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IMPACT Act

= The IMPACT Act is a federal law that has been
passed which will affect all hospitals including CAHs

= A patient is scheduled for a total hip and asks which
of the following post-care setting has the best
outcomes and how much does it cost?

= Discharge home with home health care, inpatient rehab,
LTC hospital or the SNF advertised as a rehab center

= What do you tell the patient?

» Lack of comparable information across the different
settings made it difficult for policymakers and

ﬁroviders to figure out the most aﬁﬁmﬁriate setting

IMPACT Act

128 STAT. 1952 PUBLIC L.AW 113—-185—(HCT. 6, 2014
Copy of law free at
www.congress.gov/113/plaws/publ185/PLAW-113publ185.pdf

Public Law 113—185
113th Congress

An Act
O — To amend title XVIII of the Scrial Security Act to provide for stendsrdised post-
Sesiui Tl acute care assessmeni dats for guality. TR et - Ansch e DAt il

TH R 19541 for other purposes

Be it enacted by the Senate and Howuse of Representatives of
the United States of America in Congress aegeﬂrbﬂ‘ =T
SECTION 1. SHORT TITLE.

This Act may be cited as the “Improving Medicare Post-Acute
Care Transformation Act of 20147 or the “IMPACT Act of 20147,

SEC. 2. STANDARDIFZATION OF POST-ACUTE CARE DATA.

fa) INn GENERAL—Title XWVIII of the Social Security Act is
amended by adding at the end the following new section:
42 S0 1.238siL “SEC. 1809B. STANDARDIZED POST-ACUTE CARE (PAC) ASSESSMENT
DATA FOR QUALITY. PAYMENT. AND DMSCHARGE PLAMN-
NENG.
“(a) RI CJL IREMENT FOR STANDARINZED ASSESSMENT DATS —
yIn cENERAL—The Secrotary shall—

“{A) reguire under the applicable reporting pm\ﬂs]ons
m:lst acute care providers (as defined in paragraph (2HMA)
report—
i) standardized patient assessment data in
acmr\dance with subsection (hi;
{ii} data on guality measures under subsection
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IMPACT ACT 19 Pages

Mnited States of America

AT THE SECOND SESSION

Begun and held at the City of Washington on Friday.
the third day of January, two thousand and fourteen

www.gpo.gov/fdsys/pkg/BILLS-113hr4994enr/pdf/BILLS-
113hr4994enr.pdf An Act

To amend title XVIII of the Social Security Act to provide for standardized post-
acute care assessment data for quality, payment, and discharge planning, and
for other purposes.

Be it enacted by the Senate and House of Representatives of
the United States of America in Congress assembled,
SECTION 1. SHORT TITLE.

This Act may be cited as the “Improving Medicare Post-Acute
Care Transformation Act of 2014”7 or the “IMPACT Act of 20147,
SEC. 2. STANDARDIZATION OF POST-ACUTE CARE DATA.

(a) IN GENERAL.—Title XVIII of the Social Security Act is
amended by adding at the end the following new section:

The Four PACs

*The Impact Act affects four post-acute
care facilities (PACs)

=Long-Term Care Hospitals (LTCHS),
=Skilled Nursing Facilities (SNFs),
*Home Health Agencies (HHAs) and

=|npatient Rehabilitation Facilities
(IRFs).

9/29/2017



IMPACT Act
= Signed by the President on October 7, 2014

= Stands for “Improving Medicare Post-Acute Care
Transformation Act of 2014”

= Wants to standardize the information collected
between the four post-acute care providers (PACs)

= Wants data to be interoperable so as to allow exchange of
data and information between the PACs

= Want to improve quality of care across the provider
settings and reduce readmissions

= Wanted to improve hospital and discharge planning

| ‘

Why the IMPACT Act was Passed

= Wants to improve post-acute care (PAC) since 42% of
discharged beneficiaries to PACs from hospitals

= \Wants to create an assessment tool to have information
hospitals and post-acute care facilities would need

» Lack of comparable information across the different
settings made it difficult for policymakers and
providers to figure out the most appropriate setting

= [t is home health, LTC hospital, SNF, or inpatient rehab
= Need information for payment reform also

= CMS has a time line of major deliverables
L
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Timeline of Major Deliverables in the IMPACT Act of 2014
Use of Quality Standardized Assessment CMS & MedPAC
Data to Inform Data Required Reports on
Ricca e For PAC Providers PAC Prospective
Planning Begins Payment
) : ®
2014-2016 2017 2018 2019 2020 2021 2022
=] [+ §
/
/
Standardized Quality Study on
and Resource Use Hospital
Measure Reporting for Assessment
PAC Providers Begins Data

Why the IMPACT Act was Passed

=\Want to better monitor and improve quality of
care across the provider settings & outcomes

= Wanted to use to reform payment such as
neutral or bundle payments

= So post-acute providers have to report
standardized data

= Protects beneficiary by giving them choice
and access to care

= CMS has a website on the IMPACT Act
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CMS Website on IMPACT Act

Home | About CMS | Newsroom | FAQs | Archive | Share @ Help (5 Print A\

CMS.gov

Centers for Medicare & Medicaid Services

. - i icai Private i R ions & istis OEisnchik
AP Coordination Insurance Center Guidance Data & Systems Education

Home > Medicare > Post-Acute Care Quality Initiatives > IMPACT Act of 2014 & Cross Sefting Measures.

Search

Post-Acute C: Qualit -
H e IMPACT Act of 2014 & Cross Setting Measures

CARE Item Set and B-CARE Quality Initiatives: IMPACT Act of 2014

Functional Measures Background:

Cross-Setting Pressure Ulcer
Measurement & Quality
Improvement

On September 18, 2014, Congress passed the Improving Medicare Post-Acute Care Transformation Act of 2074 (the
IMPACT Act). The Act requires the submission of standardized data by Long-Term Care Hospitals (LTCHs), Skilled

Nursing Facilities (SNFs), Home Health Agencies (HHAS) and Inpatient Rehabilitation Facilities (IRFs).
IMPACT Act of 2014 & Cross

PR S Specifically, the IMPACT Act requires, among other sigrificant activities, the reporting of standardized patient
assessment data with regard to quality measures. resource use, and other measures. It further specifies that the data
[elements] *... be standardized and interoperable so as to allow for the exchange of such data among such post-acute
www.cms.gov/Medicar care providers and other providers and the use by such providers of such data that has been so exchanged, including
Tty T AT e by using common standards and definitions in order to provide access to longitudinal information for such providers to
N facilitate coordinated care and improved Medicare beneficiary outcomes.
s/(t:)uatht/_)\/ Inmatlvest p -
atient-Assessment-
Instruments/Post- In addition, the IMPACT Act intends for cross-setting quality comparison, and importantly. the Act conveys the inclusion
Acute-Care-QuaIity- of patient-centeredness in its references and requirements related to eapturing patient preferences and goals.
Initiatives/IMPACT-ACt-  The IMPACT Act provides a tremendous opportunity to address all of the priorities within the CMS Quality Strategy,
of-2014-and-Cross- which is framed using the three broad aims of the National Quality Strategy

Setting-Measures.html

Better Care: Improve the overall quality of care by making healthcare more patient-centered, reliable
accessible, and safe.
Healthy People, Healthy Communities: Improve the health of the U.S. population by supporting proven
interventions to address behavioral, social, and environmental determinants of health in addition to delivering
higher-quality care. v

Home | About CMS | Newsroom | FAQs | Archive | Share ) Help (g Prinf

C MS . g O v Learn about your health care opfions

Search
Centers for Medicare & Medicaid Services
. P Medicare-Medicaid Private Innovation R ions & R h, Si i (o] h
e led i Coordination Insurance Center Guidance Data & Systems Education
Home > Medicare > Post-Acute Care Quality Initiafives > IMPACT Act of 2014 > IMPACT Act Downloads and Videos
IMPACT Act of 2014 i www.cms.gov/Medicare/Qualit
IMPACT Act Downloads and Videos y-Initiatives-Patient-
IMPACT Act Spotlights and A t
Announcements VIDEOS ssessment-
Instruments/Post-Acute-Care-
mﬂ Introduction to the IMPACT Act Quality-Initiatives/IMPACT-Act-
Engagement Opportunities
of-2014/IMPACT-Act-
IMPACT Act Downloads and Downloads

Downloads-and-Videos.html
Videos

Falls Public Comment Summary Report pdf [PDF, 800KB] T
MeasureSpecifications ForCY 17-HH-QRP-FR. pdf [PDF. 1MB] %%
ItemSetSpecificationsForCY17-HH-QRP-FR pdf [PDF. 163KB] %)

HH QRP Measure Specifications_pressure_ulcer_2017_final pdf [PDF, 383KB] %)
Function TEP Member Listing 10_17_16_pdf [PDF. 193KB] %%

DRR ltem Pilot Test Report 10-6-16 pdf [PDF, 298KB] 7%

SODF Announcement IMPACT ACT- 9-15-16 [PDF, 39KB] %%
SNFQRPPressureUlcerSpecs2016 [PDF, 155KB] =%

IMPACT Act ?nd atr - FAQ_Final [PDF. 129KB] "%

Seplember 15 2016-CMS-SODF-IMPACT-Act 2_ Final (003) [PDF. 255KE] %)
2016 _07_20_mspb_pac_ltch_irf_snf measure_specs [PDF, 822KB] T
Copy1 of 2016_04_06_mspb_pac_snf_service_exclusions [XL.SX. 63KB
Copy of 2016_04_06_mspb_pac_ltch_service_exclusions [XLSX. 63KB]
Copy of 2016_04_06_mspb_pac_irf_service_exclusions [XLSX, 66KB]
Measure Specifications for FY17 IRF QRP Final Bule [PDF_SMB] =6

Archived Information

Submit a Question or Feedback




CMS Resources on the Impact Act

Home | About CMS | Newsroom | FAQs | Archive | Share @) Help & Print

CMS . g O V Leamn about your health care options —

Centers for Medicare & Medicaid Services

" i ai Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Qutreach &
Medicare Medicaid/CHIP Coordination Insurance Center uidance Data & Systems Education
Home » Medicare > Post-Acute Gare Quallty Initistives » IMPAGT Actof 2014 » IMPAGT Act Spotlights and Announcements

IMPACT Act of 2014

IMPACT Act Spotlights and

IMPACT Act Spotlights and Announcements

Announcements Checkout our new video featuring Dr. Patrick Conway, the Principal Deputy Administrater and Chief Medical Officer for
IMPACT Act Stakeholder CMS, who introduces the IMPACT Act of 2014 and shares the background, objectives, and expectations of this historic
Enqagement Opportunities legisiation. This video also addresses the critical importance of collaborative efforts among CMS and stakeholders for
Engagement Opportunities

the improvement of healthcare in America and how it will positively impact the outcomes of care for beneficiaries,
IMPACT Act Downlozds and residents, and their families. To view the video click here:
Videos

Upcoming Events and Updates
Archived Information Pui—

Submit a Question or Feedback November 29, 2016
Upcoming Special Open Door Forum
The IMPACT Act and Improving Care Coordination
Thursday. December 8, 2016
2:00-3:00 pm Eastern Time
Conference Call Only

The purpose of this Special Open Door Forum (SODF) is to provide information and solicit feedback pertaining to the
Improving Medicare Post-Acute Care Transformation Act of 2014 (commonly referred to as the IMPACT Act). This
SODF will focus on the goals of the IMPACT Act, update attendees on the RAND contract activities for item
development, and identify opp for providers, . stakeholders, researchers, and ad! to become
involved over the next year. Visit the downloads section below for more information

Definition of PAC Assessment Instruments

Defines PAC assessment instruments and 4
different payment systems:

1) Outcome and Assessment Information Set
(OASIS) and HH (home health) PPS payment
system or prospective payment system

2) The Minimum Data Set (MDS) and SNF PPS

3) The IRF-Patient Assessment Instrument (IRF-
PAl) and IRF PPS (Inpatient Rehab Facility)

4) LTCH-Continuity Assessment and Record and
Evaluation Data Set (LTCH-CARE) and LTC PPS

9/29/2017



Standardize 5 Patient Assessments

= The IMPACT ACT talked about standardizing the
following information on patient assessments:

= Functional status, such as mobility and self care at
admission and before discharge

= Cognitive function, such as ability to express ideas
and to understand, and mental status, such as
depression and dementia

= Special services, treatments, and interventions,
such as need for ventilator use, dialysis,
chemotherapy, central line placement, and TPN

| ‘

Standardize Patient Assessments

= Medical conditions and co-morbidities, such as DM,
CHF, and pressure ulcers

» Impairments, such as incontinence and an impaired
ability to hear, see, or swallow

= Other categories deemed necessary and
appropriate by the Secretary

= Claims data will be aligned with the standardized patient assessment
data
= So hospitals and PACs will need to change their
admission assessment forms to collect this data

= RN does admission assessment and could collect this data

9/29/2017



Five Quality Measures to be Reported

» Functional status, cognitive function, and changes
in function and cognitive function

= Skin integrity and changes in skin integrity
= Medication reconciliation
= Incidence of major falls

= Accurately communicating the existence of and
providing for the transfer of health information and
care preferences from a hospital to another provider

= A PAC is a post-acute care provider such as home health
agency, LTC, inpatient rehab, or LTC hospital

Reporting of Quality Measures

Reporting of Quality Measures. To the extent possible, the Secretary shall require
reporting of such new quality measures through the PAC assessment instruments.

Table 1: Timeline for New Quality Domains*

Quality Domains HHAs SNFs IRFs LTCHs
Functional Status 1/1/2019 | 10/1/2016 | 10/1/2016 | 10/1/2018
Skin Integrity 1112017 | 10/1/2016 | 10/1/2016 | 10/1/2016
Medication Reconciliation | 1/1/2017 | 10/1/2018 | 10/1/2018 | 10/1/2018
Major Falls 1/1/2019 | 10/12016 | 10/1/2016 | 10/12016
Patient Preference 112019 | 10/12018 | 10/1/2018 | 10/12018

*Displayed dates are deadlines for measure specification and data collection. Confidential feedback
reporting and public reporting is required one and two years, respectively, after the dates displayed
above,
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Patient Assessment Data Inpatient Hospitals

= Requires inpatient hospitals, CAH and PPS-
exempt cancer hospitals to submit standardized
patient assessment data by October 1, 2018

= Standardized patient assessment data shall be
submitted no less than one time per admission

= Data shall include:

= Medical condition, functional status, cognitive
function, living situation, access to care at home,
and any other indicators necessary for assessing
patient need

Patient Assessment Data HHA IRF LTC

= The measures shall address, at a minimum,
the following quality domains:

| ‘

= 1) Functional status and changes in function
= 2) Skin integrity and changes in skin integrity
= 3) Medication reconciliation

= 4) Incidence of major falls and

= 5) Patient preference regarding treatment and
discharge options

9/29/2017
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Reporting of Quality Measures

= Using common standards and definitions will
help providers coordinate care and improve
Medicare patient outcomes

= Besides the reporting from the five quality
measure domains using the standardized
assessment data

= The Act requires the development and
reporting of measures pertaining to
hospitalization, and discharge to the
communit

Resource Use Measures

= There is also requirements for resource use
measures

= The Secretary needs to specify resource use
and other measurement date by October 1, 2016

= This must include at a minimum:
» 1) Medicare spending per beneficiary
= 2) Discharge to community and

= 3) Hospitalization rates of potentially preventable
readmissions

9/29/2017
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Resource Use Measures

= This will allow for comparison of the data across all
four providers

= Maybe in the future when the patients asks about
costs and outcomes in deciding where to go after
their total knee, we will have data for them to base
their decision on.

= CMS has specific information for each of the four
facilities required to submit data on the specific
quality measures

= ** Secretary to also develop plan to collect and
access data on race and ethnicity

S
Definition of PAC Assessment Instruments

= The standardized assessment builds on current
tools

= Defines PAC assessment instruments as:

» 1) Outcome and Assessment Information Set
(OASIS)

= 2) The Minimum Data Set (MDS)

» 3) The IRF-Patient Assessment Instrument (IRF-PAI)
and

= 4) LTCH-Continuity Assessment and Record

(Evauaton (LTCHCARE)

9/29/2017

12



LTC Quality Reporting

CMS.gov

Home | About CMS | Newsroom | FAQs | Archive | Share @ Help & Print

Learn about your healthcare options

Search

Centers for Medicare & Medicaid Services www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/Itch-

Medicaid/CHIP

quality—regortin[g
Medicare-Medicaid Private Innovation Regulations ‘esearch, Statistics, Qutreach &
Coordination Insurance Center uidance Data & Systems Education

Home > Medicars > LTCH Quality Reporting > Long-Term Care Hospital (LTCH) Quality Reporting (QRP)

LTCH Quality Reporting
LTCH Quality Reporting Spotlight
Announcements

LTCH Quality Reporting Measures
Information

LTCH Quality Reporting Data
Submission Deadlines

LTCH Quality Reportin

Reconsideration and Exception &

Extension

LTCH Quality Reporting Technical

Long-Term Care Hospital (LTCH) Quality Reporting (QRP)
Overview
What's Long-Term Care Hospital (LTCH) Quality Reporting Program (QRP)?

The LTCH QRP creates LTCH quality reporting requirements, as mandated by Section 3004(a) of the Patient Protection
and Affordable Care Act of 2010. Every year, by October 1, we publish the quality measures you must report

Section 3004(a) of the Affordable Care Act (ACA) amends section 1886{m)(5) of the Social Security Act (SSA) to direct
the Secretary to establish quality reporting reguirements for long-term care hospitals (LTCHs).

Information
LTCH Quality Reporting Trainin
LTCH Quality Reporting Hel

LTCH Quality Reporting Archives

What happ! if quality data isn't reported?

For fiscal year 2014, and each year after, if you don't submit the required quality data, the result shall be 2 two (2)
percentage point reduction in your annual payment update

Who can see the reported data?

We must make quality data available to the public and give you the opportunity to review the data before it's made
public

Learn more about ACA Section 3004 (Quality Reporting for Long-Term Care Hospitals (LTCH), Inpatient Rehabilitation
Facilities (IRF), and Hospice Programs). Please note the link below for P.L. Public Law No: 111-148, the Patient
Protection and Affordable Care Act (H.R 3590 Health Care Law)

CMS.gov

Home | About CMS | Newsroom | FAQs | Archive | Share @) Help & Print

Centers for Medicare & Medicaid Services

Medicare Medicaid/CHIP

Home > Medicare = LTCH Quality Reporting > LTCH Quality Public Reporting

LTCH Quality Reporting

LTCH Quality Reporting Spotlight
Announcements

LTCH Quality Reporting Measures
Information

LTCH CARE Data Set & LTCH QRP
Manual

LTCH Quality Reporting Technical
Information

LTCH Quality Reporting Trainin;
LTCH Quality Public Reporting
LTCH Quality Reporting FAQs
LTCH Patient Experience of Care

LTCH Quality Reporting Daia
Submission Deadlines

LTCH Quality Reportin,
Reconsideration and Exception &

Extension

LTCH Quality Reporting Hel

Leam about your health care options Search
Medicare-Medicaid Private Innovation Reguiatiuns & Research, Statistics, Qutreach &
Coordination Insurance Center uidance Data & Systems Education

www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/LTCH-Quality-

LTCH Quality Public Reporting Reporting/LTCH-Quality-Public-Reporting.html
Background:

Section 3004(a) of the Affordable Care Act established the Long-Term Care Hospital (LTCH) Quality Reporting
Program (QRP). In addition, The Improving Medicare Post-Acute Care Transformation Act of 2014 (IMPACT Act)
requires the reporting of standardized patient assessment data on quality, resource use, and other measures by Post-
Acute Care (PAC) providers, including skilled nursing facilities, home health agencies, inpatient rehabilitation facilities,
and long-term care hospitals

Beginning in fall 2016, CMS will publicly report LTCH quality data on the LTCH Compare website. CMS will initially
publicly report performance data on four quality measures
+ Percent of residents or patients with pressure ulcers that are new or worsened (short stay)- NQF #0678

+ National Healthcare Safety Network (NHSN) Catheter-Associated Urinary Tract Infection (CAUTI) outcome
measure- NQF #0138

+ National Healthcare Safety Network (NHSN) Central Line-Associated Bloodstream Infection (CLABSI) outcome
measure- NQF #0139

+ All-cause unplanned readmission measure for 30 days post-discharge from long-term care hospitals- NQF #2512
March 01, 2017

LTCH QRP Provider Preview Reports Now Available

LTCHs now have the opportunity to review their performance data on each quality measure based on Quarter 3 -2015
\ . A .

9/29/2017
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Skilled Nursing Facilities SNF

Home | About CMS | Newsroom | FAQs | Archive | Share @ Help & Print /A

C Ms O v www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
. g Instruments/NursingHomeQuality | hR8/S R KRl SRR PRy

Centers for Medicare & Medicaid Services

MedicaidicHip

ram-Measures-and-Technical- | Seaich
Information.html

Medicare-Medicaid Private Innovation Re: ions & R h, i Outreach &
Coordination Insurance Center uidance Data & Systems Education

Home > Medicare > Nursing Home Quality Initistive > SNF Quality Reporting Program Measures and Technical Information

Nursing Home Quality
Initiative
Spotiiant

Quslity Measures

Quality Measures Archive
MDS 3.0 RAI Manual

MDS 3.0 for Nursing Homes and
Swing Bed Providers

MDS 3.0 Technical Information

MDS 3.0 Technical Information
Archive

MDS 3.0 Training
MDS 3.0 Training Archive
Archived: MDS 3.0 RAI Manuals

Archived: MDS 2.0 for Nursing
Homes

SNF Quality Reporting

SNF Quality Reporting

Reconsideration and Exception &

SNF Quality Reporting Program Measures and Technical Information

The IMPACT Act of 2014 requires the Secretary o implement specified clinical assessment domains using
standardized (uniform) data elements to be nested within the assessment instruments currently required for submission
by LTCH, IRF, SNF, and HHA providers. The Act further requires that CMS develop and implement quality measures
from five quality measure domains using standardized assessment data. In addition, the Act requires the development
and reporting of measures pertaining to resource use, hospitalization, and discharge to the community. Through the use
of standardized quality measures and standardized data, the intent of the Act, among other obligations, is to enable
interoperability and access to longitudinal information for such providers to facilitate coordinated care, improved
outcomes, and overall quality comparisons. To date, no measures have been adopted into the SNF quality
reporting program.

SNF QRP and

Please also visit the CMS Post-Acute Care Quality Initiative website for more information related to cross setting quality
measures and quality initiatives:

http:/iwww cm: i i lity-Initiatives-Patient Instn /Post-Acute-Care-Quality-

Initiatives/PAC-Quality-Initiatives.html

Information on the IMPACT Act of 2014 can be found at:

http:/iw gpo. ff / LS-113hr4994enr/pdf/l LS-113hr4994enr pdf
hitps flwsnw govirack s/ bills/113/hrd 994
For SNF Quality Reporting Program or i SNFQuality hhs.gov

Inpatient Rehab Facilities (IRF)

CMS.gov

Home | About CMS | Newsroom | FAQs | Archive | Share @ Help & Print A\

Learn about your healthcare options e

rch
Centers for Medicare & Medicaid Services WWW.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/IRF-Quality-Reporting/

Medicare_Medicaid Private Outreach &
A Sresad

o s

2 a = =y o
Center uidance Data & Systems Education

Home > Medicare > IRF Quality Reporting > Inpatient Rehabilitation Facilities (IRF) Quality Reporting Program (QRP)

IRF Quality Reporting

IRF Quality Reporting Spotiinht &
Announcements

IRF Quality Reporting Measures
Information

IRF Quality Reporting Data
Submission Deadlines

IRF Quality Reporting
Reconsideration and Exception &
Extension

IRF Quality Reporting Technical
Information

IRF Quality Reporting Training
IRF Quality Reporting Hel

IRF Quality Reporting Archives

Inpatient Reha

tation Faci

es (IRF) Quality Reporting Program (QRP)
Overview
What's Inpatient Rehabilitation Facilities (IRF) Quality Reporting Program (QRP)?

The IRF QRP creates IRF quality reporting requirements, as mandated by Section 3004(a) of the Patient Protection and
Affordable Care Act (ACA) of 2010. Every year. by October 1, we publish the quality measures you must report

Section 3004(5) of the ACA directs the Secratary amends section 1886()(7) of the Social Security Act (SSA) to
establish quality reporting requirements for IRFs. Please see below link to text of Section 3004 of the ACA

What happens if quality data isn’t reported?

For fiscal year 2014, and each year after, if you don't submit the required quality data, the result shall be a two (2)
percentage point reduction in your annual payment update.

Who can see the reported data?

We must make quality data available to the public and give you the opportunity to review the data before it's made
public

Learn more about ACA Section 3004 (Quality Reperting for Long-Term Care Hospitals (LTCH), Inpatient Rehabilitation
Facilities (IRF), and Hospice Programs). Please note the link below for P.L. Public Law No- 111-148, the Patient
Protection and Affordable Care Act.(H.R. 3530 Health Care Law)

9/29/2017
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bMS gov

Centers for Medicare & Medicaid Services

IRF Quality Reporting

IRF Quality Reporting Spotlight &
Announcements

IRF Quality Reportiing Measures
Information

IRF-PAl and IRF QRP Manual

IRF Quality Reporting Technical
Information

IRF Quality Reporting Training
IRF Quality Public Reporting
IRF Quality Reporting FAQs

IRF Quality Reporting Data
Submission Deadlines

IRF Quality Reporting
Reconsideration and Exception &
Extension

IRF Patient Experience of Care
IRF Quality Reporting Help

IRF Quality Reporting Archives

Medicare Medicaid/CHIP

Home > Medicare = IRF Quality Reporting » IRF Quality Public Reporting

Home | About CMS | Newsroom | FAQs | Archive | Share @) Help 5]

Learn about your health care options Se

==

Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Qutreach
Coordination Insurance Center uidance Data & Systems Educatiof

. . - www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessmg
IRF Quality Public Reporting  instruments/IRF-Quality-Reporting/IRF-Quality-Public-

Reporting.html
Background:

Secticn 3004(b) of the Affordable Care Act established the IRF Quality Reperting Program (QRP). In addition, The
Improving Medicare Pest-Acute Care Transformation Act of 2014 (IMPACT Act) requires the reporting of standardized
patient assessment data on quality, resource use, and other measures by Post-Acute Care (PAC) providers, including
skilled nursing facilities, home health agencies, inpatient rehabilitation facilities, and long-term care hespitals

IRF Compare Website Now Live

December 14, 2016, CMS unveiled the new IRF Compare website. This new tool takes reported data and puts it into a
format that can be used more readily by the public to get a snapshat of the quality of care each facility provides. For
instance, this tool will help families compare some key quality metrics, such as pressure ulcers and readmissions, for
aver 1,100 IRFs across the nation. The following quality measures are reported on the new Compare site for IRFs:

+ Percent of residents or patients with pressure ulcers that are new or wersened (short stay) - NQF #0678

+ All-cause unplanned readmission measure for 30 days post-discharge from Inpatient Rehabilitation Facilities -
NQF #2502

ocedures for requesting CMS review of an IRF's measure data:

CMS encourages IRFs to review their data as provided in the Preview Reports. If an IRF disagrees with
performance data (numerator, denominator, or quality metric) contained within their Preview Report, they will have an
opportunity to request review of that data by CMS. In order to make such a request, IRFs must adhere to the process
outlined below

CMS.gov

Centers for Medicare & Medicaid Services

Health Agencies HHA

Home | About CMS | Newsroom | FAQs | Archive | Share @ Help G Print A\

Learn about your healthcare oplions
www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/HomeHealthQualityInits/Home-Health-Quality-Reporting-
Medicare-Medicaid Private Innovation B%imaments.mmn, Statistics, Qutreach &
Ci It i Center u ta i

Search

Home Health Quality Initiative > Home Health Quality Reporting Requirements

Home Health Quality
Initiative

Educational Resources
Spotiight

Home Health Quality Reporting
Requirements.

Quality Measures

Home Health Star Rafings
OASIS-C1 Data Sets
OASIS User Manuals

OASIS PEQI | PROCESS
MEASURES

OASIS 0BGI
oasis oBaM

Archives

idance Dal ystems Education

Home Health Quality Reporting Requirements

Statutory Authority for Use of the OASIS Data Item Set and Home Health Quality
Reporting

The reporting of quality data by home health agencies (HHAS) is mandated by Section 1895(b}3)(B)(v)1I) of the Social
Security Act (‘the Act”). This statute requires that “each home health agency shall submit to the Secretary such data
that the Secretary determines are appropriate for the measurement of health care quality. Such data shall be submitted
in a form and manner, and at a time, specified by the Secretary for purposes of this clause.”

OASIS reporting is mandated in the Medicare regulations at 42 C.F R §484 250(a), which requires HHAS to submit
OASIS assessments and Home Health Care Consumer Assessment of Healthcare Providers and Systems Survey (HH
CAHPS) data to meet the quality reporting requirements of section 1895(b)(3)(B)(v) of the Act.

Section 1895(b)(3)(B)(v)() of the Act states that “for 2007 and each subsequent year, in the case of a home health
agency that does not submit data to the Secretary in accordance with subclause (I} with respect to such a year, the
home health markst basket percentage increase applicable under such clause fer such year shall be reduced by 2
percentage points.”

The requirement that HHAs report quality data to CMS is contained in the Medicare regulations. Section 484.225(i) of

Part 42 of the Code of Federal Regulations (C.F R ) provides that HHAs that meet the quality data reporting

requirements are eligible to receive the full home health (HH) market basket percentage increase. HHAs that do not

meet the reporting requirements are subject o a two (2%) percentage point reduction to the HH market basket

increase. Section 1895(b)(3)(B)()(III) of the Act states that “[tlhe Secretary shall establish procedures for making data

submitted under subclause (I1) available to the public. Sueh procedures shall ensure that @ home health agency has the

opportunity to review the data that is to be made public with respect to the agency prior to such data being made Y
oublic.

9/29/2017
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Home Health Revised 2018

Medicare and Medicaid Program: Conditions of Participation for
Home Health Agencies

A Rule by the Centers for Medicare & Medicaid Services on 01/13/2017
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Final rule. agencies?utm_campaign=subscription%20mailing%20list&utm_sour Dates:
ce=federalregister.gov&utm_medium=email These regulations are effective

SUMMARY: on July 13, 2017.

This final rule revises the conditions of participation (CoPs) that home health

agencies (HHAs) must meet in order to participate in the Medicare and Medicaid

programs. The requirements focus on the care delivered to patients by HHAs,

reflect an interdisciplinary view of patient care, allow HHAs greater flexibility in

meeting quality care standards, and eliminate unnecessary procedural

Effective Date:
07/13/2017

Document Type:
Rule

Document Citation:
82 FR 4504
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82, No. 9/Friday, January 13, 2017/ Rules and Regulations

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Centers for Medicare & Medicaid
Services

42 CFR Parts 409, 410, 418, 440, 484,
485 and 488

[CMS-3819-F]

RIN 0938-AG81

Medicare and Medicaid Program:

Conditions of Participation for Home
Health Agencies

AGENCY: Centors for Medicare &
Medicaid Services (CMS), HHS.

SUMMARY: This final rule revises the
conditions of participation (CoPs) that
home health agenc (HHAs) must meet
in order to participate in the Medicare
and Medicaid programs. The

uirements focus nn the care
I ivered to patients by HHAs, reflect
an lnlcrdis(lpthr\'

re *ilwiﬂ(h!ﬂ'\',
ssary procedu:
requirements. » changes are an
integral part of our overall effort to
achieve broad-based, measurable

nlpr(l\(‘m[‘nla in the qual)l\ nr(m

ing quality

theannh the

dium=email

supervision of a registered professional
nurse.

« Physical therapy. speech-languago
pathology, and occupational th

* Medical social ser
direction of a physic

* Part-time or llllvl‘lnlllm'\[ home
health aide services.

* Maeadical supplies (other than drugs
and biologicals) and durable medical
equipment

* Services of interns and residents if
the HHA is owned by or affiliated with
a hnspunl that has an appreved medical
lency training progran
ervices at hospitals, skilled
3 facilities, or rehabilitation
centers when the services involve
equipment too cumbersome to bring to
the home.

Under the authority of sections
1861(0) and 1891 of the Act. the
Secretary has established in regulations
the requirements that an HHA must
meet 1o participate in the Medicare

rogram. requirements are set
orth in regulations at 42 CFR part 484,
Home Health %('r\ ices. Curren
regulations at 440.70(d) specify
that HHAs ;mrll ng in the Medicaid
program must also meet the Medicare
Conditions of Participation (CoPs).
Section 1861(0)(6) of the Act requires
that an HHA must meet the GoPs

d in icLunn luulEai of the Act,

P <

ces umlur lhu

nurs

arer Findd

Survey Agencies and CMS-approved

g organizations conduct
surveys of HHAs to determine whether
they are complying with the CoPs.

B. Previous HHA Conditions of
Participation Rules

On March 10, 1997 (62 FR 11004), we
»d a pmposod rule, entitled,
f the Conditions of
l'J[Uclpallen for Home Health Agencies
and Use of the Outcome and
Assessment Information Set (OASIS) as
Part of the Revised Conditions of
n for Home Health
that would have revised the
entire set of HHA CoPs. Due to the
significant volume of public comments
and the rapidly changing nature of the
HHA industry at thal time, this rule, in
its entirety. was never finalized.

Rather than finalizing all port
the March 1997 rule, we pub
final regulation (64 FR 3764,
1994) that only finalized the C
regulations. The January 1909 final rule
required that each patient receive from
the HHA a patient-spe 4
comprehensive assessment that
identifies the patient’s medical, nursing,
rehabilitation, social, and discharge
planning necds.

Ve also issued an interim final rule

with comment period on the same day
(64 FR 3748) that rec HHAs

ise
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What Does This New Law Mean?

= [t will mean more work for the four PAC providers

= Failure to comply would result in payment
reductions

» These changes could eventually result in a different
billing structure which could include site neutral
payments or bundling

» Providers will need to create a process to capture
these quality measures

» This would include redoing forms to capture the
assessment criteria

What Does This New Law Mean?

= This would include documentation of the
patient’s preferences and goals

= Medication reconciliation must be implemented
and many facilities found this to be more time
consuming then originally realized

» The secretary will make confidential feedback
reports to providers so stayed tuned

* The law requires reports to Congress from MedPAC
and DHHS after reviews of the PAC assessment
data for consideration in future payment reforms

9/29/2017
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Resources from CMS Www.cms.gov/ Miedicare/Quality-initiatives-Patient-
Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-
2014-and-Cross-Setting-Measures.html

Centers for Medicare &
Medicaid Services
Special Open Door Forum on the

Improving Medicare Post-Acute
Care Transformation Act of 2014
IMPACT Act

October 27, 2015

CMS Resources Impact Act

IMPACT Act Spotlights and Announcements P

Checkout our new video featuring Dr. Patrick Comway. the Principal Deputy Administrator and Chief Medical Officer for
CMS, who introduces the IMPACT Act of 2014 and shares the background, objectives, and expectations of this historic
legislation. This video also addresses the critical importance of collaborative efforts among CMS and stakeholders for
the improvement of healthcare in America and how it will positively impact the outcomes of care for beneficiaries,
residents, and their families. To view the video click here

www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Upcoming Events and Updates Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-
September 30, 2016 2014/Spotlights-and-Announcements-.html
August 11, Chicago. IL, IMPACT Act Presentation Materials Now Available
On August 11, 2016, CMS delivered a presentation in Chicago. IL about the IMPACT Act and Assessment Data

Element Standardization and Interoperability. A link to the video recording of this presentation can be accessed on
YouTube. Further information can be found on the IRE QRP Training webpage or LTCH QRP Training webpage

September 22, 2016
IMPACT Act Cross-Setting Quality Measure: Falls with Major Injury - Comments due October 14

Public comments are due October 14 on a cross-setting post-acute care measure under the Improving Medicare Post-
Acute Care Transformation Act of 2014 (IMPACT Act) to meet the domain of incidence of major falls. for application in
home health. CMS seeks comments on

Project Objectives:

- Introduce falls with major injury data elements for capturing data for a falls with major injury measure in the
incidence of major falls domain for home health patients

- Refine measure specifications

- ldentify setting-specific needs/concerns/barriers for capturing falls with major injury information using the data
elements

- Gather feedback on importance. feasibility. usability and potential impact of adding falls with major injury data
elements for quality measurement as new items to the OASIS item set

= ldentify additional guidance required for the implementation in home health

Wisit the Pubilic

<

omment webpage for more information

9/29/2017
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AHA 14 Page Comment Letter

800 10th Street, N\
Two CityCenter, St
_/_ Washington, DG 2
(202) 638-1100 Pha
American Hospital wwwv.aha.org
Association.

Tanuary 4, 2016 http://src.bna.com/bS9

Andrew M. Slavitt

Acting Administrator

Centers for Medicare & Medicaid Services
Departiment of Health and Human Services
P.O. Box 8010

Baltimore, MD 21244

Re: CMS 3317-P, Medicare and Medicaid Programs; Revisions fo Requirements for
Discharge Planning for Hospitals, Critical Access Hospitals, and Home Health Agencies (
80, No. 212, Nov. 3, 2015).

Dear Mr. Slavitt:
On behalf of our nearly 5.000 member hospitals. health systems and other health care

organizations. and our 43.000 individual members. the American Hospital Association (AHA
appreciates the opportunity to comment on the Centers for Medicare & Medicaid Services’

Discharge Planning
History and Worksheet

19



Discharge Planning History

= The current discharge planning requirements in the
regulations (482.43) were first published on
December 13, 1994

= The regulations were last updated on August 11,
2004 (69 FR 49268)

= First, CMS published proposed and then final
regulations in the Federal Register

= Next, CMS adds interpretive guidelines

» These are helpful so surveyors and hospitals
understand what the regulation means

Discharge Planning History

= CMS issues 39 page memo of interpretive guidelines on
May 17, 2013 and final transmittal July 19, 2013

= Completely revised the discharge planning interpretive
guidelines to reflect transition literature to reduce
readmissions

» Includes advisory practices to promote better patient
outcomes and called blue boxes

» Reorganized all the standards and a number of tags
were eliminated

= The prior 24 standards have been consolidated into 13

= Now amendinﬁ them aﬁain

9/29/2017
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Discharge Planning Rewritten

DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 212441850

CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Survey & Certifi ion Group

Ref: S&C: 13-32- HOSPITAL

DATE: May 17, 2013 e .
o tate Sy Amenes Dirccton www.cms.gov/SurveyCertificati
rronts e onGenlnfo/PMSR/list.asp#Top

Survey and Certification Group OfPage

SUBJECT: Revision to State Operations Manual (SOM), Hospital Appendix A - Interpretive
Guidelines for 42 CFR 482.43, Discharge Planning

Summary

- Di ing Gui ised: SOM ital Appendix A has been revised to
e guldance for the discharge planning Condition of Participation (CoP).

- _ddvi B, Inchided

in the updated interpretive guidelines are “blue boxes.” to
display advlsory practices to promote better patient outcomes. The information found in
these advisory boxes is not required for hospital compliance but only resurce information
or references for process improvement.

- ing Ernvi (ASPEN) Tags: ASPEN Tags for dlscharge
S R S N R RS E T Thes
were made in 2012,

Discharge Planning Transmittal July 19, 2013

- 1 " Department of Health &
CMS Manual System Human Sexvices (DHHS)
Pub. 100-07 State Operations o el
Provider Certification Medicaid Services (CMS)

Transmittal 87 Date: July 19, 2013

SUBJECT: Revised Appendix A, Interpretive Guidelines for Hospitals, Condition of
Participation: Discharge Planning.

I. SUMMARY OF CHANGES: Clarification is provided for the prowvisions of 42 CFR
482.43, concerning discharge planning. Several “Tags* within this CoP guidance have a
been consolidated. but there are no changes to the regulatory text.

NOTES:
Tag A-0808 is deleted. Content combined with Tag A-0806
Tag A-0809 is deleted. Content combined with Tag A-0806
Tag A-0817 is deleted. Content combined with Tag A-0818
Tag A-0822 is deleted. Content combined with Tag A-0820
Tag A-0824 is deleted. Content combined with Tag A-0823
Tag A-082S5 is deleted. Content combined with Tag A-0823
Tag A-0826 is deleted. Content combined with Tag A-0823
Tag A-0827 is deleted. Content combined with Tag A-0823
Tag A-0828 is deleted. Content combined with Tag A-0823
Tag A-0829 is deleted. Content combined with Tag A-0823
Tag A-0830 is deleted. Content combined with Tag A-0823
Tag A-0831 is deleted. Content combined with Tag A-0823
Exhibit XX is deleted, renamed Exhibit 353 and moved with other SOM Exhibits

9/29/2017
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CMS Hospital Worksheets History

= First, October 14, 2011 CMS issues a 137 page
memo in the survey and certification section

= After 3 pilots, the final worksheets were published
November 26, 2014

» Addresses discharge planning, infection control,
and QAPI

» Discharge planning worksheet will be revised again to
reflect the changes in the discharge planning
standards

= CMS mentions will not use this one during the time before

the final intergretive ﬂuidelines are issued

Final 3 Worksheets QAPI

DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop C2-21-16 . M s
Baltimore, Maryland 21244-1850
CENTFRS FOR MEDICARFE & MEDICAID SERVICFS

Center for Clinical Standards and Quality/Survey & Certification Group

REF: S&C: 15-12-Hospirtal

DATE: November 26, 2014
TO: State Survey Agency Dircctors  WWW.CMS.gov/SurveyCertificationG
T S— eninfo/PMSR/list.asp#TopOfPage

Survey and Certification Group

SUBJECT: Public Release of Three Hospital Surveyor Worksheets

Memorandum Summary

- Three Hospiral Surveyor Worksheers Finalized: The Centers for Medicare & Medicaid
Services (CMS) has finalized surveyor worksheets for assessing compliance with three
Medicare hospital Conditions of Participation (CoPs): Quality Assessment and
Performance TImprovemen t (QAPT), Infection Control, and Discharge Planning. The
worksheets are used by State and Federal surveyors on all survey activity in hospitals when
assessing compliance with any of these three CoPs.

e Final Worksheets Made Public: Via this memorandum we are making the worksheets

publicly available. The hospital industry is encouraged. but not required. to use the
worksheets as part of their self-assessment tools to promote quality and patient safety.

9/29/2017
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Discharge Planning P&P

Section 2 Discharge Planning — P

s and Procedures

Elements to be assessed

Surveyor Notes:
2.1 Implementation of discharge planning policies and procedures for inpatients
21a For every inpatient unit surveyed is there evidence of Yes
applicable discharge planning activities? No

2.1b Are staff members responsible for discharge planning
activities correctly following the hospital’s discharge No
planning policies and procedures?

NOTE: If no for either 2.1a or 2.1b the hospital would be at risk
patients needing

©on a non-PSI, non-pilot survey for a deficiency citation related to identification of
ischarge planning, 42 CFR 482.43(a) (Tag A-0800); discharge planning evaluation, 42 CFR 482.43(b) (Tag A-0206); and/or developing
andi the di ge plan, 42 CFR 482.43(c) (Tag A-0818)
2.2 Does the discharge planning process apply to certain Yes
categories of outpatients? No
If yes, check all that apply:
Same day surgery patients
Observation patients who are not subsequently admitted
ED patients who are not subsequently admitted
Other
2.3 Is a discharge plan prepared for each inpatient? Yes, skip to
question 2.8

No, go to
question 2.4

Proposed Changes in CMS
Discharge Planning in 2017
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Discharge Planning Proposed Changes

= October 30, 2015 CMS proposes to revise the
hospital discharge planning standards again

—Published in FR November 3, 2015
http://federalregister.gov/a/2015-27840

= Includes hospitals, CAH, LTC hospitals, inpatient
rehab, and home health agencies

= To bring them into closer alignment with current
practices and to reduce unnecessary
readmissions

» To implement the requirements of the IMPACT Act-
Imﬁrovinﬂ Medicare Post-Acute Care Transformation

This document is scheduled to be published in the
Federal Register on 11/03/2015 and available online at
http://federalregister.gov/a/2015-27840, and on FDsys.gov

198
DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Medicare & Medicaid Services

42 CFR Parts 482, 484, and 485

[CMS 3317 P]

https://s3.amazonaws.com/public-
RIN 0938-A559 inspection.federalregister.gov/2015-27840.pdf

Medicare and Medicaid Programs; Revisions to Requirements for Discharge Planning for
Hospitals, Critical Access Hospitals, and Home Health Agencies
AGENCY: Centers for Medicare & Medicaid Services (CMS), HHS.

ACTION: Proposed rule.

9/29/2017
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CMS Proposed Discharge Planning

Wol. 80 Tuesday.
Mo, 212 Movember 3, 2015

www.gpo.gov/fdsys/pkg/FR-2015-11-03/pdf/2015-27840.pdf

Part IV

Department of Health and Human Services

Ceniers for Moedicare and Madicaid Sarvices

42 CFR Parts 482, 484, 485

Medicare and Medicaid Programs: Rewvisions to Reguirements for
Discharge Planning for Hospitals, Critical Access Hospitals, and Home
Health Agencies; Proposed Rula

CMS Issues a Press Release

e Database > Fress releases > 2015 Fress releases items > Discharge Planning Proposed Rule Focuses on Patient Preferences.

Discharge Planning Proposed Rule Focuses on Patient Preferences

Date 2015-10-29

Title Discharge Planning Proposed Rule Focuses on Patient Preferences

Contact go.cms.govimedia

Discharge Planning Proposed Rule Focuses on Patient Preferences

Today. the Centers for Medicare & Medicaid Services (CMS) proposed to revise the discharge planning requirements
that hospitals, including long-term care hospitals and inpatient rehabilitation facilities, critical access hospitals, and
home health agencies, must meet in order to participate in the Medicare and Medicaid programs. The proposad
changes would modernize the discharge planning requirements by: bringing them into closer alignment with current
practice; helping to improve patient quality of care and outcomes; and reducing avoidable complications, adverse
events. and readmissions

The proposed rule would also implement the discharge planning requirements of the Improving Medicare Post-Acute
Care Transformation Act of 2014 (IMPACT Act), which will improve consumer transparency and beneficiary experience
during the discharge planning process. The IMPACT Act requires F critical [ , and certain post-
acute care providers to use data on both guality and resource use measures to assist patients during the discharge
planning process. while taking into account the patient’s goals of care and treatment preferences.

“CMS is proposing a simple but key change that will make it easier for people to take charge of their own health care. If
this policy is adopted, individuals will be asked what's most important to them as they choose the next step in their care
— whether it is a nursing home or home care.” said CMS Acting Administrator Andy Slavitt. "Policies like this put real
meaning behind the words consumer-centered health care.”

www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-
Press-releases-items/2015-10-29.html

9/29/2017
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Improved Discharge Planning

» CMS states this will help to improve quality of care
and outcomes

» [t would reduce complications, adverse events, and
help to prevent readmissions

= Hospitals will be required to use data to assist
patients during discharge planning process

= Must take into consideration patient’s goals and
patient preferences

= To improve transparency for Medicare patients
during discharge planning process

| ‘

Proposed Revised Discharge Planning

= Requires the secretary of HHS to assist patients
with discharge planning from inpatient to post-acute
care

= Secretary to revise hospital CoPs to incorporate
measures into the discharge planning process

» To address patient preferences and goals of care

» The discharge planning regulations were developed
to implement the IMPACT ACT

= The 4 PACs are required to develop a discharge
plan based on goals, patient preferences and needs

9/29/2017
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Hospital CoPs on Discharge
Planning

The Conditions of Participation (CoPs)
= Regulations first published in 1986

= Manual updated more frequently now
= Many changes since 1986

= First regulations are published in the Federal
Register then CMS publishes the Interpretive
Guidelines and some have survey procedures 2

= Hospitals should check this website once a
month for changes

lwww.gpoaccess.gov/fr/index.html 2www.cms.hhs.gov/SurveyCertificationGenInfo/PMSR/list.asp

9/29/2017
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Location of CMS Hospital CoP Manuals

Medicare State Operations Manual
Appendix
Email questions to CMS at hospitalscg@cms.hhs.gov
« Each Appendix i3 a separate file that can be accessed directly

from the SOM Appendices Table of Contents, as applicable.

+ The appendices are in PDF format, which Is the format generally
uged in the TOM to display files. Click on the red button in the
Download” column bo see any avallable file im PDF

*  To rebum to this page after opening a PDF file on your deskbop
use The browser "back” button. This is because closing the file
ssually will also close mosk browsers

CMS Hospital CoP Manuals new address
www.cms.hhs.gov/manuals/downloads/som107 Appendixtoc.pdf

| |

| app. || Desoription FOF |
M. File

! |

| A HaOsas ® 50 |

. 1 |

| A Paychiatric Hospitaks ® snr k |

CoP Manual Also Called SOM

State Operations Manual
Appendix A - Survey Protocol,
Regulations and Interpretive Guidelines for Hospitals

Table of Contents

(Rev. 151, 17-20-15)  www.cms.hhs.gov/manu
als/downloads/som107
Sarver Pr Appendixtoc.pdf

urvev Protocol

Transmittals for Appendix A

Introduction

Task 1 - Off-Site Surveyv Preparation

Email questions
hospitalscg@cms.hhs.gov

Task 4 - Preliminary Decision Making and Analysis of Findings

Task 2 - Entrance Activities

Task 3 - Information Gathering/Investigation

Task 5 - Exit Conference

Task 6 — Post-Survey Activities

Psvchiatric Hospital Survev Module
Psvchiatric Unit Survey Module

Rehabilitation Hospital Survey Module

Inpatient Rehabilitation Unit Survev Module

Hospital Swing-Bed Survey Module

9/29/2017
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CMS Survey Memos

Policy & Memos to States and Regions

CMS Survey and Certification memoranda, guidance, clarifications and instructions to State Survey Agencies and CMS
Regional Offices.

Show entries: | 10

Filter On:[ ]

Title < Memo # 2 Posting Fiscal
Date - Year <

Implementation Issues. Long-Term Care Regulatory Changes:
Substandard Quality of Care (SQC) and Clarification of Notice before 17-27-NH 2017-05-12 2017
Transfer or Discharge Requirements

Psychiatric Residential Treatment Facilities (PRTF) Frequently Asked
Questions (FAQs)

Notice of Proposed Regulation Changes to Requirements Related to

17-28-PRTF 20170512 2017

Survey Team Composition and Investigation of Complaints 17-26-NH 2017-04-28 2017

Electronic Staffing Submission - Payroll-Based Journal Update 17-25-NH 2017-04-21 2017
o - . A

Notice of Proposed Regulation Changes for Accrediting Organizations 17-34-ALL 0170414 01T

(AOs) Transparency and Termination Motices

Resource from CMS 26 Pages

www.cms,gov/Research»St_a_t\st\cs»Data»and»Systemg/Hesearch/HealthCareF\nancwngReview/Downloads/CMS1 191522dl.pdf

Improving Hospital Discharge Planning
for Elderly Patients

Sandra Potthoff, Ph.D., Robert L. Kane, M.D., and Sheila J. Franco

Hospital discharge planning has become patients into post-acute care (PAC); this
increasingly important in an era of  care was paid for by Medicare but was not

prospective pavment and wmanaged care.
Given the changes in tasks, decisions, and
environments involved, it is important to
tdentify how lo move such planning from an
art to an empirically based decisionmaking
process. The authors wse a decision-
sciences framework to review the state-of
the-art of hospital discharge planning and
to suggest wmethods for improvement.

INTRODUCTION

For the older patient, the discharge from
a hospital is a critical juncture, when deci-
sions are made that may influence the rest
of that person’s life, Discharge planning is

under PPS (Morrisey, Sloan, and Valvona,
1988; Neu, Harrison, and Heilbrunn, 1989;
Neu and Harrison, 1988). Although the
type of patients treated and the mix of PAC
varied across home health care agencies,
skilled nursing homes, and rehabilitation
facilities, all three of these care modalities
experienced substantial growth following
the enactment of PPS (DesHarnais,
Cheney, and Fleming, 1988; Guterman and
Dobson, 1986; Gornick and Hali, 1988;
Prospective Payment Assessment
Commission, 1993}, The acuity levels of
nursing home care and home health care
also increased (Shaughnessy and Kramer,
1990). Changeﬁ mandated !JY the Balanced

9/29/2017
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Hospitals Discharge Planning

= Hospital must develop and implement a
discharge planning process

= Must focus on patient goals and preferences
= Can'’t just do the plan of care and present it

* Needs patient’s input and what they want

» Must prepare patients and their support person or
caregivers to be active partners in their care after
discharge

= Be sure to ask patient if they have a patient advocate or
support person or who will help care for them after leaving

e hospialand recard his in the medical recard )

Hospitals Discharge Planning

= Must plan for the patient post-discharge care
= [s the patient going to be able to return to home?

= |f the patient is going to be discharge to home will
there need to be any modifications to the home,
or equipment such as a walker or bedside
commode, housekeeping services, transport to
first appointment, rehab, physical therapy etc.

= [s the patient going to need to go to a rehab
center for a few weeks before going home?

= * Remember hospital CoPs apply to LTCH & IRFs
2 |
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Hospitals Discharge Planning P&P

= Discharge planning P&P must meet the following:
= Must be in writing

= Be developed with input from hospital’s MS (MEC)
and nursing leadership

= Be developed with other relevant departments

= This would include discharge planning and social
workers

= Be reviewed by the board and reviewed periodically

= Would want to have it in board minutes and have
president of the board signature on the policy

Re-evaluation of the Patient

» The discharge process must regularly reevaluate
the patient’s condition to identify any changes that
would require modification of the discharge plan

= Hospitals may want to have process where
discharge planners/social workers do a discharge
planning evaluation on all inpatients

» Then they can do daily chart review to determine if
any changes

» This would help hospitals to easily comply with the
standards

9/29/2017
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6 Hospitals Discharge Planning Apply to

= Who does the hospital discharge planning process
apply to?
= All inpatients
= Qutpatient observation patients
= Same day surgery patients

= Same day procedures for which anesthesia or moderate
sedation is used

= Specific emergency department patients
— Those ED patient who are identified as needing one

= Any other category of outpatients as recommended by MS
and contained in the discharge P&P

Hospital Discharge Planning Process

= The following are requirements of the DP process:

= Must make sure discharge goals, preferences
and needs of each patient are identified and
result in the discharge plan

= RN, SW, or other qualified person must
coordinated the discharge needs evaluation and
development of the discharge plan

= Who is qualified to do this must be in the P&P

» The hospital must begin to identify the anticipated
discharge needs within 24 hours after admission
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Hospital Discharge Planning Process

= The following are requirements of the DP process:
(continued)

» The discharge planning process must be completed
prior to discharge home

= [t must also be completed before transfer to another
facility unless emergency transfer

= [f the patient’s stay is less than 24 hours still need
to make sure the discharge planning is done before
discharge to home or transfer

= It cannot unnecessarily delay the discharge or transfer

L |
Hospital Re-evaluation

= The discharge planning process MUST
require regular re-evaluation of the patient’s
condition to identify changes that require
modifications to the discharge plan

= One way to do this would be to have discharge
planner or SW do a discharge plan for 6
categories which include inpatients

= Then they could check the chart daily to see if
any changes in the conditions like a pulmonary
emboli or DVT

9/29/2017
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Hospital Discharge Planning Process

= The physician or practitioner responsible for the
patient must be involved in the process of
establishing the patient’s goal of treatment

= This includes treatment preferences

= Must consider the support person or caregiver’'s
capacity to perform the required care

= Must consider the patient’s ability to do self care

= Must consider what care is available in the
community including what care is available

8 Things in Evaluating Patient Needs

= There are 8 things to consider in evaluating
the patient’s discharge needs:

= So add to discharge planning evaluation form
= Admitting diagnosis

» Relevant co-morbidities and past medical and
surgical history (DM, CHF, COPD, ESRD etc.)

» Post-discharge needs
= Readmission risk

= Relevant psychosocial history
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35



pro.iecm
5BOOST

The 8Ps:

Assessing Your Patient’s Risk For Adverse Events After Discharge

Risk Assessment:

8P Screening Tool
| {Check all éhat apply.

Risk Specific Intervention

Signature of individual
responsible for insuring
intervention administered

Problem medications
{anticosgulants, insulin, oral
hypogtycemic agens,

aspinm & clopidogrel dusl
therapy., digoxin, narcotics)

u ]

Medication specific education using Teach Back provided fo patient and caregiver
Monitoring plan developed and communicated to patient and aftercare providers. where
relevant (e g warfarin. digoxin and )

Specific strategies for managing adverse drug events reviewed with patient/caregiver
Follow-up phone call at 72 hours to assess adherence and complications

Psychological
(depression screen positive or
Ivio depression diaznosis)

o

Assessment of need for psychiatric aftercare if not m place
Commnwmication with aftercare providers, highlighting this issue if new
Involvement/awareness of support network msur

Principal diagnosis
{cancer, swroke, DM,
‘COPD, heart filure)

o

Feview of national discharge gwidelines, where available
Disease specific education using Teach Back with patient/caregiver

Action plan reviewed with patient/caregivers regarding what to do and who to contact in
the event of worsening or new symptoms

Discuss goals of care and chronic illness model discussed with patient/caregiver

Polypharmacy
(=5 more routine mads)
[u]

Elimination of ummecessary medications
Simplification of medication scheduling to improve adherence
Follow-up phone call at 72 hours to assess adherence and complications

Poor health literacy
{amability to do Teach Back)
o

Committed caregiver involved in planning adnimistration of all general and nisk specific
interventions

Aftercare plan education using Teach Back provided to patient and caregiver

Link to for additional pati giver suppart

Follow-up phone call at 72 hours to assess adherence and complications

Patient support

@ caresiver to assist
with discharge and home care)
o

Follow-up phone call at 72 hours to assess condition. adherence and complications
Follow-up appointment with aftercare medical provider within 7 days

Involvement of home care providers of services with clear communications of discharge
plan to those providers

Prior hospitalization
{non-elective; in last 6 months)
o

Review reasons for re-hospitalization i context of pnor hospatalization
Follow-up phone call at 72 hours to assess condifion, adherence and complications

Follow-up appointment with aftercare medical provider within 7 days

Palliative care

(Would you be surprised if this
parient died in the nex year?
Doss this patient have an
‘advancad or progressive serious
illness”) Yes to either.

o

Assess need for palliative care services
Identify goals of care and therapeutic aptions

Commumicate prognosis with patient/fanmly/caregiver

Assess and address bothersome symptoms

Identify services or benefits available to patients based on advanced disease status
Discuss with patient/'family/caregiver role of palliative care services and benefits and
services available

A ey
DISCHARGE EVALUATION & PLAN

PLAN OF CARE, REVIEWS & SUMMARY

2 T ————

ADL FUNCTIONAL ABILITY
Al ae

VER EDUCATION (INSTRUCTION NEEDS PRICH TO

FREsIDENTC AREGH
DABCH,

CIATE GIVEN SIGNATURE
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8 Things in Evaluating Patient Needs

= Patient goals and preferences

= Patient access to non-healthcare services and
community based providers

= Communication needs
= Language barriers
= Diminished eyesight and hearing

= Self reported literacy of patient or caregiver

9/29/2017
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RARE Reducing Avoidable Readmissions

= There is a free resource known as RARE

= Stands for reducing avoidable readmissions
effectively

» Has a gap analysis to enhance discharge planning

= Recognizes five key areas to reduce readmissions:
comprehensive discharge planning, medication
management, patient and family engagement,
transition care support and communication

» Discusses best practices and strategies for
improvement

@ % T . www.rarereadmissions.org/areas/comp
5o we al sleep discharge_resources.html

®) .
more peacefully Reducing Avoidable
Readmissions Effectively

ABOUT GOAL PROGRESS PARTICIPANT RESOURCES

5 KEY AREAS

5 KEY AREAS

» Comprehensive discharge Comprehensive Discharge Planning - Tools and Resources
planning » resources

» Medication Gap Analysis
management » resources Effective discharge planning is dependent on structures and processes. Implementing or enhancing a discharge
» Patient and family planning program should start with a gap analysis to examine how your organization is currently performing. The gap
engagement » resources analysis provides insight into the needs for improvement. Comprehensive Discharge Planning Gap Analysis (3-page
» Transition care Word doc)
support » resources
0 Tersiren Patient/Family Materials
communications » resources Getting Ready to Go Home. Patient/Family Discharge Planning Checklist. This tool provides patients and family
members with a list of questions that they should have answered and infermation on prior to discharge.

Next Step in Care. Supported by the United Hospital Fund, this website includes a variety of provider and caregiver

o PR T resources and checklists. Patient/family materials are available in English, Spanish, Russian, and Chinese.

communication/health literacy

Patient PASS: A Transition Record. Developed as part of the Society of Hospital Medicine's Project BOOST (Better
Outcomes for Older adults through Safe Transitions). (1-page PDF)

Personal Health Record - Discharge Preparation Checklist. Patient health record information including a structured
checklist of critical activities a patient must be able to do to manage their care. (6-page PDF)

Taking Care of Myself: A Guide for | When Leave the Hospital Template for a patient-focused after hospital care plan
Can be downloaded and completed electronically. Developed by the Agency for Healthcare Research and Quality

M
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D Reducing Avoidable
A Readmissions Effectively

Comprehensive Discharge Planning
Gap Analysis of Best Practices/Strategies for Improvement

Component Best practice/Strategy Present Gapl/Opportunity
Discharge Conduct pre-discharge assessment
Planning - of ability of patient/family to provide
Process self-care (includes problem solving,

decision making, early symptom
recognition, and taking action,
quality of life, depression and other
cognitive and functional ability
factors)

Develop a comprehensive shared
care plan using a shared decision
making approach —consider patient
values and preferences, social and
medical needs

Discharge summary and medication
plan are complete and up to date

Work with patient/family to prepare
for the post discharge visit planning
(aoals. auestions. concemns)

Content of a Discharge Plan

advance directives as appropriate

Discharge Wrritten discharge plan includes the
Planning — following:
Content - Reason for hospitalization

- Medications to be taken post
discharge, including, as
appropriate, resumption of pre-
admission medications.

- Self-care activities such as diet,
activity level or hmitations,
weilght monitonng

- DME/supplies that patient will
need for care

- Symptom recognition and
management —whatto do if
patient has a question, a
problem arises or condition
changes, including of symptoms
of which to notify health care
provider

- Coordination and planning for
follow-up appointments

- Coordination for follow up of test
and studies for which confirmed
results are not available at the
time of discharge
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Hospital Discharge Planning Process

= The patient and caregiver/support person
BOTH must be involved in the development
of the discharge plan (new)

= They must be informed of the final plan

= The discharge plan MUST address the
patient’s goals and treatment preferences
= Such as patient is having major foot surgery and

wants to recover at home while physician prefers
a rehab center (SNF)

Hospital Discharge Planning Process

» Hospital must assist patient and their family in
selecting a PAC provider

o
]

» This includes using and sharing data

= This includes, but is limited to, HHA, SNF, IRF, or
LTCH data on quality measures and resource use
measures

» Data must be relevant to the patients goals and
treatment preference

» The discharge plan must be included in the patient’s
medical records

9/29/2017
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Evaluation and Discharge Plan

= The evaluation of the patient’s need and the
resulting discharge plan must be documented

= [t must be completed timely

= [t must be based on the patient’s goals and
preferences

= [t must based on the patient’s strengths and
needs and contain all relevant information

= Must be done so arrangements for post-

hosgital care can be made to avoid delax

Hospital Discharge Planning Process

= Hospital must assess its discharge planning
process on a regular basis

= The assessment must be ongoing

= There must be a periodic review of a sample of
discharge plans

= This must include those who were readmitted
within 30 days

= Want to make sure the plans were responsive to
the patients needs post-discharge

9/29/2017

41



9/29/2017

AHRQ Resources On Hospital Discharge

Re-engineering the Hospital www.ahrg.gov/sites/default/file
Discharge: An Example of a s/wysiwyg/professionals/qualit
Multifaceted Process Evaluation y-patient-safety/patient-safety-

resources/resources/advances
David Anthony, VK Chetty, Anand Kartha, Kathleen McKenna, -in-patient-

Maria Rizzo DePaoli, Brian Jack safety/voIZ/Anthony.pdf

Abstract

Introduction: The transfer of patient care from the hospital team to primary care
and other providers in the community at the time of discharge is a high-risk
process characterized by fragmented, nonstandardized, and haphazard care that
leads to errors and adverse events. The development of interventions to improve
the discharge process requires a detailed evaluation of the process by a
multidisciplinary team. Methods: Using the resources of the Boston University—
Morehouse College of Medicine AHRQ Developmental Center for Patient Safety
Research (funded by the Agency for Healthcare Research and Quality),
multidisciplinary teams have been assembled to identifyy and address the sources
of error at discharge. To better understand the current hospital discharge process,
the researchers have applied a battery of epidemiologic and quality control
methods taken from industry. These include probabilistic risk assessment, process
mapping. qualitative analyses. failure mode and effects analysis. and root cause
analysis. The researchers describe each of these methods and discuss their
experience with them. displaying concrete tools that have arisen from their
application. Conclusions: A detailed, multifaceted process analysis has provided
us with powerful insight into the many patient safety issues surrounding the
discharge process. The generalizable methods described here have produced the
re-engineering of the discharge process. allowing for the planning of a clinical
trial and significant improvements in patient care.

AHRQ Hospital Guide to Reducing Readmissions

QHRD Agency for Healthcare Research and Quality [S
¥ M. Advancing Excellence in Health Cars

| Forpatientsa  ForProfessionals | gor | Research Toots | Fundimga | offices, centers | News &
| Consumers | Policymakers | & Data | Grants | &Programs | Events
| | | I |

For Protessionals Hospitals & Health Systems Hospital Resources

: ] ¢ fur] =]+
Clinicians & Providers HOSDitG' Guide tO Publication #14-0050-EF
Education & Training Reducing Medicaid ALTERNATE FORMATS @

Hospitals & | h Sy Readmissions Order Print Coples
x| Hospital Guide [1.85MB]
Hospital Resources Next Page (&) X Toolbox [1.39MEB]
Emergency Severity Index Tabie of Contents (&)

* Guide ta Patient and Family
Engagement in Hospital Quality and  Reducing readmissions is a national priority for payers,
Satety providers, and policymakers seeking to Improve health -
care and lower costs. Readmissions are a significant
issue among patients with Medicaid The Agency for
Healthcare Research and Quality (AHRQ)
commissioned this guide ta identify ways evidence-

Hosplital Guids to Reducing
Medicald Readmissions

Impraving the Emergency
Department Rischarge Process

based strategies to reduce readmissions can be
adapted or expanded to better address the

* Improving Patient Safety Systems far | transitional care needs of the adult Medicaid
Patients With Limited English population
Proficiancy

[ | -
NICU Toalkit (-
Prepared by-
Preventing Falls in Hospitals
Collaborative Healthcare Strategies, Inc.
Preventing Pressure Ulcers in Amy Boutwell, M.D., M_P.P "
Hospitals

42



9/29/2017

AHA Guide to Reducing Readmissions

www.hpoe.org/Reports-HPOE/readmissions1.2010.pdf

Health Care Leader
Action Guide to Reduce
Avoidable Readmissions

January 2010

So What’s in Your Discharge Planning P&P?

Section 9 Clinical Policies 11/01/92 -Originated
Subject 9.1 Admissions, Transfers, and Discharges 06/10/05 -Reviewed w/ changes
04/11/03 -Reviewed w/o changes

Policy 9.1.14 Patient Discharge Planning Nursing Service -Author

Patient Discharge Planning

Audience The information in this document is intended for all healthcare
workers involved in discharge planning for patients and their families.

Policy The patient’s nceds pertaining to post-discharge care will be assessed
upon admission. A multidisciplinary team that includes the physician.
registered nurse. and care manager. together with the other members
of the healtheare team. will perform the assessment. A plan to meet
these needs will be developed. and interventions to meet specific
discharge planning goals will be designed. The plan will be
monitored and revised as necessary throughout the hospital stay.

Needs Actual and potential discharge planning needs of the patient/family
Assessment will be assessed on the basis of the following criteria:
Factors

O the level at which the patient and family or other caregiver
understands the patient’s medical condition and the reason for
hospitalization

|} the patient/caregiver’s stated expectations
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Hospital Discharge Instructions
= Discharge instructions must be provided at time of
discharge for ALL patients now
= To the patient and support person and use teach back

= To the PAC or supplier

= Discharge instructions must include 5 things:

= |[nstructions to be used as home as identified in the
discharge plan

= Written information on the warning signs and symptoms
when patient must seek immediate care

— Such as post-MI patient is told if chest pain reoccurs to call 911 or
immediately call the physician

Al u ini
i b www.teachbacktraining.org

Home  Using the Teach-back Toolkit  Interactive Leaming Module  Coaching to Always Use Teach-back  ToleamMore  Acknowiedgements

Welcome to the Always Use Teach-back! training toolkit

9/29/2017
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What Is Teach-back?

+ Away to make sure you—the health care provider—explained information clearly; it is not a test or
quiz of patients.

= Asking a patient (or family member) to explain—in their own words—what they need to know or
do, in 3 caring way.

= Away to check for understanding and, if needed, re-explain and check again.

= Aresearch-based health literacy intervention that promotes adherence, quality, and patient safety.

Click here for 10 Elements of Competence for Using Teach-back Effectively (FDF).

What Is In This ToolKit?
This toolkit includes:

* An introduction on Using the Teach-back Toolkit.

= An Interactive Teach-back Learning Module enabling learners to identify and use key aspects of
plain language and teach-back througheout the care continuum, by following a patient's experience
during hospital discharge through the home health and primary care settings.

* Coaching to Always Use Teach-back with tips and tools to help managers and supervisors
empower staff to always use teach-back.

= Readings, resources, and videos To Learmn More.

What is an Always Event?
Always Events™ are “aspects of the patient and family experience that should always occur when
patients interact with health care professionals and the delivery systam.”

Hospital 5 Discharge Instructions

= Discharge instructions must include: (continued)
= Prescription and OTC medications

—Include name, indication, dose, along with any
significant risk and side effects of each drug

= Reconciliation of all discharge medication

—Reconcile with pre-hospital medications
including prescribed and OTC

= Written instructions on follow-up care,
appointments, pending tests, contact information,

includinﬁ ﬁhone number of follow uE Eroviders

9/29/2017
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Sample Form Follow Up Appointments

What is my main medical problem?
Chest Pain

When are my appointments?

Wednesday. Thursday, Wednesday
August 8 August 16 September 12
at 11:30 am. at 3:20 p.m. at 9:00 a.m.
Dr. Mark Avery Dr. Anita Jones Dr. Lin Wu
Primary Care Provider Rheumatologist Cardiologist
(Doctor)
100 Main St, 2™ Floor 100 Pleasant Rd, Suite 105 | 100 Park Rd. Suite 504
Anytown, ST Anytown, ST Anytown, ST
For a Followup For your arthritis To check your heart
appointment
Office Phone #: Office Phone #: Office Phone #:
(555) 555-5555 (555) 555-6666 (555) 555-4444

Outstanding Labs or Tests

Qutstanding Labs or Tests

Are any lab tests/studies pending? [ yes no C unknown

PENDING LAB TEST/STUDIES

Lab test/ study Date done Name of clinician to Day/Date subject will see
name review/location clinician to discuss results?

L Same as PCP Sameas PCP

3.

Some tests have been done while you have been in the hospital, but the results are not yet
ready. A (test/study name) was done on (date of test/study). (Name of PCP) will review
the results and discuss them with you during your appointment.

Depending on the results of your lab test(s)/studies. your doctor might adjust your
treatment. We just talked about your scheduled appointment with (name of PCP). It is
very important that you see your doctor on (date/time to see PCP} to find out if anything
needs to be done or changed as a result of these tests. Again, if there is anything you
don’t understand or you are having trouble making an appointment, please call me. If I
am not there, leave a message and we will call you back.

9/29/2017
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Hospital Must Send PCP Following

* The hospital must send the following information to
the physician or practitioner responsible for follow up

= A copy of the discharge instructions and discharge
summary within 48 hours

—Hospital may want to consider having physician
or practitioner immediately dictate these at time
of discharge

—Then Health Information Management needs to
get them into the hands of the physician or
practitioner

Hospital Must Send PCP Following

» Pending test results within 24 hours of availability
= Secretary may specify additional information

= The hospital MUST establish a post-discharge
follow-up process

—Studies show the timing of the first post-hospital visit
is tied to the readmission rate

—Many hospitals call the patient after discharge

—Some hospitals allow the patient to call with any
questions

—Some Eatients max ﬂet a follow uE home visit

9/29/2017
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Patient Transfers and 21 Things

» Transfer of patient to another health care facility:

= Must send necessary medical record information

= Will want to make sure your transfer form or
continuity form includes all the required elements so
may need to revise

= Medical record information on the transfer form
must contain:

= Sex, DOB, race, ethnicity, preferred language, contact
information of responsible practitioner, advance directives,
course of iliness, procedures, diagnoses, lab tests and
results of pertinent lab and other diagnostic testing,
5 |

Patient Transfers 21 Things

= Medical record information on the transfer form must
contain: (continued)

= All known allergies, including medication allergies,
immunizations, smoking status, vital signs; unique device
identifier for a patient’s implantable device,

= All special instructions or precautions for ongoing care,
patient’s goals and treatment preferences

= All other necessary information including a copy of the
discharge instructions and discharge summary

= Reconciliation of discharge medications, social support,
functional status assessment, psychosocial assessment
including cognitive function, consults, behavioral health

issues
%]
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Transfer Form Preamble

» Does not require a specific transfer form
= But needs to include required elements

» Many requirements in current CoPs on what needs
to be in the form along with revisions

= CMS aligned these data elements in common
clinical data set published October 16, 2015

= This is why they are requiring things such as race,

ethnicity, preferred language, advance directives,
etc.

* These are also required by TJC

A =i Sections v < Browse » Q Search v $ Policy » ! Learn v &k Blog v J.lMyFR

WWw. federalreglster gov/artlcles/fm 5/%/"1 6726'15-

FE DE RAL REG | ST E R 25597/2015-edition-health-information-technology-

health-it-certification-criteria-2015-edition-base

The Daily Journal of the United States Government

I AN S S NSNS Rule A

x
U
@
o
©
o
@
w
@
2
wn

2015 Edition Health Information Technology (Health IT) Certification Criteria, 2015
Edition Base Electronic Health Record (EHR) Definition, and ONC Health IT
Certification Program Modifications

A Rule by the Health and Human Services Department on 10/16/2015 \‘ v 0 o o

ACTION  Final Rule. 4= Previous Document
Next Document =

SUMMARY This final rule finalizes a new edition of certification criteria (the

2015 Edition health IT certification criteria or “2015 Edition") and a new Eont Contrals H
2015 Edition Base Electronic Health Record (EHR) definition, while

also modifying the ONC Health IT Certification Program to make it

Bror [oev S erint
open and accessible to more types of health IT and health IT that

(3 pusLic INsPECTION
supports various care and practice settings. The 2015 Edition

v | Search Documents Q N

establishes the capabilities and specifies the related standards and Publication Date:

implementation specifications that Certified Electronic Health Record AE e, oy

Technology (CEHRT) would need to include to, at a minimum, support Agencies:

the achievement of me eTmn gful use by ellolbleprofesslomls (EPs), Dificelofthe Seue ary v
Department of Health and
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Medication Reconciliation Preamble

= CMS suggests use generic and proprietary (brand)
names for each medication

» May need to include patient and caregiver/support
person in reconciling medications

= Create a list for patient when discharged

= Consider how patients would obtain their post-
discharge medications such as identify a pharmacy

= Patients may not realized they need to get a prescription
filled to continue medication started in hospital

= Inform in advance of discharge and consider if patient has

Erescriﬁtion drua coveraﬁe and check state’s PDMP

Sample Medication Form

MEDICINES

What time of Why am | How many (or
day do | take taking this Medicine name how much) do | How do | take this
this medicine? medicine? Amount take? medicine?
Blood PROCARDIA XL
NIFEDIPINE 1 pill By mouth
pressure 90 mg
Blood HYDROCHLOROTHIAZIDE 1 pil By mouth
pressure 25 mg
Meorning Blood CLONIDINE HCI 3 pills By mouth
pressure 0.1 mg
LIPITOR
Cholesterol ATORVASTATIN CALCIUM 1 pill By mouth
20 mg
PROTONIX
Stomach PANTOPRAZOLE SODIUM 1 pill By mouth
40 mg
ASPIRIN EC .
Heart 325 mg 1 pill By mouth
To stop NICOTINE
smoking 14 mg/24 hour ipatch Eneliy
Then, after 4
A NICOTINE )
weelg use 7 mg/24 hour 1 patch On skin

3

100

9/29/2017
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Medication List From RED

What medicines do | need to take?

Eﬂc"l -:IGIY 'FOIIOW 'I‘I"\Is schedu'e

||||||||| Why am I raking Howw much Howr do | take
igeneri: amnd this medicine? do I take? this medicine?

and amocunt

‘

AHRQ Medications at Transmons

‘Medicatiol
and Clinic
(MATCH) Toolkit
Medlcahon Recc

9/29/2017
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MARQUIS Medication Reconciliation

www.hospitalmedicine.org/Web/Quality___Innovation/Implementatio
n_Toolkit/MARQUIS/Overview_Medication_Reconciliation.aspx

MEMBERSHIP EDUCATION QUALITY & INNOVATION PRACTICE MANAGEMENT Al

N

Quality & Innovation
Practical Strategies for Addressing
Quality and Safety

Home Download Manual White Paper Med Rec Resources

_EMARQUIS v

y com

rded the Saciety of Hospital Medicine (SHM) a $1 ea
ement Study (MARQUIS). The goal of MARQUIS is 1o develop better ways for medications to be prescri
do safely at times of care transitions when patients enter and leave the hospital

Requirements for PAC Services

= Patients discharged home or for HHA, IRF,
LTCH or SNF

= |n addition to the above

= Must include in the discharge plan a list of these
four that are available to the patient

» Includes ones that serve that geographical area

= Home health agencies must request to be listed
by the hospital as available

= The list includes one indicated and appropriate as

determined b¥ the discharﬁe ﬁlan
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Requirements for PAC Services

= |f patient is in managed care then make patient
aware of need to verify which ones are in the
network

= Hospital must document that the list was
presented to the patient

» Hospital must inform the patient of their freedom of
choice among Medicare providers when possible

» Hospital can not specify or limit qualified providers
= Discharge plan must disclose financial interests

What Does this Mean?

= The reporting requirements mean more work

s
&

= Failure to report can cause payment reduction

= Sets the stage for payment changes

= Will impact fee for service beneficiaries, Medicare
Managed care patients and private insurance
payors who typically follow Medicare standards

= Put system in place to capture this information

= Changes assessment tools to capture this
information

9/29/2017
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What Does this Mean?

= Hospitals will need to rewrite P&P to comply

= Hospitals will need to rewrite the transfer form to
ensure all 21 items are included

= Hospital will need to revise process to collect the
five required data measurements

= Hospitals will need to revise forms to collect the five
assessment requirements

» Hospitals will need to train staff and providers

= Will need to get discharge instructions and

discharge summarx to PCP within 48 hours

What Does this Mean?

= Hospitals will need to revise discharge planning
evaluation form

= Hospital will need to ensure that the medication
reconciliation process is followed

= Hospitals will need to make sure that the side
effects of medication prescribed and over the
counter meds include side effects

= Will need to make sure discharge instructions are in
writing and include the required five elements

= May need to hire more social workers especially for

eveninﬂs or weekends so evaluate and fund

9/29/2017
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Resources

= There are many good resources available

= CMS also mentions a number of resources in the
Federal Register

= CMS mentions several resources on discharge
planning and preventing readmission on their website

= RED or The Re-Engineered Discharge Toolkit
= Hospital Guide to Reducing Medicaid Readmissions
= Health Literacy Universal Precautions Toolkit etc.

= www.ahrg.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy-toolkit/index.html

AHRQ Literacy Toolkit

<g U.S. Department of Health & Human Services Home AboutUs Careers ContactUs Espafiol FAQ i Email Updates A
_—’Hno Agenocy for Healthcare Research and Quality Q
- BN Advancing Excellence in Health Care

Health Care For Patients & For For Research Tools Funding Offices, Centers = News &
Information Consumers Professionals Policymakers & Data & Grants | & Programs Events

Home For Professionals Quality & Patient Safety Quality Measure Tools & Resources

] £ ] =]
AHRQ Health Literacy Universal Precautions Toolkit

clinicians & Providers

Education & Training .
2nd edition

Hospitals & Health Systems ) )
The AHRQ Health Literacy Universal Precautions Toolkit, 2nd edition, can help primary care practices
reduce the complexity of health care, increase patient understanding of health information, and

Prevention & Chronic Care -
enhance support for patients of all health literacy levels.

AHRQ's Healthcare-Associated What Are Health Literacy Universal Precautions?

Infection Program
Health Iiteracy universal precautions are the steps that practices take when they assume that all patients may have

Comprehensive Unit-based difficuity comprehending health information and accessing health services. Health literacy universal precautions are
Safety Program (CUSP) aimed at—
Partnership for Patients * Simplifying communication with and confirming comprehension for all patients, so that the risk of

miscommunication is minimized.

Patient and Family
¥ * Making the office environment and health care system easier to navigate.

Engagement
* supporting patients' efforts to improve their health.
Patient Safety Measure Tools &
Resources Why Should Practices Implement Health Literacy Universal Precautions? v
110
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Care Transition Tools

e A
== Click here for Menu http://caretransitions.org/tools-and- E
resources/ TRANSTTIONS
PROGRAM
[T CR NN NERENER L Care Transitions Measure® | The Medical Discrepancy Tool® | DECAF™ Family Caregiver Tool
et 4 Q.
Patient Activation Assessment® Toal \L What‘P‘hysmlans Nee;l to@ Know about Transitions Coaches®and The Coleman Care
\L POF dovnlozd (22€8) e Transitions Intervention
POF e FDF download (444KB)
J PaFlenFActlvatlon Assessment Sample Coach Contact Documentation Forms
po | uidelnes V1 or o
PDF download (19KB) d : o
\L Sample I?hone Script o Schedule Family Caregiver Activationin Transitions™ (FCAT™) Tool
o | Home Visit U 2o sonload 2569
PDF download (29KB) POF N 1£7hb)
\L Personal Hea\t/h I}ecord CoachDatabase
o | POFCOMO(279K8) ZIPFledowrlozd (275KB)
Additional Languagas: Somali | Spanish B ) ! v

—

AHRQ RED Toolkit and Forms

@ U.s. Department of Health & Human Services Home AboutUs Careers ContactUs Espafiol FAQ Email Updates A
oE .
-—'Hnb Agency for Healthcare Research and Quality Q
= ™. Advancing Excellence in Health Care

Health Care ForPatients & | For For Research Tools | Funding | Offices, Centers = News &
Information Consumers Professionsls | Policymakers &Data &Grants | &Programs Events AAA

Home For Professionals Hospitals & Health Systems Hospital Resources

. . maoan
Clnidans & Providers Re-Engineered Discharge (RED)

Publication #12(13)-0084

Education & Training Toolkit
ALTERNATE FORMATS ®
H s & Health 5
* Hospital Resources Table of Contents (@ “J] ReEngineered Discharge
(RED) Toolkit: Full Report
* Emergency Severity Index [227mB]

A variety of forces are pushing hospitals to improve their discharge “B ReD Toolkit - All Forms

* Guide to Patient and Family
Engagement in Hospital
Quality and Safety

Hospital Guide to Reducing
Medicaid Readmissions

* Improving the Emergency
Department Discharge Process

* Improving Patient Safety
Systems for Patients With
Limited English Proficiency

NICU Toolkit

processes to reduce readmissions. Researchers at the Boston University
Medical Center (BUMC) developed and tested the Re-Engineered
Discharge (RED). Research showed that the RED was effective at
reducing and posthospital department (£D)
visits. The Agency for Healthcare Research and Quality contracted with
BUMC to develop this toolkit to assist hospitals, particularly those that
serve diverse populations, to replicate the RED

Select for the Taking Care of Myself: A Guide for When | Leave the
Hospital, a booklet for patients based on the RED Toalkit.

Related Content

* Case Study: AHRQ's RED Toolkit Helps Lower Readmissions in

[1.29m8]

RED Toolkit - All Forms [1.03M8]
“F) Example After Hospital
Care Plan (AHCP) [204K8]
Example After Hospital Care
Plan (AHCP) [368.58KB]|
“F] AHCP Template for Manual
Creation: English-Speaking
Patients [118.6K8]
AHCP Template for Manual
Creation: English-Speaking
Patients [101.25KB]
By Template for Manual
Creation of the AHCP:
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Written Discharge Instructions

Noncardiac Chest
Pain

Noncardiac chest pain is pain that is not caused by a heart
problem.

www.ahrg.gov/professionals/system
s/hospital/red/toolkit/index.html

e If your chest pain gets different or worse, call your
doctor.

e Take your medicines as prescribed.

e See your doctor and ask questions.

13
Ec . .
™ . http://www.bu.edu/fammed/projectred/index.html 8
. veoiopn  MEDICAP
l. Boston University Medical Center Baston University School of Medicine
'I
LT n ] | Fu st
Re-Engineered Discharge the Bl
————— Project Latest Project RED News
Development of the RED b=

Re

Understanding and Enhancing the Role of
Family Caregivers in the Re-Engineered
Discharge {in

Click here to download the Newsletter

Now available, the new resource titled Hospit
Guide to Reduci
Medicaid readr

Publications & ADStracts.

Hospitals Using RED
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Role of Caregivers in RED

Tool 7: Understanding and Enhancing the Role of Family Caregivers in the Re-
Engineered Discharge*

Carol Levine and Jennifer Rutberg, United Hospital Fund
Brian Jack MD and Ramon Cancino MD, Bostan University School of Medicine

http://www.bu.edu/fammed/projectred/Project%20RED%20Revised%20Toolkit%209-

Purpose of This Tool 2012/REDTool7FamilyCaregiversUnitedHospital%20Fund.pdf

Patients who benefit from the Re-Engineered Discharge (RED) frequently rely on family members or
friends to help them manage their health at home. While families are mentioned in other tools, this tool
is different; it targets family caregivers as a critical element in the success of the discharge plan. This tool
systematically reviews the challenges they face and the support and training they need from staff in the
hospital and beyond.

It is often assumed that the person at the bedside is the family caregiver. But that may not be the case.

Identifying the family caregiver—or caregivers, if there is more than one—is an important first step.

We use the term “family caregivers” to refer to individuals who are related by:

* Birth, marriage, or commitment
AND

¢ Who take on responsibilities for providing various kinds of assistance to the patient. In addition
to the emotional support that is the mainstay of family life, family caregivers manage
medications, coordinate care, take care of financial matters, and provide personal care, skilled

34 Safe Practices for Better Healthcare

hitp:/iwww qualityforum org/Publications/2009/03/Safe_Practices_for_Better Healthcare%e2%80%932009_Update aspx

SAFE PRACTICE 15:
DISCHARGE SYSTEMS

The Objective

Ensure that effective transfer of clinical
information to the patient and ambulatory
clinical providers occurs at the fime of
dischcrge from healthcare organizations

The Problem

The transfer of patient care from a hospital to
primary care or other community providers has
been characterized as an unsystematic, non-
standardized, frogmented process that creates
high risk for adverse events postdischarge
The frequency of high rates of low health
literacy; lack of coordination in the hand-off
from the hospital to community care; gaps in
social supports; and other limitations place
patients at high risk for adverse events
[Anthony, 2005] Many odverse events lead
to subsequent rei\ospilcﬂizchons There is con-
troversy about whether rehospitalization rates

adverse events. [Levinson, 2008] A study
conducted in 2003 directly measured adverse
events postdischarge and concluded that 19
percent of patients experience adverse events;
of these, & percent had preventable adverse
events, and & percent had ameliorable
adverse events. It has been reported that the
readmission and mortality of seniors aofter
acutecare hospital admissions may be much
higher than previously presumed. [Boutwell,
2008; Denham, 2009]

The preventability of many of these events
could have been increased by implementing
simple strategies at discharge. [Forster, 2003]
Of the postdischarge odverse events, 66 percent
were adverse drug events caused by antibiotics
(38 percent), corticosteroids (14 percent),
cardiovascular drugs (14 percent], analgesics
{10 percent], and ﬂnhcocguh:lms (8 percent)
[Forster, 2003] The discharge process must
effectively address the patient’s needs for con-
finuing care and treatment and must effectively
communicate this information to patients and
responsible caregivers in o timely fashion
[Note 15-1; Note 15-2; Note 15-3; Greenwald,
2007] As part of this process, hospitals should

9/29/2017

58



9/29/2017

CMS Discharge Planning Medicare Learning

ACUTE CARE HOSPITALS, INPATIENT REHABILITATION FACILITIES (IRF),
AND LONG TERM CARE HOSPITALS (LTCH) (continued)

Discharge Medicare-participating acute care hospitais/post-acute
Planning care facilities must identify patients who need or have
Process requested a discharge plan at an early stage of their
hospitalization. The discharge planning process must
be thorough, clear, comprehensive, and understood
by acute care hospital/post-acute care facility staff

The physician may make the final decision as to
whether a discharge plan is necessary. If a physician
requests a discharge plan, you must develop such
plan, even if the interdisciplinary team determines that
itis not necessary (as applicable)

Depending on the patient's needs, discharge planning
may be completed by personnel in multiple disciplines.
who have specific expertise. You may designate
discharge planning responsibilities to appropriate
qualified personnel such as registered nurses,
social workers, or other qualified personnel. These
individuals should have:
- Discharge planning experience;
> Knowledge of social and physical faciors that
affect functional status at discharge; and
- Knowledge of appropriate community services
and facilities that can meet the patient's
post-discharge clinical and social needs.

Planning www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/Discharge-Planning-Booklet-ICN908184.pdf

CMS DP Checklist for Patients

For Information— Not Required/Not te be Cited

Providing a discharge planning tool to patients and their family or other support persons may
help to reinforce the discharge plan. Use of the tools may encourage patients’ participation in
developing the plan as well as provide them an easy-to-follow guide to prepare them for a
successful transition from the hospital. The tool should be given to patients on admission,
reviewed throughout their stay, and updated prior fo discharge.

Examples of available tools include:

o  Medicare’s “Your Discharge Planning Checklist,” favailable at
hitp:ffwww.medicare.govipublications/pubs/pdf/11376 pdf)

s Agency for Healtheare, Research and Quality’s (AHRQ) “Taking Care of Myself: A
Guide For When I Leave the Hospital,” (available at
hitp:fiwww.ahrg.goviqual/goinghomeguide. pdf)

s Consumers Advancing Patient Safety (CAPS) “Taking Charge of Your Healthcare: Your
Path to Being an Empowered Patient Toolkit” {available at
hitp:/fwww.patientsafety.org/page/transtoolkit/).
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CMS Discharge Checklist

= CMS website recommends the discharge planning
team use a checklist to make transfer more efficient

= |t is available at www.medicare.gov

= Previously research showed the value of hospital
discharge planners using a discharge checklist

= We need to dictate the discharge summary
immediately when the patient is discharged

= We need to document that it is in the hands of the
family physician and within 48 hours

= Make sure PCP has it before first appointment

CMS Your Discharge Planning Checklist

Your
Discharge L g
Planning -
Checklist: '

For patients and their caregivers |
mreparing 0 leawe a hospital. nursing home,
o other health care s mal el

www.medicare.gov/Publications/Pu
bs/pdf/11376.pdf
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HAME:
Reason For admission:
During vour stay, vour doctor and the staff will work with vou to plan

for your discharge. You and your caregiver are important members of the
planning team. A caregiver is a family member or friend who maw be helping
wou after discharge. Balow is a checklist of important things wou and your
caregiver should know to prepare for discharge.

InstucHons:

+ Use the checklist early and often during wour stay.

+ Talk to your doctor and the staff [(for example, 3 dischargae planner, socialworker, or
nurze] about the items on the checkli =,

+ Check the boes next to each iterm when you and your caregiver complete it.

Use the notes colurnn towrte down important irdorrration ke ramesand phons

numbers.

+ Skip anw iterns that don® apply to wou.

HOTES

[ #sk wheme wou will get care afber dischame. Do you
h=ve opticons? Be sure wou el the t=ff whatvou

prefer.

[0 If = family member or friend will b= helping you afer

dischame. write down the name and phons Aumber

[0 #sk the st=ff o bout your healbth condition and what
wou can do o help wourself get bether

[ #sk about problems o watch forand what to do

Sbcut them . Write down = name and phone num ber
to call i wou hawe proble ms.

- } = - ! r wrep d
KGR ROV ST
N CGudelz for - Wign U Laense
e rlusyiil
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Taking Charge of Your Healthcare: Your Path to Being an Empowered Patient - Toolkit Introduction

Hospital discharge is a time during which patients and families are at their most vulnerable, There is so much
information they need to know, just when they may be least able to absorb, remember and act on it.

It is vital for members of the healthcare team to help patients leave the hospital with confidence, giving them the tools
and information they need to make a smooth transition to their next destination. This toolkit, Taking Charge of your
Healthcare: Your Path to Being an Empowered Patient, provides you with these tools.

Hospital discharge is not an event; it is a process. It is a process that takes time and should be started upon admission,
if not sooner. Healthcare providers should give the tools in Taking Charge of your Healthcare: Your Path to Being an
Empowered Patient to patients and families as soon as possible. Plan time to discuss their contents and answer an
questions, recognizing you may need more than one conversation to ensure understanding and readiness for discharge.

At the heart of safe discharge is clear communication and education for patients and families. Patients and families
need to know:

- The impertance of prompt follow-up care www.patientsafety.org/page/transtoolkit/

« What to expect and what to do when they leave the hospital

« How to plan for their immediate and longer-term needs

Patients also need to be empowered to talk to their healthcare providers when they feel intimidated, and they need practical strategies for getting
e most out of conversations with members of the healthcare team.

Healthcare providers know that patients’ and families’ feelings of fear, anxiety, insecurity and uncertainty, combined with their compromised
medical conditions, make communication and understanding especially difficult precisely when their understanding is so essential. Taking Charge of
your Healthcars: Your Path to Being an Empowered Patient is designed to help providers help patients during this critical time.

Patients know they don't feel well. They or their family members who accompany them on their care journey may recognize that they could use
some help in working with the healthcare team to contribute to the safety and effectiveness of the process. This toolkit will help both groups
achieve the safety they desire.

Elements of the toolkit are:

= Staying Safe When You Leave the Hospital, a journal-like bi-fold booklet that guides patients and family members to collect their
thoughts and ask the right questions. By using this tool, they will have what they need to know and do before leaving the hospital in an
easy to use and update format. A cover page allows for the patient te record their thoughts and keep them private. If you have the
capability ta print two-sided, a print friendly version is available here.

Talking to Your Doctor or Nurse, a handy list that gives patients and their advocates advice and tips for making the most of their
conversations with their doctor or nurse, wherever such conversations occur.

The Emotional Side of Healthcare: Tips for Talking to Your Doctor , a trifold brochure presenting six strategies for coping with
conversations that often feel stressful for patients and families. This can also serve as a reminder or educational tool for healthcare team
members to raise their sensitivity to the emotional realities patients bring with them as they talk to their doctor or nurse.

The Emotional Side of Healthcare: Tips for Talking to Your Docter, a condensed poster version of the brochure that lists the six
tips for easy reference. & version highlighting the healthcare team is also included. Lastly this poster is being made available in bright
colors (doctor and team versions) for posting in open patient areas and staff lounges.

Communicating with Patients and Families for Smooth, Safe Transitions, this short document explains how patients and families
often feel during this stressful ime, and how healthcare providers can open lines of communication. It can be used by hospital training
personnel to lay a foundation for understanding if the toolkit is rolled out organization wide.

Glossary of Terms, listing of words our patient advisors suggested would be helpful for consumers to help them understand terms that

ritical Access Hospitals CAHs
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CAH Provisions of Care

= Must have discharge planning (DP) P&P

» Must develop and implement an effective DP
process

= Must be consistent with patient goals and preferences

» Need to make an effective transition to post-
discharge care

= P&P must be developed with input from nursing
leadership, professional staff, and other relevant
departments

= Be approved by the board

125

CMS CoP Manual Also Called SOM Manual

State Operations Manual
Appendix W - Survey Protocol, Regulations and
Interpretive Guidelines for Critical Access Hospitals
(CAHs) and Swing-Beds in CAHs

(Rev. 165, 12-16-16)

Transmitials forr Appendix W

INDEX

Survey Protocol
Introduction
Regulatory and Policy Reference WWW.CmS.g ov/Reg ulations-and-

Tasks in the Survey Protocol Guidance/Guidance/Manuals/down
loads/som107_Appendixtoc.pdf

Survey Team

Task 1 - Off-Site Survey Preparation

Task 2 - Entrance Activities

Task 3 - Information Gathering/Investigation
Task 4 - Preliminary Decision Making and Analysis of Findings
Task 5 - Exit Conference

Task 6 - Post-Survey Activities
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CAH Discharge P&P

= P&P must be in writing

= Discharge planning applies to same groups;
inpatients, observation, same day surgery, specific
ED patients, and other outpatients recommended
by MS

= Discharge planning process must make sure
discharge goals, preferences, and needs of patients
are identified and in discharge plan

= RN, SW, or qualified person must coordinate
= Policy must include who is qualified

IS
&

CAH Discharge P&P

= CAH must identify goals, preferences, and
discharge needs within 24 hours after admission

= |f discharge is in less than 24 hours must make
sure it is done timely and does not delay the
patient’s discharge or transfer to another facility

= Must regularly re-evaluate patient for changes
= |[f changes then update the discharge plan

= PCP must be involved in establishing goals of
care and treatment

9/29/2017
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CAH Discharge Process

» Must assess patient ability to do self care
= Must assess if caregiver can do care

» Must assess if follow up from a community based
provider, LTC or residential facility to include same
things as discussed previously

= Admitting diagnosis, co-morbidities, readmission risk,
communication needs, psychosocial history, etc.

= Same freedom of choice and to give patient the list

» Must document discharge plan and evaluation of
patient’s discharge needs

CAH Psych and Behavioral Health Patients

= CMS mentions that they believe CAH need to
improve their focus on psychiatric and behavioral
health patients

N
3

= This includes patients with substance use disorders

= Believe CAHs often overlook the special discharge
planning needs of these patients

= Consider options of tele-behavioral health services

= [dentify community services or establish partnerships
with others; Aging and Disability Resource Centers,
Area Agencies on Aging, Substance Abuse Mental

Health AdminI Centers for Indeﬁendent Livinﬂ etc.
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o For Information on Aging and Disability Resource Centers (ADRC):
http:/'www.adre-tae.acl. gov/tiki-index php?page=HomePage

o For information on Centers for Independent Living (CILs):
http:/'www.ilru.org projects/cil-net cil-center-and-association-directory

* For information on Area Agencies on Aging (AAAs):
http:/www.a0a.acl.gov/AoA_Programs/OAAHow_To_Find/Agencies'find_agencies

ASpx

850x1100in ¢ L} )

CAH Discharge Process

= Must include discharge plan in medical record

= Must assess the discharge planning process
with periodic review of discharge plans, etc.

= Same requirements for discharge instructions

= Same requirements to get a copy of instructions
and discharge summary to PCP within 48 hours

= Same with pending tests to PCP within 24 hours
= Transfer form must include the same 21 things
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Home Health Services

Home Health Discharge Planning

= HHA must develop and implement an
effective discharge planning process

= [t must focus on preparing patients to be active
partners in their post-discharge care

= Needs to reduce factors that can lead to
readmission

» Must ensure discharge goals, preferences and
needs of each patient is identified and in discharge
plan

= Must include in the patient’s discharge plan

9/29/2017
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HHA Discharge Planning Process

» Must re-evaluation patient to identify any changes
= [f changes need to modify discharge plan

= PCP responsible for home health plan of care and
must be involved in ongoing process

» Must consider patient capability to perform the care

= Patient and caregiver must be involved in
developing the discharge plan

= |f patient transferred to another HHA or sent to
LTCH, SNF, or IRF must help patient pick one by

sharing data including ﬁualit¥ measures

HHA Discharge Planning Process

= Must timely document evaluation of patient’s
discharge needs and plan

= Discharge plan must be in the clinical record
= Must discuss evaluation with the patient

= HHA must send necessary information to PCP or
receiving facility

= Long list of information that must be contained- same
21 things plus any information to ensure a safe
transition of care

= Allergies, smoking, VS, race, dx, ethnicity, advance directives, etc.

9/29/2017

68



CMS Proposed Changes HHA CoPs

A =i Sections v < Browse v Q v & Policy v @ Learn v & Blog v J2 MyFR v [ Search Documents a ~

www.federalregister.gov/articles/204710/08/20 742 **
FEDERAL REGIST ER:3895medicare-and-medicaid-program-conditions-

The Daily Journal of the United States Government of—participation-for-home-health-agencies

x
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=
=
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&
=
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Proposed Rule H

Medicare and Medicaid Program: Conditions of Participation for Home Health

Agencies
A Proposed Rule by the Centers for Medicare & Medicaid Services on 10/09/2014 \\\ v o o o
ACTION  Proposed Rule. 4= Previous Document
Next Document =
SUMMARY This proposed rule would revise the current conditions of
t home health ag cetin Font controts [l [

e Medicare and M

uld focus on the care d 3 =
i Beor [Noev Sperint

3 pusLIc INsPECTION

care dards, and

These changes are an integral part of our overall effort to achieve
broad-based, measurable improvements in the qu:
furnished through the Medicare and Medicaid pr

same time elimi v procedural bur 1 providers.

137

HHA Proposed Changed Revised

= The 2014 proposed changes specified the content
of the discharge summary or transfer summary

= Note Revised CoPs in FR January 2017 which go into
effectin 2018

= The IMPACT Act that requires HHAs to take into account
quality measures etc and to consider patient preferences

= Because of this and efforts to update the discharge
planning and discharge summary requirements, CMS is
revising the previously proposed discharge or transfer
summary

= Added change of having patient as an active partner in the

%
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Home Health Revised 2017

Medicare and Medicaid Program: Conditions of Participation for
Home Health Agencies

A Rule by the Centers for Medicare & Medicaid Services on 01/13/2017

ENHANCED CONTENT BMIT PUBLIC COMMEN
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DOC! NT DETAILS

Printed version:
PDF

Publication Date:

011372017
www.federalregister.gov/documents/2017/01/13/2017- Agencies:

ACTION: 00283/medicare-and-medicaid-program-conditions-of-participation- Centers for Medicare & Medicaid
for-home-health- Services

Final rule. agencies?utm_campaign=subscription%20mailing%20list&utm_sour Dates:
ce=federalregister.gov&utm_medium=email These regulations are effective

SUMMARY: on July 13, 2017.

This final rule revises the conditions of participation (CoPs) that home health

agencies (HHAs) must meet in order to participate in the Medicare and Medicaid

programs. The requirements focus on the care delivered to patients by HHAs,

reflect an interdisciplinary view of patient care, allow HHAs greater flexibility in

meeting quality care standards, and eliminate unnecessary procedural

Effective Date:
07/13/2017

Document Type:
Rule

Document Citation:
82 FR 4504
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4.'-047 Federal Register /Vol.

82, No. 9/Friday, January 13, 2017/ Rules and Regulations

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Centers for Medicare & Medicaid
Services

42 CFR Parts 409, 410, 418, 440, 484,
485 and 488

[CMS-3819-F]

RIN 0938-AG81

Medicare and Medicaid Program:

Conditions of Participation for Home
Health Agencies

AGENCY: Centors for Medicare &
Medicaid Services (CMS), HHS.

SUMMARY: This final rule revises the
conditions of participation (CoPs) that
home health agenc (HHAs) must meet
in order to participate in the Medicare
and Medicaid programs. The

uirements focus nn the care
I ivered to patients by HHAs, reflect
an lnlcrdis(lpthr\'

re *ilwiﬂ(h!ﬂ'\',
ssary procedu:
requirements. » changes are an
integral part of our overall effort to
achieve broad-based, measurable

nlpr(l\(‘m[‘nla in the qual)l\ nr(m

ing quality

theannh the

dium=email

supervision of a registered professional
nurse.

« Physical therapy. speech-languago
pathology, and occupational th

* Medical social ser
direction of a physic

* Part-time or llllvl‘lnlllm'\[ home
health aide services.

* Maeadical supplies (other than drugs
and biologicals) and durable medical
equipment

* Services of interns and residents if
the HHA is owned by or affiliated with
a hnspunl that has an appreved medical
lency training progran
ervices at hospitals, skilled
3 facilities, or rehabilitation
centers when the services involve
equipment too cumbersome to bring to
the home.

Under the authority of sections
1861(0) and 1891 of the Act. the
Secretary has established in regulations
the requirements that an HHA must
meet 1o participate in the Medicare

rogram. requirements are set
orth in regulations at 42 CFR part 484,
Home Health %('r\ ices. Curren
regulations at 440.70(d) specify
that HHAs ;mrll ng in the Medicaid
program must also meet the Medicare
Conditions of Participation (CoPs).
Section 1861(0)(6) of the Act requires
that an HHA must meet the GoPs

d in icLunn luulEai of the Act,

P <

ces umlur lhu

nurs

arer Findd

Survey Agencies and CMS-approved

g organizations conduct
surveys of HHAs to determine whether
they are complying with the CoPs.

B. Previous HHA Conditions of
Participation Rules

On March 10, 1997 (62 FR 11004), we
»d a pmposod rule, entitled,
f the Conditions of
l'J[Uclpallen for Home Health Agencies
and Use of the Outcome and
Assessment Information Set (OASIS) as
Part of the Revised Conditions of
n for Home Health
that would have revised the
entire set of HHA CoPs. Due to the
significant volume of public comments
and the rapidly changing nature of the
HHA industry at thal time, this rule, in
its entirety. was never finalized.

Rather than finalizing all port
the March 1997 rule, we pub
final regulation (64 FR 3764,
1994) that only finalized the C
regulations. The January 1909 final rule
required that each patient receive from
the HHA a patient-spe 4
comprehensive assessment that
identifies the patient’s medical, nursing,
rehabilitation, social, and discharge
planning necds.

Ve also issued an interim final rule

with comment period on the same day
(64 FR 3748) that rec HHAs

ise
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Current HHA CoPs

State Operations Manual

Appendix B - Guidance to Surveyors: Home Health
Agencies

(Rev. 11, 08-12-05)
Part I — Investigative Procedures
Subpart A - General Provisions
. www.cms.gov/Regulations-and-
§484.1 Ba4 and Sc . i
= D Guidance/Guidance/Manuals/d
§484.2 Definitions ownloads/som107ap_b_hha.pdf

§484.4 Personnel Qualifications
Subpart B - Administration
§484.10 Condition of Participation: Patient Rights
§484.10(a) Standard: Notice of Rights
§484.10(b) Standard: Exercise of Rights and Respect for Property and Person
§484.10(c) Standard: Right to be Informed and to Participate in Planning Care and

R

Questions and Important Things

= S0 does your patient know their diagnosis?
= Can they list their medications?

= Do they know why they are taking them and the
major side effects?

= Can they explain their follow up plan?

= Can the patient articulate their treatment
preferences and goals of care?

= Don’t forget to use interpreters when indicated and
don’t forget the issue of low health literacy

142
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Questions and Important Things

* [n preamble of federal register, CMS recommends
providers check their state’s prescription drug
monitoring program

= During evaluation of relevant co-morbidities along with
past medical and surgical history

* These are designed to monitor for suspected abuse or
diversion

= Don’t forget any state specific laws on this

= Massachusetts and Rhode Island mandate the use of a
universal transfer form

= American Medical Directors Association has one also

143

AMDA Universal Transfer Form

TUniversal Transfer Form

AMDA has developed and recommends the use of the Universal Transfer Form (UTF) to facilitate the
transfer of necessary patient information from one care setting to another Patient transfers are fraught with
the potential for errors stemming from the inaccurate or incomplete transfer of patient information. Use of
the UTF can help to minimize the occurrence of such errors by ensuring that patient information is
transmitted fully and in a timely fashion

Patient’s name: Patient Identifier #:

Setting Discharged from: Patient’s date of birth

Setting Discharged to: Patient's gender Male: Female:
Attending physician in setting discharged from:

Admission date v Discharge date: / /

A Admitting diagnosis:

B. Other diagnoses from this admission:

2 £ www.amda.com/tools/

3 8- universal_transfer_for
C. Curr?nl diagnoses prior to admission: M mpdf

2 5

3 [

D. Surgical procedures and endoscopies during admission (include name of physician who performed the
procedure) Mone __ Physician name:

1 Date/results (may attach)
2. Date/results {may attach)
3 Date/results (may attach)

E Laboratory values (please record most recent results, with date)
wWBC f/ BUN !

Hgb s Creatinine I !
Na+ £/

CL f !

144
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Current List of Required Information

The “medical information’ that is necessary for the transfer or referral inciudes, but is not
limited to:

e  Brief reason for hospitalization (or, if hospital policy requires a dischavge summnary for
certain types of outpatient services, the reason for the encounter) and principal
diagnosis;

® Brief description of hospital course of treatment;

e  Patient’s condition ar discharge, including cognitive and fimctional status and social
supports needed,

® Medicarion list (reconciled ro identifv changes made during the patient’s hospiralizarion)
including prescription and over-the-counter medications and herbal. (Note, an acrual
list of medications needs to be included in the discharge informarion, nor just a referral
to an electronic list available somewhere else in the medical record.);

o List of allergies (including food as well as drug allergies) and drug interactions;

» Pending laborarory work and test resulrts, if applicable, including informarion on how rhe
results will be finnished;

e For transfer ro other facilities, a copy of the patient’s advance directive, if the patient has
one, and

e For patients discharged home:

e  Brief description of care instructions reflecting training provided ro patient

andiar faneile or arber infaoraual careoiverisl:

Sue Dill Calloway RN, Esq.
CPHRM, CCMSCP

AD, BA, BSN, MSN, JD

= President of Patient Safety and
Education

5447 Fawnbrook Lane

Dublin, Ohio 43017

614 791-1468 (call with questions, No emails)

sdilli @columbus.rr.com
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LTC

» Proposed discharge planning requirements for
SNFs are addressed in the proposed rule “Medicare
and Medicaid Programs; Reform for Long Term
Care Facilities

=80 FR 42167, July 16, 2015

= Copy at
www.federalregister.gov/articles/2015/07/16/2015-
17207/medicare-and-medicaid-programs-reform-of-
requirements-for-long-term-care-facilities

LTC

A =i Sections v | & Browse v Q Search v § Policy v § Leamn v ¢ Blog v J.lMyFR v | Search Documents Qi A
https:/www.federalregister.gov/articl&8/20 5/
FEDE RAL REG|STER 07/16/2015 17207/medicare-and-medicaid-
he Daily Journal of the United States Government PrO@rams-reform-of-requirements-for-long #€%
term-care-facilities 2
Proposed Rule {4
w
Medicare and Medicaid Programs; Reform of Requirements for Long-Term Care
Facilities
A Proposed Rule by the Centers for Medicare & Medicaid Services on 07/16/2015 \‘ ¥ O o 0
ACTION  Proposed Rule. 4= Previous Document

Next Document =

A\ LEGAL DISCLAIMER
SUMMARY This proposed rule would revise the requirements that Long-Term

Care facilities must meet o participate in the Medicare and Medicaid rontcontrots [l [l X

programs. These proposed changes are necessary to reflect the

substantial advances that have been made over the past several years
Beor [oev /S prinT v
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