) and 80% (n = 40) of residents planned to return to the community, yet no 

admission MDS records indicated a need for referrals to community agencies. This care gap 

stressed the necessity of a structured program to improve rates of early discharge planning that 

includes a more detailed assessment of each resident. The implementation of the early discharge 

planning program was intended to allow for more individualization of discharge planning and 

ensure that community referrals were being included. These gaps were identified as an area of 

opportunity for this quality improvement project. Both the needs assessment and literature 
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review suggested the facility would benefit from a structured, early discharge planning practice 

change that would allow time for resident-specific detail and community resources to be 

provided to the resident and care partner for the transition home. 

Rationale 

Following a needs assessment at the rehab SNF of choice, we found a gap in 

documenting and communicating the need community referrals at discharge upon admission. 

This writer conducted a chart audit that was performed at this facility and found a major deficit 

in documentation for a resident need for community referrals at discharge within their admission 

MDS. The writer also noted inconsistencies in efforts for early discharge planning. The Director 

of Social Work expressed a need for a more structured, interdisciplinary system for discharge 

planning that would ensure early discharge planning is occurring, involving the inclusion of 

community referrals, and involving both resident and family considerations.  

Theory-Based Care Transitions 

Meleis et al. (2000) generated the middle-range theory of transitions that helped to guide 

this project. The work of Meleis et al. (2000) is crucial in understanding the foundational aspects 

of transitions and how they can be applied to each transitional situation. Many factors come into 

play for residents transitioning from the rehab facility to home. Meleis et al. (2000) described 

transitions into three core factors: the nature of transitions, transition conditions, and response 

patterns. They then considered how nursing therapeutics affect each of these. The time of a care 

transition creates a vulnerability that could portray adverse outcomes in resident health (Meleis 

et al., 2000). The transition home may be the first time the resident is out of direct medical care 

since the change in health status. The health change may be a burden and cause uncertainty in 

health management for both the resident and whoever assumes the role of the home care partner.  
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According to Meleis et al. (2000), engagement with stakeholders was vital to successful 

transitions. It is complex and requires awareness to coincide. Engagement is defined as “the 

degree to which a person demonstrates involvement in the processes inherent in the transition” 

(Meleis et al., 2000). This relates to the project's selected transition in care for both the resident 

and the care partner. Successful transitions from SNF to home require the care dyad being 

equally engaged. Otherwise, the care partner may be less successful in providing quality care 

during this transition.  

Engagement of all stakeholders in the discharge planning care processes and workflows 

are critical; therefore, the facility requested my team implement an early discharge planning 

program that tested the best evidence from CMS and AHRQ (AHRQ, 2017; CMS, 2019). The 

program included community referrals and thorough education during discharge home from 

SNFs. The theory of understanding transitions conceived by Meleis et al. (2000) informed what 

factors are involved in discharge planning and aided in developing the discharge program using a 

quality improvement implementation framework. 

Instruments 

 The DNP student used five instruments to implement and evaluate the discharge program 

for the skilled nursing facility. 

Discharge Planning Checklists 

 The discharge planning checklists were the primary instruments of the discharge 

program. The DNP student and the facility staff adapted AHRQ's IDEAL Discharge Planning 

Checklist (2017) to meet the facility's needs and resident population, and the facility's workflow 

and culture. We created a role specific checklist for the nursing staff and social worker. The 

nursing checklist contains daily tasks, including the resident and care partner education of the 

resident's condition, progress and goal discussion with the resident and care partner, medication 
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education to the resident and care partner, and a free space to write other involvement of the 

resident and care partner in daily care practices (Appendix A, Form I). The social work checklist 

includes tasks to be completed at the initial resident assessment, prior to the discharge planning 

meeting, during the discharge planning meeting, and on the day of discharge (Appendix A, Form 

II). As the nurse or social worker completed checklist tasks, they initialed and dated next to the 

task. The checklists were measured as nominal variables through compliance in completing each 

individual task of both checklists. Full completion was marked "yes" and scored 1, while partial 

or incompletion was marked "no" and scored 0. Checklist compliance was measured as 

percentage of change between Week 4 of the implementation period (the completion of Cycle I) 

and Week 8 of the implementation period (the completion of Cycle II). The checklists were 

measured in conjunction with the admission MDS audits to determine whether early discharge 

planning took place.  

Admission MDS 

 The admission MDS is a form to be filled out by healthcare professionals via the 

electronic health record (EHR) upon resident admission to the SNF. It contains multiple sections 

evaluating the resident's physical abilities, potential health and safety risks, and desires regarding 

PCC. Question Q0610 was used to evaluate change for this project. Q0610 states, "Has a referral 

been made to the Local Contract Agency (LCA)?" with options "no" [0] or "yes" [1]. LCA refers 

to community referrals appropriate for the resident upon discharge. We performed admission 

MDS chart audits measuring "no" [0] or "yes" [1] for our data collection, with a "yes" indicating 

that a need for community referrals upon discharge was identified upon resident admission.   

Take-home Discharge Planning Booklet  

 CMS (2019) created a discharge booklet called "Your Discharge Planning Checklist" to 

be given to residents and their care partners as the resident is discharged home (Appendix E). 
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The booklet did not take the place of printed instructions at the time of discharge. The booklet 

contains resources for general community services, blank spaces to write in upcoming 

appointments and prescribed medications, and "action items," consisting of questions to ask the 

SNF providers and tasks to do prior to discharge. Value of the CMS discharge booklet was 

measured through a survey question asking, "Was the booklet given to you a helpful resource?" 

(Appendix F, Form II, #6). This question had options to answer: Not at all [0], Somewhat [1], or 

Very helpful [2], and created ordinal data to measure the satisfaction and usefulness of this 

instrument.   

Family and Care Partner Perceived Readiness Surveys  

A survey was created with the following five questions to best accommodate the facility's 

resident population: 

1. How prepared do you feel to monitor your loved one's health conditions? 

2. How prepared do you feel to monitor for side effects of their medications? 

3. How prepared do you feel to make sure their medications are taken correctly and on 

time? 

4. How prepared do you feel to make sure follow-up appointments are made and attended? 

5. How prepared do you feel overall to assist in your loved one's health management after 

they are discharged home? 

Answer options included: Not at all [0], Somewhat [1], or Very prepared [2]. Survey data was 

collected pre-implementation of the discharge program and during the implementation period 

and compared through positive percentage of change. These five questions were included in both 

Form I and Form II of the Family and Care Partner Survey (Appendix F).  
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Staff Evaluation Survey  

A survey was created for facility staff and leaders that contained one question, "Has the 

discharge checklist created a positive improvement in our facility?" with options "no" [0] or 

"yes" [1] (Appendix G). This created a facility satisfaction rate following project completion. 

Purpose and Specific Aims 

The purpose of this quality improvement discharge program was to improve the transition 

in care from rehab at a SNF to home by implementing an early discharge planning practice 

change that included a regimented checklist and involvement of resident, care partners, and the 

interdisciplinary care team. By improving the process of early discharge planning, we anticipated 

an increased rate of community referrals at discharge and a more individualized discharge plan. 

We aimed to improve resident and care partner perceived readiness at the time of discharge thus 

improving resident outcomes and quality of life as they adjust back to life at home. A long-term 

goal was the outcome of decreased avoidable rehospitalizations within 30 days of facility 

discharge due to increased preparedness in the transition home.  

Specific, Measurable, Achievable, Relevant, and Timely (SMART) Goals 

 Three SMART goals were set for this quality improvement project by the project lead. 

1) Documentation of early discharge planning will increase 20% from pre-

implementation within eight weeks as measured by compliance of utilizing the 

discharge checklist. 

2) There will be a 20 percentage of change in the documentation of a need for 

community referrals in the admission MDS at the completion of the implementation 

period as compared to the pre-implementation chart audit that has been performed. 

3) The perception by staff that the early discharge program resulted in a positive change 

will be 80% at the completion of the eight-week implementation period.  
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Environment 

 The quality improvement practice change took place at a 66-bed SNF in Louisville, KY, 

focusing on the residents receiving rehabilitation following hospitalization. Residents typically 

stayed in rehab at this facility for approximately one month but are covered by Medicare for 100 

days. From the 12-bed rehab hallway, we anticipated 40 residents during the two-month 

implementation period. The environment of the study included rehab residents ≥ 65 years of age, 

residing at the selected facility during the two-month implementation period. Exclusion criteria 

included residents that were not being discharged to the community, but rather to long-term care 

or return to the hospital. The practice change involved and affected the residents, their family 

and/or care partners, and facility staff including social workers, bedside care staff, and facility 

leadership. The project team was led by a Doctor of Nursing Practice (DNP) student. The project 

team included the organization's Chief Nursing Officer (CNO), and the facility’s Executive 

Director, Director of Health Services (DHS), Director of Social Work, and bedside care staff. 

 We identified the root cause of the facility's discharge inconsistencies were due to the 

lack of a reliable, structured system. The discharge program related to the organization's goal of 

improving resident outcomes by enhancing their current discharge process.  

Stakeholders 

The key stakeholders included the CNO over the facility's organization, the Executive 

Director of the specific facility in which the project took place, the Director of Social Work at the 

project site, the nursing staff, and social work staff at the project site. The stakeholders were 

invested in the project and expected improvement at their facility in return. Stakeholder feedback 

drove changes and improvements prior and during implementation cycles. Training for the 

practice change was given to all actively involved parties including nursing staff and social work 
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staff. The social workers led the resident discharge planning process, and the nursing staff led the 

resident care education aspect.  

Facilitators and Barriers 

Facilitators of the project included support from the project team prior to implementation, 

the expected benefit to both the facility and residents, and a positive rapport between the staff 

and its residents.  

Barriers to project implementation included staff willingness to change current practice, 

time constraints of the involved parties, lack of electronic health record (EHR) integration, and 

staff turnover. The lack of a present a care partner for the resident and a quicker than anticipated 

discharge due to affordability also became a barrier. 

Methods and Procedures 

Conceptual Framework: IHI Model for Improvement  

This quality improvement project involved research-guided data to help improve 

residents' transitions in care from a SNF to their homes through an emphasis on the discharge 

process. The Institute for Healthcare Improvement (IHI) created a model for improvement that 

was adopted as the framework for this project. The IHI Model for Improvement entails three 

questions to ask in order to develop a project (Institute for Healthcare Improvement [IHI], 2023). 

The third question leads to completing a Plan, Do, Study, Act (PDSA) cycle, the model of quality 

improvement in which this project was influenced. The IHI Model as interpreted for this project 

is illustrated below in Figure 1.  
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Question 1: What are we trying to accomplish? 

This project aimed to accomplish an improvement in early discharge planning and 

in community referrals provided at discharge. We did this through implementing the 

discharge program which included two discharge checklists and the supplemental CMS 

discharge booklet. 
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Question 2: How will we know that a change is an improvement? 

This project monitored for change resulting in improvement through multiple 

factors. First, we assessed change through measuring compliance with the discharge 

checklists and through the auditing of admission MDS forms for documentation of a need 

for community referrals. A positive improvement to the facility was assessed through 

staff perception surveys following the completion of the implementation period, and 

through the facility-driven evaluation of care partner perceived readiness at discharge.  

Question 3: What change can we make that will result in improvement? 

We completed two PDSA cycles to ensure that the program was catered to fit the 

individual needs of the facility, its residents, and its staff. Question 3 of the IHI 

Improvement Model is answered through completing a PDSA cycle, revisiting Question 

3, and making adjustments in another PDSA cycle. This sequence occurred twice, and 

continues now past project completion as the facility takes over the program.  

Quality Improvement Model 

The well-known PDSA cycle was utilized to achieve on-going advancement in quality 

outcomes. The purpose of using a PDSA cycle approach was to ensure that change towards best 

practice was always continuous. It allowed for analysis of data and feedback following the 

practice change implementation to examine the need for adjustments. By completing PDSA 

cycles, we were able to answer the third question of the IHI Model for Improvement: "What 

change can we make that will result in improvement?" (IHI, 2023). The "change" addressed in 

this question led to completing a PDSA cycle, and then revisiting this question again. This 

process explains the need for multiple PDSA cycles in a quality improvement project to best 

accommodate to findings and feedback during the implementation process. A visual 

representation of the PDSA cycle is shown below in Figure 2.  
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Figure 2 

This quality improvement project underwent two PDSA cycles (Appendix H). The cycles 

are as follows: 

Cycle I  

Plan 

Background evidence and facility details were gathered through the literature synthesis 

and the needs assessment to identify opportunity for the quality improvement project and begin 

planning the details. The proposed idea of a discharge planning checklist with discharge planning 

booklets for the residents was presented to the facility. The leaders of the nursing facility 

expressed favor to AHRQ's IDEAL Discharge Plan as a basis for practice change while having 

input for facility-specific changes and additions. Feedback was received and facility-specific 

checklists were created based off this feedback. The letter of support was obtained (Appendix B). 

The checklists were printed and kept in separate binders according to discipline and were 

reviewed by the care team daily. One binder included the nursing checklists for each resident and 

•When and how 
will it be done?

•What were the 
results?

•What are we 
going to do?

•What changes 
will we make 
based off of 
findings?

Act Plan

DoStudy
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was kept at the nurses' station, and the other binder included the social work checklists for each 

resident and was kept in the social work office.  These checklists were tailored for the needs of 

the project site and the residents it serves (Appendix A).   

In addition to the checklists, we also measured early discharge planning through auditing 

the admission MDS of each resident for documentation of the need for community referrals upon 

discharge from the facility. The admission MDS was previously reviewed in a recent audit that 

provided data for project rationale. A further audit of the admission MDS during the pre-

implementation period was performed to collect an immediate baseline prior to implementation.  

 The CMS (2019) discharge planning booklets were printed and bound into 

folders, to be given to the resident and family member assuming the role of care partner upon 

admission (Appendix E). We created and printed the staff evaluation survey to answer #2 of the 

IHI Model of Improvement, assessing the perceived improvement to the facility by the involved 

facility staff (Appendix G). We created and printed the care partner perceived readiness surveys 

with input from the facility. Form I was created for pre-implementation use, and Form II was 

created for the implementation period (Appendix F).  

Do     

Baseline Family and Care Partner surveys were distributed (Appendix F, Form I). Survey 

data was collected, as was pre-implementation admission MDS audit data. Preparation and 

training of the project team members took place in multiple sessions occurring over the two 

months prior to project implementation. Staff training included education regarding the project, 

the checklists, and delegation of responsibilities to complete the tasks of the checklist. The 

original implementation date was set for January 8th, 2024; however, minimal baseline data for 

care partner surveys had been obtained. The baseline data period was extended to allow for a 
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more sufficient data collection. The practice change was implemented on February 5th, 2024. 

Cycle I of the implementation period lasted until March 3rd, 2024.  

  During this time, staff began filling out resident checklists, and CMS discharge booklets 

were distributed at the time of admission to the facility. At the time of resident discharge during 

the eight-week implementation period, the care partners were given a survey (Appendix F, Form 

II). This form of the Family and Care Partner survey contained questions regarding their 

perceived readiness in aiding in home care and the additional question regarding the value of the 

CMS booklet. This writer performed weekly check-ins with the facility to provide support and 

collect completed checklists.  

Study 

At a weekly check-in the following week, reeducation was performed due to 

noncompliance of the checklists. At the fourth week of implementation, the first session of data 

was collected and analyzed. Feedback from the project team, residents, and families identified 

strengths and weaknesses in the practice change. We noted that staff began performing home 

phone calls to recently discharged residents to check in, answer any questions, and reeducate as 

needed, indicating that there were improved efforts in education and follow-up. 

Early discharge planning, as measured through compliance with the discharge program 

checklists, was assessed at the completion of Cycle I. Of the 11 residents from Cycle I, 2f 

residents' checklists were completed in full and deemed compliant (18.2%). 

Chart audits were performed at the completion of Cycle I of Q0610 in the admission 

MDS, which addresses the resident's need for community referral upon their discharge. At the 

completion of Cycle I, 0 the 11 residents' charts stated, "yes" to this question (0%).  
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Act 

Appropriate adjustments in response to findings and feedback were made. More 

education was required specifically regarding thorough education with both the resident and care 

partner throughout the entire rehab visit to best prepare them for discharge. Continued 

reeducation took place during weekly check-ins. The number of data was lower than predicted. 

The Director of Social Work reported low census for the rehab hallway at this time.  

Cycle II 

Plan   

Reeducation was performed along with restocking of the checklists and CMS booklets. 

No further modifications were necessary.  

Do 

Cycle II of the implementation period began on March 4th, 2024. The discharge program 

continued, including checklists completion by staff, CMS booklet distribution, and Family and 

Care Partner survey completion. Weekly check-ins continued, with reeducation as needed. Cycle 

II ended on April 1st, 2024. 

We created a staff evaluation survey, to answer #2 of the IHI Model of Improvement 

(Appendix G). This one-question survey was given to all involved team members of the facility. 

By measuring the staff's perception of the project following implementation, we were able to 

note whether they felt the discharge program created a substantial improvement in the facility. 

The results of this survey investigated whether the post-implementation change was a positive 

contribution, and if it was deemed as valuable to the facility. The post-implementation staff 

surveys were distributed and collected over the following two weeks.  

We performed a final audit of the admission MDS post-implementation at the completion 

of Cycle II. This data was collected to assess improvement in documented indication for resident 
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need of community referrals at discharge, thus measuring for rate change in early discharge 

planning. The descriptive data was analyzed using central tendencies based on data normality 

and distribution.   

Study  

All implementation period data was collected including early discharge checklist 

compliance, MDS data, care partner survey data, and staff survey data. 

Early discharge planning, as measured through compliance with the discharge program 

checklists, was assessed at the completion of Cycle II. Of the 13 residents from Cycle II, 5 

residents' checklists were completed in full and deemed compliant (38.5%). 

Chart audits were performed at the completion of Cycle II for Q0610 of the admission 

MDS, which addresses the resident's need for community referral upon their discharge. At the 

completion of Cycle II, 0 of the 13 residents' charts stated, "yes" to this question (0%).  

Final data analysis was performed of the collective data, and exit interviews were 

performed individually with the facility staff that provided summative data for interpretation. 

Staff reported they learned the significance of education to best prepare the residents and their 

families for discharge and had shifted their focus to this. It was also recognized that checklist 

content was duplicative of EHR changes the facility made in their adoption of this program 

during the implementation period. This contributed to increased workload for staff and 

elucidated the staff satisfaction survey data results, but also highlights the collective integration 

in their adoption of the discharge program. 

Act 

This writer analyzed and reported the data and feedback to the organization’s CNO. 

Handoff of the project occurred at this time. We recommended anticipatory planning education 

for staff highlighting the impact of documenting the need for community referral upon discharge 
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in the admission MDS. Furthermore, we recommended that they incorporate a process to report a 

positive Brief Interview for Mental Status (BIMS) score so that the SNF providers are notified 

prior to the discharge planning meeting of the resident, as an unaddressed positive BIMS score 

can greatly hinder a safe discharge. 

Budget  

 This project received grant funding via the Gerontological Advanced Practice Nurses 

Association Foundation, Inc. (GAPNA). $605 was allocated for the completion of the project. 

$105 was designated to lab coats, as the facility required all outside clinical visitors to wear lab 

coats for security and infectious disease prevention. $500 was designated to the printing and 

preparation of the discharge planning checklist and resident booklets. 

Ethical Considerations and Permissions 

This project was granted approval by the University of Louisville's Institutional Review 

Board (IRB) (23.0955). The project also received authorization by the facility's CNO and 

Executive Director (see Appendix B).  

The project required the viewing of personal, identifiable information that was 

deidentified for data collection. The residents' medical record numbers (MRNs) were 

documented until the data collection was complete, and once deidentified, were deleted. A 

codebook was developed so that each resident's MRN was assigned a four-digit code involving 

both numbers and letters in order to deidentify. The data was collected in a password protected 

Excell spreadsheet and only accessible by the project lead (DNP student) and the DNP student's 

project chair. 

Measures and Data Collection 

Three key measurements were conducted to measure the SMART goals, plus additional 

measurements were utilized to fully capture the impact of the discharge program. The first 
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SMART goal stated, "Documentation of early discharge planning will increase 20% from pre-

implementation within eight weeks as measured by compliance of utilizing the discharge 

checklists." To account for checklist compliance, we audited the checklist binders for nursing 

staff and for social work and checked for completion. If each checklist was filled out in 

completion by the time of the resident's discharge, this equated to a "yes" and equals 1. Failure to 

complete the checklist or gaps in compliance equated to a "no" and equals 0. These dichotomous 

results were recorded with a goal of 20% compliance.  

The second SMART goal stated, "There will be a 20 percentage of change in the 

documentation of a need for community referrals in the admission MDS at the completion of the 

implementation period as compared to the pre-implementation chart audit that has been 

performed." The MDS chart audits provided dichotomous answers to the question: Was there a 

documented need for community referrals in the resident's admission MDS? Documentation of 

community referral need in the MDS equated to a "yes" [1]. No documentation of community 

referral need in the MDS equated to a "no" [0]. These dichotomous results were recorded with a 

goal of 20% increase from the chart audit that was performed for the needs assessment.  

The third SMART goal stated, "The perception by staff that the early discharge program 

resulted in a positive change will be 80% at the completion of the eight-week implementation 

period." This was measured through the staff perception survey that was administered following 

completion of the implementation period. The one-question survey asked, "Has the discharge 

checklist created a positive improvement?" (Appendix G). This provided dichotomous answers 

of "yes" [1] and "no" [0]. These results demonstrated if the project was deemed valuable to the 

facility following completion. Each of the data collections mentioned thus far provided nominal 

data for analysis. 
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 Other measurements were collected to gain perspective of the full impact of the discharge 

program. For supplemental resources to care partners, we provided the CMS booklet to help care 

partners organize significant information at discharge and get crucial questions answered. In 

order to measure if this resource added additional value to the discharge program, care partners 

were asked in a final survey, "Was the booklet given to you a helpful resource?" (Appendix F, 

Form II). This question had options to answer: “Not at all” [0], “Somewhat” [1], or “Very 

helpful” [2], allowing for a minimum summation score of 0 and a maximum summation score of 

2. This question is #6 of the care partner survey and created ordinal data to measure the 

satisfaction and usefulness of this instrument.   

 Additionally, the facility investigated the perceived readiness of care partners upon 

resident discharge. In the final care partner survey, questions #1-5 contained Likert Scale 

questions regarding care partner readiness. The family or care partner could answer "Not at all" 

[0], "Somewhat" [1], or "Very prepared" [2], allowing for a minimum summation score of 0 and 

maximum summation score of 10. The care partner survey was given to care partners prior to the 

implementation period in order to obtain baseline perceived care partner readiness (Appendix F, 

Form I). These results were then compared to the results of this survey answered by care partners 

of and after the implementation period (Appendix F, Form II) to evaluate for improvement in 

perceived readiness of care partners who received the discharge planning practice change.  

Demographic data included the resident's admitting diagnosis, year of birth, ethnicity, 

race, biological sex, marital status, and BIMS score. The significance of including the BIMS 

score in our data collection was due to the presence of cognitive impairment being a potential 

barrier to the resident being able to discharge home. Data was collected, deidentified, and stored 

in a password locked Excell spreadsheet.  
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Results 

31 total residents resided in the rehab hallway during February 5th and April 1st. Of these 

31 residents, 7 were excluded from data collection. Exclusion reasons included expiration during 

stay (n = 2), hospital readmission (n = 2), discharged to long-term nursing home care (n = 2) and 

transfer to a rehab hospital due to insurance delegation (n = 1). This left 24 residents for data 

analysis. 

Early discharge planning, as measured through compliance with the discharge program 

checklists, was assessed at the completion of Cycle I (Week 4 of implementation) and at the 

completion of Cycle II (Week 8 of implementation). Of the 11 residents from Cycle I, 2 residents' 

checklists were completed in full and deemed compliant (18.2%). Of the 13 residents from Cycle 

II, 5 residents' checklists were completed in full and deemed compliant (38.5%). This resulted in 

a 111.5% positive percentage of change in compliance by the end of the implementation period. 

Table 1 

Checklist Compliance  

 Cycle I Cycle II Percentage of Change 

Rate of Compliance 18.2% 38.5% 111.5% 

 

Chart audits were performed at the completion of Cycle I and Cycle II for Q0610 of the 

admission MDS, which addresses the resident's need for community referral upon their 

discharge. Pre-implementation data was at 0% of residents' charts stating, "yes" to this question. 

At the completion of Cycle I, 0 the 11 residents' charts stated, "yes" to this question. At the 

completion of Cycle II, 0 of the 13 residents' charts stated, "yes" to this question. There was a 0% 

change in the documentation of a need for community referral at discharge in the admission 

MDS forms.  
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Table 2 

Admission MDS Documentation of Resident Need for Community Referral at Discharge 

 Yes No Rate of Compliance 

Cycle I 0 11 0% 

Cycle II 0 13 0% 

 

There were 9 care partners who agreed to take the Family and Care Partner survey at the 

time of discharge. Questions #1-5 of the Family and Care Partner survey addressed their 

perceived readiness in assisting in the home care of their loved one following discharge. This 

was compared to surveys asking the same questions prior to the implementation of the discharge 

program. Baseline data showed 83% overall self-perceived readiness level of care partners at the 

time of discharge. During the implementation of the discharge program overall self-perceived 

readiness increased to 94%. The positive percentage of change utilizing central tendencies shows 

13.3% positive change in care partner perceived readiness from the discharge program. #6 of this 

survey addressed if the supplemental CMS booklet was a helpful resource. 22.2% answered, 

"Not at all" (n = 2), 44.4% answered, "Somewhat" (n = 4), and 33.3% answered, "Very helpful" 

(n = 3).  
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Table 3 

Mean Care Partner Readiness Scores Per Question 

 

Pre-

implementation 

Readiness 

Implementation 

Period 

Readiness 

Percentage 

of Change 

How prepared do you feel to monitor 

your loved one's health conditions? 

 

85% 94% 10.6% 

How prepared do you feel to monitor 

for side effects of their medications? 

 

69% 94% 36.2% 

How prepared do you feel to make 

sure the medications are taken 

correctly and on time? 

 

88% 94% 6.8% 

How prepared do you feel to make 

sure follow-up appointments are 

made and attended? 

 

92% 94% 2.2% 

How prepared do you feel overall to 

assist in your loved one's health 

management after they are discharged 

home? 

 

81% 94% 16.0% 

Overall Readiness 83% 94% 13.3% 

 

8 involved staff members completed anonymous surveys assessing if they perceived the 

discharge program as creating a positive change in the facility. 37.5% (n = 3) reported that the 

discharge program created a positive change. 62.5% (n = 5) did not feel that the discharge 

program created a positive change at the facility. 
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Table 4 

Staff Perception of a Positive Change at Facility 

 Yes No 

Staff Response Rate 37.5% (n = 3) 62.5% (n = 5) 

 

Discussion 

The discharge program’s key sign of success is the change in perception of education at 

the facility. Aside from the required tasks of the discharge program, staff began calling residents 

a couple days following discharge to check on them and answer any home health questions. Staff 

also reported in exit interviews that the discharge program influenced them to perform a more 

thorough education with an emphasis on family involvement. Not only did we improve staff 

perception of the weight a quality education to the resident and care partner holds, but we also 

improved the care partner perception of education, as evident in their increased perceived 

readiness scores.  

We warranted further success through the facility’s adoption of the program. The Director 

of Social Work reported duplicate charting was created from the checklists after the facility's 

own EHR system changes since our PDSA Cycle I began. The facility made various changes 

within their EHR incorporating checklist tasks, PCC, and improved resident and care partner 

education. The CNO further elaborated on this, reporting a streamlined discharge summary that 

pre-populates reports and new discharge planning compliance pushes. It is then implied that the 

discharge program was fully adopted and integrated into their system's EHR, though certain 

aspects of the program did not work for the facility—primarily the paper charting of the 

checklists. Due to the duplicative tasks the checklists created once the facility’s EHR updates 

were made, staff satisfaction scores do not necessarily reflect feelings towards the program, but 
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to the checklists themselves.  While the checklist concept was not realistic long-term, the 

discharge program had successful adoption.  

Our data also merits success. The first SMART goal states, "Documentation of early 

discharge planning will increase 20% from pre-implementation within eight weeks as measured 

by compliance of utilizing the discharge checklist." This was accomplished as compliance of 

utilizing the discharge checklist was at 38.5% by the end of the eight-week implementation 

period, jumping from just 18.2% compliance at the four-week mark. This 111.5% positive 

percentage of change greatly surpassed the SMART goal of 20%. 

The second SMART goal states, "There will be a 20% percentage of change in the 

documentation of a need for community referrals in the admission MDS at the completion of the 

implementation period as compared to the pre-implementation chart audit that has been 

performed." This goal was not met, however, being that the 0% pre-implementation completion 

rate remained unaffected by the discharge program despite education at weekly check-ins. It was 

noted that community referrals were occurring, though, with many residents to receive home 

health services following discharge. However, indicating this in the admission MDS was 

neglected to be priority throughout the duration of the project. The stagnation of admission MDS 

documentation of a need for community referrals prompted further education and 

recommendations in our handoff to the facility. We recommended anticipatory planning 

education for staff, highlighting how the impact of this documentation would provide more 

insight of resident needs, thus valuing PCC and likely warranting improved resident outcomes.  

The third SMART goal states, "The perception by staff that the early discharge program 

resulted in a positive change will be 80% at the completion of the eight-week implementation 

period." This goal was not met, due to just a 37.5% consensus by staff that the discharge program 

resulted in a positive change at the facility. However, as previously mentioned, this may be 
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skewed due to the facility’s adoption and EHR integration during the project timeline, reflecting 

barriers of the discharge program that were noted in exit interviews.  

Furthermore, this quality improvement project did fulfill the facility's need of a 

structured, individualized, and early discharge planning program. Improvement in the 

compliance of the discharge checklists indicates improvement in the consistency of early 

discharge planning. The characteristics of the discharge planning program that emphasized 

family involvement and were individualized to specific resident needs are expected to produce 

further improved outcomes as the program continues following handoff. Family and care 

partners benefitted from the early, thorough, and individualized discharge planning as evidenced 

through the improvement in their preparedness in aiding in the home care of their loved one 

following discharge. This is significant to note as care partner involvement in the discharge 

process further improves outcomes of the residents (Rodakowski et al., 2017, Ia; Provencher et 

al., 2021, Ia; Topham et al., 2022, IIb; Abramsohn et al., 2022, IIa; Gupta et al., 2019, Ib; 

Rasmussen et al., 2021, Ia). 

From the Family and Care Partner Survey results, we further evaluated which areas the 

care partners felt most and least confident in. Pre-implementation, the most prepared area in 

health management was in ensuring the resident’s follow-up appointments were made and 

attended. This question improved from 92% prepared pre-implementation to 94% at the 

completion of Cycle II, showing consistent confidence in this area with a 2% positive percentage 

of change. The least prepared area in health management pre-implementation was in monitoring 

for side effects of medications. This question alone improved from 69% to 94% care partner 

perceived readiness by the completion of Cycle II. This 36% positive percentage of change 

highlights the value of care partner involvement in the discharge process and education 
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throughout the rehab stay, and is evidence in the success of improved education quantity and 

quality from the discharge program.   

An unexpected finding of the discharge program was discovered in the collection of 

demographic information that identifies further care transition barriers. We recorded BIMS 

scores in data collection due to the potential barrier the presence of cognitive impairment has on 

the resident’s ability to safely discharge home. Of 24 residents in the implementation period, 17 

had a positive BIMS score indicating moderate or severe cognitive impairment, yet only 4 had a 

correlating ICD-10 diagnosis indicating cognitive impairment. The lack of acknowledgement to 

the identified cognitive impairment unravels more complex issues. Improper discharge may be 

occurring if cognitive impairment is not considered in the discharge planning. Cognitive 

impairment invites opportunity for adverse events and outcomes while at home. A positive BIMS 

score requires a community referral for a safe and successful discharge home and more intricate 

planning for the care transition. In handoff, we recommended that they incorporate a process for 

reporting a positive BIMS score so that the SNF providers and discharge planners are notified 

and aware prior to the discharge planning meeting of the resident so that proper considerations 

can be made.  

Limitations and Barriers  

Low rehab resident volumes contributed to small sample size and limited data 

complexity. As can be expected in QI, nursing feedback reported that the program became an 

extra work burden to do for each resident on top of usual tasks and the lack of EHR 

incorporation became an organizational barrier. Staff turnover became a major yet unexpected 

barrier, as the facility's leadership team was inconsistent throughout both PDSA cycles. Exit 

interviews reported the Director of Health Services and the Lead Administrator positions each 

had two turnovers during the duration of the discharge program. Contact with leadership was lost 
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almost entirely throughout the duration of this project due to the barrier of leadership 

inconsistency.  

Implications 

EHR incorporation has been found to be a driving factor in practice change compliance 

and is suggested for further discharge program implementation at other facilities. Individualized, 

early discharge planning is a successful factor of improved resident outcomes, while care partner 

involvement in discharge planning is a compelling indicator of care partner confidence thus the 

likelihood of decreased hospital readmissions. Future projects are needed with larger resident 

populations and longer implementation periods to further delve into the direct benefits of early, 

individualized discharge planning with family and care partner involvement on hospital 

readmission rates and resident outcomes.   

Conclusion 

Rates of early discharge planning improved as a result of the discharge program, as did 

family and care partner perceived readiness. There is still room for improvement in the 

documentation of a need for community referrals within the admission MDS. We know the 

AHRQ discharge program is flawed, though providing modified checklists specific to facility 

needs does improve care partner readiness. The supplemental discharge booklets were not 

deemed useful for family and care partners. The facility will not be continuing this aspect of the 

discharge program following hand-off, nor the paper checklists. Staff did not feel that the 

implementation of the discharge program made a positive improvement at the facility due to task 

duplication and the burden of paper charting, though the facility fully adopted the program and 

incorporated the discharge program into their system's EHR. Improved resident and care partner 

education and a facility focus on PCC were major outcomes of this program.  
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Appendix A: Discharge Planning Checklists 

Form I: Nursing Checklist  
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Form II: Social Work Checklist  
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Appendix B: Letter of Support 
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Appendix C: Evidence Grading 

Study Design Evaluation 

Method 

Level 

(LEGEND) 

Quality Authors Title 

Qualitative study II a Abramsohn et al., 2022 Community Rx: Optimizing a community resource 

referral intervention for minority dementia caregivers 

Qualitative study II a Ådnanes et al., 2020 Discharge planning, self-management, and community 

support: Strategies to avoid psychiatric rehospitalization 

from a service user perspective 

Cohort prospective III b Chia & Ekladious, 2021 Australian public hospital inpatient satisfaction related 

to early patient involvement and shared decision-

making in discharge planning 

Systematic review 

+ meta-analysis 

I a Fox et al., 2013 Effectiveness of early discharge planning in acutely ill 

or injured hospitalized older adults: A systematic review 

and meta-analysis 

Systematic review I a Gonçalves-Bradley et al., 

2022 

Discharge planning from hospital (Review) 

Meta-analysis I b Gupta et al., 2019 Transitions of care in geriatric medicine 

Systematic review I b Hayajneh et al., 2020 Nurses' knowledge, perception, and practice toward 

discharge planning in acute care settings: A systematic 

review. 

Cross-sectional IV a Holland et al., 2012 Targeting hospitalized patients for early discharge 

planning intervention 

CCT III a Kutz et al., 2022 Association of interprofessional discharge planning 

using an electronic health record tool with hospital 

length of stay among patients with multimorbidity: A 

nonrandomized controlled trial 

Systematic review I a McMartin, 2013 Discharge planning in chronic conditions: An evidence-

based analysis 

Systematic review I b Nunes & Queirós, 2016 Patient with stroke: Hospital discharge planning, 

functionality and quality of life 
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RCT II a Provencher et al., 2020 Supporting at-risk older adults transitioning from 

hospital to home: Who benefits from an evidence-based 

patient-centered discharge planning intervention? Post-

hoc analysis from a randomized trial 

Meta-synthesis I a Provencher et al., 2021 Understanding the positive outcomes of discharge 

planning interventions for older adults hospitalized 

following a fall: A realist synthesis 

Systematic review I a Rasmussen et al., 2021 Impact of transitional care interventions on hospital 

readmissions in older medical patients: A systematic 

review 

Meta-analysis I a Rodakowski et al., 2017 Caregiver integration during discharge planning for 

older adults to reduce resource use: A meta-analysis 

Qualitative study II b Topham et al., 2022 Caregiver inclusion in IDEAL discharge teaching: 

Implications for transition from 

CCT III a Tung et al., 2019 Impact of a low-intensity resource referral intervention 

on patient knowledge, beliefs, and use of community 

resources: Results from the CommunityRx trial 
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Appendix D: Cincinnati Children's LEGEND Evidence Levels Reference Guide 

 
(Cincinnati Children's, 2012) 
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Appendix E: CMS Booklet for Resident and Family 
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(CMS, 2019)
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Appendix F: Family and Care Partner Survey  

Form I 

Form I will be given to family and/or care partners during the pre-implementation period. 
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Form II 

Form II includes questions #1-5 of Form I, plus an additional question (#6) which addresses 

usefulness of the CMS booklet. Form II will be utilized during the implementation period.  
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Appendix G: Staff Evaluation Survey  
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Appendix H: PDSA Cycle Diagrams 

Cycle I 
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Cycle II 
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