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Storybooks 2012 Hospital Tools
(Bolded tools are attached)

Baystate Franklin Medical Center

e CHF zone teaching tool

e Calendar to record daily weight

e Caring for Your Heart: Living Well
with Heart Failure teaching booklet

o BFMC medication listing/side effects of
common medications tool for nurses

o Risk stratification tool for determination
of patients who are at high risk for
readmission related to non-adherence to
medication.

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

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

Beth Israel Deaconess Hospital- Needham

e CHF Follow-up Call form
(attachment #1)

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

Cape Cod Hospital

e  “PCP Notification Form”

e Nurse to Nurse SNF Communication
Worksheet and Audit tool

e Dovetail Referral Form

e Enhanced Reassessment Tool

e SNF Readmission Audit Tool and
Report Template

e Teach Back — 5 Key Must Know
Categories

Cooley Dickinson Hospital
e Medication Discrepancy Tool
(Coleman)
e Personal Health Record (Coleman)
e 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
e Nurse to nurse communication
e PCP Discharge Notification Form
(attachment #3)
e Discharge follow up phone call
(attachment #4)

Holyoke Medical Center
e CHF Monitoring Tool for SNF

(attachment #5)

e CHF Education Tool for SNF
(attachment #6)

¢ MAR for the CHF Patient in a SNF
(attachment #7)

Lawrence General Hospital
e Script for warm handoffs

Massachusetts General Hospital

e Wound Care Home Management
Plan (patient education sheet)
(attachment #8)

e MGH post-discharge medication
reconciliation program worksheet
(and script) (attachment #9)

e What to expect with VNA home care
services (patient education sheet)
(attachment #10)




Merrimack Valley Hospital

¢ Hand off tool

e Interact / SBAR tool (hand off from
SNF to acute)

e Total Revision of the Patient Admission
packet to Patient Education Packet

e Pharmacy Discharge Counseling
Brochure

o SNF Resource Guide

Milford Regional Medical Center

e LACE (attachment #11)

e Teach back (attachment #12)

e Care Partner Brochure (attachment
#13)

e Community Resource Guide and
Checkilist

e 5 Steps to Wellness

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

Northeast Health System

e High Risk Readmission Criteria
(attachment #16)

e Discharge Checklist (attachment
#17)

e Mini cognitive assessment
(attachment #18)

e Depression screening tool
(attachment #19)

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

Norwood Hospital
e Enhanced Assessment Form
e Zone Trigger Tools

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

Saints Medical Center

e Daily STAAR List (attachment #22)

e Teach Back (Heart Failure,
Pneumonia) (attachment #23)

e Risk Assessment Tool

e Heart Failure Discharge to Home
Care Pathway (attachment #24)

e Discharge Instructions with scheduled
follow-up appointment

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

Sturdy Memorial Hospital
e 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-------=smmmmmmmen

1. How are you managing?
2. Areyou following your diet?
a. Areyou having any problems/questions about what to eat?

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

4. Have you had any:

Shortness of breath

Swelling of your feet, ankles, hands or stomach
Weight gain

Feeling more tired, no energy

Dry, hacky cough\

Feeling uneasyl/just “not right”

New or increased chest pain or pressure

> Q@romaooo

If yes (to any), what did you do?
5. Was areferral made for a Visiting Nurse to see you?
a. Ifyes, has the nurse visited yet/when is that visit planned?

b. Isthe nursereviewing your weight and discussing the signs/symptoms of CHF with you?

6. When do you have an appointment with your doctor?
7. s there anything that you need assistance with right now?

8. Have you had any:

Shortness of breath

Swelling of your feet, ankles, hands or stomach
Weight gain

Feeling more tired, no energy

Dry, hacky cough

Feeling uneasy/ just “not right”

New or increased chest pain or pressure

> Q@0 oo oc

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

9. Isthere anything that you need assistance with right now?




ATTACHMENT #2
Cambridge Health Alliance

Readmission Root Cause Guide




Readmission Dictionary Category 81212011
Answers the gquestion: What is the clinical reason for the Pr's retum as it relates to the index visit diagnosis? Fev
Plegse nofe that cerfain cafegories, New Diagnosis and Planned Surgery, alfow for you fo indicate that the refurn i nof refated fo the index visit.

A Progression of disease (Adherence) The Pt's disease worsened even though he or she followed the supgested care plan as expected

B The Pi's disease worsened langely due to the Pt's mabdify or choice to not follow the supgesied care

Exacernation of dsease (Non-Adherence) plan

[ 'C [New diagnosis The: Pis conditon 1s not cirecly related Lo the mdex wisit diagnosis.

D JPlanned surgery The visit was planned and = not related 1o the index visit diagnoss

E |Post-opPost-Procedure complication A SUIgery of procedcure wWithin e past 20 days led o Compicaton

F JETOH | Substance Abuse ShoUld only be Used Tor Alcohal and Urug abuse and Unrelgied 1o oiher clinical COnamons

Reason
Answers the guestion: What is the main cause for the Pr's clinical condition which prompred the retum?
[ 1] EIUH | Substance Abuse An addichion to alcohol or ofer substances 5 hindenng the Pt in his or her care plan
2] _ = [Failed ouiPabent ireatment Disease progression related to Non-adherence to plan of care.
EEEL P Fell while not at the hospitl
l E E Mo wisit by provider Pt was not seen by a health care provider (WA, physician, specialist, or other) as suggested on HCP
5 E'IE Pt was not seen by a health care provider because he'she was readmitted before a scheduled
Readmitted before provider visit appomniment.

B [UnSUppoiive Rome enaronment | I orno OF Cale QIver SUppOrt. -

7 Pt is canaidate for psychiaine care. e.g.high utlizer, crug seeker, cepression (Mot the same as ETUH
| " | - — |Behawioral health issues Substance abuse)

g B2 Pt cpted against the supgested medication or treatment af the index wisit for personal or religious
|~ | % & |Opt against recommended treatment | reasons

o - Opt agamnst recommended LOC Fit opted against the recommended level of care (VNA, SNF. Fehal] at the index wsit

10 Poor understanding of llness or HCP | The Pt did not follow the HCP or care for themselves. appropriately due to a poor understanding
[11] Admitied 1o INPabent Hospice T be used Tor Inpabent Pospice

12] - |Appropriate LOC not available Pt and providers understand appropriate LOC, but no benefit (Please Detail]
[13] & [|Approprate LOC not enthed The pi would hawe benefited by being discharged to a higher bevel of care Tollowing e index wist
EE] 5 |AMA] Boped The pi =t the hospital AMA or Eloped dunng the index visit

16| # |Faliatwe Care Candidate Pt is a candidate for paliatwe care but Pt decline duning index admission
| 16| S [Pafient was sdmitea from Medicne | Pt Bansterred to Fsych from Medicne

17 Pabient was admified from Psych Fit ransfermed to Medicine from Peych

18| - [Wedicabon T did ot take Medicaton 3s prescrbed of eXpenenced a Sioe Siect (Fease Detan]
(18] 2 [|Change n Mental Stabus A change in mental stalls connbuied 0 e PLs progression of 1S e reason for the reum
| &= Tinly 10 b= USE0 e P 5 S0NErent, N0 OmeT Drevenive Messures, COuld Nave Deen [Eien, Do e prs |
200 % |ystural Cause Progression dis=ase still progressad (Please Detil)

= g Blective admission A scheduled procedure or sungeny unrelated to index visit {To be wsed for Cafegory: Planned Sungery.)

Root Cause

Answers the guestion: What contributing factors) and ./ or underying cause(s) led to the above reason for the readmission®

2 Homne | famity enveronment of
| substance abuse Family or acquaintances ising care plan due to substance sbuse (Please Detail)
[B| « [Homeless or Inconsistent Shefter P staying at sheliers, or with mends | iamiy

c ®=  [Dimited or no CaregiveriCare Flan
| | 2 |Parmer Ideally the Pt would have a familly member or friend to help with care, but there is no one available
o E Froblem with equipment je_g- Ui tank, msulin pumg) Alowed Tor exaceraion of COngiton or
| | & |Medical equipment SYITIphoIms

E] @ Mo Community Health Visit ASAF or similar visit, these were amanged but did not happen
i E Mo Follow-up Appomiment Scheduled | Duning the index visit, a follow-up apponiment with PCP or other was not scheduled
| | § Mo insurance o inability to pay Due o financial hardship, lack of qualification, legal status, financal limitation (includes. seff pay pts)
[H| @ |Fatientdid nothll R om index Wisit | Underying S5Ues SUch a5 ransportaton, poor Understanding, finances (Flease Detail]

| & Pt was unable to follow recommended care plan as a result of imited transportation, e.g. no nde to

Transportation PCP wisit

711 [VWeamer Foor Weather COnons, EXTeme Neal OF GO0 CONTIDULE] 10 TeadmISsion

K 71 of Tarmily in SIEges Of Change |FUDIEr-Toss ) Unwiling 10 Accept pallEve | NOSPICE Care ([lease
|| EOL Denial Detail)
i m |Language Bamer Pt expenences difficulty to understanding prowder and'or HCP because English is not first language
| M| B |Low Health i Pt exxpeniencas dificulty to understanding prowder and'or HCP because of health terminology

M] # [Irsuffcient Patient Education Pt did not recerve sulficient educafion dunng index visit, e.g. nuirition, medication management
[ 0] - |Fatent OptAgainst Fi cpis against recommended freatment, care plan, or disposidion [Flease Detail]
I3 = Peychiainc andior addictive issues High utiizers, dnug seskers

L3 Ft expenenced poor senice 3t index vist and [=f. Because pt did not recefve freatment, d=ease
Q| o .
| Poor experience of care progressed.

[R] Fatient substance abuse denid Fiis in stages of change and not ready to seek freatment for dicohol or drug ssues
5 Cocid [ssues Pt expenencing other social issues not captured by other definitions [Please Detail]
L3
B g ECOL End of L¥e, for use for Hospice InPt Admissions
Y| & |Medication side effect - no rec allergies
| V| E mwmm-m HW’ a side effect from medication that was new and unexpeched
W Progression SEAEE TEQS0NS 107 [RoGTESSIon WOTSEnng




ATTACHMENT #3
Falmouth Hospital

PCP Discharge Notification Form




=
L

FaLmouTH HOospPiTAal

PCP Discharge Notification Form

Patiam 3tamp
To: Dr.
To: Fax #:
From:
Uit ! Fhons Numbsr

From: Fax #:

Date: Time: Number of Pages:
finsluding thic Farm)

This notice is to inform you that your patient was discharged from Falmouwth Hospital today.

Disposition: |:| Home |:| Home with Home Health
|:| Home Hospice |:| Inpatient Hospice
|:| SNF |:| Acute Rehab
|:| Acute Short Term Hospital |:| LTAC

[ ] Expired |:| AMA [ ] Other

|:| Physician Referral Form
|:| Discharge Medication Sheetis attached
|:| The Discharge Summary is attached.

|:|T he Discharge Summary is not completed at thistime. Please access via Wediferh.

FOR PATIENTS DISCHARGED TO HOME OMLY

|:| Appointment within 48-T2 hrs. ==x[ate & Time: I

Cnly for ptswith: OMI O CHF O Pneumonia O COPD U Readmission wfi 12 mos

=HPCP offices — if dare and dme is blank plezse make appr and refay to: ]

COMMENT 5:

CONFDENTIALITY KNOTICE
The documsnic ac=ompanying thic =lscopy trancmicclon -omizin comfidemtsl infarmaton, belonging 10 the cender which Ic lagally
kyPagad Thic iformation Ie imiended only for the uce of the Individual or amiily named abowe. The authorized reciplent of thic
wisomation e prohibfied #rom dicclosing thie imdormation o any other parly and e required f0 dectroy the indformation afier He clzded
Depd hae bean fulllllsd. ¥ you are not the imended reciplenl you are herely notifled that any dicclosurs, copying. dictiibution, or

S5400 iEn in rellancs on the oomsm of theer dosumams e ciriotly prohibiessd. I ypou hawve recahnsd thie lasomy In snnor,
plaacs notity the cander immedistsly do srrangs for redurn of fhecs documenic.




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




Geriatric Authority of Holyoke

CHF MONITORING TOOL

Ewallen

Feet

| Shortness | Fatizwe | Persistent Loss | .]T'I.u]ril:l Diificulty
OoF fired | Cough of Heart bying
Breath Appetite Heat down or




ATTACHMENT #5
Holyoke Medical Center

CHF Education Tool for SNF




Geratrle Aathariy of Holvoke

CHF EDUCATION RECORD

Fﬂi:{ Resident Label Here ‘

Provide education on exch topie until the Resident ondior the Caregiver has demonstrated complete snderstanding.

Date Topic Deseriplion | Reciplont | Method | Respomse | Signature
| L |
| Symptom | ] '
Awareness | |
. |
] !
I
C Date | Tepic | Description Recipient | Method | Respones Simature
I ) _
— Managemeni - —
‘_ Date | Topic .I_]'-l'_u.:ﬂ_pﬂ.nl Hecipient | M{::Iuﬂ_ Response | Kipnature
Medications - i
|.. I 1 -
| Date _"I'p[l_nn_ _Duseription | Recipicnt Method | Response Sipnature
[ | I .
| Weighe | B
Dute | Topic | Description Recipient | Method | Response | Signature
|| Nutritien | I - -




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)




Wound Care Home Management Plan

Sutures should be kept clean and dry.

Try not to bump area.

Do not trim or shorten the ends of your sutures or steri-strips.

If they rub on your clothing, place a clean bandage between the sutures or
steri-strips and your clothes.

o onn

Cleaning the wound: Use soap and water; and gently clean your wound if your
caregiver tells you to.

What does your wound look like today?

= Clean, dry incision What vou should do:
= Staples or sutures intact, no pulling
= No drainage

= No redness

= No swelling

= No fever

® No change in pam at incision

Continue with instructions

= Pink around the edges of the incision What you should do:

R

= Dramage from mecision: clear/ orbloody ¢ you have VNA_ please 5
tinged : L call the nurse. z
= Increased swelling around the incision =
= Staples or sutures pulling OR =)
= Low grade fever — less than 100 F Call surgeon office for =
® Increase in pain at incision further mstructions. Z

= Red around the edges of the incision What you should do:

= Incision area warm fo touch Call your surgeon
= Increased swelling-inflammation Name-

= Drainage from incision —
yellow/green/bloody

= Fever of 100 F or higher

= Increased pain at incision

Contact Number:

AVATIO T1V

ININMVAA

L
LA

dOLS

ANCEY ]




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 | speak to Ms./Mr. X,

Hello. My name is and | am a pharmacist calling from Mass General Hospital. The reason why | am calling
is because you were recently discharged from MGH Ellison 16 unit and we have a new pharmacy discharge service
for that floor. 1 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 | 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?

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

**| 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.




g ko

© ® N o

10.
11.
12.
13.
14.
15.

16.

17.
18.
19.

MGH Post-discharge Medication Reconciliation Program Worksheet

Patient Name:

MRN: Last Location:
Discharge date:
Date of phone call: Control Patient: __ Did not call
High risk dx: CHF DM COPD/Asthma  PNA Renal Failure (acute or chronic)  Anticoagulation UTI
>8meds Others:
Discharge summary available Yes No
Total number of attempts 1 2 3
Unable to reach patient after 3 attempts or > 5 days post dc Yes No
Patient/caregiver declined service Yes No
Spoke with Patient Other:
Total time spent on phone ___minutes
Total number of discharge medications
Number of new medications added during this admission
Number of medications changed during this admission
Number of medications stopped during this admission
Pharmacist Assessment
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)
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:
Pharmacist able to resolve MRP during phone call Yes No N/A
Urgent issues requiring a phone call / follow up Yes No N/A
Pharmacist made a non-medication related intervention Yes No N/A
RPh’s impression on impact on quality of care None Mild High

20.

Notes/Observations

Patient Questions:

21.
22.
23.
24.

Have you seen a visiting nurse or spoken to your doctor since dc Yes No
Do you have a Follow up appointment scheduled Yes No
Patient is aware to contact his physician if he experiences any problems Yes No
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)




=W MASSACHUSETTS
&7y GENERAL HOSPITAL

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 | 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 | 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




* aufelrassagraph

Modified L=Length of hogphal stay
— Amicuily oa admission
LACE Tool C=Comerbidiy
E=Emuergency deph, wiils
[ attribute i  Vale _Polnts | Score
Less 1 day 0
| Length of Stay __1day N 1
2 days 2
(Priorfcmit) | 3 days . 3
4-6 days 4
7-13 days 5
B 14 or mare days i3
o IFpatient 3
Aevite
Admission
Observation 0
N Mo prior history o
Comorbldity
[Cumulative DPA no complications, Cerebrovascular dlsease, Hy of 1
toa | MI, VD, PUD _
max of 6 pis) tlld liver disease, DM with end argan damape, CHF, 2
COPD, Cancer, Leukemla, Lymphoma, any tumor,
moderate Lo severe ranal dissase
Demnentia or connoctive tissue disease 3
(- Moderate or severe liver disease or HIV Infection 4
: Metastatic cancer 6 -
Ernurgancy  Ovishts o
POGI visits 1 visits - 1 |
during pravious 2 vlsits o 2 |
& months 3 visits s
_Aormore visits _ 1
Take the swm of tha polnts and
enter the total —
*if LACE seore 18 11 or greater, CM to send tool to
| agency/facility patlent is referred to on discharge

fgency/Facy faxed bo;

Uatn;

i




ATTACHMENT #12
Milford Regional Medical Center

Teach Back




HF Teachhack
Trial Tool — 1/30/12

DOpening Script: Cuestion|s) to ask before doing the HF Teachback subject points

1. Do you feel ready 1o learn whar can be helpful for you o continue your recovery?

if 'yes' response, proceed with Teachback subject points.
If ‘ne’ or 'unswre’ response, then ask:

ADDEESSOGRAPH HERE

2. Is there something that may make it difficulr for youw ro learn and follow through on your recovery?

OR: Is there something holding you back in your effort to succeed with your recovery ?

OR: What is the hardest thing thar yow may face going home?

Based on response, make appropriate contactsireferrals. Reply genuinely with an affirming staterment such as:

3. “Tunderstand making changes is a difficulr thing to do. | know that even small steps can be helpful and very

imporzant. The suggestions | have to share with you are meant ro be just that, basic initial steps ro help you

succeed.”
Then ask for their parmission for you to share your five steps

4. “Would you allow me to share with you the five steps that can help your recovery?”

if 'yes' response, proceed with Teachback subject points.

Closing Script:

if the patient has a Care Partner, conclude the patient’s Teachback session by offering to contact the Care Pariner:

5 “Can | have your permission to share these steps with your Care Partner?”

Fage 104
& Steps to Help Recovery {teachback content)
STEP CONTENT DATE & INITIALS DATE & DATE & DATE &
INITIALS INITIALS INITIALS
RESPOMNSE:
A = able to teachback RESPOMNSE: | RESPOMNSE: Discharge
B = needs reinforcement | A, BorC A.BorC Comments
C = unable to teach
COMMENTS COMMENTS | COMMENTS

WEIGHT Check weight daily, at same
time, in same clothes.

Record weight on log sheet or
on calendar.

Begin by having the pafient
chart his last few daily weighfs
on the calendar or jog book thaf
heshe will fake along & wse.

Awoid weight gain of 3 Ibs in
24 hrs or 3 Ibs in 1 week.

MEDICATIONS | Take medications as ordered,
especially your "water pill™.

Identify your “water pill” by
name.

Taik aboutf whaf the patient
could do if they need fo be away
from home at a fime when they
showuld be faking their water piil.
{Many just “ship 3 day”)

Fage 2 o4




STEP CONTENT DATE & INITIALS DATE & DATE & DATE &
INITIALS INITIALS INITIALS
RESPONSE:
A = able to teachback | RESPONSE: | RESPONSE: | Discharge
B = needs reinforcement | A, BorC A.BorC Comments
C = unable to teach
COMMENTS COMMENTS | COMMENTS
Organize your daily pills with
assistance if needed.
FOODS Eat foods that are low in salt.
Reduce sodium intake to
2000mgiday.
RD consuit will 35515t pafient in
sefting individualized goals to
achieve this.
Talk about food choices;
introduce fabel reading.
Have the patent identify one
food helshe lkes that is high in
salf and help himher choose 3
Tow salt aifernative.
Eliicit wha is prepanng’shopping
for the pafient’s food.
CALL Your Call your nurse or doctor if:
Care Provider = your weight goes up
meore than 3 Ibs in 24 hrs
or 5 lbs in 1 week
Page 3074
STEP CONTENT DATE & INITIALS DATE & DATE & DATE &
INITIALS INITIALS INITIALS
RESPONSE:
A = able to teachback | RESPONSE: | RESPONSE: | Discharge
B = needs reinforcement | A, BorC A BorC Comments
C = unable to teach
COMMENTS COMMENTS | COMMENTS
= you have any swelling in
your feet, ankles_ hands
or abdomen or if you are
hawing trouble breathing.
CALL 911 Call 911 if:

= you are having any
severe shorness of
breath, or

= you have chest pain that
does not go away

Page £ o4




ATTACHMENT #13
Milford Regional Medical Center

Care Partner Brochure




Whatis a
Care Partner?

A Care Partner is one trusted family
member or friend who is able to
assist you during your hospitalization

and after you are
discharged.
'\, |} Often someone is
{ -~ |1 already helping

with obtaining
medications and preparing them,
providing transportation to office
wisits and other appointments or with
meal preparation.

YVour Care Partner may be someone
who lives 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 hespital
smoother.

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

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.

Communicating
with your Care
Partner

During the hospital stay, various members
of the team may want to speak with your
Care Partner. This may occur at different
times each day. To make this as easy as
possible, we will ask you to provide more
than one phone number (if appropriate) for
your Care Partner, 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. If either of you has a
question for a member of the medical team,
write the question on the card titled,
“Questions for My Healtheare Team”.

Important
Information about
the Care Partner

e ACare Partner is different than a
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.

The Care Partner cannot override your
decisions. If you rely upon their help
at home, including them in the plans
being made for you after discharge
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

The team will work to answer 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 a note with information /
questions on the chart, and ask for
a phone call to diseuss.

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
Unity|

Milford Regional
Medical Center

Care
Partners

Dignity, Compassion
& Respect
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Teach back - Medical and Surgery




SURGICAL TEACH BACK










MEDICAL TEACH BACK
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Discharge phone call script
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Date Time by Mgm Authors Hame Mate Categary

5/ 16/11 [1505 HI.Ch0S — T[SLA [ARAOUD,SAHOY RH Discharoe Phone Call
Patient Confidental? Abnaorral?

[79mmAz3184 B, SADY 7] [
[ Standard Questions
|, How are wour doimn since youn were discharoged fros the hospiial?

2000l you et 3y new kedications frod the hospital? See you Taking all your
Hedications® [3
I# no, wny? L

3, Can you tell we sghovt the education on the Orthopedic onti won received
while in the hospiial? [1

4, When is pour next follow-up appointient with the T1F L]

U i t-hased Doestions
1. Are you havieg pain? IS wour pain better? [1

Note Type Drescription
Type HONE

FE S 0 TEST A LS00, - AP SAHIFY RN

Date Time by Migm Authors Hame Naote Categury

05/ 16711 [1505 FI.CHOS  [[SCA - [RBBOUD, SARDY RH Discharoe Phone Call
Patient Confidental? Abnormal?
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Ui i t-hased Qoestions
1. Are you havieg pain? IS wour pain better?

&, Hre you having swe ng¥
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4, How was wowr hospilal
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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

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

1. 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.

Il. Definitions
High Risk Readmission Criteria: Patient must have more than one.
e 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.  Appliesto 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
Last discharge date/ED visit are electronically pulled to appear
Age of patient is electronically identified
Residence is identified as SNF
Medication from home list is entered
Patients states yes to financial hardship for obtaining medications at home
Fall risk is identified
Previous medical history has high risk criteria as drop down choices

Nook~wdeE




®mm

VII.

A
B.
C
D

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.

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.

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

Identification of cause of readmission may necessitate interview of family and/or patient.
New plan of care and discharge plan will be formulated.
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 1% 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.

Documentation
Medication Reconciliation List
Teachback tool
Page 1, 2, 3 and discharge documentation tool
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




High Risk for Readmission Pilot Checklist:

Discharge preparation:

a
a

ooo

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

Patient/family has the name and phone 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 call if they 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 facility

My family or someone close to me knows that | am coming home and what | will need once |
leave the facility

If | am going directhy home, | have scheduled a follow-up appointment with my doctorand |
have transportation to this appointment

Case Manager and RN admission assessment printed for review

Mini-cognitive assessment done with patient. Result:

Depressive screening done with patient (combined guestion score of 3 or more=at risk]lI:
Zone teaching for CHF COPD Prneumonia (NA) reinforced with patient (circle one)
PCP appointment made

Polypharmacy assessed/pharmacy consult requested

Discharge phone call 2-3 days post discharge:




ATTACHMENT #18
Northeast Health System

Mini Cognitive Assessment




The Mini-Cog Assessment Instrument for Dementia

Thi Mini-Cog assessment instrument combines an uncued 3-item recall test with a clock-drawing test (CDT). The
Mini-Cog can be administered in about 3 minutes, reguires no special equiprment, and is relatively uninfluenced by
level of education or language variations.

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

2. Instruct the patient to draw the face of a clock, either on a blank sheet of paper, or on a sheet with the clock
circle already drawn on the page. After the patient puts the numbers on the clock face, ask him of ber to draw the
hands of the clock to read a specific time, such as 11: 20, These instructions can be repeated, but ne additional
instructions should be given. Give the patiest as much dme as needed to complete the task. The COT serves as the
recall distractor.

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

Scoring

Give 1 point for each recalled word after the COT distractor. Score 1-3.

A score of O indicates positive screen for dementia.

Ascore of 1 oF 2 with an abnormal COT indicates positive screen for dementia.
Ascore of 1 or 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 correct seqguence and position, and the hands
readably display the requested time.Source: Borson S, Scanlan 1, Brush M, Vitaliano P, Dokmak A. The mini-cog: a
cognitive “vital signs” measure for dementia screening in multi-lingeal elderly. Int J Geriatr Psychiatry 2000;
15(11): 1021-1027.




CLOCK DRAW TEST

Patient name

Patient 1D #
Date / [/

[) 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™

Reproduced from: The Clock Drawing Test in:Palmer BEM, Meldon 5W. Acute Care. In: Prmaiples of Geratric Medicing and
Crerontology, 5th edition, 2003, BEds. Hazzard WE etal. MeGraw-Hill Pub. pp 157-168. Inouve SK. Delirium i hospitalized older
patients, Clin Creriatr Med 1998; 14:745-Ta4

S]T‘rl Chinical Toolbox for Geriatric Care @ 2004 Society of Hospital Medicine 10f2




ATTACHMENT #19
Northeast Health System

Depression Screening




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 first two items of the PHQ-9.

B The purpose of the PHG-2 is not to establish final a diagnesis or to monitor depression
severity, but rather to screen for depression in a "first step™ approach.

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

Clinical Utility
Reducing depression evaluation to two screening questions enhances routineg 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 PHGQ-2 cutoff score of 3 as the
optimal cut point for screening purposes and stated that a cut point of 2 would enhance
sensitivity, whereas a cut point of 4 would improve specificity.

Psychometric Properties!
Major Depressive Disorder (7% prevalence) Any Depressive Disorder (18% prevalence)

PHOQ-2  Sensitivity Specificity  Positive ¢ PHO-2 Sensitivity Specificity  Positive
Soone Pradictive ; Scone Pradictive
Valua (PFY™) : Value [PFY™)
1 976 592 15.4 1 90.6 65.4 36.9
2 927 737 211 2 821 204 483
3 82.9 90.0 38.4 3 62.3 95.4 75.0
4 732 633 455 -4 509 979 81.2
5 537 96.8 56.4 5 31.1 987 846
B 268 9.4 786 6 12.3 998 92.9

* Becausa the PPV vanes with the provalence of depression, the PPV will e higher in settings with a highar
prevalence of depression and lovear in seftings with a lower prevalence.

1. Kroenke K, Spitzer RL, Wiliams JB. The Pationt Health Questionnaine-Z: Validity of 2 wo-item Deprossion
Screenar. Medical Care 2003, (41) 1284-1204.




STABLE RESOURCE TOOLKIT

The Patient Health Questionnaire-2 (PHQ-2)

Patient Mame Date of Visit

Over the past 2 weeks, how often have Mot  Several Maore Mearly
you been bothered by any of the At all Days Than Half Every
following problems? the Days  Day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed or hopeless 0 1 2 3

£15999 Phizer Inc. AN nghts reserved. Used with permission.
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Saint Anne’s Hospital

Discharge Checklist




High Risk for Readmission Pilot Checklist:

Discharge preparation:

a
a

odo

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

Patient/family has the name and phone 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 call if they experience them

Patient/family understand what symptoms they need to watch outforand 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 knows that | am coming home and what | will needoncel
leave the facility

If 1 am going directly home, | have scheduled afollow-up appointment with my doctor and |
have transportation to this appointment

Case Manager and 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=at risk)

Zoneteachingfor CHF COPD Pneumonia [MNA) reinforced with patient(circle one)
PCP appointment made
Polypharmacy assessed/pharmacy consult requested

Discharge phone call 2-3 days postdischarge:




ATTACHMENT #21
Saint Anne’s Hospital

ISBARt Bedside Report Guide
& SBAR Poster




Saint Anne’s
_Hospital

iSBARt Bedside Report
State your purpose: “Shift change/Handoff report™
Educate patient/family if necessary
Obtain permission from patient
Faport in ordar: Maditach seraens to viaw:
identify vourself & patient
Give Your Mams & Titla
Chack Two Patiznt Idantifisrs = Btatus Boand
Introcuce the next care giver
Fill out whita board
Situation
Attending WD
Gandar
Apga
Coda Status
Pracantions Tzolation
Consults
Allermiaz
Admitting Diarnosiz
Chiaf Complaint
Background
B Madical History
Procedurss Treatm ants
Schadulad tasks
Assessment
A Haad to Tos Assessment = Clinical Pansls
Feport dll sbnomal findine: « 24hr Clinical Snapshot
Show on patisnt
Eecommendation
Plam of cars
Protocnl=
Cora heazwraz
5TAT madz givan
Vaocine statns
Spacimen: dus
Provvidar Mad Bac complstad
thankvou

= Chart Headsr
= Bavigw Visit
= Bummary

= Mew Foazults
= Clinical Panslz
= Past Wadical Hizstory

= Statez Boend

= Feview ogdarz & charting

Questions?

Professional Practice, Fesearch & Development
Effective February 27, 2012




Communication Tool: When the condition of yourpatient changes, use iSBARt!

identify yourself
full name
title
location (if not reparting in person)

Situation
Patient Identification
MWame & Date of Birth

Pertinent Need-to-Know Information
Gender, Age & Advance Directives (code stats)
Why they are here
Adrtting Dhagnoesis
The reason why you are reporting

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

Assessment gy,Ley) Acknowledge s, o
Pertinent Assessment Data Abnormal Data
Report by exception Issues with the Patient
{give only abnormal or pertinent findings) Ch a_tlges EFDH:VE ﬂDti. ced
Be accurate! i
{use actual numbers & medical tarms)

Recommendation

Your recommendations for how this patient should be cared for

What you need in order to care for this patient
(be direct and to the point)

thank you
Show your appreciation for your team members.
This 1s a good time to ask if they have any questions!

Use iSBARt for every communication about patients

Evidence shows that it is what’s best for our patients!




ATTACHMENT #22
Saints Medical Center

Daily STAAR List




STAAR - CURRENT IN-PATIENTS

04/12/12
Name | Acct# | Unit# | Admitted | Location | LastDisc |
HEART FAILURE
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 HT575TEO HB6558 04/03/12 ICU 355 01/26M12
Ms. Peacock 57575761 566559 04/10/12 ICU 356 04/06/12
Mr. Redford 57575763 566561 04/11112 3E 333-2 03127112
Ms. Sinclair b7575765 HBE5E3 04/09/12 44 403-2 03/06M12
PNEUMONIA
Mr. Willis 45454455 989889 04/11/12 3E 330-1 101711
Ms. Carey 45454456 989890 04/10/12 3E 3222 None
Mr. Betts 45454458 939892 047/07/12 ICU 351 04/04/12
Mr. Jaems 45454460 989894 D4/11/112 45 4122 03/23M12
Ms. White 45454462 989896 04/10/12 5P 514 1112311
TOTAL: 11
** Indicates re-adm within 30 days
STROKE
Ms. Potter 65656565 878787 04/04/12 4A 403-1
Mr. Truman 65656567 878789 04/11/12 3E 322-1
Ms. Horace 65656568 878790 4/4/12 3E 334-1
Ms. Balboa 65656570 878792 04/10/12 IMC 309-1
Mr. Connor 65656571 878793 04/10/12 IMC 303-1
Ms. Thomas 65656572 878794 04/11/12 IMC 315-1

***Mot real patient data. Names and numbers have been changed!ll




ATTACHMENT #23

Saints Medical Center

Teach Back
Pneumonia and Heart Failure




Saints Patient Label

—

e

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

WEIGHT AND DISCHARGE
INSTRUCTIONS

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

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

C - Unable to teach
You should be able to answer the
following gquestions: Date/Grade  Date/Grade Date/Grade Datel/Grade

What is the name of your water or fluid pill?

What weight gain should you report to your
doctor?

What foods should you avoid?

Do you know what symptoms to report to
your doctor?

RM 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) [Daie) "[NUrse's Signature)

Original form to be given to patient, Nurse to make copy of signed form and place in medical record




@
Salnts Patient Label
' ::::::*a:-

q-:-;:.—":"‘:“*--_ -

e, —

PNEUMONMIA 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 Date/Key Date/Key Date/Key

following questions: Code Code Code Code

What is the name of the antibiotic you are
taking for pneumonia?

[What antibiotic medication side efiects
would cause you to call your doctor?

When should you stop taking your antibiotic
as the doctor orders?

After completing your antibiotic treatment,
what symptoms should you report to your
doctor?

RM Initiaks:

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.

(Pafient Signature) TNUrse’s Signature) (Date/Time)

Original form to be given to patient, Nurse to make copy of signed form and place in medical record
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Saints Medical Center

Heart Failure Discharge to Home Care Pathway




Saints

HEART FATL.URE — DISCHARGE TO HOME CARE
Page 1 of 3

COERE CONCEPTS — SAINTS MEDICAL CENTER TRANSITION CARE
Effective Home Care is essential for reducing unplamnmed heart faihwe (HF) adossions and maxindzing
positive patient outcomes.

CORE ELEMENTS OF EFFECTIVE HOME CARE INCLUDE

¢  Imtal visit st sccuwr within 24 hours.

¢ Early home care intervention must ocour often (at least 3-4 times a2 week for the first 2 weeks, then at least 2-3 times
for weeks 2-4) and may be transitioned to fewer visits as the patient and caregiver becomes comfortable wath
managing heart failure.

¢  The telemomtorme program extends the ability to help patients manage their own care.

&  Early referral to Elder Services for Transition Coaching and/or other commumity resources.

PRIOR TO DISCHARGE

FOLLOW UP CARE RESOURCES

& Pnmary care phvsician (PCP) contact information for wgent and routine heart failure care wall be identified;

# Patent and‘or caregiver will be grven SMC HF dizcharge folder includmz HF ZONES. This is to be uzed
as primary educational material

#  Fust post discharge PCP appomtment will be scheduled (goal: for within 5 days of discharge)

POST DISCHARGE HOME CARE

ASSESSNMENT

AT EVEEY VISIT ASSESS

Patient pulse and blood pressure (include orthostatie sigms)

Daily weight and confirm presence of scale; obtain bazeline weight

Anscultate lungs for increasing eracklas

Examine extrenuties for edema

Evaluate psvchosocial needs including patient anxiety

Ewvaluate for signs of neglect or abuse; imtiate commumty services referral if signs of inadequate support,
abuse, neglect

Mete caregiver stress or decompensation

Aszess medication adherence compliance
&  Ascess dietary habais, sodium intake
NOTIFY PCP

Pulse — new onset nregulanity

Blood pressuwre — symptomatic hypotension

Weight gain — 2 to 3 pounds in 2 to 3 days or 5 pounds in cne week
Weight loss — 3 to 5 1bs below baseline (dry) weight

Increase lung crackles

Increased edema combined with weight gain and worsening symptoms

Patient apxiety or caregiver stress/decompensation
COMMUNICATION
* Home Health Nursing staff will be available 24/7 for follow-up calls from PCP.




Qgints

HEART FATLTURE — DISCHARGE TO HOME CARF
Pagelof 3

Within 24 hours of discharge - VISIT ONE

NURSING CARE

# Full assessment (see above)

#* Feview emergency contacts and gudelines with patent; make certam patient'Care Grver (CG)
understands when to call Home Health, PCF or 911
Eeinforce and Post HF ZONES

Confirm that patient and individual who performs cooking and shopping 15 able to accurately determune
sodium content and portion size

#* Introduce Telemomtenng Program

#  Aszess need for OT/PT and mitiate order request 1f needed

# Encure patient has scheduled follow-up appointment with PCP and transportation
WEIGHT MONITORING

# Evaluate scale for ease of pattent use (including readout) and acouracy

# Instruct patient regarding significance of weight gain in heart failure
MEDICATION REVIEW:

Determune patient’s abality to prepare and tzke all presenibed oral medications
Initiate medication reconciliation and priontze for high risk medications. Clanfy discrepancies with PCP.
Screen for expired medications and OTC medications that should be avoided
Pre-fill medication cassefte, as necessary

Aszess pattent and caregiver understanding of medications

Provide medication education.

Wit

hin first week post discharge - VISITS TWO THROUGH FIVE

NURSING CARE - 3-4 VISITS THIS WEEE
Full assessment (see 1% page)

Install and train in use of Telemonitonng

Instruct awareness of what symptoms weight gain may cause

Promote progressive activity.

Initiate early stage OT/PT as pecessary.

Aszess need for on-gommg Elder Services and transition coaching

MANAGING EMERGENCY AND PROVIDEE CONTACTS

Aszist'mstruct patient 1o notifving PCP of problems: assess comfort level at reporting on their own as per
HF ZONES

# Use “Teach Back™ with patients for making calls; to assess their knowledge of whom to eall

# Feview smerpency contacts and pumdehnes; make certain patient/carepiver understands when to call

Home Health, PCP or 911

MEDICATION MANAGEMENT

# Complete medication reconcihiahion

# Using “Teach Back”™ method, explain medicahon doses, time to be taken, purpose (mehiding heart farlure
spectfic indications) and side effects

* Ifpeeded. teach patient/caregiver to fill medication cassette

e & & & & @

*  Assess medication comphance and understanding; help patient notfy PCP of problems.
FOOD MANAGEMENT

# FBeview with patent and caregiver education matenals on lngh sodmm foods

¢ Feview normal eating habits and, wsing examples from patient’s kitchen cabmets 1f appropriate, make
suggestions for low sodmm substtutions

# Evaluate for Mutntional Consult




Sgints

HEART FATL.URE - DISCHARGE TO HOME CARFE
Paze 3 of 3

OCCTUPATIONAL ANDVOR PHYSICAL THERAPY — 1-3 VISITS THIS WEEE

#* Feview emergency contacts and pudelines; make certain patient/caregiver understands when to call Home

Health PCP or 911

Instruct energy conservation prnciples

Aszess understanding and compliance of diet and low sodium foods

WEERS TWO THREOUGH FOUE

NURSING CARE

* Wizt 2-3 times per week

¢  Full assessment (see 1% page)

*  Aszess proper uthzation of Telemomitonng

#®  Assess understanding of disease processes, implication of weight gain and role of sedium in diet; provide

additional instruction and education as needed
®  Aszess medication comphance and put in place changes and/or additionzl education as needed.

OCCUPATIONAL ANDVOR PHYSICAL THERAPY CARE
®  Viat 1-3 imes per week

# Instruct energy and conservation prmerples

CONTINTUE THROUGH DISCHARGE

NURSING CARE

®  Viat as needed

* Full assessment (see 17 page)

*  Aszess proper utihzation of Telemonitonng

*  Aszess understanding of disease processes, implication of weizht gain and role of sedium in diet; provide

additional instruction and education as needed
®  Aszess medication comphiance and put in place changes and/or additional education as needed

OCCTPATIONAL AND/OE PHYSICAL THEEAPY CARE
®  Vimt as scheduled

# Instruct energy conservation pnnciples

WEEK FRIORE TO DISCHARGE FROM HOME CARE SERVICES

¢ Trapsition patient to using home assessment equpment: scale, blood pressure cuff. calibrate Telemonitor to
home scale, 1f applicable

Confim on-going Elder Services or community resources are o place if needed

Meotfy PCP that home care services are concluding

Confirm patient has scheduled appomtment with PCP and transpertation, as necessary.

Evaluate for appropriateness and mitiate, as necessary, Cardiac Rehabtation and’or Chronic Disease Self-
MManagement Program.
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(0 P D Acti on P | an Physician Physician's Phone &

The colors of a traffic light will help manage your

I you have alf of these:

* Breathing is good

* Clear - white phiegm

* Sleep through the night
* Canwork and play

Far symptams with exercise, activity:

‘ Caution Zone : Add additional medicines | Continue With Green Zone Medicine and Add:
Fyou have anyo these: CALLYOUR HEALTHCARE PROFESSIONAL ( Physician Case Manager, VNA)

» Short of breath

*Wheezing or coughing mere than usual

* Unexplained changes in your weight

* Changes in your phlegm (thicker, color, amount)
* More tired and can not do your usual activities
*Increased anxiety

+ A temperature

If you have any of these symptoms:

+ Severe shoriness of breath (You feel like you cannot
breathe or catch your breath while resting)

MEDICINE HOWMUCH HOW OFTENMWHEN

* Chest pain

* Feel faint

* More sleepy and have difficulty staying awake

+ Fegl confused Get help from a healthcare professional now! Donat be afraid of causing a fuss.
* Bluish color to your lips or nails It'simportant! Go directly to the emergency room or Call gu1. DO NOT WAIT.

This information s mot Intended as a substitute for professional medical care. Alvays follow your heathcare professlonal’s instruction,




COPD Action Plan [l

Chronic Obstructive Pulmonary Disease (COPD) definition:
COPD is a chronic and progressive disease that causes difficulty breathing and cannot be completely

changed by medications. COPD can lead to blockage of airflow out of the lungs which results in shortness
of breath (SOB) especially when active.

Breathing Techniques: Medications:

J Pursed lip breathing; practice daily J Take medication as prescribed

d Coughing J Take medications consistently

J Deep breathing d Learn to use inhaled medications
properly

Triggers: Energy Conservation:

3 Smoking including 2" & 3 hand 3 Plan, Pace, Prioritize

smoke d Rest

d Allergens/environmental d Spread out activity

d Cold/Humid weather

Diet: Oxygen (O2) and Safety:

J Drink fluids d Do not use petroleum jelly

 Balanced diet d Do not smoke

d Small frequent balanced meals d Caution with equipment & tubing

professional’s instruction.
Developed by Cross Continuum Team- June 2011




