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This guide includes a range of tools and resources to enhance your current discharge process. All 

materials were developed from three main evidence-based resources, and adapted to the nursing 

home care setting:  

• Project RED (Re-Engineered Discharge)  

• Care Transitions Intervention Model®  

• Gap analysis of participating nursing homes’ current discharge processes  

All materials are meant to enhance your current process by using evidence-based materials that have 

been shown to improve patient discharge outcomes and reduce readmissions.  

 

Tool  How to Use  File Name  

Process Map for Re-Engineered 
Discharge for Skilled Nursing Facilities 

Informational Process Map 

Overview Process/ Roles Re-
Engineered Discharge for Skilled 
Nursing Facilities 

Use this as a reference to identify 
who in your organization will be 
responsible for each task. 

Overview Process Roles 

ASAP and VNA Referral Workflow Use as a guide to refer patient to 
community services and support. 

ASAP VNA Referral Workflow 
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Understanding and Enhancing Role of 
Caregivers 

Read for suggestions on 
identifying appropriate caregivers 

Understanding Enhancing 
Caregiver Role 

Assessment Tool for Caregivers Give to identified caregivers to 
assess their capacity 

Assessing Family Caregivers 

What Do I Need as a Family Caregiver Another resource for identified 
caregivers. 

What Do I Need Family 
Caregiver 

RED Discharge Preparation Workbook 

– Nursing Home to Community  

 

All elements should be included 

in discharge prep process.   

Facilities may use this tool or use 
it to guide for existing process. 

Discharge Prep Workbook 
 

Re-Engineered Discharge for Skilled 
Nursing Facilities Checklist   

Please complete one copy for 
each patient 
 

1. Complete 1 for each pt 
2. Review 7-10 days prior to 

discharge 
3. Review again at discharge 
4. Send home with pt 

Pt Level RED Checklist 

Sample Script: Post Discharge Follow-
Up Phone Calls    

Use as reference to obtain the 
information needed on this call 

Script Fol Phone Call 2Day 
 

Sample Tracking: Post Discharge 
Follow-Up Phone Calls (2 day) 

Tool to track phone call attempts 
and responses 

2dayCall Followup 

Sample Tracking: Post Discharge 

Follow-Up Phone Calls (30 day) 

Tool to track phone call attempts 

and responses 

30dayCall Followup 

Portal Guide Workflow management and data 

entry tool 

Portal Guide 

Case Studies Sample case studies to review 

and discuss if desired 

Case Studies 

Moderator Guide To assist with facilitating case 

study review 

Moderator Guide 

 

This material was prepared by Healthcentric Advisors, the Medicare Quality Innovation Network-Quality Improvement Organization for 

New England, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and 

Human Services. The contents presented do not necessarily reflect CMS policy. CMSMA_SIP2_020217_0879 Update 8/2019 
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Overview Process / Roles Re-Engineered Discharge for 

Skilled Nursing Facilities1 

 

Please use this as a reference to identify who in your organization will be responsible for each task.  

 Admission Assessment Role 

Assess Needs: 
Ascertain need 
for and obtain 
language 
assistance 

 Determine patient and caregivers' language proficiencies.  

 Find out about preferred languages for oral communication, 
phone calls, and written materials.  

 Arrange for language assistance as needed, including 
translation of written materials.  

 

Connect to 
community 
services and 
support 
 

 Contact local Aging Service Access Point (ASAP) to connect 
patient to long term services and support. For example, list of 
local Massachusetts ASAP’s available at 
https://800ageinfo.com. 

 Contact VNA to establish any necessary short term home care 
services. 

 Find out if patient already has any durable medical equipment 
(DME) at home. 

 Use ASAP and VNA Referral Workflow to establish services. 

 

Identify primary 
caregiver(s) 

 Identify the primary caregiver(s). 

 Assess the primary caregiver(s) needs in order to develop a 
realistic plan for the next stage of care for the patient.  

 Integrate the primary caregiver(s) needs into the After Nursing 
Home Care Plan (ACP). 

 Share primary caregiver(s) information with the next setting of 
care.  

 Provide telephone reinforcement of the ACP.  

 Prior to patient’s discharge, determine if patient or caregiver(s) 
will be point of contact for follow-up calls.  
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 Prepare for Discharge Role 

Make 
appointments for 
follow-up care 
(e.g., medical 
appointments and 
post discharge 
tests/labs). 

 Determine primary care and specialty follow-up needs. 

 Identify providers (if patient does not have) based on patient 
preferences: gender, location, specialty, health plan, etc.  

 Determine need for scheduling future tests.  

 Make appointments with input from the patient and/or caregiver 
regarding the best time and date for the appointments.  

 Instruct patient and/or caregiver in any preparation required for 
future tests and confirm understanding.  

 Discuss importance of clinician appointments and tests/labs.  

 Inquire about traditional healers and ensure that traditional 
healing and conventional medicine are complementary.  

 Confirm that the patient and/or caregiver knows where to go 
and has a plan about how to get to appointments; review 
transportation options and address other barriers to keeping 
appointments. 

 

Identify the 
correct 
medicines and a 
plan for the 
patient to obtain 
them. 

 Ascertain what vitamins, herbal medicines, or other dietary 
supplements the patient takes.  

 Review all medicine lists with the patient and/or caregiver, 
including, when possible, the nursing home medicine list, as 
well as what the patient reports taking.  

 Identify a plan to ensure medicines are available until PCP apt. 

 

Plan for the 
follow up for 
tests or labs that 
are pending at 
discharge. 

 Identify tests and lab work with pending results.  

 Discuss who will review the results and when and how the 
patient and/or caregiver will receive this information. 

 

Organize post 
discharge 
outpatient 
services and 
durable medical 
equipment 
(DME). 

 Collaborate with the care team to ensure that DME is obtained.  

 Document all contact information for medical equipment 
companies, home health services, and ASAPs on the ACP 7-10 
days prior to discharge.  

 Collaborate with the care team to arrange necessary at-home 
services, including required documentation and MD signature 
for homebound status and face to face visit. 
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 Prepare for Discharge - Teach Role 

Educate the 
patient about his 
or her diagnosis 
and medicines 
during the 
patient’s stay. 

 Provide education on primary diagnosis and comorbidities.  

 Explain what medicines to take, emphasizing any changes in 
the regimen.  

 Review each medicine's purpose, how to take each medicine 
correctly, and note important side effects.  

 Confirm that patient has enough medicines to get to next 
appointment and/or the ability to obtain them (transport, 
assistance). 

 Address patient's and/or caregiver’s concerns about the 
medicine plan. 

 

Teach a written 
discharge plan 
the patient and/or 
caregiver can 
understand.  

 

 Research the patient's medical history and current condition.  

 Communicate with the inpatient team regarding ongoing plans 
for discharge.  

 Create an ACP, the easy-to-understand discharge care plan.  

 Review and orient the patient and caregiver to all aspects of the 
ACP.  

 Use the teach-back method to validate understanding. 

 

Review with the 
patient and/or 
caregiver what to 
do if a problem 
arises. 

 Explain to patient/caregiver that they can expect a follow-up 
phone call after discharge to ensure all services are in place 
and to answer any questions.   

 Show when & how to contact providers following discharge – 
provide numbers and plan for regular and off-hours (e.g., 
evenings/ weekends).  

 Instruct on what constitutes an emergency and what to do in 
cases of emergency and nonemergency situations. 
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 Discharge Plan Review Role 

Assess the  
degree of the 
patient/caregiver’s 
understanding of 
the discharge plan 
7-10 days prior to 
discharge. 

 Use the teach-back method to assess understanding:  Ask 
patient and caregiver to explain in their own words all aspects 
of the plan.   

 Have them review plan for:   

 Medication  

 Appointments  

 Labs  

 Home services  

 Equipment  

 What to do if problem arises 

 

Review discharge 
plan – any changes 
upon discharge 

 Repeat the step above at discharge – highlight any changes  

Provide discharge 
summary and ACP 
to receiving 
clinicians. 

 Provide discharge summary and ACP to receiving clinicians 
(e.g., PCP, Specialist and Home Health) within 24 hours of 
discharge.  

 Provide ACP to patient and/or caregiver at discharge. 
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 Post Discharge Follow-Up Role 

Provide 
telephone 
reinforcement of 
the discharge 
plan within  
2 business days 
after discharge 
from the SNF. 

 Reinforce the ACP.  

 Use provided check-list to verify that all services are in place, 
according to the plan.  

 Answer phone calls from patients, family, and other caregivers 
with questions about the ACP, nursing home stay, and follow-
up plan in order to help patient transition from nursing home 
care to outpatient care setting.  

 Assist with problem solving. 

 

Provide 
telephone 
reinforcement of 
the discharge 
plan 30 days 
after discharge 
from the SNF. 

 Use provided check-list to verify discharge plan   

 Answer phone calls from patients, family, and other caregivers 
with questions about the ACP, nursing home stay, and follow-
up plan in order to help patient transition from nursing home 
care to outpatient care setting. 

 

 1 Agency for Healthcare Research and Quality, RE-Engineered Discharge (RED) Tool Kit:  
https://www.ahrq.gov/professionals/systems/hospital/red/toolkit/index.html 



ASAP and VNA Referral Workflow

Patient 
admitted 

to SNF.

Determine that 
patient will be 

returning to 
community.

SW engages patient re: checklist of home success factors.
Recommends meeting with both Elder Service (ASAP) and 
Home Health Provider (VNA) to discuss options. 

SW identifies which ASAP attachment area 
patient falls in by using their residential 
address and this map: 
contactus.800ageinfo.com/findagency.aspx

Interdisciplinary Discharge Planning Team Meeting
held ~2 weeks prior to discharge with:
• ASAP
• VNA
• All caregivers involved with patient’s care

VNA Notification
IDPT meeting can 
be held to discuss 
needs. 

SW makes formal referral 
to patient’s preferred 
home health provider.

ASAP Notification
Contact patient’s ASAP and explain patient is currently in 
SNF and planning to D/C home. SNF is hoping to identify 
who to discuss home care services with.

Pt not enrolled in ASAP HC services:
Initial referral services should be made to 
determine if ASAP services will be needed 
on discharge or as aftercare when 
discharged from the VNA. IDPT meeting can 
be held to discuss needs.

ASAP will work with SNF liaison to follow up 
with patients and do an initial appropriate 
screenings for HC services while they are 
still in the SNF setting.

All services are set up prior to discharge.

Patient is discharged home with what they need to be successful.

Pt already enrolled in ASAP HC services:
SNF staff can work with ASAP HC staff to 
determine if ASAP services will be needed 
on discharge or as aftercare when 
discharged from the VNA. IDPT meeting 
can be held to discuss needs.



Created by Bristol Elder Services, the Brockton Visiting Nurse Association, 
Coastline Elderly Services, Old Colony Elder Services, and Healthcentric Advisors

This material was prepared by Healthcentric Advisors, the Medicare Quality Innovation Network-Quality Improvement Organization for New England, under contract with the Centers for 
Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
CMSMASIP22019021689

Supporting the transition home through strategic, patient-centered 
engagement with Community Providers and Programs 

For many patients, their time in the facility has been an opportunity to heal, to improve, and to begin to 

gain physical independence, but that is not always enough. 

Many patients have continuing rehab and recovery needs (i.e. physical therapy, wound care, teaching about 

how to manage their illness at home). This can be complicated, especially with nutritional, transportation, 

and activities of daily living challenges. Connection with Elder Services (Aging Services Access Point - ASAP) 

and Home Health (Visiting Nurse Association - VNA) helps patients/families identify areas to address that 

could help make recovery, independence, and long term success much more likely.

If you have a patient who may benefit from some sort of Elder/ASAP services, it is important to call the 

patient’s local ASAP for next steps and to not make the determination of their eligibility on your own. 

Identify which ASAP catchment area patient falls in (their local ASAP) by using their residential address and 

referring to this map: https://contactus.800ageinfo.com/findagency.aspx

Elder Services and Home Health have decades of experience in helping patients to get needed home health 

care to recover to their maximum level of independence and to access the community resources, such as 

Meals on Wheels, transportation, etc. that can make life so much easier for little to no cost. 

Meeting with the on-site care transition specialists/liaisons from ASAP and VNA will help the patient and 

care teams construct an individualized plan to connect with needs and be prepared for success in the 

transition home. 
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Understanding and Enhancing Role of Caregivers  
Below is an excerpt from a tool developed by the United Hospital Fund (UHF) in collaboration with 
Project Re-Engineered Discharge (RED). Authors: Carol Levine and Jennifer Rutberg, United 
Hospital Fund; Brian Jack, MD, and Ramon Cancino, MD, Project RED.  

Understanding and Enhancing the Role of Caregivers in Discharge Planning  
Caregivers are a critical element in the success of the After Nursing Home Care Plan (ACP). 
Caregivers can be family members related by birth, marriage or commitment and/or they can be 
those who take on responsibilities for providing various kinds of assistance to the patient.  

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

If caregivers are not involved in planning, they may not understand what is expected of them. They 
also have no opportunity to discuss problems or issues in the ACP or to express their unwillingness 
or inability to participate in some or all aspects of care.   

Five Steps to Integrating Caregivers into the ACP  

Step 1: Identify the Caregiver  
Important considerations:  

• Establish appropriate time during patient’s stay when caregiver will be identified.  

• Establish which care team member will identify caregiver and the role of caregiver in patient’s 
care.  

• Determine where information will be recorded in patient’s record so entire care team is aware 
of patient’s caregiver(s).  

Step 2: Assessing the Caregiver’s Needs   
A caregiver needs assessment is a tool to help identify strengths and limitations and to develop a 
realistic plan for the next stage of care. The goal is two-fold:   

1. Ensure that the patient’s health and well-being are maintained and enhanced; and   

2. Ensure that the caregiver’s capacities and needs are considered and addressed in the ACP.   

For a guided self-assessment of the caregiver’s needs, developed by United Hospital Fund, see Next 
Step in Care’s “What Do You Need as a Family Caregiver?” 
(http://nextstepincare.org/Provider_Home/What_Do_I_Need/). 
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The results of the needs assessment should include:   

• Availability, other responsibilities, and relevant health status of the caregiver.   

• Breakdown by task of what the caregiver feels he/she currently does, could do with training, 
and cannot do.   

• Overarching concerns and questions. Deep-seated worries about the caregiving situation may 
hamper a caregiver from engaging in education and discharge planning.   

• Perception of the patient’s health and functional status.   

• Values and preferences about caregiving (“do it all myself,” “can’t deal with needles or 
incontinence,” “I can’t take Mom to my home because there just isn’t room for another 
person”).   

• Impact of caregiving on emotional status, finances, and other family members.   

• Community resources used by the patient or the caregiver, or resources they are interested in 
accessing.   

Step 3: Integrating the Caregiver’s Needs into the ACP   
Given the patient’s care needs and the assessed abilities of the caregiver, realistic discharge options 
can be developed in the areas of:   

• Medications   

• Post-discharge appointments   

• Training   

The caregivers should receive a copy of the ACP.  

Step 4: Share Caregiver Information with the Next Setting of Care   
Transmitting the ACP to the post-discharge clinician is an essential part of transition work. Sharing 
the information gathered about the caregiver is also important; this allows the clinician to understand 
the role of the caregiver in care and the caregiver’s other responsibilities which could impact care.   

Step 5: Provide Telephone Reinforcement of the ACP   
Post-discharge telephone calls should be directed to the people responsible for each part of the ACP. 
That may require phone calls to both the patient and to a caregiver, or even to multiple caregivers, 
depending on the patient’s situation. The sections of the ACP in which each person participates 
should be the focus of the call.   

The best After Nursing Home Care Plan may fall apart if one key partner—the caregiver—cannot do 
the job.   
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Assessing Family Caregivers:  
A Guide for Health Care Providers 

 
 

As a health care professional, you assess patients all the time.  But you generally do not assess a 
patient’s family caregiver, except to identify that person as a “resource” or “informal support” when 
developing a discharge plan.   In this traditional view, the family caregiver, who is not a client or a 
beneficiary and not an official part of the health care team, is typically outside the realm of 
professional responsibility. 
  
Like so much of health care today, that view is changing.  Increasingly professionals “hand off” very 
sick or disabled patients to family caregivers after a hospital stay, a short-term nursing home stay, or 
an episode of home care services.  In these transitions, especially when the patient is elderly or 
chronically ill, the patients’ continued health and well-being depends on a family caregiver.  That 
person must be willing and able to handle the patient’s complex health, financial, legal, and social 
needs.  Sometimes these tasks are temporary, while the patient recovers; in the case of elderly or 
seriously ill patients, the job can continue for months or years. 
 
Caregiver assessment is a tool to help identify strengths and limitations and to develop a realistic plan 
for the next stage of care. The goal is twofold: (1) to ensure that the patient’s health and well-being are 
maintained and enhanced; and (2) to ensure that the caregiver’s capacities and needs are considered 
and addressed in a care plan.   
 
This guide is an introduction to caregiver assessment in hospitals, nursing homes, and home health 
agencies. Although these settings are different, the guide gives some basic information and 
suggestions.   These are the questions we address: 
 
• Who is a family caregiver? 
• What is caregiver assessment and why is it important? 
• Who should do it, when, and how? 
• What should it cover? 
• How should the assessment be used?  
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Who is a family caregiver? 
 
Family caregivers include relatives, partners, friends, or neighbors who provide essential assistance to 
an adult or child with chronic illness or disability, or to a frail or cognitively impaired older person.  
Some of the ways in which the family may respond are emotional support, surrogate decision making, 
financial contributions, care management, and hands-on care.  Family caregivers may provide or 
manage all or some of the care, either part-time or full-time, and may or may not live with the care 
recipient.   
 
This definition, like many others in the field, is very broad, recognizing the complexity of modern 
relationships and family life.  But it is not open-ended.  Not every patient needs or has a family 
caregiver, and not every family member is a caregiver.  And the person who is really a family caregiver 
may not self-identify in that role. “I’m not her caregiver; I’m her daughter” is a common attitude, 
reflecting the primacy of the parental relationship, and perhaps a reluctance to acknowledge that the 
ill family member needs a caregiver. 
 
As a first step in caregiver assessment, it is essential to determine which patients have extensive needs 
for care at home and who provides and/or manages that care.  It may not be the daughter or son who 
talks to the doctors and nurses and asks a lot of questions; rather, it may be the spouse or 
granddaughter who sits quietly by the patient’s bedside.  In a crisis all kinds of relatives turn up; they 
may or may not be closely involved in the patient’s day-to-day care.  Even when there is a designated 
family member who receives medical updates and communicates to the rest of the family, that person 
may not provide the hands-on care.   
 
One way to identify the main family caregiver is to ask the patient, if he or she can respond, “Who 
helps you at home?”  or “Whom do you rely on most for help at home?”  If the patient cannot respond, 
then ask the family member who seems to be most involved if he or she lives with the patient and 
provides care at home.  Instead of asking, “Are you a caregiver?” it is better to ask, “What do you do at 
home for your family member? Do you do this all the time?  Is there anyone who helps you?” 
 

What is caregiver assessment? 
 
Caregiver assessment is 

 
A systematic process of gathering information that describes a caregiving situation and 
identifies the particular problems, needs, resources and strengths of the family caregiver.  It 
approaches issues from the caregiver’s perspective and culture, focuses on what assistance 
the caregiver may need and the outcomes the family member wants for support, and seeks to 
maintain the caregiver’s own health and well-being.1   

 

                                                 
1 (National Center on Caregiving at Family Caregiver Alliance, “Caregivers Count Too! A Toolkit to Help 
Practitioners Assess the Needs of Family Caregivers, June 2006). 
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This definition has several important features: (1) assessment is a systematic process, not a quick 
judgment; (2) the caregiver, not the patient, is the focus; and (3) the process recognizes the caregiver’s 
needs and vulnerabilities as well as strengths. 
 
Caregiver assessments are important sources of information for providers and for caregivers 
themselves. Transitions from one care setting to another are risky.  There is substantial evidence that 
patient safety can be compromised by miscommunication and failures to adequately prepare the 
personnel at the new setting to meet patients’ needs.  When the receiving “provider” is an untrained 
and fearful family member, the risks are multiplied.  A caregiver assessment can identify areas for 
training and follow-up, as well as areas in which the family caregiver is experienced. 
 
For family caregivers, an assessment is a chance to talk about their own lives for perhaps the first time 
in any encounter with the patient’s health care team. They can express concerns about their own 
abilities to provide certain kinds of care, and the realities of their own situations.  In health care 
settings, assessments will necessarily be brief but they can raise questions that the family caregiver 
can discuss further with others and can suggest types of resources that may be available and helpful. 
Some professionals are reluctant to ask questions about the kinds of help that a caregiver may need, 
because they cannot fill those gaps.  But most caregivers are grateful for any suggestions and for the 
attention being paid to them.  
 

Who should do a caregiver assessment, when, and how? 
 
Many different professionals can contribute information that is important in assessing caregivers’ 
needs.  Physical therapists, for example, may ask questions about the home environment and the 
family caregiver’s limitations in terms of strength or mobility.  Nurses may focus on whether the family 
caregiver knows how to change dressings or manage medications.  Social workers may look at the 
caregiver’s sense of burdens or rewards associated with caregiving, as well as entitlements and 
community resources.    
 
Depending on the situation, all these emphases are important.  However, we recommend that one 
professional, such as a social worker or nurse, be assigned responsibility for conducting the 
assessment. More important than the professional status of the assessors are their attitudes and ability 
to relate to the caregiver in a nonjudgmental and thoughtful way.  Assessments should be introduced 
as – and should be – a way to acknowledge the family caregiver’s perspective, not as a test and 
certainly not as a guilt-inducing technique. The assessor should have good communication skills, 
including the ability to listen attentively, probe for clarifications, and respect diversity in all its many 
forms.  If the caregiver does not speak English, the assessment should be done by a trained 
interpreter.  
 
Ideally the assessment should take place early enough in the patient’s stay to be useful in the 
discharge plan.  That may be more easily accomplished in a short-term nursing home stay or a home 
health agency episode of care than in a hospital stay.  In those settings assessments might be 
repeated just before the actual discharge.  But even in a hospital, if the assessment is conducted as 
early as possible after the patient is admitted, it can introduce the process of discharge planning to 
the family caregiver and establish some baseline information.  
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The assessment should take place in as private and quiet a place as possible, not at the patient’s 
bedside.  It is difficult for family caregivers to talk about themselves under any circumstances 
(assessors should be aware that the conversation will quickly come back to the patient).  But it is 
practically impossible if the patient is in full view, even if asleep or unable to communicate.    
 
The assessment should be a conversation, not a mechanical exercise.  The assessor can note any 
answers that suggest the need for further exploration and can supplement the assessment answers 
with direct observations. 
 

What should the assessment cover? 
 
There are a variety of caregiver assessment tools available; most, however, were developed for use in 
community-based agencies, not in health care settings.  Using those assessment tools as a framework, 
we suggest that these are some basic questions to include: 
 

• The caregiver’s background, including age, education, employment, other family 
responsibilities, living arrangements  

• The caregiver’s perception of the care recipient’s health and functional status  
• Length of time the caregiver has been providing care; if is a new event, what the caregiver 

worries most about in providing care 
• Values and preferences about caregiving (“do it all myself,”; “can’t deal with needles or 

incontinence,”; “I can’t take Mom to my home because there just isn’t room for another 
person”) 

• Caregiver’s health status, including any limitations relevant to caregiving  
• Impact of caregiving on emotional status, finances, other family members 
• Knowledge, skills, and abilities to perform necessary caregiving tasks 
• Resources used or interested in accessing 

 
Examples of questions that focus on a patient’s particular needs are:  
 

• Has anyone shown you how to move your family member from bed to chair so that you don’t 
hurt yourself or her?  Can you do it?  

• Has anyone explained the medications your family member will have to take at home?  Do you 
understand them? If you have other people in the home, can you show them what to do?   

• Because your family member has had a stroke, it will be important to help him swallow food 
very carefully. Has anyone shown you how to feed him or help him eat? 

• You told me that you live in a third-floor walkup, and your family member will be going home 
in a wheelchair.  Has anyone helped you figure out how to manage in that situation?   
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How should the assessment be used?  
 
In introducing the assessment process to the family caregiver, the assessor should clarify the goals of 
the assessment and make it clear that all information (unless specified by the caregiver) will be shared 
with the health care team in order to develop a care plan.  Caregivers should understand that a 
summary of the assessment may be documented in the medical record and perhaps shared with the 
health care staff of the home care agency or skilled nursing facility.  Thus, if there is information that 
the caregiver does not want shared, this should be made clear to the person conducting the 
assessment.  Family caregivers should be assured that the assessment will not be shared with the 
patient or other family members.   
 
The assessor should also summarize the conversation, so that the family caregiver feels that his or her 
concerns have been heard.  The assessor can emphasize the positives first, and then list the areas 
where some questions have been raised, and suggest a process for following up.  The family caregiver 
can also be given a copy of the AMA Caregiver Self-Assessment tool for future use. 
 

Conclusion 
 
Family caregiver assessments are important tools to help obtain critical information about the person 
who will be responsible for patient care and follow-up after discharge from a hospital, short-term 
nursing home stay, or episode of home health care services.  Although they are being widely used in 
community-based social service settings, they are a relatively new tool in health care settings.  In 
addition to providing information in a systematic way, assessments recognize the importance of 
family caregivers as direct care providers and managers, and affords them the opportunity to self-
identify as a caregiver and take stock of their strengths, limitations, and needs.  To be effective, 
however, caregiver assessments must be undertaken by professionals with good communication and 
relationship-building skills.     
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RED Discharge Preparation Workbook – Nursing Home to 
Community 
Patient Name: _____________________________________________________  

MRN: ______________________ DOB: ____________________________ 

Room #: ____________________    Date of admission: __________________ 

  Language Preference  
Interpreter/Translation 

Needed (Y/N)  

Spoken communication      

Written materials      

Phone communication      

Living Arrangement Description 

 Description 

Environment  
(home, apartment, with family, 
assisted living, homeless, etc.)  

  

Setting Description  
(stairs to enter or inside, railings, 
wheelchair accessibility, heat, 
cooking facilities, etc.)  

  

Existing or Recent Home Services and/or ASAP 
Agency Name  Location  Phone Number  
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Existing DME at Home  

Type DME Company Phone Number 

  
  

     

  
  

    

  
  

    

  
  

    

  

Caregivers - 
Names 

Phone 
Number 

Language 
preference 

Interpreter/ 
Translation 

Needed (Y/N) 

Role  
(Food prep, mobility, 
meds, shopping, all) 

          
  

          
  

          
  

          

1. Diagnoses  

Admitting Dx:  ________________________________________________________   

Comorbidities:  ________________________________________________________  

Discharge Dxs  ________________________________________________________   

Patient/Caregiver needs information on diagnoses:  Yes ____  No ____  

2. Follow-up Appointments  

PCP Appointment:  ____________________________________________________   

Patient has PCP? If NO, Preferences (gender, location)?  ______________________ 

Patient requests for PCP appt (Weekdays, Time of day):  ______________________   
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PCP Name Day / Date / Time 

  

Clinician to see at appt (if not PCP) Location 

  Address/Floor:  
Phone #:  
Fax #:   

Does patient have transportation to PCP appointment?   Yes ____ No ____   

Transportation options discussed: ___________________________________________  

Additional Appointments, Tests, or Lab Work to be done POST DISCHARGE:  
______________________________________________________________________  

 
Day / Date / 

Time 
Telephone and  

Fax Number 
Reason / Test / Lab 

 
 

T: 

F: 
 
 

Provider Location (Address, floor) 

 
 

 
 

How patient will get to appointment 

  

  

Day / Date / 
Time 

Telephone and  
Fax Number Reason / Test / Lab 

  
  

T:  

F:  

  
  

Provider Location (Address, floor) 

  
  

  
  

How patient will get to appointment 
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Day / Date / 
Time 

Telephone and  
Fax Number Reason / Test / Lab 

  
  

T:  

F:  

  
  

Provider Location (Address, floor) 

  
  

  
  

How patient will get to appointment 
   

 

Day / Date / 
Time 

Telephone and  
Fax Number Reason / Test / Lab 

  
  

T:  

F:  

  
  

Provider Location (Address, floor) 

  
  

  
  

How patient will get to appointment 
   

 

Day / Date / 
Time 

Telephone and  
Fax Number 

Reason / Test / Lab 

  
  

T:  

F:  

  
  

Provider  Location (Address, floor)  

  
  

  
  

How patient will get to appointment 
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3. Medicine  

Allergies ________________   No known allergies _______________________ 

Allergy Patient Confirm (Y/N) 
If No, 

Explain 
Allergy 

Patient 
Confirm 

(Y/N) 

If No,  
Explain 

      

      

Medicines reconciled with patient and medical team prior to final teaching?   
Yes ____   No ____   

4. Pharmacy  

Community Pharmacy Name  Phone #, Street Address, City  

  

Who will fill Rx once discharged? Patient _____ Caregiver (Name) 
___________ 

Number of days/supply prescriptions provided: _______   

5. Diet and Nutrition  

Discharge diet    

Patient/Caregiver needs diet instruction ________  

Who will shop and prepare food? Patient _____ Caregiver (Name) 
___________ 

6. Substance use  

Substance  Patient Report  Current Tx. or Interested in Cessation Info?  

Alcohol      

Tobacco      
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7. Durable medical equipment or supplies needed at home?  
Yes ____   No ____    
New durable medical equipment ordered: Yes ____   No ____  

  

Type ____________________________________________________________ 

Company name: ____________________   Contact: ______________________ 

Address: ____________________________________ Phone: ______________ 

Delivery Date: ____________________________  

  

Type ____________________________________________________________ 

Company name: ____________________   Contact: ______________________ 

Address: ____________________________________ Phone: ______________ 

Delivery Date: ____________________________  

8. Home care services needed at home?      

Yes ____   No ____   

Service __________________________________________________________ 

Company name: ____________________   Contact: ______________________ 

Address: ____________________________________ Phone: ______________ 

Delivery Scheduled: ____________________________  

  

Service __________________________________________________________ 

Company name: ____________________   Contact: ______________________ 

Address: ____________________________________ Phone: ______________ 

Delivery Scheduled: ____________________________  
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Referral to Aging Services Access Point (ASAP) and Visiting Nurses Associations 

Service __________________________________________________________ 

Company name: ____________________   Contact: ______________________ 

Address: ____________________________________ Phone: ______________ 

Delivery Scheduled: ____________________________   

9. Outstanding Tests/Labs  

Tests/Labs Pending 
Date 

Conducted 
Results 

Expected 

Who Will Follow Up 
on the Result 

        

        

        

10. Patient Teaching for Discharge  

Date 
Outstanding Patient 

Teaching/Information 

Date Return Demo 
Satisfactory - Initials 
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11. After Nursing Home Care Plan (ACP) completed?   

 Yes ____   Date ____  Initials ____  

Final ACP given and reviewed with patient?  Yes ____ Date_____ Initials____  

• Reviewed what to do about problems?   Yes ____ No ____  

• Patient/caregiver understanding confirmed?   Yes ____ No ____  

• Patient/caregiver aware to expect follow-up phone calls? Yes ____ No ____  

• Prescriptions and Meds provided?   Yes ____ No ____  
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What Do I Need? 

About Worries 

Being a family caregiver is a big responsibility. Sometimes I worry about:  
(check all that apply)  

 My level of stress and how to cope with it  

 How to get time off (respite from being a family caregiver)  

 What my family member’s condition means to me and others who care about him or her 

 How to manage medications and care for my family member  

 How to deal with my family member’s behavior (such as refusing to eat or take a bath) and feelings 
(such as anger, resistance, and resentment)  

 Whether my family member is safe at home, or what to do if he or she wanders  

 Where my family member lives, and if this needs to change (such as moving to a nursing home or 
assisted living)  

 Making health care decisions on behalf of my family member (being the health care proxy) 

 How to talk about what is going on with other family or friends  

 Legal issues (such as Living Will, Power of Attorney, and other paperwork) 

 How to pay for care 

 What to do if my family member needs end-of-life care 

 

Notes and Questions 
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________ 
__________________________________________________________
__________________________________________________________ 
__________________________________________________________
__________________________________________________________ 
__________________________________________________________ 
__________________________________________________________
__________________________________________________________ 
__________________________________________________________
__________________________________________________________
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Re-Engineered Discharge for Skilled Nursing Facilities Checklist 
~ Please complete one copy for each patient ~ 

 Admission Assessment Initials  

Assess Needs: 
Ascertain need 
for and obtain 
language 
assistance 

 Determine patient and caregivers' language proficiencies.  

 Find out about preferred languages for oral communication, phone calls, 
and written materials.  

 Arrange for language assistance as needed, including translation of 
written materials.  

 

Connect to 
community 
services and 
support 
 

 Contact local Aging Service Access Point (ASAP) to connect patient to 
long term services and support. For example, list of local 
Massachusetts ASAP’s available at https://800ageinfo.com . 

 Contact VNA to establish any necessary short term home care services. 

 Find out if patient already has any durable medical equipment (DME) at 
home. 

 Use ASAP and VNA Referral Workflow to establish services. 

 

Identify primary 
caregiver(s) 

 Identify the primary caregiver(s). 

 Assess the primary caregiver(s) needs in order to develop a realistic 
plan for the next stage of care for the patient.  

 Integrate the primary caregiver(s) needs into the After Nursing Home 
Care Plan (ACP). 

 Share primary caregiver(s) information with the next setting of care.  

 Provide telephone reinforcement of the ACP.  

 Prior to patient’s discharge, determine if patient or caregiver(s) will be 
point of contact for follow-up calls.  
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   Prepare for Discharge Initials 

Make 
appointments 
for follow-up 
care (e.g., 
medical 
appointments 
and post 
discharge 
tests/labs). 

 Determine patient and caregivers' language proficiencies.  

 Find out about preferred languages for oral communication, phone calls, 
and written materials.  

 Arrange for language assistance as needed, including translation of written 
materials.  

 Determine primary care and specialty follow-up needs. 

 Identify providers (if patient does not have) based on patient preferences: 
gender, location, specialty, health plan, etc.  

 Determine need for scheduling future tests.  

 Make appointments with input from the patient and/or caregiver regarding 
the best time and date for the appointments.  

 Instruct patient and/or caregiver in any preparation required for future tests 
and confirm understanding.  

 Discuss importance of clinician appointments and tests/labs.  

 Inquire about traditional healers and ensure that traditional healing and 
conventional medicine are complementary.  

 Confirm that the patient and/or caregiver knows where to go and has a 
plan about how to get to appointments; review transportation options and 
address other barriers to keeping appointments. 

 

Identify the 
correct 
medicines and 
a plan for the 
patient to 
obtain them. 

 Ascertain what vitamins, herbal medicines, or other dietary supplements 
the patient takes.  

 Review all medicine lists with the patient and/or caregiver, including, when 
possible, the nursing home medicine list, as well as what the patient 
reports taking.  

 Identify a plan to ensure medicines are available until PCP apt. 

 

Plan for the 
follow-up for 
tests or labs 
that are 
pending at 
discharge. 

 Identify tests and lab work with pending results.  

 Discuss who will review the results and when and how the patient and/or 
caregiver will receive this information. 
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   Prepare for Discharge Initials 

Organize post 
discharge 
outpatient 
services and 
durable 
medical 
equipment 
(DME). 

 Collaborate with the care team to ensure that DME is obtained.  

 Document all contact information for medical equipment companies, home 
health services, and ASAPs on the ACP 7-10 days prior to discharge.  

 Collaborate with the care team to arrange necessary at-home services, 
including required documentation and MD signature for homebound status 
and face to face visit. 

 

 Prepare for Discharge - Teach Initials 

Educate the 
patient about 
his or her 
diagnosis and 
medicines 
during the 
patient’s stay. 

 Provide education on primary diagnosis and comorbidities.  

 Explain what medicines to take, emphasizing any changes in the regimen.  

 Review each medicine's purpose, how to take each medicine correctly, 
and note important side effects.  

 Confirm that patient has enough medicines to get to next appointment 
and/or the ability to obtain them (transport, assistance). 

 Address patient's and/or caregiver’s concerns about the medicine plan. 

 

Teach a 
written 
discharge plan 
the patient 
and/or 
caregiver can 
understand.  

 

 Research the patient's medical history and current condition.  

 Communicate with the inpatient team regarding ongoing plans for 
discharge.  

 Create an ACP, the easy-to-understand discharge care plan.  

 Review and orient the patient and caregiver to all aspects of the ACP.  

 Use the teach-back method to validate understanding. 

 

Review with 
the patient 
and/or 
caregiver what 
to do if a 
problem 
arises. 

 Explain to patient/caregiver that they can expect a follow-up phone call 
after discharge to ensure all services are in place and to answer any 
questions.   

 Show when & how to contact providers following discharge – provide 
numbers and plan for regular and off-hours (e.g., evenings/ weekends).  

 Instruct on what constitutes an emergency and what to do in cases of 
emergency and nonemergency situations. 
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 Discharge Plan Review Initials 

Assess the  
degree of the 
patient/caregiver’s 
understanding of 
the discharge plan 
7-10 days prior to 
discharge. 

 Use the teach-back method to assess understanding:  Ask patient and 
caregiver to explain in their own words all aspects of the plan. 

Have them review plan for:   

 Medication  

 Appointments  

 Labs  

 Home services  

 Equipment  

 What to do if problem arises 

 

Review discharge 
plan – any changes 
upon discharge 

 Repeat the step above at discharge – highlight any changes  

Provide discharge 
summary and 
ACP to receiving 
clinicians. 

 Provide discharge summary and ACP to receiving clinicians (e.g., 
PCP, Specialist and Home Health) within 24 hours of discharge.  

 Provide ACP to patient and/or caregiver at discharge. 

 

 Post Discharge Follow-Up Initials 

Provide telephone 
reinforcement of 
the discharge plan 
within  
2 business days 
after discharge 
from the SNF. 

 Reinforce the ACP.  

 Use provided check-list to verify that all services are in place, 
according to the plan.  

 Answer phone calls from patients, family, and other caregivers with 
questions about ACP, nursing home stay, and follow-up plan to help 
patient transition from nursing home care to outpatient care setting.  

 Assist with problem solving. 

 

Provide telephone 
reinforcement of 
the discharge plan 
30 days after 
discharge from 
the SNF. 

 Use provided check-list to verify discharge plan   

 Answer phone calls from patients, family, and other caregivers with 
questions about the ACP, nursing home stay, and follow-up plan in 
order to help patient transition from nursing home care to outpatient 
care setting. 

 

 1 Agency for Healthcare Research and Quality, RE-Engineered Discharge (RED) Tool Kit:  
https://www.ahrq.gov/professionals/systems/hospital/red/toolkit/index.html 
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Sample Script: Post Discharge Follow-Up Phone Call 
48 hour (2 business days) 

This reinforces the information provided to the patient at discharge. The patient’s discharge information 
should be available to the interviewer at the time of this call. This call is clinical in nature. 

CALLER: Hello Mr./Ms. _____________. I am [caller’s name], a [type of clinician] from [name of SNF]. 
You may remember that when you left the [SNF], [DE name], mentioned you’d receive a call checking in 
on things. I am hoping to talk to you about your medical issues, see how you are doing, and see if there is 
anything I can do to help you. Do you mind if I ask you a few questions so I can see if there is anything I 
can help you with?  

Is this a good time to talk? It will probably take about 15 to 20 minutes, depending on the number of 
medicines you are taking.  

• If yes, continue.  

• If no, CALLER: Is there a better time that I can call you back?  

CALLER: Do you have your After Nursing Home Care plan with you to reference during this call?  

A. Health Status Diagnosis  

CALLER: Before you left the SNF, [name] spoke to you about your main problem during your stay. This is 
also called your “primary discharge diagnosis.” Using your own words, can you explain to me what your 
main problem or diagnosis is?  

• If yes, confirm the patient’s knowledge of the discharge diagnosis using the “teach-back” method. 
After the patient describes his or her diagnosis, clarify any misconceptions or misunderstandings 
using a question and answer format to keep the patient engaged.  

• If no, use this opportunity to provide patient education about the discharge diagnosis. Then conduct 
teach-back to confirm the patient understood.  

CALLER: What did the medical team tell you to watch out for to make sure you’re okay?  

• Review specific symptoms to watch out for/things to do for this diagnosis (e.g., weigh self, check 
blood sugar, check blood pressure, create peak flow chart).  

• Measure patient’s understanding of disease-related symptoms or symptoms of relapse (e.g., review 
diagnosis pages from After Care Plan).  

CALLER: Do you have any questions for me about your main problem [diagnosis]? Is there anything I can 
better explain for you?  
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• If yes, explain, using plain language (no jargon or medical terms).  

• If no, continue.  

CALLER: Since you left the facility, do you feel your main problem, [diagnosis], has improved, worsened, 
or not changed? 

What does your family or caregiver think?  

• If improved or no change, continue below.  

• If primary condition has worsened,  

• CALLER: I’m sorry to hear that. How has it gotten worse? Have you spoken to or seen any doctors 
or nurses about this since you left the nursing home?  

o If yes, CALLER: Who have you spoken with/seen? And what did they suggest you do? 
Have you done that?  

o Using clinical judgment, use this conversation to determine if further recommendations, 
teaching, or interventions are necessary.  

o Record any action patient/caregiver has taken and your recommendations on the 
documentation sheet.  

CALLER: Have any new medical problems come up since you left the facility?  

• If yes: CALLER: What has happened?  

• CALLER: Is there anyone else involved in your care that I should talk to?  

If yes,  Name: _________________________ Phone number: ___________________ 

• CALLER: Have you spoken to anyone about this problem? Prompt if necessary: Has anyone:  

o Contacted or seen PCP?  

o Gone to the ER/urgent care?  

o Gone to another hospital/provider?  

o Spoken with visiting nurse?  

o Other?  

Following the conversation about the current state of the patient’s medical condition, consider 
recommendations to make to the caregiver, such as calling PCP, going to emergency department, etc.   

Record any actions and recommendations.  
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B. Medicines  

CALLER: Have you been using the medicine calendar (in your care plan) that was given to you when you 
left the nursing home?  

• If yes, provide positive reinforcement of this tool.  

• If no, suggest using this tool to help remember to take the medicines as directed. If patient has lost 
care plan, offer to send a new copy of ACP by mail or email.  

CALLER: Do you have all of the medications in your care plan?  

CALLER: If you or your caregiver has questions regarding your medicines and medicine calendar (if 
using), who do you call?  

Continue if nurse is completing the call- if not, move to Section C  

High Alert Medicines  

Use the guide below to help monitor medicines with significant risk for adverse events.  

Drug Category  What To Look For  

Anticoagulants  Bleeding; who is managing INR  

Antibiotics  
Diarrhea; backup method of birth control  

Should not take at same time as calcium and multivitamin  

Antiretrovirals  Review profile for drug interactions  

Insulin  Inquire about fasting blood sugar  

Antihypertensives  
Dizziness  

If yes, suggest patient space out medicines (keep diuretic in a.m.)  
Medicines related to  
primary diagnosis  Focus on acquisition and medication adherence  

  
CALLER: Can you bring all of your medicines to the phone, please? We will review them during this call. 
Bring both prescription medicines and over-the-counter medicines, the ones you can buy at a drugstore 
without a prescription. Also, bring any supplements or traditional medicines, such as herbs, you are 
taking. Finally, could you also please bring to the phone the care plan that we gave you before you left the 
nursing home?  

CALLER: Do you have all of your medicines in front of you now?  
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CALLER: I’m going to ask you a few questions about each one of your medicines to see if there is 
anything I can help you with. We will go through your medicines one by one. First of all, I want to make 
sure that the medicines you were given were the right ones. Then we’ll discuss how often you’ve been 
able to take them and any problems or questions you might have about any of them. Choose one of your 
medicines to start with.  

• What is the name of this medicine? The name of it should be on the label. If the patient is using a 
generic, check that he or she understands that the brand and generic names are two names for 
the same medicine.  

• At what times during the day do you take this medicine?  

• How much do you take each time?  

o If the patient answers in terms of how many pills, lozenges, suppositories, etc. What 
is the strength of the medicine? It should say a number and a unit such as mg or mcg.  

• How do you take this medicine? If there are special instructions (e.g., take with food), probe as 
to whether the patient knows the instructions and whether he or she is taking the medicine as 
instructed.  

• What do you take this medicine for?  

• Have you had any concerns or problems taking this medicine? Has anything gotten in the way of 
your being able to take it? Have you ever missed taking this medicine when you were supposed 
to? Why?  

• Do you think you are experiencing any side effects from the medicine?  

o If yes, Could you please describe these side effects?  

• Are you taking any other medicines? Repeat list of questions above for each medicine.  

• After patient has described all medicines, ask: Are you taking any additional medicines that you 
haven’t already told me about, including other prescription medicines, over-the-counter medicines, 
that is, medicines you can get without a prescription, or herbal medicines, vitamins, or 
supplements?  

• If patient has been prescribed medicines that the patient hasn’t mentioned, ask whether he 
or she is taking that medicine.  

o If yes, go through the list of medicine questions.  

o If not, probe as to why not. If patient is unaware of the medicine, make a note to check 
with discharge physician as to whether patient is supposed to be taking it, whether a 
prescription was issued, etc.  
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Please note any recommendation you made to the patient and follow-up actions you took on 
the documentation sheet 

C. Clarification of Appointments  

CALLER: Now, I’m going to make sure you and I have the same information about your appointments 
and tests that are coming up. You were given appointments with your doctors [and for lab tests] when 
you left the nursing home. Can you please tell me when you are scheduled to see your doctor? (sample 
questions below)  What is the next appointment you have scheduled?  

• Who is your appointment with?  

• What is your appointment for?  

• When is this appointment?  

• What is your plan for getting to your appointment?  

• Are you going to be able to make it to your appointment? Is there anything that might get in the 
way of your getting to this appointment?  

o If yes, Let’s talk about how we can work around these difficulties.  

o If patient plans to keep appointment, ask, Do you have the phone number to call if something 
unexpectedly comes up and you can’t make the appointment?  

o If patient can’t keep appointment, get the patient to reschedule: As soon as we hang up, can 
you call to reschedule your appointment? If patient is unable or unwilling to make the call to 
reschedule, offer to make the call: I can reschedule that appointment for you. What days and 
times would you be able to make an appointment? After you get several times, say, Thanks. 
I’ll call you back when I’ve been able to set up the appointment. If patient refuses to 
cooperate, consult the care team.  

• Do you have any other appointments scheduled? If yes, repeat the set of questions. If no, but other 
appointments are scheduled, ask, Are you looking at the care plan? Are there any other 
appointments listed there? Review these appointments.  

D. Coordination of Post-Discharge Home Services (if applicable):  

CALLER: Have you been visited by [name of service, e.g., visiting nurse, respiratory therapist] since you 
came home?  

• If no, CALLER: I will call to make sure they are coming soon.  

CALLER: Have you received the [name of equipment] that was supposed to be delivered?  

• If no, CALLER: I will call to make sure it is coming soon.  
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CALLER: I understand that [name of caregiver] was going to help you out at home. Has [name of 
caregiver] been able to provide the help you need?  

• If no, CALLER: Are you going to call [name of caregiver] to see if she [or he] is going to be able to 
help you?  

• If no, Is there anyone else that could help you out? Can you call [her/him] to see when [she/he] 
could come?  

E. What To Do If a Problem Arises  

CALLER: Before we hang up, I want to make sure that if a medical problem arises, you know what to do. 
If you’re having an emergency, for example [give disease-specific examples, e.g., chest pain, trouble 
breathing], what would you do?  

• If patient does not say, “Call 911,” explain the need to get an ambulance so he or she can see a 
doctor right away, and confirm patient understanding.  

CALLER: And what about if you [give example of urgent but not emergent problem] in the evening? What 
would you do then? Check if patient knows how to reach the doctor after hours. If help line operates 
after hours, check that the patient knows that and can find the number on the ACP. Confirm 
understanding.  

CALLER: And what about if you are having a medical problem that is not an emergency, such as [give 
disease-specific examples] and want to be seen by your doctor before your next scheduled appointment, 
what would you do?  

• If patient does not know, instruct: You can call your doctor’s office directly and ask for an earlier 
appointment. Sometimes your doctor is very busy, so if you are having difficulty obtaining an 
appointment, ask if you can be seen by someone else in the office, such as a nurse, nurse 
practitioner, or physician’s assistant. Confirm understanding.  

CALLER: Just to make sure we’re on the same page, can you tell me what you’d do if [create non-
emergent scenario]?  

• If patient answers incorrectly, ask: Do you have your doctor’s phone number handy? It should 
be on the care plan on the appointments page.   

• If patient can’t tell you the number, say, Let me give you the phone number for your primary 
care doctor just in case. Do you have a pen and paper to write this down? Do you need me to mail 
or email you another copy of your care plan?  

o If yes, confirm address or email.  

o CALLER: Do your caregivers have these numbers also?  
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o If no, ask: Would you like me to email or mail a copy of your care plan to them?  

o If yes, confirm address or email.  

CALLER: That’s all I needed to talk to you about. We’ve covered a lot of information. What questions can 
I answer for you?  

• If none, CALLER: Thank you and have a good day. If you have to follow up with patient on 
anything, remind him or her that you will be calling back.  

• If the patient has questions, answer them.  
 



  

 

Documentation Form: 2 Day Follow-up Phone Call 
2 days post SNF discharge 
 

Name: ___________________________      Patient  or   Caregiver     
 

Admit Date _______ Discharge Date _______ Date of Call _______  Refused    Unable to Reach  

Instructions: Using open-ended questions, assess patient’s understanding of each element of the 
After Care Plan provided at discharge (have copy available if possible).  

1. Confirms they have a copy of the ACP provided by the Nursing Home. 

  Yes   No 

2. Understanding of their diagnosis 

 Patient confirmed   Further instruction needed  Not assessed  
 

3. Correctly identifies PCP and when appointment is scheduled 

  Patient confirmed   Further clarification needed  Not assessed 
  

4. Understanding of other clinician appointments and lab tests 

 Patient confirmed   Further clarification needed  Not assessed 

5. Understanding of what to do if a health or medical problem arises 

 Patient confirmed   Further instruction needed  Not assessed   

6. Medicine check – Does patient have a supply of each medication? 

 Patient confirmed   Further info/supply needed   Not assessed     

7. Medicine check – Understanding of how to use the medication list included in the After Care Plan. 

 Patient confirmed  Further instruction needed  Not assessed  

8. Coordination of post-discharge home services 

 Home health visit  ASAP visit  Follow-up required  Not assessed 

9. Does patient have required DME in the home? 

             Yes               No  Follow-up required 



  

 

Documentation Form: 30 day Follow-up Phone Call 
30 days post SNF Discharge 
 

Name: ___________________________      Patient  or   Caregiver     
 

Admit Date _______ Discharge Date _______ Date of Call _______  Refused    Unable to Reach  
 

Instructions: Use the following questions and record responses.  

1. Since you left the Nursing Home on [discharge date], have you had a visit with your primary care 
doctor?  

  Yes    No  

2. Since you left the Nursing Home, have you been back in the hospital? 

  Yes    No 

3. If yes: when you went back to the hospital, did you… 

 Stay in the hospital   Get admitted to the Emergency Room  

4. Since you left the Nursing Home, have you been admitted to another Nursing Home? 

  Yes    No  

5. What services have you received since you left the Nursing Home?  (Check all that apply) 

  Nursing/home health visits           Visit from the ASAP/Elder Services  Community    

 Physical therapy                           Other 

6. Describe what you will do if a health or medical problem arises 

 Patient confirmed   Further instruction understanding was needed 

The next question is about your Nursing Home visit last month, and the After Nursing Home Care Plan 
our team worked on with you, and you took home to support your care at home.   

(Further describe the After Nursing Home Care Plan if they’re having trouble recalling it) 
 

**I will read you a sentence and you’ll tell me whether you disagree or agree.** 

1. When I left the Nursing Home, my After Nursing Home Care Plan helped me understand what I 
was responsible for in managing my health, such as attending follow-up appointments and what 
medications to take.  

 Strongly Disagree  Disagree  Not sure/Unable to Answer  Agree  Strongly Agree   

I did not receive an After Nursing Home Care Plan 
 

2. I understood the information that was given to me about how to care for myself at home. 

 Strongly Disagree  Disagree  Not sure/Unable to Answer  Agree  Strongly Agree   
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Portal Guide  
  

Signing into the HCA\portal  

  
  

To sign in, you will enter the username and password provided to you. The login credentials are unique to each 
user. Please never share your password with another user. All sign in attempts are logged by user, date, time, 
and IP address. Always make sure you are logged into https://hcaportal.org when you submit your username 
and password. This is the only secure website you will submit data to.  
  

You will be supplied with a password. If you forget your password, you can choose the “Forgot your password” 
option from the login form. You must include your username. A new password will be created for you and 
emailed to you. At launch, you will not be able to create your own password. We will be implementing a 
password policy after launch, and all users will receive notice in the Dashboard.  
  

Passwords are hashed and stored securely. Once a password has been created, there is no way to recover it if 
you forget it. For security reasons, HCA\portal won’t be able to recover it. A new password will need to be 
issued. Keep your password secure and never share it with anyone.  
  

After 15 minutes of no activity, you will be prompted with a notice that you will be automatically logged out after 
5 minutes if no further activity is performed. This is a security precaution so sensitive data does not remain on-
screen for long periods of time.  
  

For any technical questions regarding use of the website, there will be a form you may submit for help.  
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1.  The Dashboard 
The dashboard is the first thing a user will see upon logging into the portal, and it will show follow-up calls 
which are past due, due today, due this week, and due next week, giving the user an idea of what to expect 
now and in the coming days/week. 

 

2.  Admit Patient Form 
This is the standard form a user will submit when admitting a new patient. All fields are required except the 
Admit Note field. The Admit Note field is optional, and can be populated with any contextual info or details 
(i.e. admission date, diagnosis, background info).  
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3.  Discharge Form 
This is the standard form a user will submit when discharging a patient. The form can be submitted in more 
than one visit. The ACP Initiated question can be submitted, then the discharge can be completed at a later 
date. Only necessary fields are shown depending on the Discharge Status. The Discharge Note field is 
optional, and can be populated with any contextual info or details. 

 

4.  Follow-Up Form 
This is the standard form a user will submit when following up with a patient. The form can be submitted in 
more than one visit. The 2-day question can be submitted, then the 30-day question can be completed at a 
later date. Only necessary fields are shown depending on the Discharge Status. The Follow-up Note field is 
optional, and can be populated with any contextual info or details. 
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5.  Discharged Patients 
This page will list all patients who are available to be discharged, post-admission. Clicking on the patient’s 
name will take you to their profile, and clicking the Discharge button will continue the discharge process. If 
discharge is In-Progress, a check mark will denote that. All columns are sortable. 

 

6.  Follow-Up Patients 
This page will list all patients who are available to be followed up with, post-discharge. Clicking on the 
patient’s name will take you to their profile, and clicking the Follow-Up button will continue the follow-up 
process. If follow-up is in-progress, a check mark will denote that. All columns are sortable. 
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7.  View All Patients 
This page will list all patients who have been admitted to the home. Clicking on the patient’s name will take 
you to their profile, as well as clicking on the View Profile button. If follow-up is complete, a check mark will 
denote that. Both discharge to anywhere other than home, and discharge home with completed follow-up 
calls will constitute a “complete” check. All columns are sortable. 

 

8.  Patient Profile 
Each patient can be edited by visiting the Patient Profile page. Demographic, Discharge, and Follow-Up 
data, if exists, can be edited here. 
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9.  Alerts 
This page will list all patients who have an alert. Two alerts exist right now: past due follow-up and follow-
up due today. The past-due and due today dashboard alerts will take you to this page, or you can view this 
page by choosing Alerts at the top menu. All columns are sortable. 

 

10.  Reporting 
Default reporting will be available for discharge and follow-up patients.  

 
 



Case Study 1 
 
William is 75 and lives with his son. He has poor safety awareness and is unable to live home 
alone safely. William’s son and daughter-in-law work all day and are the primary caregivers.  
Diagnoses include: 

 CHF 
 Dementia 
 HTN 

 Syncope 
    L hip fx 3 years ago 

 
William had d/c planning meeting with ASAP RN, Case Manager, SNF RN, SW and RN 
Manager, and his son.  During the IDPT meeting it was determined William could not go home 
unless the son had someone to stay with him all day or they went to an ADH program.    
 
Case Study 2 
 
Frank has hemiplegia and is unable to ambulate due to recent brain aneurism. He is incontinent 
and no longer able to perform ADLs.  
Frank worked with PT/OT in SNF for over 1 year, leading to him being able to ambulate again 
with the use of a hemi-walker and w/c.   
An IDPT d/c planning meeting was set up with ASAP RN, SNF SW, and RN.  
  
 
Case Study 3  
 
Alice is 80, and diagnoses include: 

 Hyponatremia 
 Anxiety 
 Conversion d/o with seizures 
 Difficulty walking 
 Diabetes 

 Muscle weakness 
 Hemorrhagic stroke w/L sided weakness 
 Dysphagia 
 Dementia 

 
Spouse wanted Alice home. However, an IDPT meeting with ASAP RN, SNF SW, PT, and OT, 
all determined she was not safe to discharge home. All agreed to wait three months and continue 
PT/OT.  
Spouse decided to take Alice home after 2 months with no further IDPT meetings.  
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Breakout Discussion Moderator Guide 
 

Each participant will have a copy of the Case Studies ahead of time, and there will be 
copies to review at the table. 
 

(In addition to the provided Case Studies, participants may want to bring a Case 
Study from their own experience, which may be discussed if interest and time.
 

 

Assign (Are there any volunteers?) the following roles to participants at your table (this 
is in addition to you as the Moderator): 

 Timekeeper: notify group when time is halfway through, and when 3 min remain 
 Note Taker: take notes on discussion, paying attention to key questions and 

takeaways 
 Report Out: identify one key takeaway to share with the larger group at the end 

of the session 

Discussion Questions: 
Frame in the context of a care transition that is at risk for failing. The goal is to craft a 
successful discharge and keep the patient safely at home.  

 What are the risks for this person failing at home? Let’s identify them. 
 How can those risks be addressed?  

o What can be done? Task or resource 
o Where? In the SNF? In the home? 
o By whom? Role, agency 
o When? Timing  

 What do we know? What else do we need to know? What are the right 
questions to ask at the IDPT meeting to support the best discharge outcome? 

 When should the ASAPs be brought in? How soon is too soon (if that is 
possible)? How can these conversations and referrals be coordinated in 
advance? 

 What is the key learning point for each case study? 
 

Overall Tips: 
 Listen intently and avoid side conversations/texting, etc.  

 Help avoid rambling by asking direct questions to help them come to the point.  
 Focus attention and help pace: Keep the group on the topic and focused.  
 Scan/Observe: encourage full participation from the group.  
 Inclusion: Make sure everyone has an equal opportunity to participate. Encourage 

those who have been silent.  
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