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Introduction

Wife of 14 years to my Husband Brad
Mother of 3 stooges and Moe the Basset/Beagle

Received my BSN from University Of Indianapolis 2002
As an RN I worked Ortho/Neuro, Cardiac Critical Care, PACU, and 
outpatient surgery center

Went back to school in 2011 to IUPUI to get my AGPCNP, 
graduated in May 2014. I am a board certified Adult-Geriatric Nurse 
Practitioner.

Have been at the Center for Healthy Aging since Sept 2014
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Transitions of Care: A How to and Checklist

Purpose: By the end of this presentation you 
should know the key elements to an effective 
discharge from a Skilled Nursing Facility and be 
able to identify the needed pieces to help a patient 
make the transition home. A sample checklist will be 
provided to aide in initiating this in your own facility.
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Why is this important

Penalties for hospitals for readmission of patients hospitalized for 
one of five conditions:
1. Heart attack
2. Heart failure
3. Pneumonia
4. Chronic lung problems 
5. Elective hip or knee replacements. 

More diagnosis are expected to be added.
• >$400 million unpaid in 2015
• Readmission penalties expanding

http://khn.org/news/half-of-nations-hospitals-fail-again-to-
escape-medicares-readmission-penalties/
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Why is this Important

According to the Protecting Access to Medicare Act 2014 (PAMA)

o 30 day readmit penalties for SNFs

o Value Based Incentives payments determined and deducted for 
re-admit rates and other quality measures

o Projected to begin in 2018

https://www.gpo.gov/fdsys/pkg/PLAW-113publ93/pdf/PLAW-113publ93.pdf
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How often are patients returning to the hospital

• Post-SNF discharge outcomes

• 1/5 seek acute care within the first 30 days (22.1%)
Ø 7.2% ED visit without hospitalization
Ø 14.8% with rehospitalization

• 1/3 seek acute care within the first 90 days

• Toles et al, JAGS 2014
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What are the Issues after Discharge

1. PCP doesn’t know that patient was admitted to SNF Rehab or 
that they were in the hospital at all.

2. No Follow Up with PCP after DC from SNF
3. PCP has no access to patient progress notes or hospital/SNF 

course of stay
4. Once home patient has questions/concerns

1. Doesn’t understand post care instructions
2. Medication list unclear
3. Needs equipment
4. Does not know to contact PCP and arrange appointment
5. Home Health or other services not in place
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Key Elements to a Good Discharge

PCP—identify at admit and notify that admitted to SNF
PCP Follow Up within 7 days of DC from SNF
Specialty clinics or Office Follow Up appointments
DC to Where? Home, AL, ECF, IL
Need orders for: Home Health—which agency, OT, PT, ST, 
Nursing, Medical Social Worker
Medical Equipment  
Scripts for meds or equipment
Which Pharmacy (15 day supply--to last until PCP appointment)
Medication reconciliation  (compare to pre-hospital list if able)
48 Hour Follow Up call post-discharge 
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Additional Elements

Follow Up phone call from SNF within 48hours of discharge. This 
ensures  follow-through with how transition home is working

1. Confusion about medications—have scripts been filled
2. Missing equipment?
3. Has home health or other services been in contact?
4. Feeling well, or do we need to bring them back in? Can 
readmit to SNF for up to 30 days after DC instead of going to 
hospital. 
5. Have they seen PCP yet or know exactly when they are to 
go see them?
6. Need transportation or other services? 
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Sample
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DISCHARGE	  NOTICE	  

	  

Resident:	  ____________________________________________________________________________	  

Discharge	  Date/Time:___________________________________________________________________	  

Discharge	  Placement:___________________________________________________________________	  

Last	  Day	  of	  Therapy:_____________	  

PCP:	  Dr.______________________________	  

Follow-‐Up	  Appointment	  Date/Time:________________________________________	  

Specialty	  or	  Clinic	  Appointment	  Date/Time:__________________________________________________	  

Needs	  the	  following	  prior	  to	  Discharge	  from	  SNF:	  

1.   Orders	  to	  discharge	  to:	  ___Home	  ___Assisted	  Living	  	  ___Extended	  Care	  Facility	  
2.   Orders	  for	  ___Home	  Health	  ___OT	  ___PT	  ___ST	  ___Nursing	  ___Medical	  Social	  worker	  ___Remote	  

Care	  Monitoring	  ___Transportation	  	  ____Specialty	  Clinic	  (ie.	  –circle	  one-‐-‐CHF,	  COPD,	  Diabetes,	  
Transitions,	  OTHER__________)	  

3.   Face-‐to-‐Face	  Encounter	  Documentation/H&P	  with	  Medication	  Reconciliation	  
4.   Scripts	  for	  meds	  (15	  day	  supply—to	  last	  until	  PCP	  appointment)	  
5.   Orders	  for	  equipment:	  List	  the	  durable	  medical	  equipment	  needed	  	  

___________________________________________________________________________________
___________________________________________________________________________________	  	  

Home	  Health	  Agency/Contact:____________________________________________________________	  

SNF	  48Hour	  Post	  Discharge	  Call	  (i.e.	  Health	  Status,	  Medication	  Status,	  Home	  Services,	  Appointments):	  
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________	  

	  



Sample for Patient

Medicare.gov has a checklist for patients with pertinent questions 
to ask, a place to copy medication list, and list follow-up 
appointments. This Discharge checklist can be used for when 
leaving a hospital or any other facility. Hyperlink to this pamphlet is 
below.

https://www.medicare.gov/Pubs/pdf/11376.pdf
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Checklist and Questions for the Patient
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For Providers 

The Centers for Medicare and Medicaid services have outlined 
Transitional Care Management Services available in the below 
hyperlink. It outlines what needs to be documented and how to bill 
for level of services. 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNProducts/Downloads/Transitional-Care-
Management-Services-Fact-Sheet-ICN908628.pdf
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Conclusion

It is best practice to help the patient have a successful discharge 
to home. It takes a multidisciplinary approach to help our patients 
not only discharge to home, but stay home. Ensuring proper 
services are in place along with communicating effectively with all 
members of the patient's care team helps to reduce readmission 
and bounce back to the hospital setting. 
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