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Storybooks 2012 Hospital Tools
(Bolded tools are attached)



Baystate Franklin Medical Center
· CHF zone teaching tool
· Calendar to record daily weight 
· Caring for Your Heart:  Living Well with Heart Failure teaching booklet
· BFMC medication listing/side effects of common medications tool for nurses
· Risk stratification tool for determination of patients who are at high risk for readmission related to non-adherence to medication.


Baystate Medical Center
· Zone education 
· Ask me 3 education tool 


Beth Israel Deaconess Hospital- Milton
· Hospital purchased patient education software library

Beth Israel Deaconess Hospital- Needham
· CHF Follow-up Call form (attachment #1)


Cambridge Health Alliance
· Readmission Root Cause Guide (attachment #2)


Cape Cod Hospital
·  “PCP Notification Form”
· Nurse to Nurse SNF Communication Worksheet and Audit tool
· Dovetail Referral Form
· Enhanced Reassessment Tool 
· SNF Readmission Audit Tool and Report Template
· [bookmark: _GoBack]Teach Back – 5 Key Must Know Categories 




Cooley Dickinson Hospital
· Medication Discrepancy Tool (Coleman)
· Personal Health Record (Coleman)
· Standardized Eclipsys documentation for high risk patients
· ED high utilize plan
· Complex care plan
· Case Management Discharge Plan note
· OASIS Data to measure improvement in management in oral medication and decrease in acute care hospitalization.
· SNF post discharge feedback survey (how did the discharge go?)

Falmouth Hospital
· Nurse to nurse communication
· PCP Discharge Notification Form (attachment #3)
· Discharge follow up phone call (attachment #4)


Holyoke Medical Center
· CHF Monitoring Tool for SNF (attachment #5)
· CHF Education Tool for SNF (attachment #6)
· MAR for the CHF Patient in a SNF (attachment #7)

Lawrence General Hospital
· Script for warm handoffs

Massachusetts General Hospital
· Wound Care Home Management Plan (patient education sheet) (attachment #8)
· MGH post-discharge medication reconciliation program worksheet (and script) (attachment #9)
· What to expect with VNA home care services (patient education sheet) (attachment #10)

Merrimack Valley Hospital
· Hand off tool 
· Interact / SBAR tool (hand off from SNF to acute)
· Total Revision of the Patient Admission packet to Patient Education Packet
· Pharmacy Discharge Counseling Brochure
· SNF Resource Guide

Milford Regional Medical Center
· LACE (attachment #11)
· Teach back (attachment #12)
· Care Partner Brochure (attachment #13)
· Community Resource Guide and Checklist
· 5 Steps to Wellness


Newton-Wellesley Hospital
· Teach back – Medical  and Surgery (attachment #14)
· Discharge phone call script (attachment #15)

Northeast Health System 
· High Risk Readmission Criteria (attachment #16)
· Discharge Checklist (attachment #17)
· Mini cognitive assessment (attachment #18)
· Depression screening tool (attachment #19)


Northshore Medical Center
· CHF discharge instructions
· Enhanced Risk Assessment Version 4

Norwood Hospital
· Enhanced Assessment Form
· Zone Trigger Tools

Saint Anne’s Hospital
· Discharge Checklist (attachment #20)
· iSBARt Bedside Report Guide & SBAR Poster (attachment #21)
· Multidisciplinary Rounds Checklist 


Saints Medical Center
· Daily STAAR List (attachment #22)
· Teach Back (Heart Failure, Pneumonia) (attachment #23)
· Risk Assessment Tool 
· Heart Failure Discharge to Home Care Pathway (attachment #24)
· Discharge Instructions with scheduled follow-up appointment


South Shore Hospital 
· COPD Action Plan (attachment #25)

Sturdy Memorial Hospital
· Patient Care Team data base

























ATTACHMENT #1

Beth Israel Deaconess - Needham

CHF PATIENTS DISCHARGE 
FOLLOW-UP CALLS


BID Needham
CHF PATIENTS DISCHARGE FOLLOW-UP CALLS


PATIENT NAME-----------------------------------------------------TEL--------------------------

D/C DATE-----------------------FOLLOW-UP CALL DATE-------------------


1. How are you managing?

2. Are you following your diet?

a. Are you having any problems/questions about what to eat?

3. Are you taking any medications?
a. Specifically, are you taking a “water”/fluid pill?
b. Are you having any problems with your medicine?

4. Have you had any:

a. Shortness of breath
b. Swelling of your feet, ankles, hands or stomach
c. Weight gain
d. Feeling more tired, no energy
e. Dry, hacky cough\
f. Feeling uneasy/just “not right”
g. New or increased chest pain or pressure

h. If yes (to any), what did you do?

5. Was a referral made for a Visiting Nurse to see you?

a. If yes, has the nurse visited yet/when is that visit planned?

b. Is the nurse reviewing your weight and discussing the signs/symptoms of CHF with you?


6. When do you have an appointment with your doctor?

7. Is there anything that you need assistance with right now?

8.  Have you had any:
a. Shortness of breath
b. Swelling of your feet, ankles, hands or stomach
c. Weight gain
d. Feeling more tired, no energy
e. Dry, hacky cough
f. Feeling uneasy/ just “not right”
g. New or increased chest pain or pressure

h. If yes (to any), what did you do?

9. Is there anything that you need assistance with right now?













ATTACHMENT #2

Cambridge Health Alliance

Readmission Root Cause Guide
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ATTACHMENT #3

Falmouth Hospital

PCP Discharge Notification Form
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ATTACHMENT #4

Falmouth Hospital

Discharge follow up phone call


	Patient Label


Falmouth Hospital		
Discharge Call-Back Form
(For home discharges only)

Discharge Date: ________________	      Phone Number: __________________

Discharge Diagnosis: ____________________________________________________

Call-Back Date: ________________         	Spoke to:
								Patient: _______________
								Family: ________________
								No Answer: ___________
								Left Message: _______

1. Introduce yourself by name and your position, and tell the person the reason for your call: “We like to call our patients soon after discharge to see how they are doing.”

Suggested questions to ask:

1.  How are you feeling? ___________________________________________________________

2.  Do you have any questions regarding your discharge instructions? Yes _____ No_____

3. If yes, please document what they are, and what was told to the patient: _______________
________________________________________________________________________________
________________________________________________________________________________

Our goal is to ALWAYS provide excellent care: Were the people involved in your care professional, friendly and considerate of your needs?    Yes_____  No _____

Is there anything we could have done better? _____________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Comments: __________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
________________________________________________________________________________________

Nurse completing form: __________________________________________












ATTACHMENT #5

Holyoke Medical Center

CHF Monitoring Tool for SNF
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ATTACHMENT #5

Holyoke Medical Center

CHF Education Tool for SNF
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ATTACHMENT #7

Holyoke Medical Center

MAR for the CHF Patient in a SNF
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ATTACHMENT #8

Massachusetts General Hospital

Wound Care Home Management Plan 
(Patient education sheet)
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ATTACHMENT #9

Massachusetts General Hospital

MGH post-discharge medication reconciliation program worksheet and script




MGH RPh Educational Call to Optimize the Reconciliation of Discharge medications (RECORD) Program 





Phone Script
May I speak to Ms./Mr. X,  

Hello.  My name is ______ and I am a pharmacist calling from Mass General Hospital.  The reason why I am calling is because you were recently discharged from MGH Ellison 16 unit and we have a new pharmacy discharge service for that floor.  I was wondering if you have a few minutes for me to go over the medications with you.  

Have you met with your doctor or been seen by a nurse since being discharged?  
Please let me know if you would rather I speak to a family member or a caregiver that helps you with your medications.  I would be more than happy to wait if you want to get your medication bottles or medication list.  Please feel free to ask me questions about your medications during our phone conversation.   

If you don’t mind I would like to work off of the hospital medication list because I want to make sure we focus on the new medications as well as any medication dose changes that occurred during the hospital stay.  Please let me know if you are taking a medication in a different way.   

1) Drug A (new medication):  
		What did they tell you this medication is for?	
		How are you taking this medication?

2) Drug B (dose change):   
		How are you taking this medication?
		Did they explain the reason for the dose change?  
		Were you given a new prescription for the dose change?  
			If yes did you fill and pick up the new prescription at the pharmacy

3) Drug C (home medication):
		How are you taking this medication?



**If you have a minute I would like to ask you 3 simple questions.  These questions will help us improve our discharge procedure.  Your cooperation is greatly appreciated (see worksheet).


**I will let your primary care physician know that we have spoken.  If you have any questions or concerns please contact your doctor.   Thank you for your time. 


MGH Post-discharge Medication Reconciliation Program Worksheet

1. Patient Name:							
2. MRN:							Last Location:
3. Discharge date:
4. Date of phone call:						Control Patient:  __ Did not call
5. High risk dx:    CHF	   DM      COPD/Asthma 	   PNA 	  Renal Failure (acute or chronic)	   Anticoagulation        UTI			      > 8 meds      Others: _________________________________  
6. Discharge summary available					Yes			No
7. Total number of attempts					1	      2		3   
8. Unable to reach patient after 3 attempts or > 5 days post dc		Yes			No
9. Patient/caregiver declined service				Yes			No
10. Spoke with							Patient		   Other: ________________________
11. Total time spent on phone						___ minutes	
12. Total number of discharge medications				________
13. Number of new medications added during this admission		________
14. Number of medications changed during this admission		________
15. Number of medications stopped during this admission		________
Pharmacist Assessment
16. Pharmacist identified medication- related issues, at risk for an adverse drug reaction (ADR)	Yes          No	     N/A	
a. Inappropriate medication dosage or selection by MD         
b. Dose adjustment or medication change needed due to ADR or renal function 
c. Lab results that posted after discharge that require a change in therapy
d. Clinically significant drug-drug interactions (DDI)
e. Discharge orders or instructions confusing or contradictory
f. Patient misuse of medication or did not follow discharge instructions
g. Medication list discrepancy found
h. Other: _____________________________________________________
17. Pharmacist able to resolve MRP during phone call 			Yes		No		N/A
18. Urgent issues requiring a phone call / follow up 			Yes		No 		N/A
19. Pharmacist made a non-medication related intervention		Yes	       	No	    	N/A
20. RPh’s impression on impact on quality of care			None		Mild 		High
Notes/Observations
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Patient Questions:
21. Have you seen a visiting nurse or spoken to your doctor since dc		Yes			No
22. Do you have a Follow up appointment scheduled 				Yes			No
23. Patient is aware to contact his physician if he experiences any problems 	Yes			No
24. On a scale from 1-5 (1= poor; 5= excellent), how would you rate the discharge process?  (Ask for a reason if score is < 4)
1	2	3	4	5

















ATTACHMENT #10

Massachusetts General Hospital

What to expect with VNA home care services (patient education sheet)


[image: MGH_RGB.png]

What to Expect with Visiting Nurse Association (VNA) 
Homecare Services
Your doctor has ordered homecare services for when you leave the hospital. If you have any questions, please talk to your case manager or attending nurse. 


What are homecare services? Why do I need them?
Homecare services are medical services provided to you at home through a licensed agency. Your doctor determined that you can leave the hospital, but still need skilled nursing care. Your doctor will work with the homecare team to decide what services you need. 

Who will be coming to my home?  How is the first visit set up?
You may see a: nurse; physical therapist; occupational therapist; speech therapist; social worker; or home health aide. 

A registered nurse or physical therapist will make the first visit 1-2 days after you return home. The homecare agency will call you first to set up this visit. Please give your case manager or attending nurse your contact information and the best way to reach you so there is no delay in your care. 

How often will I see a nurse or therapist? For how long?
Your doctor and homecare team will determine how often you need home visits. 

You will have homecare services until you can safely manage your care, or until you can leave your home. 

How will my doctor know what the homecare team is doing? Who manages my homecare?
A registered nurse or therapist manages your homecare. This homecare professional will tell your doctor about any changes in your medical condition and when homecare services end. 

Will I receive a bill for homecare services?
Many private insurances, including Medicare, cover 100% of this service as long as you meet certain conditions. Some insurances may require a co- pay.  If you don’t know your homecare benefit, please call your insurance company.




This document has been reviewed for plain language by the staff of the Blum Center


















ATTACHMENT #11

Milford Regional Medical Center

LACE
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ATTACHMENT #12

Milford Regional Medical Center

Teach Back
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ATTACHMENT #13

Milford Regional Medical Center

Care Partner Brochure
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ATTACHMENT #14

Newton -Wellesley Hospital

Teach back - Medical and Surgery
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ATTACHMENT #15

Newton -Wellesley Hospital

Discharge phone call script
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ATTACHMENT #16

Northeast Health System

High Risk for Readmission Criteria

NORTHEAST HOSPITAL CORPORATION


Title:         High Risk Readmission Response

Date Effective:	
Date Revised:		
Date Reviewed:	

Joint Commission Chapter:		Provision of Care


I.	Purpose or Intent
Identify the process for identification, planning and management of high risk readmissions

II.	Policy or General Principles
A..	Patients will be identified upon admission as high re=isk readmitted patients.
B.	Notification of admission will be sent to Nurse Manager of patient’s unit, Case Manager, and Senior Health
C.	High Risk Readmission Response Team will be assembled to review case after unit’s  next multidisciplinary rounds meeting.

III.	Definitions
	High Risk Readmission Criteria: Patient must have more than one.
· 75 years of age or older
· Readmission to hospital or previous Emergency Department visit in last 30 days
· History of falls
· Patient resident of long term care facility
· Current substance abuse
· Known financial hardship with medication procurement
· One or more of the following chronic diseases:
COPD
CHF
Chronic Renal Failure
Cancer
Dementia
Pneumonia

IV.	Applies to RN, RT, CA, MD, PT, OT, Speech Therapy, Nutrition, SNF liason, Pharmacist, Home Care, Senior Care, members of health system team.

V.	This policy and procedure stands alone                                    

VI.	Procedure
A. Admitting Nurse completes Admission Assessment 
1. Last discharge date/ED visit are electronically pulled to appear
2. Age of patient is electronically identified
3. Residence is identified as SNF
4. Medication from home list is entered
5. Patients states yes to financial hardship for obtaining medications at home
6. Fall risk is identified
7. Previous medical history has high risk criteria as drop down choices

B. Electronic alert prints to unit’s case Managers and Nurse Managers printer based on “yes” to above criteria, also prints to Senior Care’s Northeast Link.

C. Email/page alert goes to entire High Risk Response Team core members. Addition members are invited to attend huddle based on patients need. 
1.	HRRT meets after care rounds of unit.

D. HRRT review case for:	
1. Medication reconciliation history: time of last admission and discharge, entry to hospital upon this admission
2. Did PCP appointment occur since discharge
3. Significant change in nutrition, living situation
4. New medications from BEERS or STOPP list

E. Identification of cause of readmission may necessitate interview of family and/or patient.
F. New plan of care and discharge plan will be formulated.
G. Upon discharge the patient will receive:
1. Active medication reconciliation with next level of care provider, example pharmacist at hospital conducts reconciliation review with SNF caregiver or home care nurse upon 1st home visit.
2. Warm handoff will be provided by nursing to next level of care
3. PCP appointment will be made for within 1 week of discharge and confirmed with family.
4. Patient will receive teachback for disease management, provided with “zone” discharge tool and information of status provided to next caregiver.
5. Summary of readmission reduction plan given to patient and next level of care.

VII. Documentation
A. Medication Reconciliation List
B. Teachback tool
C. Page 1, 2, 3 and discharge documentation tool
D. Zone discharge tool
.	

VIII.	Orientation / Training
Unit-based orientation upon hire and policy change.

IX.	Monitoring


X.	References

XI.	Storage, Retention and Destruction
A.	All policies are able to be retrieved upon request. Policies are stored in MCN Policy Manager and in paper format.
B.	This policy will be reviewed at least every three years
C.	Previous versions of this policy are archived in MCN Policy Manager. Policies in paper format are retained for 7 years, or 9 years if related to obstetric and newborn care.










ATTACHMENT #17

Northeast Health System

Discharge Checklist
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ATTACHMENT #18

Northeast Health System

Mini Cognitive Assessment
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ATTACHMENT #19

Northeast Health System

Depression Screening
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ATTACHMENT #20

Saint Anne’s Hospital

Discharge Checklist
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ATTACHMENT #21

Saint Anne’s Hospital

iSBARt Bedside Report Guide 
& SBAR Poster
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ATTACHMENT #22

Saints Medical Center

Daily STAAR List
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ATTACHMENT #23

Saints Medical Center

Teach Back
Pneumonia and Heart Failure
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ATTACHMENT #24

Saints Medical Center

Heart Failure Discharge to Home Care Pathway
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ATTACHMENT #25

South Shore Hospital

COPD Action Plan
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‘Opening Script: Gueston(s) to 25k efre doing he HF Teachback subjctpins:
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What is a
Care Partner?

A Care Partmer s one trusted family
‘member or friend who is able to
assist you during your hospitalization
and after youare
) discharged.

Offen someone is
- [M already helping
with obtaining
‘medications and preparing them,
‘providing transportation to office
visits and other appointments or with
meal preparation.
Your Care Partner may be someone
wholives with you in the same home,
or someone who lives nearby.
Keeping your Care Partner informed
about your health status, care needs
and discharge plan makes the
transition out of the hospital
smoother.

‘Your Care Partner can also update
‘your friends and family about you, if
‘Youwish. This helps to keep
consistent information flowing, and
‘minimizes calls to the floor.

Communicating
with your Care

Partner

‘During the hospital stay, various members
of the team may want to speak with your
Care Partner. This may oceur at different
times each day. To make this as easyas
possible, we will ask you to provide more
‘than one phone number (if appropriate) for
‘your Care Partmer, along with the times that
they can be reached at this number.

Your Care

Partner as a
Member of the

Team

‘We encourage you to share information with
‘your Care Partner. Ifeither of you has a.
‘question for a member of the medical team,
write the question on the card titled,
“Questions for My Healthcare Team”.

‘The team will work to answwer your
questions, and to share them with you
‘and your Care Partner.

For more involved questions, or to
share information among the team,
here are some ideas:

 Leave anote with information /
questions on the chart, and ask for
a phone callto discuss.

Request a family meeting with the
‘health care team to discuss
complicated or difficult issues.

‘Write questions about the
discharge plan on the white board
in the hospital room.

Phone number to the
Unit
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Making the
Transition Home

All of the health care team
‘members want to work towards
the goal of making you well
enough to leave the hospital.

In order to do that, we need to
know what help you will have,
and what additional help you
‘may need once you leave.

Working with your Care Partner
is one way to plan for the time
when you will be relying on
others to help you.

Milford Regional
Important Medical Center
Information about
the Care Partner

+ ACare Partmeris different thana
‘health care agent (proxy). The agent
can only make decisions when you are
unable to do so. We encourage you to
‘have both. They may be the same
‘person or different people.

assures the best possible plan will be
developed.

‘We will ask for a new Care Partner
form to be completed with each.
admission, as it is possible that the
information may change.

Milford
Regional

Medical Center

14 Prospect Street
‘Milford, MA. 01757
‘Tel: 508-473-1190

www. milfordregional.org

& Respect

Dignity, Compassion




image18.png
'SURGICAL TEACH BACK
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MEDICAL TEACH BACK
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High Risk for Readmission Pilot Checklist:

Discharge preparation:

a
a

a

oo

Patient/family has been involved in decisions about what willtake place after leaving the facilty
Patient/family understands where pt. is going after leaving the facilty, and what will happen
once they arrive

Patient/family has the name and phon number of a person they should contact if a problem
arises during the transfer

Patient/family understands what their medications are, how to obtain them, and how to take
them.

Patient/Family understands the potential side effects of their medications and whom they.
should callfthey experience them

Patient/family understand what symptoms they need to watch out for and whom to call should
they notice them

Patient/family understands how to keep their health problems from becoming worse

“The doctor or nurse has answered my most important questions prior to leaving the faciity
My family or someone close to me knows that | am coming home and what | will need once |
leave the facilty

1f12m going directly home, | have scheduled a follow-up appointment with my doctor and |
have transportation to this appointment

Case Manager and RN admission assessment printed for review
Mini-cogritive assessment done with patient. Result:

Depressive screening done with patient (combined question score of 3 or more=at. nsk)D
Zoneteaching for CHF COPD Pneumonia (NA)  reinforced with patient (circle one)

PCP appointment made

Polypharmacy assessed/pharmacy consult requested

Discharge phone call 2-3 days post discharge:
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The Mini-Cog Assessment Instrument for Dementia

The Mini-Cog assessment instrument combines an uncued 3-tem recalltest with a clock-drawing test (CDT). The
Mini-Cog can be administered in about 3 minutes, requires o special equipment, and & relatively uninfluenced by
level of education or language variations.

Administration
The test is administered as follows:
1. Instruct the patient to listen carefull to and remember 3 unrelated words and then to repeat the words.

2 Instruct the patient o draw the face of a clock, either on a blark sheet of paper, or on a sheet with the clock
circle already drawn on the page. After the patiert puts the numbers on the clock face, ask him or her o draw the
hands of the clock o read a specifc tine, such as 11:20. These nstructions can be repeated, but no additional
Instructions should be given. Give the patient as much time as needed to complete the task. The CDT serves as the.
recall distractor.

3. Ask the patient to repeat the 3 previously presented word.

Scoring
Give 1 point for each recalled word after the COT distractor. Score 1-3.
Ascore of O indicates positive screen for dementia

A'score of 1 or 2 with an abnormal CDT indicates postive screen for dementio.
A'score of 1 2 with a normal CDT indicates negative screen for dementia.
Ascore of 3 indicates negative screen for dementia,

The COT is considered normal If all numbers are present in the corret sequence and position, and the hands
readably display the requested time.Source: Borson S, Scanlan J, Brush I, Vitallano P, Dokmak A. The mini-cog: a
cognitive *vial signs” measure for dementia screening in muli-iingual ederly. Int J Geriatr Psychiatry 2000;
15(11): 1021-1027.
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CLOCK DRAW TEST

Putient name.
Patient ID #
Date_/_/_

1) Inside the circle, please draw the hours of a clock as they
normally appear

2) Place the hands of the clock to represent the time: “ten
minutes after eleven o’clock™

Reprodiuced from: The Clock Draing Tes in:Palmer RM, Meldon SW. Acute Care. In: Princiles of Geritric Medicing and

Geromtology, Sth edition, 2003. Eds. Hazzard WR etal. MeGraw-Hill Pb. pp 157-165. iouye SK. Delirum in hosptalized older

patents. Clin Geriatr Med 1995; 14:745-764
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STABLE RESOURCE TOOLKIT

The Patient Health Questionnaire-2 (PHQ-2) - Overview

The PHQ-2 inquires about the frequency of depressed mood and anhedonia over the past

two weeks. The PHQ-2 includes the firt two items of the PHQ-9.

' The purpose of the PHQ-2 is not to establish inal a diagnoss or to monitor depression
severiy, but rather to screen for depression in a “firt step” approach.

' Patients who screen positive should be further evaluated with the PHQ-9 to determine
‘whether they meet criteia for a depressive disorder.

Clinical Utility
Reducing depression evaluation to two screening questions enhances foutine inquiry
‘about the most prevalent and treatable mental disorder in primary care.

Scoring
A PHQ-2 score ranges from 0-6. The authors' identified a PHQ-2 cutoff score of 3 2s the
optimal cut point for screening purposes and stated that a cut point of 2 would enhance
sensitvity, whereas a cut point of 4 would improve specifcity.

Psychometric Properties’
Major Depressive Disorder (7% prevalence) Any Depressive Disorder (18% prevalence)
G2 Serioy  Specicly  Posie G2 sesewy  Spechary  Poste
Sae Fredcive Sere Fredcove

Vel GPV) Vale BPY)
1 976 592 154 1 %6 654 369
2 w7 737 211 2 821 804 483
3 829 900 384 3 623 954 750
4 732 933 455 a 509 979 812
5 537 %8 564 5 EIN] 987 846
6 268 994 786 6 123 %98 929

* Because the PPV vaies with the prevalence of depresion, the PPV wil b higher i sttings with  hgher
prevalence of depression and lower insetings with 2 fower prevaence.

1 Kioenke K. Sptzer AL, Willams . The Patint Heaith Questionnare 2 Valkity of 3 Two-Hem Depression
Scrner. Medical Care 2003, (41) 1284-1294.
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'STABLE RESOURCE TOOLKIT

The Patient Health Questionnaire-2 (PHQ-2)

Patient Name Date of Visit

Over the past 2 weeks, how often have Not Several More  Nearly
you been bothered by any of the Atall Days ThanHalf Every
following problems? theDays  Day
1. Litdle interest or pleasure in doing things o 1 2 3

2. Feeling down, depressed or hopeless ) 1 2 3
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High Risk for Readmission Pilot Checklist:

Discharge preparation:

a
a

ooo

Patient/family has been involved in decisions about what will take place afterleaving the faciity
Patient/family understands where pt.is going after leaving the facility, and what will happen
oncetheyarrive

Patient/family hasthe name and phone number of a person they should contact f a problem
arises duringthe transfer

Patient/family understands what their medications are, how to obtain them, and how to take
them.

patient/Family understands the potentialside effects of their medications and whom they
should call if they experience them

Patient/family understand what symptoms they need to watch outfor and whom to call should
they notice them

Patient/family understands how to keep their health problems from becoming worse

The doctor or nurse has answered my mostimportant questions prior to leaving the facility

My family or someone close to me knowsthat | am coming home and what | wil need once |
leave the facility

If1 am going directly home, | have scheduled a follow-up appointment with my doctor and |
have transportation tothis appointment

‘Case Managerand RN admission assessment printed for review

Mini-cognitive assessment done with patient. Result:
Depressive screening done with patient (combined question score of 3 or more=atrisk) D
Zone teachingfor CHF COPD Pneumonia (NA) reinforcedwith patient circle one)
PCP appointment made

Polypharmacy assessed/pharmacy consult requested

Discharge phone call 2-3 days post discharge:
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Saint Anne's
Hospital

ARt Bedside Report
State your purpose: “Shift change/Handol! report”

Educate patientfamily if necessary

‘Obtain permission from patient

Roport i orde Mdach screms o view
Tdentify yoursdf& patient
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Professional Practice, Research & Development

Effective February 27, 2012
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Communication Tool: When the condition of your patient changes, use iSBARt!

identify yourself

full name

title

location Gfnotrepartnginperson)

Situation
Patient Identification
‘Name & Date of Bith
PertinentNeed-to-Know Information
Gender, Age & Advance Directives (code staus)
Why they are here
Adsmiting Diagnosis
‘The reason why you arereporting

Background
Pertinent History
Pertinent Procedures done or Treatments given
What orders you've been following

Assessment ®v,Lex) Acknowledge cxa o1y
Pertinent Assessment Data ‘Abnormal Data
Report by exception Issues with the Patient

(g only sbmormal o pertnentfndings) Changes you've noticed
Be accurate!
(use actual rombers & medical terms)

Recommendation
Your recommendations for how this patient should be cared for

‘What you need in orderto care for this patient
(ve directandto he point)

thank you

Show your appreciation for your team members.
‘This is a good time to ask ifthey have any questions!

Use iSBARt for every communication about patients
Evidence shows that it is what’s best for our patients!
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STAAR - CURRENT IN-PATIENTS
04112112

Mr. Smith 57575757 566555 03/28/12 IMC 3092 None

Mrs. Peabody 57575758 566556 04/09/12 IMC 308-1  01/26/12

Col. Mustard 57575760 566558 04/03/12 ICU 355 012612

Ms. Peacock 57575761 566559 04110112 ICU 356 04/06/12

Mr. Redford 57575763 566561 04111112 3E 333-2 03127112

Ms. Sinclair 57575765 566563 04/09/12 4A 4032 03/06/12
PNEUMONIA

Mr. Willis 45454455 989889 04111712 3E 330-1 1017111

Ms. Carey 45454456 989890 04110112 3E 3222 None

Mr. Betts. 45454458 989892 047/07112 IcU 351 04/04/12

Mr. Jaems 45454460 989894 04111712 4A 4122 03123112

Ms. White 45454462 989896 04110112 5P 514 1172311

TOTAL: 11

** Indicates re-adm within 30 days

Ms. Potter 65656565 878787 04/04/12 4A 4031

Mr. Truman 65656567 878789 04111712 3E 3221

Ms. Horace 65656568 878790 44112 3E 334-1

Ms. Balboa 65656570 878792 04110112 IMC 309-1

Mr. Connor 65656571 878793 04110112 IMC 303-1

Ms. Thomas 65656572 878794 04111712 IMC 315-1

***Not real patient data. Names and numbers have been changed!li!
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Saints retrsn
’\Medlial Center

HEART FAILURE TEACHING, DAILY [DateWeight_|Date/Weight |Date/Weight |Date/Weight |

WEIGHT AND DISCHARGE
INSTRUCTIONS.

Primary Learner - circle one: Patient / Family Member / Other:

Teaching Key:
Patient received "Heart Falure” teaching A- Able to teach back
packet: (date), B - Needs Reinforcement

C-Unable to teach
You should be able to answer the
following questions: Date/Grade _DatelGrade _Date/Grade _Date/Grade.
[What is the name of your water of fluid pir?

[What weight gain shouId you repor o your
[doctor?

[What foods shouid you avoid?

(D6 you know what symptoms o report to
[your doctor?

RN Signature:

You are aware that to maintain optimal health you will need to:
- Weigh yourself daily and record
- Stop Smoking
- Take medications as prescribed
= Follow diet as ordered, avoid table salt and items with high salt content
- Increase activity to baseline and continue to perform activities as tolerated

My scheduled doctor's appointment is: (date)
This information has been discussed with me, | understand it and have received materials.

Patient Signature) D3ty (NUFSe's Sighature)
riginal formtobe given o patient, Nurse to make copy o signed form an place in medial record
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,Sa\ir‘itw%mr Patient Label
———

PNEUMONIA TEACHING AND
DISCHARGE INSTRUCTIONS.

Primary Learner - circle one: Patient / Family Member / Other:
Teaching Key:
A- Able to teach back
B - Needs Reinforcement
C - Unable to teach
You should be able to answer the DatelKey  DatelKey ~ DatelKey  DatelKey
following questions: Code Code. Code Code.

[What 1S the name of the antbiotic you are
taking for pneumonia?

[Wiat antbiotic medication Side effects.
Jwould cause you to call your doctor?

[When should you stop taking your antibiotic.
Jas the doctor orders?

[After compieting your antibiotic reatment.
Jwhat symptoms should you report to your
Jdoctor?

RN Initals:

You are aware that to maintain optimal health you will need to:

= Take your antibiotic as directed
= Stop Smoking - call 1-800-NO-BUTTS (1-800-662-8887)
- Balance increased activity with rest

= Attend your scheduled follow-up doctor's appointment

My scheduled doctor's appointment is: (date)
This information has been discussed with me, | understand it and have received materials.

Patient Signature) TNUFSE'S Signature) DateTTimey
riginal formtobe given o patient, Nure to make copy o signed form an place in medial record
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Saints
w Center
AR FATLURE _DISCHARGE T0 HOME CARE
pras

CORE CONCEPTS — SAINTS MEDICAL CENTER TRANSITION CARE
‘Effective Home Care is essential for reducing vaplasned heart faifuwe (HF) admissions and maximizing
‘positive patient ontcomes.

CORE ELEMENTS OF EFFECTIVE HOME CARE INCLUDE
 Ioitial vt st ccur it 24 bows.
 Enly home care infrvention mast oceur ofien (st least 34 imes 3 week for the first 2 weeks,then atleast 2.3 times
for ek 2.4) and may be transiioned to fewer vsis - he patient and caregiver becomes comforable with
‘managing heart falure
‘The telemenitoring program extends the abilty fo belp patients manage ther own care.
Early referal o Elder Services for Transiton Coaching and/or other community resources.

PRIOR TO DISCHARGE

FOLLOW UP CARE RESOURCES

© Primary care physician (PCP) contact information for urgent and rovtine heart fuilure care il be identifed:

© Patient andlor caregiver will be given SMC HE discharge folderinchuding HF ZONES. Thi s fo be wsed
2 primary educational material

 Firstpostdizcharge PCP appointament will be scheduled (gosl: for within 5 days of dizchargs)

POST DISCHARGE HOME CARE

ASSESSMENT
ATEVERY VISIT ASSESS
Patient puse and blood pressure (aclude orthostaic signs)
Daily weight nd confirm presence of scae; obtain baselne weight
Auscaltate lungs for increasing crackles
Examine extremiies for dems
Evaluste peyehosocial needs ncluding pitient sxisty
Evaluse for signsof neglect or bus; iniiatecommunify services referal fsigns of inadequate upport,
abuse, neglect
‘Note caregivr sress or decompensation
Aszezs medicston sdberence complisnce
Asses distary habits, sodium intake
OTIFY PCP
Pulse - new oncetmeulaity
Blood pressure ~ symptomatic bypotension
Weight gain — 2 to 3 pounds ia  to 3 dsy= or 5 pounds in one week
WeightIoz= - 3 to 5 I below baseline (dy) weight
Tncrease lung crackles
Increased edems combined with weight g s worsening sywmptom:
Paient ansity or caregiver sress/decompensation
COMMUNICATION
© Home Health Nursing saf ill be available 2477 for follow-up calls from BCP.

ceeeseegees
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Saints

~Yedical Gonter

'HEART FAILURE - DISCHARGE TO HOME CARE
Pagerer s

‘Within 24 hours of discharge - VISIT ONE

NURSING CARE
© Full ssessment (see sbove)
© Review emergency contacts 2nd guidelines with patint; make cerain patient Care Giver (CG)
understends whes to call Home Health, PCP or 511
Reinforce snd Post HF ZONES
Confirm that patent snd individual who perform: cooking and shopping i 3bls to securately dsterming.
sodium content 2nd portion ize
 Inmoduce Telemonitoring Program
© Assess need for OT/PT and initat order request if needed

Ensuze patient has scheduled follow-up sppointment with PCP and trnsportation
VEICHT MONITORING

© Evaluatescale for eae of paien use (inchuding readous) and accuracy
© Tntruct patient regarding significance of weight gain in beart filure
MEDICATION REVIEW

Determine patient’s bilt to prepare and take all reseribed oral medications

Initae medication reconciiaton and priritize for bigh risk medications. Claify diserepancies with PCP.
‘Sereen for expired medications and OTC medications that should be avoided

Pre-ill medication cazstt, 32 necezzary

Assess patient and caregiver understanding of medications

Provids medicstion educston.

ithin first week post discharge - VISITS TWO THROUGH FIVE

'NURSING CARE - 3-4 VISITS THIS WEEK
Full assessment (ee 1" page)
Install snd trsim i e of Telemonitoring
Tnstruct awareness of what symptoms weight gain may cause
Promote progressive actviy.
Initate early stage OT/PT 2 necessary.
Assess need for on-going Elder Services and assition cosching
IANAGING EMERGENCY AND PROVIDER CONTACTS

Assistinstruct patent in notifying PCP of problems: asses comfor evel at reporting o their own s per
HF ZONES

‘® Use “Teach Back” with ptients for making cals o asses thir knowledge of whom to call

© Review emergency contacts 2nd guidelines; make certain patentcaregiver understands when to call
Home Health, PCP ar 911

MEDICATION MANAGEMENT

 Complete medication reconciliztion

© Using “Teach Back” method,explain medication doses, time t be taken, purpose inchuding heart e
specific indicaions) 2nd side efects

© Ifnecded, teach patienticaregiver fo fill medication casstte
Assess medication compliznce and understanding; help patientnofiy PCP of roblemms.

700D AANACENENT

© Review with patient nd caregiver education materials o high sodium foods.

© Review normal eating habis and, using examples from patient s Litchen cabinetsif ppropiste make
Suggestions for ow sodium subssiutions
 Evaluste for Nusritionsl Conlt
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Saints

HEART FAILURE - DISCHARGE TO HOME CARE
Page3ors

‘OCCUPATIONAL AND/OR PHYSICAL THERAPY - 13 VISITS THIS WEEK

© Review emergency contacts 2nd guidelines; make certain pasent caregiver understands when to call Home.
Healts BCP or 911

© Tntruct energy conservation principles

 Assess understanding and compliance of diet and low sodium foods

WEEKS TWO THROUGH FOUR

NURSING CARE

o Visit 23 mes per wesk

© Full ssessment (see 1" page)

 Asmes: proper uslization of Telsmonitoring

 Assess understanding of disesse processe, implication of weight gain and role of sodium in diet; provide.
‘dditonal insruction 3nd sducstion 32 needed

© Assess medication compliance and put in place changes andlor additionsl education 25 needed.

OCCUPATIONAL AND/OR PHYSICAL THERAPY CARE
o Visit 13 imes per wesk
 Tntruct energy and conservation principles

CONTINUE THROUGH DISCHARGE

NURSING CARE

© Visitasneeded

© Full ssessment see 1" page)

 Asmes: proper uslization of Telsmonitoring

 Assess understanding of disesse processe, implicaton of weight gain and role of sodium in diet; provide.
‘dditionsl inctruction and sducstion 52 needed

o Assess medication compliance and putin place changes andlr additional education 2 needed

OCCUPATIONAL AND
o Visitas schaduled.
© Tntruct energy conservaion princples

R PHYSICAL THERAPY CARE

WEEK PRIOR TO DISCHARGE FROM HOME CARE SERVICES

© Trasstion paient to using home sssessment equipment: scale, blood pressure cuff,calibrate Telemonitor o
home scale, if sppliczble

‘Confirm ox-going Elder Services or community resources are in place if needed

‘Notity BCP that home care serices are concluding.

‘Confirm patien has cheduled 3ppointment with PCP and ransportation, 3 nscessary.

Evaluste for sppropriatenes: and miise, 32 necessary, Cardise Rebabilittion snd/or Chronic Disesse Self-

Management Program.
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H 'MASSACHUSETTS HOSPITAL ASSOCIATION

The leading voice for hospitals.




