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SSD/Admissions receives


call from hospital Discharge Planner.





SSD and Clinical meet to determine if care can be provided.  Site visit sometimes performed.





Complete 


Prospective Resident Contact Form.





Yes





No





Edisto Convalescent Center 


Clinical Workflow Analysis





Hospital Informed and Prospective Resident Contact filed.





Pre-Admission Meeting scheduled and attended


(See Edisto Meeting for all attendees)  





Admission Packet contains:


Information NOT FILED in patient chart:


Resident/Representative Information Acknowledgement


Restraint Information


Therapy Consent Form


Receipt of Privacy Notice


Release of Edisto from Responsibility of Personal Items


MDS Transmission Information


Notice of Non-Certified Bed Placement


Advanced Bed Placement Notice


Resident’s Personal Funds Form


Patient’s Medicare Authorization


Payment of Medicare Benefits to provider, Physicians and Patient


Smoke-Free Facility Policy


Notice of relocation following exhaustion of MCR benefits


Alternative placement agreement


Transportation agreement


Certification of Application for Nursing Home Medicaid (Given to BOM after signing)


Family Notification of Resident Condition (Given to QA after signing


Pharmacy Purchase Agreement


Information FILED in patient chart:


Right to Decline/RequestCPR/DNR


DNR Order


Consent to Photograph Resident


Admitting and Discharge Record (FACE SHEET)








SSD completes Admission Packet.





Can care be provided?





LEGEND


Red-indicates manually completed        form or process


Blue-indicates meeting





RNAC completes additional clinical information


*Note: Some information must be collected at bedside post admission.  





Pressure Sore Identification/Description


Pressure Sore Risk Assessment


Pain Management Assessment


Fall Risk Assessment


AIMS (Abnormal Involuntary Movement Scale) 


Siderail Assessment (for use when siderails ARE indicated)


Siderail Assessment (for use when siderails ARE NOT indicated)


Medicare Charting Profile (Identifies rationale for Medicare Coverage and provides clinical staff with assistance in chart documentation)


Case Mix Classification


Quarterly Assessment Check List (Identifies all items that should be located in chart, and their quarterly review/completion date)


Physical Restraint Elimination Assessment (Completed following physician order for restraint)


MDS 


Demographics completed during Pre-Admission meeting


All other nursing related sections completed Post Admission at bedside





Admit Resident to Edisto Convalescent Center.





“SPEEDSTER” communication form completed, with 14 copies made and given to staff.





BOM obtains MCR/MCD and secondary insurance cards.





Establish Medical Chart.





Physician Orders


Nurse Copies Physician Orders from Transfer Sheet onto Physician Orders Sheet


Nurse Faxes Physician Orders to Pharmacy


Nurse hand writes MAR


Nurse hand writes TAR


Care Plans


Initial Nursing Care Plan Completed


Personal Care Record Established and placed in binder for CNAs


























MDS/Care Plan Process





MDS


RNAC manually completes all initial MDS and enters into Achieve.


SSD manually completes assigned MDS and gives to RNAC for entry.


Activities Director manually completes assigned MDS and gives to RNAC for entry.


Dietary manually completes assigned MDS and gives to RNAC for entry.


Therapy manually completes assigned MDS and gives to RNAC for entry.


RAPS


RAPs entered into Achieve by RNAC.  Decision to proceed to Care Plan usually made by RNAC


Additional Documentation


Dietary Assessment (includes likes, dislikes, etc.)


Activities Assessment


Social Services History


Therapy 700/701 (Evaluation and Update)


Discharge plan


Discipline specific progress notes





Care Plan


RNAC personally creates and/or manually enters created Care Plans into Achieve (Does not appear to use library of choices.  Has not created library of choices).


Monitors and updates printed Care Plans on a regular basis.


Always reprints Care Plan after one update to ensure cleanliness of copy.


RNAC makes one copy of CP for CNA logbook, highlighting CNA interventions.  Any immediate action changes are entered on 24-hour report.





RNAC electronically transmits MDS.





RNAC Completes Medicare Resident Add/Change Form and gives to BOM.





MDS/Care Plan monitored through manually created calendar and log.  All MDS for MCR patients are hard copy created upon admission and placed in a bin for all disciplines to complete as necessary.





Back up of Achieve system performed 2x per week.








Care Plan Meeting Attended





Physician Orders Process





New Admission


(See above)





Nurse receives Telephone Order





1. Manually records Physician 


Order on chart. 








2. Manually records Physician Order on MARs/TARs.





3. Faxes new Order to Pharmacy.





4. Physician comes into facility


to sign order.  No orders are mailed out at this time.





5. Review presence of order in next month’s Pharmacy created Physicians Orders.





   Is it there?





Yes





No





Repeat Steps 


         1-5





Therapy Orders





Therapist Completes “Speedster” Communication form and gives to ADON. 





ADON phones physician to request orders.





Returns “Speedster” to Therapy with Physician response.





Was therapy ordered?





NO





Do not proceed





Yes





Follow Steps 1 and 3-5 under Telephone Order.





***Requires 42 Nursing hours per month to verify accuracy of Pharmacy created Physicians Orders, MARs/TARs





Discharge Process





Permanent Discharge





1.  Record on 24-Hour Report.





2.  Complete “Blue Sheet”


(Notice of Change)


Make 14 copies and 


disseminate.





3.  Nursing completes discharge summary.





Is resident MCD          eligible?





No





Yes





Medicare Discharge to Medicaid





Change Pay Status to MCD.


Submit 181 to DSS for notification of Pay Status Change.


Bed Hold period=10 days.


D/C resident if 10-day period is exhausted.








4. Disciplines complete D/C summaries.





5. RNAC completes D/C Tracking form in Achieve.





Give closed chart to Nursing Secretary.





Medicare Discharge to Hospital








Complete Steps 1-5 of Permanent Discharge.





Private Pay?





Yes





1.  Change Pay Status to PVT.


2.  Bill resident for bed hold days used.





No





1.  D/C resident





Nursing/Therapy Inform RNAC of MCR Discharge via Speedster Communication form.





RNAC completes 1718  (SC Long Term Care Assessment Form) and gives to BOM.





BOM obtains Community Long Term Care Client Service Choice Authorization form from Responsible Party.





BOM mails documents to DSS for review and investigation.





DSS reviews and investigates.  Determines resident is candidate for LTC.





Change Pay Status from Medicare to Medicaid.





Submit 181 to DSS for Medicaid authorization and Patient Liability amount.








