Minnesota Hospital Association

Safe Transitions of Care  

Considerations for Organizational Policy Development
POLICY TITLE: Safe Transitions of Care Policy

DEFINITIONS 
Transitions of care: is defined as a patient leaving one care setting (i.e. hospital, SNF, long term care facility, assisted living facility, clinic, home health care) and moving to another setting or to the patient’s home. This does not include a change in patient status within the same facility.

Core elements: are defined as minimally required elements of documentation/communication for safe transitions.
Additional elements: includes core elements plus additional elements of communication/documentation appropriate for each patient that will enhance safety and communication, though are not required.

MHA SAFE TRANSITIONS OF CARE POLICY STATEMENT

Safe transitions of care will include documentation of the core and additional elements. To address safety gaps during transitions of care, it is recommended to include the core elements in the first page of the transition documentation for any patient transfer. These elements are not inclusive of the regulatory requirements which vary by setting, rather they focus on elements that should be included for all patients for safe transitions. Ideally as organizations implement electronic health records (EHR), these elements will be included in the first page of the EHR Continuity of Care Document (CCD). 
PURPOSE
To improve patient safety by standardizing transitions of care between hospitals and across settings as measured by: decreased preventable readmissions, increased patient satisfaction, decreased preventable emergency room visits, or decreased follow-up phone calls to transferring facility.
BACKGROUND
Patient safety is a top priority for Minnesota hospitals and health care professionals. The healthcare industry strives to provide the most effective and safe care possible within each practice setting. However, communication failures between settings during transitions of care can compromise patient safety and quality of care. The 2001 Institute of Medicine Report,
 called for increased care coordination across the health care system to improve quality of care and reduce errors. Since that time, numerous studies have sought to examine the issue of fragmented care and its impact, including a recent study of Medicare patients after hospital discharge that found nearly one-quarter “experienced complicated care transitions.
 And an estimated 60 percent of medication errors occur during times of transition: upon admission, transfer, or discharge of a patient.
 
To address this safety issue of communication across transitions, the MHA Patient Safety Committee commissioned a task force to identify patient safety gaps due to transitions of care and core elements, resources and tools to address these gaps (See Appendix A for gaps and core elements). The task force reviewed several existing efforts underway to improve transitions of care, including the National Transitions of Care Coalition, the Society of Hospital Medicine Project BOOST, Dr. Coleman’s Care Transition Interventions, and the Transitions of Care Consensus Conference charged to identify a core set of principles for effective care transitions and define a set of standards to achieve the basic tenets of those principles
. The consensus principles and standards laid the foundation for the model policy. 
RECOMMENDED TRANSITIONS OF CARE PRINCIPLES AND STANDARDS
Organizational policies and practices should incorporate the following principles as defined by the Transitions of Care Consensus Statement: Accountability, Responsibility, Coordination of Care, Family involvement, Communication, Timeliness, and National standards and metrics. 
Refer to the MHA Gap Analysis in Appendix A to identify your organization’s baseline implementation of the below principles and any gaps to address.
A. IMPROVE ACCOUNTABILTY

All transitions must include records that contain the core elements (as identified in Appendix B); Additional elements should also be included as appropriate for each patient.

B. IDENTIFY RESPONSIBILITY
1. At every point during care transition, patients (and their families) must know who is responsible for care and how to contact the caregiver. 
2. Transition responsibility belongs to the sending clinicians and organizations until the receiving providers confirm assumption of responsibility.

C. COORDINATE CARE

As the hub of care, coordinating clinicians must provide timely communication to other care providers.

D. INVOLVE FAMILY

Patients and families must be involved in and retain ownership of transition records, including information needed to identify patients’ medical care homes and coordinating clinicians.

E. CLEARLY COMMUNICATE

Clinicians or institutions must provide a clear and direct communication infrastructure, including transition records, treatment plans, and follow-up expectations.

F. ASSURE TIMELINESS 
Transition teams must provide information feedback and feed-forward (based on transition settings, patient circumstances, level of acuity, and transition responsibility).

G. UTLIZE NATIONAL STANDARDS AND METRICS  

Standard communication formats for care transitions should be adopted, implemented, and used for accountability and continuous quality improvement.

Standardized methods of measuring outcomes should be implemented across healthcare settings.

Appendix A: Insert Gap Analysis
Appendix A: Insert Core Element Crosswalk 

Appendix C: Example Transition Process
	Hospitals                  Skilled Nursing Facility, Long Term Care, Hospice, Home Care, Group Home, Assisted Living



	
	· Complete the transition form before the day of transition/discharge. 

· If applicable, a copy of the completed form and medical records necessary for acceptance should be faxed to the receiving facility before planned transition/discharge.

· Before the transition, fax the handoff communication forms to the receiving facility.

· Call the receiving facility to give a nurse-to-nurse report.

· Copies of the forms and other transition/discharge documents should be placed in a large envelope and addressed to the post acute-care facility. This envelope should be given to the person, family or EMS transporting the patient, with instructions to give to the receiving facility.

· If new prescriptions are ordered, fax to the nursing home before noon on the transfer day to ensure no interruptions in the patient’s prescriptions.

· Place the original copy of the form in the patient’s medical record.

· The attending physician should communicate key information with the receiving physician.



	Emergency Departments                  Hospital, Skilled Nursing Facility, Long Term Care, Hospice, Home Care, Group Home, Assisted Living



	
	· Complete the transition form before transition/discharge.

· Before transition/discharge, fax the form to the receiving facility.

· Call the receiving facility to give a nurse-to-nurse report.

· A copy of the form and the records should be placed in a large  envelope and addressed to the receiving facility.

· This envelope should be given to the person, family or EMS transporting the patient, with instructions to give to the receiving facility.

· Place the original copy of the form in the patient’s medical record.

· The ED physician should communicate key information with the receiving physician.



	Skilled Nursing Facility, Long Term Care, Hospice, Home Care, Group Home, Assisted Living                 Hospital



	
	· The transition form should be completed whenever a patient is transferred to a hospital for emergency evaluation or planned admission. Whenever possible, complete the form before the transfer and send a copy with EMS personnel or family, if applicable. In an emergency, it may be necessary to complete the form after the patient has left the facility. 

· Send the transition form with EMS personnel or fax them to the receiving facility. After the patient has been transported, fax the form to the receiving facility. If you are unsure of the receiving facility, instruct EMS personnel to call the nursing facility when the destination is known and then fax the report.

· Call the receiving facility and give a nurse-to-nurse report.

· Place a copy of the transition form in the patient’s chart.


Appendix D: Example Responsibilities 
    (Adapted from HealthEast discharge/transfer policy)
	Responsible Clinician
	Responsibilities

	Physician Responsibilities
	Responsible to ensure all orders complete and accurate before transition.
A. Proactively plan with patient for transition. 

B. Notify the patient of transition. 

C. Notify the nursing staff of transition. 

D. Write complete transition orders, including medications according to the facility’s Medication Reconciliation process. 

E. Complete Interagency Physician Assessment and Transfer Form, as appropriate for Non-Acute Care 
F. Dictate discharge summary and send to accepting provider or primary care provider.

	Nurse Responsibilities
	A. Notify the parents of all minors about transition. This is not necessary if the minor is legally able to consent to his/her own treatment. (Note: A minor who can consent for treatment is “any minor who is living separate from his parents or legal guardian, whether with or without the consent of a parent or guardian and regardless of the duration of such separate residence, and who is managing 

his own financial affairs, regardless of the source or extent of his income, or any minor who has been married or has borne a child.” This is extracted from legislation passed by the Minnesota State Legislature, 1971.) 

B. Verify that the transition order has been entered into the patient’s medical record. 

C. Discuss new medications ordered with the patient/family. Arrange to have medication prescriptions filled. 

D. Collaborate with physician to complete the Interagency Physician Assessment and Transfer Form and/or a Discharge Instructions Form, as appropriate. 

E. The original of the Interagency Physician Assessment and Transfer Form: 

i. Is to be sent with the patient as part of the referral information for those patients not going home. 

ii. Can be given to patients that are discharged home. 

iii. A copy will be kept on the patient’s chart and is a permanent part of the medical record. 

F. Complete any required teaching for continued treatments and medication at home and document on a Discharge Instructions form. 

G. For patients being transitioned to another facility (Nursing Home, Transitional Care Unit, etc.), send  both pages of the original copy of the Nursing Home Pre-Admission Screening (Nursing assessment form) to the facility and place one copy of the form in the chart. And give verbal report to receiving facility upon their request. 
H.  Assure medication reconciliation is complete



	RN Care Manager
	A. Inform health care team of GLOS related to diagnosis.

B. Assure timely care progression

C. Communicate with payor about plan and progress on as needed basis.



	Social Worker
	A. Identify primary decision maker
B. Identify appropriate level of care/resources needed after transition through discussions with the interdisciplinary team, the patient and family. 

C. Coordinate the arrangements for appropriate Home Care, Hospice Care or Transitional Care Unit/Skilled Nursing Facility placements. 

D. Serve as communication link between hospital staff, community, patient and family. 

E. Discuss with the patient or the patient’s decision maker transportation options and coordinate arrangements if necessary. 

F  Clarify with the receiving facility if transition  prescriptions should be filled (particularly Assisted Living, Board and Care, and Group Homes). 

G..  Discuss with primary decision maker financial obligations related to next level of care. 

H. Document ongoing activity in the Physician Progress Notes section of the medical record.


	HUC/IC Responsibilities
	A. Compile and facilitate the information needed for a Transition/Discharge Envelope, as appropriate. 

B. Arrange follow-up services as needed. 

C. Complete assigned delegated tasks. 
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