University of Louisville
ThinkIR: The University of Louisville's Institutional Repository

Doctor of Nursing Practice Papers School of Nursing

7-2024

Improving transitions in care through early discharge planning: a
quality improvement Initiative.

Sarah Markgraf
University of Louisville, seheitzman@gmail.com

Follow this and additional works at: https://ir.library.louisville.edu/dnp

b Part of the Family Practice Nursing Commons, and the Geriatric Nursing Commons

Recommended Citation

Markgraf, Sarah, "Improving transitions in care through early discharge planning: a quality improvement
Initiative." (2024). Doctor of Nursing Practice Papers. Paper 155.

Retrieved from https://ir.library.louisville.edu/dnp/155

This Doctoral Paper is brought to you for free and open access by the School of Nursing at ThinkIR: The University
of Louisville's Institutional Repository. It has been accepted for inclusion in Doctor of Nursing Practice Papers by an
authorized administrator of ThinkIR: The University of Louisville's Institutional Repository. This title appears here
courtesy of the author, who has retained all other copyrights. For more information, please contact
thinkir@louisville.edu.


https://ir.library.louisville.edu/
https://ir.library.louisville.edu/dnp
https://ir.library.louisville.edu/nursing
https://ir.library.louisville.edu/dnp?utm_source=ir.library.louisville.edu%2Fdnp%2F155&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/720?utm_source=ir.library.louisville.edu%2Fdnp%2F155&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/1034?utm_source=ir.library.louisville.edu%2Fdnp%2F155&utm_medium=PDF&utm_campaign=PDFCoverPages
https://ir.library.louisville.edu/dnp/155?utm_source=ir.library.louisville.edu%2Fdnp%2F155&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:thinkir@louisville.edu

IMPROVING TRANSITIONS IN CARE

Improving Transitions in Care Through Early Discharge Planning:
A Quality Improvement Initiative
by

Sarah Markgraf

Paper submitted in partial fulfillment of the
requirements for the degree of

Doctor of Nursing Practice

School of Nursing, University of Louisville

July 16, 2024
Dr. Candace Harrington July 16, 2024
DNP Project Chair Date
Dr. Ratchneewan Ross July 16, 2024
DNP Project Committee Member Date
Dr. Sara Robertson July 22, 2024

Associate Dean DNP and APRN Programs Date



IMPROVING TRANSITIONS IN CARE 2

102 1D (07 (0 )\ PR PRPI 4
ABSTRACT ...ttt a bt e a1 bt e e R be e ah bt e e Rt e e oAbt e oAb e e a1 b e e eabe e e s bt e eabe e e R b e e et e e ekt e e be e be e e re et 5
BACKGROUND ... .ooiiiiii ettt a1 bt et e e a1 bt e a1t e e 11kt e o8t e e a1 be e aabeeas bt e eabe e e s bt e enbe e e beeanbe e e beeenbeeentes 7
LITERATURE REVIEW ...ttt ettt e e st e e aste e e e s nb bt e e et bt e e s aaba e e e s s bbe e e e bbe e e e nnbaeaesbbeee s 9
NEEDS ASSESSMENT ...ttt st e st e e st e e e st b e e e e s be et e e bt e e e e asbee e e anbbe e e e bbeeeessbeeeesbteeesnnnees 11
RATTONALE ...ttt sttt sttt sttt sh e e e a0 bt esab e e 18 bt e ah b e e eE bt e sa b e e 4R bt e e Rt e e e s bt e ahb e e s bt e e nabe e e s beesnbeeanbeennbee e 12
THEORY-BASED CARE TRANSITIONS ...ttt sttt a s st e s ssbaa e s ssbaeesantbeessnnbaeesssneeen 12
INSTRIUMENTS .ottt sttt s bttt e o sttt e e aabe e e e s bee e e e b b e e e e aabe e e e e sbe e e e as b ee e e anbbe e e e sbbeeeeanbbeeesnsteeesnnnes 13
DISCHARGE PLANNING CHECKLISTS......cctttiitttisttteitteasteeassteastesssseastssssesassesssssssssssssssssnsessssssnsessnsssenessssssenesssns 13
ADMISSION MIDS ...ttt b ettt b e e bt e e bt e e be e e bt e ekt e e s b e e e ke e e s bt e e be e e st b e aabe e e nbe e e bee e beeebeeentes 14
TAKE-HOME DISCHARGE PLANNING BOOKLET .......ccotiiiiiiitiiiitieeiiiiiiiieieeeesssitbaeeeeeessssibsseeesessssssssseesessssnsnsssenes 14
FAMILY AND CARE PARTNER PERCEIVED READINESS SURVEYS.......cciiiiiiiiiiiiieeeiiiriesiieeessineessnsnnesssssessssssseessns 15
STAFF EVALUATION SURVEY ......utiiitiiiiitieittesutesteesistesssesssstesssesssstesssssssssssssesssssssssessssssssesssssssssessssssnsesssessnsessnnns 16
PURPOSE AND SPECIFIC ALMS ...ttt sttt st ettt e e st a e e st e e e s tte e e e astaaeessbbeeeeasteeeennbaeeessneeen 16
SPECIFIC, MEASURABLE, ACHIEVABLE, RELEVANT, AND TIMELY (SMART) GOALS ..........cooccvveiiiiieeniiiece e 16
ENVIRONMENT ..ottt sttt st s a1 bt sab e 48 b4 e a0t e e 184t e sh b e e o1 bt e e abe e s Ebe e sa b e e sh b e e e abe e s nbeeanbeeanbeennbeeans 17
STAKEHOLDERS ... ..ottt ettt b et e b e o be e a1 bt e e bt e a1t e e e be e e s be e e be e e s be e e be e e sbeeebee e beeebeeeees 17
FACILITATORS AND BARRIERS ......oooiiiitiiiiiiii ottt e e e st e e st e e e sn b e e e et e e e s saa e e e anbaeeessteeesnnnees 18
METHODS AND PROCEDURES .......oooiitiiiiiiiii ittt sttt sttt b e sbe e ssb e e s s be e sbe e s beesnbeesnbaesnbee s 18
CONCEPTUAL FRAMEWORK: THI MODEL FOR IMPROVEMENT .........cciitiiiiitiiiienieesieessessinessessnessnsessssssnsessens 18
Question 1: What are we trying t0 accoOmpliSR? ......................cccocciiiiiiiiiiiiiiii e 19
Question 2: How will we know that a change is an improvement? ....................ccccccevvvanieeniiinieenieaneeeninens 20
Question 3: What change can we make that will result in improvement? .......................ccccooeveviiniicninnnnn 20
QUALITY IMPROVEMENT IMODEL ........uutiititiittieititesiteesiteesiteesiteestseesasee sttt e saseessbeessseessbeesnseessbeesnseeabeeenbeesnbeeenneesnnns 20

ETHICAL CONSIDERATIONS AND PERMISSIONS .....uuuuuuuuuuuututstssststsssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnnnnn. 26
MEASURES AND DATA COLLECTION ....uuuuuuuututututsesusssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssns 26
2 ] 5 5 29
D 0 SO 811 T 10 32
LIMITATIONS AND BARRIERS ......uuuuuuuuuuututuuusussssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssss 35
J 1Y 32 30 (00N 1 (0N 36
COINCLUSION ...oiiiiiiiitttieeeteeeeeeeeesessesssesssesesassssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssrsrsren 36

REFERENCES ... bbb e e s b e sb e s sb e sra e 37



IMPROVING TRANSITIONS IN CARE 3

APPENDIX A: DISCHARGE PLANNING CHECKLISTS ....ooiiiiiiiiit ittt 42
FORM I: NURSING CHECKLIST ......vtittiutiiieiiteestieteateassesseesseesteesseesssasnsasssassesseesseassesssessssssesssesssessseansesssesnsensessneens 42
................................................................................................................................................................................. 42
FORM I1: SOCTAL WORK CHECKLIST ......utttititiitetaititasteeastieasteeasseasteeasesaaseesssseasseeabesaasesasseaasessnsesassessssssensessnns 43

APPENDIX B: LETTER OF SUPPORT .......oooiiiiiiiiie ittt st sbae e sntba e e s bbee s s snbaeesssteeesnnnes 44

APPENDIX C: EVIDENCE GRADING ........oooiiiiiiiiiiiiiiee ittt st sae e st ssbeessbeessaeessbeesnbessnbeesnneeans 45

APPENDIX D: CINCINNATI CHILDREN'S LEGEND EVIDENCE LEVELS REFERENCE GUIDE......... 47

APPENDIX E: CMS BOOKLET FOR RESIDENT AND FAMILY ........oooiiiiiiiiiieiiee et 48

APPENDIX F: FAMILY AND CARE PARTNER SURVEY ......oooiiiiiiiiiiiiii st 51
D 0] 231 (8 PP PP TP PPRRN 51
D0 231 1 TP PP PPR PP 52

APPENDIX G: STAFF EVALUATION SURVEY .....oooiiiiiiiiiiii ettt e te et sane s snbae e s snsaa e e nnnes 53

APPENDIX H: PDSA CYCLE DIAGRAMS ...ttt e et e e s sbn e e s nnnes 54
LGl 11 D FO T OO TP U PP PR PPROPRON 54

(%01 51 O 1 (F RN 55



IMPROVING TRANSITIONS IN CARE 4

Dedication
This DNP project is dedicated to my parents, Joan and Ken Heitzman, for always
believing in me. I would also like to dedicate this project to Peter Markgraf, whose unwavering

love and support have motivated me every step of the way.



IMPROVING TRANSITIONS IN CARE 5

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



IMPROVING TRANSITIONS IN CARE 9

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, I1a; 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;
Gongalves-Bradley et al., 2022, Ia; McMartin, 2013, Ia; Provencher et al., 2020, I1a).

Person-centered, individualized discharge planning refers to holistic discharge planning,
which accounts for comorbidities, ability to complete activities of daily living (ADLSs), 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 (Adnanes 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, Illa; Abramsohn et al., 2022, I1a). Person-centered discharge planning enhanced quality of
life in two studies (Fox et al., 2013, Ia; Nunes & Quiero6s, 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, I1la; Gongalves-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, I'Va; 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, [Va; 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



IMPROVING TRANSITIONS IN CARE 12

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
IT). 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 staft 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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What are we trying to accomplish?
Improvement in early discharge
planning and in community referrals
provided at discharge.

How will we know that a change is an
improvement? Staff surveys
investigating perceived value of the
practice change and the facility's
investigation of caregiver perceived
readiness.

What change can we make that will
result in improvement? Multiple PDSA
cycles to create a discharge planning
program that best fits the facility and

residents’ needs.

Figure 1

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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eWhat are we
going to do?

*What changes
will we make
based off of
findings?

*When and how
will it be done?

*What were the
results?

J

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

L Figure 2

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
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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 8™, 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 3, 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
IT). 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 11
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 4%, 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
IT ended on April 1%, 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 5" and April 1. 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

IL, 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 1 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 1 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
] ] ) Percentage
implementation Period
. . of Change
Readiness Readiness

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
. 88% 94% 6.8%
correctly and on time?
How prepared do you feel to make
sure follow-up appointments are
92% 94% 2.2%
made and attended?
How prepared do you feel overall to
assist in your loved one's health
management after they are discharged 81% 94% 16.0%
home?
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=13) 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, ITa; 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 1s 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
AHRAQ 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.



IMPROVING TRANSITIONS IN CARE 37

References
Abramsohn, E., Paradise, K., Glover, C., Benjamins, M., Douglas, L., Jerome, J., Kim, M.,
Kostas, T., Mata, D., Padron, F., Shah, R., & Lindau, S. (2022). CommunityRx:
Optimizing a community resource referral intervention for minority dementia caregivers.
Journal of Applied Gerontology, 41(1), 113-123.

https://doi.org/10.1177/07334648211005594

Adnanes, M., Cresswell-Smith, J., Melby, L., Westerlund, H., gprah, L., Sfetcu, R., StraBmayr,
C., & Donis, V. (2020). Discharge planning, self-management, and community support:
Strategies to avoid psychiatric rehospitalization from a service user perspective. Patient

Education and Counseling, 103, 1033-1030. https://doi.org/10.1016/].pec.2019.12.002

Agency for Healthcare Research and Quality (AHRQ). (2017, December). Care transitions from
hospital to home: IDEAL discharge planning, implementation handbook.

https://www.ahrqg.gov/patient-

safety/patientsfamilies/engagingfamilies/strategy4/index.html

Black, B., Johnston, D., Rabins, P., Morrison, A., Lyketsos, C., & Samus, Q. (2013). Unmet
needs of community-residing persons with dementia and their informal caregivers:
Findings from the maximizing independence at home study. Journal of the American

Geriatrics Society, 61(12), 2065-2270. https://doi.org/10.1111/jgs.12549

Centers for Medicare and Medicaid Services (CMS). (2019). Your discharge planning checklist

brochure. https://www.medicare.gov/publications/11376-discharge-planning-checklist.pdf

Centers for Medicare and Medicaid Services (CMS). (2022, March 24). Community-based care

transitions program. https://innovation.cms.gov/innovation-models/cctp

Centers for Medicare and Medicaid Services (CMS). (2023, September 12). Minimum Data Set


https://doi.org/10.1177/07334648211005594
https://doi.org/10.1016/j.pec.2019.12.002
https://www.ahrq.gov/patient-safety/patientsfamilies/engagingfamilies/strategy4/index.html
https://www.ahrq.gov/patient-safety/patientsfamilies/engagingfamilies/strategy4/index.html
https://doi.org/10.1111/jgs.12549
https://www.medicare.gov/publications/11376-discharge-planning-checklist.pdf
https://innovation.cms.gov/innovation-models/cctp

IMPROVING TRANSITIONS IN CARE 38

(MDS) 3.0 for nursing homes and swing bed providers.

https://www.cms.gov/medicare/quality/nursing-home-improvement/minimum-data-sets-

swing-bed-providers

Chia, Y.Y.P. & Ekladious, A. (2021). Australian public hospital inpatient satisfaction related to
early patient involvement and shared decision-making in discharge planning. Internal

Medicine Journal, 51: 891-895. https://doi.org/10.1111/imj.14872

Cincinnati Children's. (2012, March 26). LEGEND: Table of evidence levels. [Infographic].

https://www.cincinnatichildrens.org/research/divisions/j/anderson-center/evidence-based-

care/legend

Fox, M.T., Persaud, M., Maimets, 1., Brooks, D., O'Brien, K., & Tregunno, D. (2013).
Effectiveness of early discharge planning in acutely ill or injured hospitalized older
adults: A systematic review and meta-analysis. BMC Geriatrics, 13, 70.

https://doi.oreg/10.1186/1471-2318-13-70

Gongalves-Bradley, D.C., Lannin, N.A., Clemson, L., Cameron, 1.D., & Shepperd, S. (2022).
Discharge planning from hospital (Review). Cochrane Database of Systematic Reviews,

2022(2), CD000313. https://doi.org/10.1002/14651858.CD000313.pub6

Gupta, S., Perry, J., & Kozar, R. (2019). Transitions of care in geriatric medicine. Clinics in

Geriatric Medicine, (35)1, 45-52. https://doi.org/10.1016/j.cger.2018.08.005
Hayajneh, A.A., Hweidi, .M., & Dieh, M.W.A. (2020). Nurses' knowledge, perception and

practice toward discharge planning in acute care settings: A systematic review. Nursing

Open, 7, 1313-1320. https://doi.org/10.1002/nop2.547
Holland, D.E., Knafl, G.J., & Bowles, K.H. (2012). Targeting hospitalized patients for early
discharge planning intervention. Journal of Clinical Nursing, 22, 2696-2703.

https://doi.org/10.1111/1.1365-2702.2012.04221 .x



https://www.cms.gov/medicare/quality/nursing-home-improvement/minimum-data-sets-swing-bed-providers
https://www.cms.gov/medicare/quality/nursing-home-improvement/minimum-data-sets-swing-bed-providers
https://doi.org/10.1111/imj.14872
https://www.cincinnatichildrens.org/research/divisions/j/anderson-center/evidence-based-care/legend
https://www.cincinnatichildrens.org/research/divisions/j/anderson-center/evidence-based-care/legend
https://doi.org/10.1186/1471-2318-13-70
https://doi.org/10.1002/14651858.CD000313.pub6
https://doi.org/10.1016/j.cger.2018.08.005
https://doi.org/10.1002/nop2.547
https://doi.org/10.1111/j.1365-2702.2012.04221.x

IMPROVING TRANSITIONS IN CARE 39

Institute for Healthcare Improvement. (2023). How to Improve.

https://www.ihi.org/resources/how-to-improve

Kutz, A., Koch, D., Haubitz, S., Conca, A., Baechli, C., Regez, K., Gregoriano, C., Ebrahimi, F.,
Bassetti, S., Eckstein, J., Beer, J., Egloff, M., Kaeppeli, A., Ehmann, T., Hoess, C.,
Schaad, H., Wharam, J.F., Lieberherr, A., Wagner, U., De Geest, S., Schuetz, P., &
Mueller, B. (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. JAMA Network Open, 5(9), €2233667.

https://doi.org/10.1001/jamanetworkopen.2022.33667

McDermott, K. W. & Jiang, H. J. (2020, June 12). Characteristics and costs of potentially
preventable inpatient stays, 2017. Agency for Healthcare Research and Quality:
Healthcare Cost and Utilization Project. https://hcup-

us.ahrg.gov/reports/statbriefs/sb259-Potentially-Preventable-Hospitalizations-2017.isp

McMartin, K. (2013). Discharge planning in chronic conditions: An evidence-based analysis.
Ontario Health Technology Assessment Series, 13(4), 1-72.

Meleis, A. 1., Sawyer, L. M., Im, E., Messias, D. K. H., & Schumacher, K. (2000). Experiencing
transitions: An emerging middle-range theory. Advances in Nursing Science, 23(1), 12-

28. https://doi.org/10.1097/00012272-200009000-00006

Nunes, H.J.M. & Queiros, P.J.P. (2016). Patient with stroke: Hospital discharge planning,
functionality and quality of life. Revista Brasileira de Enfermagem, 70(2), 415-423.

http://doi.org/10.1590/0034-7167-2016-0166

Provencher, V., Clemson, L., Wales, K., Cameron, 1.D., Gitlin, L.N., Grenier, A., & Lannin, N.A.
(2020). Supporting at-risk older adults transitioning from hospital to home: Who benefits

from an evidence-based patient-centered discharge planning intervention? Post-hoc


https://www.ihi.org/resources/how-to-improve
https://doi.org/10.1001/jamanetworkopen.2022.33667
https://hcup-us.ahrq.gov/reports/statbriefs/sb259-Potentially-Preventable-Hospitalizations-2017.jsp
https://hcup-us.ahrq.gov/reports/statbriefs/sb259-Potentially-Preventable-Hospitalizations-2017.jsp
https://doi.org/10.1097/00012272-200009000-00006
http://doi.org/10.1590/0034-7167-2016-0166

IMPROVING TRANSITIONS IN CARE 40

analysis from a randomized trial. BMC Geriatrics, 20(84), 1-10.

https://doi.org/10.1186/s12877-020-1494-3

Provencher, V., D’Amours, M., Menear, M., Obradovic, N., Veillette, N., Sirois, M.J., & Kergoat,
M.J. (2021). Understanding the positive outcomes of discharge planning interventions for
older adults hospitalized following a fall: A realist synthesis. BMC Geriatrics, 21(84), 1-

18. https://doi.org/10.1186/s12877-020-01980-3

Rasmussen, L., Grode, L., Lange, J., Barat, 1., & Gregersen, M. (2021). Impact of transitional
care interventions on hospital readmissions in older medical patients: A systematic

review. BMJ Open, 11(1), 1-13. https://doi.org/10.1136/bmjopen-2020-040057

Rodakowski, J., Rocca, P.B., Ortiz, M., Folb, B., Schulz, R., Morton, S.C., Leathers, S.C., Hu,
L. ,& James III, A.E. (2017). Caregiver integration during discharge planning for older
adults to reduce resource use: A meta-analysis. Journal of the American Geriatrics

Society, 65, 1748-1755. https://doi.org/10.1111/jgs.14873

Society of Hospital Medicine (SHM). (2023). Advancing successful care transitions to improve

outcomes. https://www.hospitalmedicine.org/clinical-topics/care-transitions/

Strohm, J.B., Kramer, D.B., Wang, Y., Shen, C., Wasfy, J.H., Landon, B.E., Wilker, E.H., & Yeh,
R.W. (2017). Short-term rehospitalization across the spectrum of age and insurance types
in the United States. PLoS One, 12(7), e0180767.

https://doi.org/10.1371/journal.pone.0180767

Thomas, K. S., Dosa, D., Wyscocki, A., & Mor, V. (2017). The Minimum Data Set 3.0 Cognitive
Function Scale. Medical Care, 55(9), e68—72.

https://doi.org/10.1097/MLR.0000000000000334

Topham, E.W., Bristol, A., Luther, B., Elmore, C.E., Johnson, E., & Wallace, A.S. (2022).

Caregiver inclusion in IDEAL discharge teaching: Implications for transition from


https://doi.org/10.1186/s12877-020-1494-3
https://doi.org/10.1186/s12877-020-01980-3
https://doi.org/10.1136/bmjopen-2020-040057
https://doi.org/10.1111/jgs.14873
https://www.hospitalmedicine.org/clinical-topics/care-transitions/
https://doi.org/10.1371/journal.pone.0180767
https://doi.org/10.1097/MLR.0000000000000334

IMPROVING TRANSITIONS IN CARE 41

hospital to home. Professional Case Management, 27(4), 181-193.

https://doi.org/10.1097/NCM.0000000000000563

Tung, E., Abramsohn, E., Boyd, K., Makelarski, J., Beiser, D., Chou, C., Huang, E., Ozik, J.,
Kaligotla, C., & Lindau, S. (2019). Impact of a low-intensity resource referral
intervention on patient knowledge, beliefs, and use of community resources: Results from
the CommunityRx trial. Journal of General Internal Medicine, 35, 815-823.

https://doi.org/10.1007/s11606-019-05530-5



https://doi.org/10.1097/NCM.0000000000000563
https://doi.org/10.1007/s11606-019-05530-5

IMPROVING TRANSITIONS IN CARE

Appendix A: Discharge Planning Checklists

Form I: Nursing Checklist

DAILY CHECKLIST

Fill in, initial, and date next to each task as completed.

Date:

Educated resident
and family about condition and
used Teach Back method

Discussed progress
toward resident, family, and
care team goals

Explained
medications to resident and
family

____Morning
____ Afternoon
__ Evening
____Bedtime
____Other

Involved resident and
family in care practices, such as:

Notes:

Resident Name:

Date:

Educated resident
and family about condition and
used Teach Back method

Discussed progress
toward resident, family, and
care team goals

Explained
medications to resident and
family

____Morning
____ Afternoon
__ Evening
___ Bedtime
___ Other

Involved resident and
family in care practices, such as:
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Date:

Educated resident
and family about condition and
used Teach Back method

Discussed progress
toward resident, family, and
care team goals

Explained
medications to resident and
family

___ Morning
____Afternoon
__ Evening
___ Bedtime
___ Other

Involved resident and
family in care practices, such as:

Date:

Educated resident
and family about condition and
used Teach Back method

Discussed progress
toward resident, family, and
care team goals

Explained
medications to resident and
family

___ Marning
____Afternoon
___ Evening
____Bedtime
____ Other

Involved resident and
family in care practices, such as:
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Form II: Social Work Checklist
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DISCHARGE PLANNING CHECKLIST

Fill in, initial, and date next to each task as completed.

Resident Name:

Initial Nursing Assessment Loleir t-o Dlscha'rge
Planning Meeting

Scheduled

Identified the [
discharge planning meeting

caregiver at home and backups

Scheduled for:
/ /

Established
resident and family goals for at (time)

Rehab stay
with expected attendees:

Informed resident
and family about steps to
discharge

Booklet distributed
to resident and family with
explanation

Therapist home
evaluation discussed

Therapist home
evaluation scheduled (if
applicable)

Scheduled for:
/ /

at (time)

During Discharge
Planning Meeting

Discussed resident
and family questions

Reviewed discharge
instructions

Used Teach Back
method to resident and family

Discussed option of
“Almost Home” respite stay in
Personal Care following Rehab
discharge

Discussed ability to
return to Rehab within 30 days
if needed

Discussed
Meds-To-Home

Offered to schedule
follow-up appointments with
providers

PCP:

Specialists:

Day of Discharge

Medications

Reconciled medication list

Reviewed medication list with
resident and family with Teach Back method
Appointments and Contact Information

Scheduled follow-up
appointments:

1) With:
on / /

at (time)

2) With:
on / /

at (time)

Wrote down and gave
appointments to resident and family

Arranged any home care needed

Wrote down and gave contact
information for follow-up person after
discharge
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Appendix B: Letter of Support

TRILOGY

HEALTH SERVICES, LLC

April 20, 2023

Candace C. Harrington, PhD, DNP, APRN, AGPCNP-BC, CNE, FAAN
Assistant Professor

Gerontology NP Professor

University of Louisville, School of Nursing

555 South Floyd Street

K Building, Office 4054

Louisville, KY 40202

Re: Letter of Support
Dear Dr. Harrington,

Thank you for sharing the results of your research on our residents with heart failure and cognitive
impairment. The data helped us identify an opportunity to improve our discharge planning process and
documentation upon admission.

We value our ongoing collaborative efforts to improve care quality and our residents’ health outcomes.
Please accept this letter as documentation of our support for the research and associated Doctor of
Nursing Practice scholarly project to improve the discharge planning process (for residents and family
caregivers) upon admission at our Trilogy Health Services’ Willows of Springhurst facility.

You have our full support and agreement to participate in the process to improve the identification of
and implementation of a community referral process for discharge upon admission and adopt the
evidence-based practice changes.

Sincerely,— e S
i i

o

Rhonda Dempsey RN, LNHA /
SVP, Chief Nursing Officer
Trilogy Health Services, LLC

Kristin Trehas BSN, RN, RAC-CT, DNS-CT
AVP, Clinical Quality and Regulatory
Trilogy Health Services, LLC

Forum Office Park il | 303 N. Hurstbourne Parkway | Suite 200 | Louisville, KY 40222
Phone (502) 412-5847 | Fax (502) 412-0407
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Appendix C: Evidence Grading

Study Design Evaluation
r:;:ll()d Quality | Authors Title
(LEGEND)

Qualitative study II a Abramsohn et al., 2022 Community Rx: Optimizing a community resource
referral intervention for minority dementia caregivers

Qualitative study II a Adnanes 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 | | a Fox et al., 2013 Effectiveness of early discharge planning in acutely ill

+ meta-analysis or injured hospitalized older adults: A systematic review
and meta-analysis

Systematic review | | a Gongalves-Bradley et al., | Discharge planning from hospital (Review)

2022

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

Systematic review | | b Hayajneh et al., 2020 Nurses' knowledge, perception, and practice toward
discharge planning in acute care settings: A systematic
review.

Cross-sectional v 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 | | a McMartin, 2013 Discharge planning in chronic conditions: An evidence-
based analysis

Systematic review | | b Nunes & Queirods, 2016 | Patient with stroke: Hospital discharge planning,

functionality and quality of life
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RCT

II

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

Provencher et al., 2021

Understanding the positive outcomes of discharge
planning interventions for older adults hospitalized
following a fall: A realist synthesis

Systematic review

Rasmussen et al., 2021

Impact of transitional care interventions on hospital
readmissions in older medical patients: A systematic
review

Meta-analysis

Rodakowski et al., 2017

Caregiver integration during discharge planning for
older adults to reduce resource use: A meta-analysis

Qualitative study

II

Topham et al., 2022

Caregiver inclusion in IDEAL discharge teaching:
Implications for transition from

CCT

III

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

T _ LEGEND
Cincinnati Let Evidence Guide Every New Decision

Children’s Table of Evidence Levels

TABLE OF EVIDENCE LEVELS: Levels of Individual Studies by Domain, Study Design, & Quality

TYPE OF STUDY / STUDY DESIGN
2 >
> 5 g 3 .E 2
H 3 > “ > £ & w 2w 2
2 | 2| 2 2 |z |2 g s |£23 5 | s&
o2 (g o 2 2 | B =l &2 = 2 3 =® E . -4 2 2
S2| £ E| 9 g gl 2| Es5| 5| c€g|2 £ |£25 £ g[8 |s%
£E|E 2 = 3| 8| &8|ss| 2|22 |E 2 |dex| 2|82 2 2|t
© 13 = 5 o < = = = c o =} S
—Tr EX |9 s | E|led|les| |23 L |2E83 |22 = |EEE| £ |e2|2|85E|S4
28 = S = O a S & @ @ S a S g o 3 @ 2 e T |let| @ | =8| ® =
CLINICAL QUESTION | 28 | & |l =8| 8 2 | 53| 2| 2358 |58 = 2SEl S [e% 5|58 8%
Q = |1 = & g o (v} o S8 S o o |lgs = ado|l @ |lo2| o | & S &
In ntion
terventio 2a/2b
Treatment, Therapy, la* 4a 3a da 4a 4a da 4a 4a 3a/3b 5a S5a 5a 5a S5a 5
Prevention, Harm, 1b* ab 3b ab 4b 4b ab ab ab 4a/ab 5b Sb 5b Sb b
Quality Improvement
. . 5a 5a 5a 5a
Diagnosis / Assessment 5b 5b 5b Sb 5
Prognosis 5a 5a 5a 5a 5
b Sb S5b 5b 5b
- A S5a 5a 5a S5a
Etiology / Risk Factors sb sb sb 5b 5
. S5a 5a 5a 5a
Incidence Sb | 5b | 5b 5h 5
5a 5a 5a 5a
Prevalence 5b 5b 5b 5b 5
- + 5a 5a 5a 5a
Meaning / KAB b sb sb 5b 5

* a = good quality study b = lesser quality study

* €cT = Controlled Clinical Trial ~ KAB = Knowledge, Attitudes, and Beliefs ~ RCT = Randomized Controlled Trial
Shaded boxes indicate study design may not be appropriate or commonly used for the domain of the clinical question.

Development for this table is based on:
1. Phillips, et al: Oxford Centre for Evidence-based Medicine Levels of Evidence, 2001. Last accessed Nov 14, 2007 from http://www.cebm.net/index.aspx?0=1025.
2. Fineout-Overholt and Johnston: Teaching EBP: asking searchable, answerable clinical questions. Worldviews Evid Based Nurs, 2(3): 157-60, 2005.

Copyright © 2006-2012 Cincinnati Children's Hospital Medical Center; all rights reserved. March 26, 2012
James M. Anderson Center for Health Systems Excellence | Center for Professional Excellence | Occupational Therapy and Physical Therapy | Edward L. Pratt Research Library
Evidence-Based Decision Making — www.cincinnatichildrens.org/evidence Page1of 1

(Cincinnati Children's, 2012)
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Appendix E: CMS Booklet for Resident and Family

Name:
Reason for admission:

During your stay, your doctor and the staff will work with you to plan for
your discharge. You and your caregiver (a family member or friend who may
be helping you) are important members of the planning team. You and your
caregiver can use this checklist to prepare for your discharge.

Your
Discharge
Planning
Checklist:

For patients and their caregivers
preparing to leave a hospital, nursing home,
or other care setting

Instructions:
* Use this checklist early and often during your stay.

* Talk to your doctor and the staff (like a discharge planner, social worker, or nurse)
about the items on this checklist.

* Check the box next to each item when you and your caregiver complete it. |z

* Use the notes column to write down important information
(like names and phone numbers).

* Skip any items that don't apply to you.

Action items Notes

[ Ask where you'll get care after you leave (after you're
discharged). Do you have options (like home health
care)? Be sure you tell the staff what you prefer.

[ 1f a caregiver will be helping you after discharge,
write down their name and phone number.

[ Ask the staff about your health condition and what
you can do to help yourself get better.

[ Ask about problems to watch for and what to do
about them. Write down a name and phone number
of a person to call if you have problems.
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Action items Notes Action items Notes

[ use “My drug list"on page 5 to write down your
prescription drugs, over-the-counter drugs, vitamins,
and herbal supplements.

O Review the list with the staff.

O Tell the staff what drugs, vitamins, or supplements
you took before you were admitted. Ask if you
should still take these after you leave.

O Write down a name and phone number of a person
to call if you have questions.

[ Ask if you'll need medical equipment (like a walker).
Who will arrange for this? Write down a name and
phone number of a person you can call if you have
questions about equipment.

[ Ask if you're ready to do the activities below. Circle
the ones you need help with, and tell the staff:

® Bathing, dressing, using the bathroom, climbing stairs
* (Cooking, food shopping, house cleaning, paying bills

* (Getting to doctors’ appointments, picking up
prescription drugs

[0 Make sure you have support (like a caregiver) in place
that can help you. See “Resources” on page 6 for more
information.

[0 Ask the staff to show you and your caregiver any
other tasks that require special skills (like changing
a bandage or giving a shot). Then, show them you
can do these tasks. Write down a name and phone
number of a person you can call if you need help.

[ Ask to speak to a social worker if you're concerned
about how you and your family are coping with your
illness. Write down information about support groups
and other resources.

[ Talk to a social worker or your health plan if you
have guestions about what your insurance will cover,
and how much you'll have to pay. Ask about possible
ways to get help with your costs.

[ Ask for written discharge instructions (that you can read

and understand) and a summary of your current health
status. Bring this information and your completed

“My drug bist” to your follow-up appointments.

[ use "My appointments” on page 5 to write down

any appointments and tests you'll need in the next

several weeks.

[ Do you have any questions about the items on this

checklist or on the discharge instructions? Write

them down, and discuss them with the staff.

[J Can you give the patient the help he or she needs?

O What tasks do you need help with?

O Do you need any education or training?

O Talk to the staff about getting the help you need

before discharge.

O Write down a name and phone number of a person

you can call if you have questions.

[ Get prescriptions and any special diet instructions early,

50 you won't have to make extra trips after discharge.

More information for people with Medicare
If you need help choosing a home health agency or nursing home:

* Talk to the staff.

* Visit Medicare.gov to compare the quality of home health agencies, nursing homes, dialysis

facilities, and hospitals in your area.

¢ Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.
If you think you're being asked to leave a hospital or other health care setting (discharged) too soon:
You may have the right to ask for a review of the discharge decision by the Beneficiary and Family Centered Care
Quality Improvement Organization (BFCC-QI0) before you leave. A BFCC-QI0 is a type of quality improvement
organization (a group of doctors and other health care experts under contract with Medicare) that reviews
complaints and quality of care for people with Medicare. To get the phone number for your BFCC-QIO0, visit
Medicare.gov/contacts, or call 1-800-MEDICARE. You can also ask the staff for this information. If you're
in a hospital, the staff should give you a notice called “Important Message from Medicare,” which contains
information on your BFCC-QI0. If you don't get this notice, ask for it.
For more information on your right to appeal, visit Medicare.gov/appeals, or visit Medicare.gov/publications
to view the booklet “Medicare Appeals.”

4
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My drug list Filled out on:

Use the space below to list all prescription drugs, over-the-counter drugs, vitamins, and herbal supplements
you take. Include the name of the drug, what it's for, how often you take it, and how and when you take it.
Review this list with the staff.

If you have Medicare and limited income and resources, you may qualify for Extra Help to pay for your
Medicare prescription drug coverage. For more information about Extra Help, visit Medicare.gov.

My appointments

Use this space to write down the dates and times of your upcoming appointments. Include any
appointments and tests you may be getting, as well as any necessary phone numbers.

(CMS, 2019)
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Resources

The agencies listed here have information on community services,
(like home-delivered meals and rides to appointments). You can
also get help making long-term care decisions. Ask the staff in
your health care setting for more information.

Area Agencies on Aging (AAAs) and Aging and Disability Resource Centers (ADRCs):
Help older adults, people with disabilities, and their caregivers. To find the AAA or ADRC in your area,
visit the Eldercare Locator at eldercare.gov, or call 1-800-677-1116.

Medicare: Provides information and support to caregivers of people with Medicare.
Visit Medicare.gov.

Long-Term Care (LTC) Ombudsman Program: Advocate for and promote the rights of
residents in LTC facilities. Visit ltcombudsman.org.

Senior Medicare Patrol (SMP) Programs: Work with seniors to protect themselves from
the economic and health-related consequences of Medicare and Medicaid fraud, error, and
abuse. To find a local SMP program, visit smpresource.org.

Centers for Independent Living (CILs): Help people with disabilities live independently.
For a state-by-state directory of CILs, visit ilru.org/html/publications/directory/index.html.

State Technology Assistance Project: Has information on medical equipment and other
assistive technology. Visit resna.org, or call 1-703-524-6686 to get the contact information in
your state.

National Long-Term Care Clearinghouse: Provides information and resources to plan for
your long-term care needs. Visit longtermcare.gov.

National Council on Aging: Provides information about programs that help pay for
prescription drugs, utility bills, meals, health care, and more. Visit benefitscheckup.org.

State Health Insurance Assistance Programs (SHIPs): Offer counseling on health
insurance and programs for people with limited income. Also help with claims, billing, and
appeals. Visit shiptacenter.org, or call 1-800-MEDICARE (1-800-633-4227) to get your SHIP's
phone number. TTY users should call 1-877-486-2048.

Medicaid: Helps with medical costs for some people with limited income and resources. To find
your local office, visit Medicare.gov/contacts, or call 1-800-MEDICARE.

CMS Product No. 11376
Revised June 2015

The information in this booklet describes the Medicare program at the time this booklet was printed. Changes may occur after printing. Visit
Medicare.gov, or call 1-800-MEDICARE (1-800-633-4227) to get the most current information, TTY users should call 1-877-486-2048.

“Your Discharge Planning Checklist” isn't a legal document. Official Medicare Program legal guidance is contained in the relevant
statutes, requlations, and rulings.
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Appendix F: Family and Care Partner Survey
Form 1

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

Family and Care Partner Survey
All answers are confidential.

Please circle one of the following options for each question below.

1. How prepared do you feel to
monitor your loved one’s health Not at all Somewhat Very Prepared
conditions?

2. How prepared do you feel to
monitor for side effects of their Not at all Somewhat Very Prepared
medications?

3. How prepared do you feel to
make sure their medications are Not at all Somewhat Very Prepared
taken correctly and on time?

4. How prepared do you feel to
make sure follow-up appointments Not at all Somewhat Very Prepared
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?

Not at all Somewhat Very Prepared
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Form I1I
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.

Family and Care Partner Survey
All answers are confidential.

Please circle one of the following options for each question below.

1. How prepared do you feel to
monitor your loved one’s health Not at all Somewhat Very Prepared
conditions?

2. How prepared do you feel to
maonitor for side effects of their Not at all Somewhat Very Prepared
medications?

3. How prepared do you feel to
make sure their medications are Not at all Somewhat Very Prepared
taken correctly and on time?

4. How prepared do you feel to
make sure follow-up appointments Not at all Somewhat Very Prepared
are made and attended?

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

Notatall S hat Very P d
management after they are otata omewna ery rrepare
discharged home?

6. Was the booklet gi t
as the booklet given to you a Not at all comewhat Very Helpful

helpful resource?
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Appendix G: Staff Evaluation Survey

Staff Evaluation Survey of Discharge Planning Project

The following question is for research purposes only. Your answers are anonymous.

Has the discharge checklist created a positive improvement in our facility? Please circle one of
the following:

Yes No
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Appendix H: PDSA Cycle Diagrams

Cycle I

54

+ Continue weekly check-ins and
reeducation to staff

-

+ At Week 1 check-in, nothing was
started; reeducation to staff performed

= At end of Week 4, 18.2% checklist
compliance, 0% MDS documentation
compliance

« Staff reports they started making home
calls to recently discharged residents

\-Low census reported

« Inital audit performed

= Needs assessment with facility,
presented ideas

= Checklist modifications, surveys
created, project approval

+ Checklists printed, put into binders

* CMS booklets printed and bound

= Surveys printed

+ Pre-implementation data collected
through MDS audit and baseline care
partner surveys

+ Implementation began 2/5

* Weekly check-ins

+ Cycle I implementation ends 3/3, data
collected

J
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Cycle 11

= Final conclusions were made

* Results and recommendations reported
to CNO

» Handoff completed

/

* Checklist compliance 38.5%

* MDS documention 0%

- Exit interviews found staff has shifted
focus to importance of resident and
care partner education, continue to
perform home calls

« Facility adopted and integrated
program into their EHR during
implementation, causing duplicate

\chartiug for staff

« Continue reeducation to staff in hopes
to improve MDS documention and
checklist compliance

+ Restock checklists and booklets

Cycle IT implementation began 3/4,
ended 4/1

« Continue weekly check-ins with
reeducation

= Collect data and final MDS audit at
the end of Week 8

- Staft survey distribution and
collection

* Data analysis
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