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* Objectives

 Utilize the admission assessment and daily conversations to:

* identify discharge needs (i.e., lives alone, no family available, questionable ability
to return home safely)

* ascertain patient/family preferences regarding discharge plan

e Standardize the discharge process to level of care at discharge (i.e.,
facility, home with services or home with follow-up)



Transitions of Care
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* Surprise and not ready

e Absorb and process
 Medications
* Follow-up appointments
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Admission Assessment
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Document:

Nonverbals
Condition of the patient

Willingness to accept
services, if needed



Discharge Planning
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Include the patient and family
as full partners in the discharge
planning process. } |
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* Discuss five key areas:
* Life at home )
* Review medications
* Warning signs and problems ’

* Explain test results
* Make follow-up appointments
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* Educate the patient and |
family in plain language every L
chance you get! } |
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* Assess through teach-back / r N \
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e Listen and honor




During
hospitalization




Have a daily conversation with the patient and family about the
continued length of stay and anticipated plan
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* Discuss with the patient and family

* Present information for patient choice

* Nursing Home Compare, Home Health Compare and Hospice Compare
* Medicare.gov
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* Intake Coordinator/Social Worker name and contact info to family
* Good handoff to facility (TJC)

To a Facility



https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_8_steps_hand_off_infographic_2018pdf.pdf?db=web&hash=F4BCE57E34ED03DF76411EB9E302038E
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* Review Discharge documents

* Review Med list

* SCHEDULE follow-up appointments

* Provide contact information for service providers



Home Sweet Home ’RQITA

* Provide the phone number of F
the unit/nurses’ station

* Ensure all follow-up
appointments are scheduled

* Follow-up call from hospital
after discharge




Take Aways

* Transitions of care

* Same page — same message
* Set expectations

e Coordinate communication
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Leave in Action < RQITA
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* Can you identify gaps in your current processes for transitions of
care?

* What is one thing you can do today to improve transitions of care
for patients?

* Who can you share this with in your facility to smooth transitions
of care/discharges for patients and families?
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Thank You!
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This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health aqd Hum'a‘h Sgy
totaling $640,000 with 0% percentage financed with non-governmental sources. The contents are those of the author(s)and dohetwﬁc S
views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov. g

As a technical assistance provider to rural healthcare organizations, Telligen provides access to a wide range of resources orﬂ,elq@nt‘
webpage or presentations does not imply endorsement of, or agreement with, the contents by Telligen or the Health Resour‘c@S
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