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LEARNING OBJECTIVES

To provide direction to dialysis facility practitioners on how to
complete Involuntary Discharge (IVD) Paperwork

A Before the Involuntary Discharge Occurs
A How to notify the Network without violating HIPAA
Examples
A Terms

A Resources available online
Patient Issues Algorithm
Bed Bug Protocol

A Help with Behavioral Agreements
A During the Involuntary Discharge
A Checklist

A Internal Processes at the Network
Immediate Discharge
A Reasons for Discharge
30-Day Discharge
A Reasons for Discharge

A Outcomes from Network
A Pre-Survey Results
A Evaluation Link
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ADisclosures:

ARequirements for successful completion
ACEU certificates after September 15, 2017 (Social

Workers only)
AConflicts of Interest
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ACommercial Support
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HOW TO NOTIFY THE NETWORIKHOUT
VIOLATING HIPAA




Hello Rechelle,

We had a patient at our XXXXXXXX location who made homicidal and
suicidal threats towards his wife and children. Theahreats were on

Facebook in a message tohis sister-in-law (wi f e 6 s $he pdtient ) .
stated that he would kill his wife, everyone in their home, and then

hi msel f . The patientds wif e tloeadate oft o t h
this email and reported these threats to the center. The center called

the police (report made), and the center encouraged the wife to call

the police as wel . This LMSW call ed t
safety pl an, and al so encouraged the p
assistance. This LMSW al so gave the pa

family safety shelter. The facility has placed the patient on an unstable

plan of care due to the safety concernsfor himself and his family.

Police did go to the residence, but the police officer did not reveal that

he was looking for the patient. He stated he waslooking for the

pati ent.0sThwi fpeati ent 6s wheée wihorheforés go.i
safety. We are sending this email as a notification of what is going on

with the patient, what we havedone, and what we are planning to

do. We will be completing an unstable assessment. If the patient

agrees, we will contact the mobile crisis team to assess the patient

further. | can call you to give the patient PHIin a secure manner on
Monday.

Facility: XXXXXXXXXX #CCRXXXXX
Phone Number: X XX XXXXXXX

XXXXXX,DaVita
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From: Kimberly A Powers [mailto:Kimberly.Powers@fmoa.com]
Sent: Friday, August 18, 2017 2:13 PM

To: Brown, Rechelle

Cc: XXXXXXX

Subject: Notification of Immediate 1VD

Importance: High

Rechelle,

Please accept this email as notice of an Immediate IVD that is occurring at our clinic today. | will fax you
a copy of the specifics with patient information within 30 minutes. The reason for the Immediate IVD is
direct threats of personal safety by the patient and his wife to an employee. The conversation containing
the threats were witnessed by two staff members, our Clinic ManagerSarah, RN, and myself.

Our Regional Director of OperationsXXXXX is present in the clinic. She is managing the situation with
XXXXX The patient is currently completing treatment for today. | am preparing all that is necessary
according to the IVD checklist and our internal policy/procedure.

We anticipate having the opportunity to offer this patient a move to another Fresenius clinic in Lubbock
and to keep his current nephrologist. However, this will be the patient's choice.

Please let me know if you have any further needs or questions.
Thank you,

Kimberly A Powers LMSW

Heart of Lubbock Dialysisd Social Work

2710 Avenue Q Lubbock TX 79411

T +806 744 1252 1 F +1 806 744 1440
kimberly.powers@fmcna.com
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CLINIC CMS

. Self-Determination 1. Patient-Centered Care

(PCC)

. Getting Patients
Involved in Their Care 2. Patient Engagement (PE)

. Including Family in 3. Family Engagement
Pati ent os Car e
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TOOLS FOR SEHBFETERMINATION/PCC

ADecreasing Patient
Conflict (DPC) Modules

AMotivational
Interviewing (Ml)
Modules

AAny others?

http://www.esrdnetwork.org/professionals/inclusive
care/patientand-family-centeredcare
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http://www.esrdnetwork.org/professionals/inclusive-care/patient-and-family-centered-care

Person & Family Engagement Cycle

Promote

Informed

Decision
Making

Encourage
Engagement
& Self
Management

Improving Healthcare
Experiences & Outcomes

Share
Preferences
and Values

Promote PFE Co-Create
Best Practices Goals

- QIC Affinity Group

Source:
https://www.cms.gov/Medicare/Quality -Initiatives-Patient-Assessment
Instruments/QualitylnitiativesGenlnfo/Downloads/Personand-Family-EngagementStrategic-

Plan-12-12-16.pdf ‘
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https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityInitiativesGenInfo/Downloads/Person-and-Family-Engagement-Strategic-Plan-12-12-16.pdf

SELFMANAGEMENT VS. SEOARE

A Dynamic, interactive, anddaily A Healthy lifestyle
process in whichindividuals engage behaviors are
to manage a chronic illness (Lorig undertaken by
& Holman, 2003). individuals for optimal
ARefers to oOthe abil idrowthafd t he
individual, In_conjunction with development, or the
family, community, and healthcare preventive strategies
professionals, to manage performed to promote or
symptoms, treatments, lifestyle to maintain health
changes, and psychosocial, (Richard & Shea, 2011;
cultural, and spiritual Riegel & Dickson, 2008)

conseqguences of heal th conditions©o
(Richard & Shea, 2011)
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SELFMANAGEMENT VS. PATIENT EDUCATIO

Management

Self-

Patient

Education

Problem solving Selfdirected RIS
related to Patient identified behaviors to Disease Specific contr%l o Compliance with
conseguences of problems improve clinical Information T —— behavior change

outcomes

disease

J

Increasing patient
knowledge does not
always lead to a
behavioral change!
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Patients must be able to apply gained information to their REAL LIFE situations
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WHAT IS MOTIVATIONAL INTERVIEWINC

. END STAGE RENAL DISEASE

pupemmm— S 0OC1AL WORKER ToOLS & RESOURCES

WNRN NIl Motivational Interviewing <

PATIENTS & FAMILIES « Video to Motivational Interviewing: What is it Module 1 H
. PowerPoint Motivational Interviewing: What is it Module 1

LSl Patient Issues Algorithm

Continuing Education

s Algorithm /-
Ethics + Tipsheet 1 .-
. Tipshest 2 -

- ML e P T R I ST PUR—

r File e i | Fmm emm e

http://www.esrdnetwork.org/professionals/social -workertools-resources

SLRENA:
%), END STAGE RENAL DISEASE



http://www.esrdnetwork.org/professionals/social-worker-tools-resources

TOOLS FOR GETTING PATIENTS AND
FAMILY INVOLVED IN THEIR CARE/PE

AFacility Patient Representatives (FPR) \J
3

Awww.esrdnetwork.org/patientsfamilies/patient - |
representatives ¢ '

AMotivational Interviewing (MI) Modules

Awww.esrdnetwork.org/professionals/social
worker-tools-resources \

AThe Beryl Institute l[ \\
Awww.theberylinstitute.org > L.

Alnstitute for Patient- and Family-Centered
Care (IPFCC)

Awww.ipfcc.org
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http://www.esrdnetwork.org/patients-families/patient-representatives
http://www.esrdnetwork.org/professionals/social-worker-tools-resources
http://www.theberylinstitute.org/
http://www.ipfcc.org/

FACILITY PATIENT REPRESENTATIVE (F

END STAGE RENAL DISEASE

HOME

peppenmm—_ PATIENT REPRESENTATIVES

CALENDAR

DTS & BT ILIES What is a Facility Patient Representative (FPR)?

Flllllg a Grievance Ewery dialysis clinic in Texas should have a Facility Patient Representative (FPR) who will act as a link between patients and the
Making Choices facility staff. The attached handbook and tools will assist facilities with recruiting and training patients to become valuable
Choosing a Facility

Medicare Information
Treatment Options

members of the team.
Tole s . ” milibesgcial worker and read the information available in the FPR Toolkii!
Patient Engagement & FPR Toolkit — English [i-| — Spanish \-| — Revised 05/2015

Patient- and Family
Centered Care

Patient Education

About Kidney Disease .
End of Life Responsibilities Include:
ealthy Living

Suggested Standard Responsibilities:

. Be a role model to other patients by learning information about treatments for kidney disease and following hisfher own
treatment plan.
_ Ltive . Receive and distribute ESRD Network patient mail-outs.
= Pl‘oigranl (QIP) At the facility’s request, communicate clinic updates or concems to fellow patients.
Be available to assist the unit Social Worker with patient support groups
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http://www.esrdnetwork.org/patients-families/patient-representatives

RESOURCES AVAILABLE ONLINE

http://www.esrdnetwork.org/professionals/social -workertools-resources
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http://www.esrdnetwork.org/professionals/social-worker-tools-resources

HELP WITH BEHAVIORAL AGREEMENT

A Notify patients if their behavior could
lead to termination of services and
steps they can take to change their
behavior (i.e. behavioral agreement).

A Outline steps (i.e. do not yell at staff
members, do not use racial slurs, do
not throw things).

A Give the patient the opportunity to
succeed (on an unstable care plan
each month to monitor the progress
of the expectations for the patient
and clinic).

A The clinic staff uses their clinical
judgment as to when the involuntary
discharge process starts afterALL of
the CMS Conditions for Coverage

(CFCs) required steps have been
completed.

http://www.esrdnetwork.org/professionals/social -worker4ools-
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http://www.esrdnetwork.org/professionals/social-worker-tools-resources

BEHAVIORAL AGREEMENT®NTINUED

C Individualized to the patient.

CThe agreement | denti fi es the pa
behavior.

C Informs the patient of the potential consequences if the
disruptive behavior continues or worsens.

C Change of shift, discharge, transfer to another clinic, etc.
C The agreement identifies the problem behavior.

C Defines the actions to be taken by the patient and the staff
that will help prevent the behavior from happening again.

CThe agreement rei terates Pati en
Responsibilities.

CThe agreement rei terates Faci | |
Responsibilities.
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CHECKLIST

C Review and have documentation to support that clinic has
followed the steps to ensure SelfDetermination, PCC, PE, and
family engagement.

C Internal Policies

C Patient Issues Algorithm (if applicable)
Tip Sheet 1
Tip Sheet 2
C Bed Bug Protocol (if applicable)
C Local Resources (if applicable)
Mental Health
Substance Abuse
Transportation
Acute Care (Hospitals for nompayment patients)

C Call the Network the same day letter is given to the patient
(30-day or Immediate Discharge).

C If e-mail is sent, be mindful not to violate HIPAA.
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CHECKLISICONTINUED

CFax ol VD packetd i nfor
Network within 48 hours of notification.
C Include fax confirmation that the State of

Texas was notified with the "IVD packet” that
was sent to the Network.

C Provide any additional documentation
requested by the Network.

C Finding Placement

C If 30-day IVD, assist the patient with
placement options.

C If Immediate IVD, at the minimum, provide
the patient with a list of local emergency
rooms for dialysis care.
C If the nephrologist discharges the patient
from their care, the responsibility falls on
the clinic to complete
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