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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 

 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 

o ED high utilize plan 

o Complex care plan 

o Case Management Discharge 

Plan note 

o OASIS Data to measure 

improvement in management in 

oral medication and decrease in 

acute care hospitalization. 

o 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 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 



 

 

 

 
 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #3 

 

Falmouth Hospital 

 

PCP Discharge Notification Form 
  



 



 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #4 

 

Falmouth Hospital 

 

Discharge follow up phone call 

  



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: __________________________________________ 

  

Patient Label 



 

 

 

 

 

 

 

 

 

 

ATTACHMENT #5 

 

Holyoke Medical Center 

 

CHF Monitoring Tool for SNF 
 

  



 

 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #5 

 

Holyoke Medical Center 

 

CHF Education Tool for SNF 
  



 

 
  



 

 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #7 

 

Holyoke Medical Center 

 

MAR for the CHF Patient in a SNF 
  



 
  



 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #8 

 

Massachusetts General Hospital 

 

Wound Care Home Management Plan  

(Patient education sheet) 
  



 
  



 

 

 

 

 

 

 

 

 

 

 

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) 
  



 

 

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 

  



 
  



 

 

 

 

 

 

 

 

 

 

ATTACHMENT #12 

 

Milford Regional Medical Center 

 

Teach Back 
  



 

 
  



 

 
  



 

 

 

 

 

 

 

 

ATTACHMENT #13 

 

Milford Regional Medical Center 

 

Care Partner Brochure 

  



 
 

 

  



 

 

 

 

 

 

ATTACHMENT #14 

 

Newton -Wellesley Hospital 

 

Teach back - Medical and Surgery 
  



 
  



 
  



 
  



 
  



 
  



 
  



 
  



 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #15 

 

Newton -Wellesley Hospital 

 

Discharge phone call script 
  



 
  



 
  



 

 

 

 

 

 

 

 

 

 

 

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 

 

  



 
 

 

 

 

 

 

  



 

 

 

 

 

ATTACHMENT #18 

 

Northeast Health System 

 

Mini Cognitive Assessment 
  





 
  



 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #19 

 

Northeast Health System 

 

Depression Screening 

  



 
  



 
 

 

 

 

 
  



 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #20 

 

Saint Anne’s Hospital 

 

Discharge Checklist 
  



 
  



 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #21 

 

Saint Anne’s Hospital 

 

iSBARt Bedside Report Guide  

& SBAR Poster 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 



 
 

 



 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #22 

 

Saints Medical Center 

 

Daily STAAR List 
  



 
  



 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #23 

 

Saints Medical Center 

 

Teach Back 

Pneumonia and Heart Failure 

  



 

 

 
  



 

 

 

 

 
  



 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT #24 

 

Saints Medical Center 

 

Heart Failure Discharge to Home Care Pathway 
  



 
  



 
  



 
  



 

 

 

 

 

 

 

 

 

ATTACHMENT #25 

 

South Shore Hospital 

 

COPD Action Plan 
  



 
  



 
 


