LOW RISK
DISCHARGE

DISCHARGE CRITERIA
v CHECK ALL THAT APPLY

MODERATE RISK DISCHARGE

O Independent in ADL's

[ Caregivers in the home
and available to assist

[ Lives alone with
community support

O Independent with
management of chronic
disease/meds

[ Adherent to treatment
plan

[ Able to direct medical care

[ Consistently followed by
MD/Practitioner

Discharge to
Community

Refer to home care services
(Including patients who
reside in Adult Home or
Assisted Living Facility)

[ Lives alone with limited community support

[ Requires assistance with medications

[ Issues of health literacy

O History of mental illness

[ Polypharmacy (greater than 7 meds)

[0 Requires temporary assistance with IADLs and ADL’s

[ Requires assistance in:
e Ambulating
e \Wound Care

e Transferring
¢ Management of oxygen and/or nebulizer

If = 2 then refer to home health agency

Refer to home care services for:

Patient received services from home care prior to hospitalization?
O Yes [ No If Yes, name of agency:

Skilled Nursing
¢ Observation and assessment
e Teaching and training
e Performance of skilled treatment or procedure
e Management and evaluation of a client care plan
AND/OR
e Physical, occupational and/or speech therapy
* Medical social work
e Home health aide service for personal care and/or therapeutic exercises
e Telehealth Care Management

HIGH RISK DISCHARGE

[ Lives alone with no community support

[ Lives with family that is not actively involved in care

O Clinically complex
(multiple co-morbidities, repeat hospitalizations or
ED visits, needs considerable assistance to manage or
is unable to manage medical needs independently)

[ History of falls

[0 Acute/chronic wound or pressure ulcer

O Incontinent

[ Cognitive impairment

O History of mental illness

[0 CHF and/or COPD and/or diabetes and/or HIV/AIDS
[0 End stage condition

[0 Requires considerable assistance in:
e Transferring
e Ambulating
¢ Medication management (greater than 7 meds)
¢ Management of oxygen and/or nebulizer

Other Outpatient Referrals

Services not provided by home care agencies:

This information is provided as guidance and should not be considered to be an all inclusive list of discharge planning options.

Providers need to select and/or develop protocols that apply to their specific patient population and region.

Iﬁ- Experts in Defining and Improving the Quality of Health Care

[0 Outpatient mental health [ Medicaid/Public Assistance [ Social Security Office

If = 4 then refer to home health agency
upon patient admission to hospital

THIS PATIENT IS HIGH RISK
FOR REHOSPITALIZATION

REFER TO HOME CARE SERVICES
IMMEDIATELY

This material was prepared by IPRO,
the Medicare Quality Improvement
Organization for New York State, 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.
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NEW YORK STATE DISCHARGE PLANNING AT A GLANCE

Patient is going home and requires home care services (skilled/non-skilled)

If patient has commercial insurance, call to see if CHHA or LHCSA requirement.

SKILLED SERVICES

SKILLED OR NON-SKILLED SERVICES

NON-SKILLED SERVICES

Hospice Certified Home Health Agency
Services (CHHA)

\

Medicare
(Homebound requirement)

Medicaid

Commercial Insurance

\

Requires skilled services
(Nursing, PT, OT, ST, MSW,
home health aide)

Licensed Home Care Agency (LHCSA)

Home and Community-Based Services

\ \

Medicaid or Commercial Insurance
Private Pay (Requires skilled services)
No skilled +
care required
(assist with

Requires skilled/
non-skilled services
(Nursing, PT, OT, ST MSW,
RT, RD, personal care aide)

personal care and
activities of daily
living [ADLs])

To locate services within a specific NYS County access: www.nyconnects.org

County-based point of entry (Central Assessment Unit in County Department of Social Services)

What to consider when assessing for referral to home care services:

m Patient’s pre-hospitalization functional ability

m Informal supports—able, willing, available caregiver
m Cognition

m Patient’s current functional ability

® Prior home care services

m Multiple hospitalizations—high risk
m Chronic illness(es)
m Special needs—durable medical equipment

m Teachability/understanding of illness

Other services provided at home: Access www.nyconnects.org

® Traumatic brain injury (TBI)

m Services through the Office of Mental Health & Office of Mental Retardation and Developmental Disability

\ \

Medicaid Waiver AND Insurance
Long Term Care Services (Long Term Care)

\ \

Types of Programs
(accessed through local DSS/HRA—may require
prior approval)

® Long Term Home Health Care Program
m Home Attendant/Personal Care Program

m EISEP
(Expanded In-home Services for Elderly Program)

m Nursing Home Transition and Diversion Program
® Managed Long-term Care Program

m PACE
(Program for All-inclusive Care for the Elderly)

m Consumer-directed Program

For Children (0-18 years)

m Care-At-Home Program

Y

Case management, supervision, environmental
modlification, home-making, assistance with personal
care and ADLs, housekeeping, shopping, errands

Patient is unable to go home; if no able and willing caregiver and requires supervised living—consider Adult Home or Assisted Living residence

(Call County Central Assessment Unit (CAP)/point of entry (POE)}—New York State: www.nyconnects.org)

Patient is unable to go home; if no able and willing caregiver and requires 24-hour skilled care—consider Nursing Home placement
(Call County Central Assessment Unit (CAP)/point of entry (POE)}—New York State: www.nyconnects.org)

This information is provided as guidance and
should not be considered to be an all inclusive list
of discharge planning options. Providers need to
select and/or develop protocols that apply to their
specific patient population and region.




