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About this presentation
In August 2019, this course was originally presented at Santa Clara 
Family Health Plan (SCFHP) with invited guests, including social 
workers, case managers, and discharge planners. It was posted on our 
website to share with our providers.

Please note that each community resource mentioned herein has its 
own criteria for enrollment, therefore decisions are determined by the 
organization providing the resource.  
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Ensuring safe discharges
Goals for today

• Identify and share best practices for safe discharges from skilled nursing facilities (SNF)
• Reach a shared understanding of partners and roles

SCFHP’s role in long-term care (LTC) transitions 
• Coordinated care 

Who are the partners?
• Resident/member
• Family or caregiver(s)
• Providers: medical, behavioral health, Durable medical equipment (DME) home health, long-

term services and support (LTSS), housing
• SCFHP Case Managers and utilization staff
• Santa Clara County Whole Person Care Program & Institute on Aging (IOA) 
• Silicon Valley Independent Living Center (SVILC)
• LTC Ombudsman
• California Department of Public Health (CDPH) 
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Common post-discharge needs
• LTSS: In-home supportive services (IHSS), community-based adult services (CBAS), multipurpose senior services program 

(MSSP)
• Visit SCFHP’s LTSS webpage for information & training on MLTSS: https://www.scfhp.com/for-providers/LTSS/

• Transportation

• Pharmacy: Supply of medication for transition (e.g., 30-day supply).

• Durable medical equipment (DME): Walkers, incontinent and enteral supplies, etc.

• Home Health Agency (HHA): If having issues with finding a provider, you can submit a prior authorization request to SCFHP. 
Email mltsshelpdesk@scfhp.com for assistance with urgent requests. 

• Other post-discharge needs: 
• Follow-up transition of care (TOC) calls for member and caregiver.
• Referral for ongoing case management. 
• Other community resources – food access, caregiver support, etc. 
• Use the SCFHP Find a doctor tool or the SCFHP provider directories to find a provider: 

• Medi-Cal Provider Directory
• Cal MediConnect Provider Directory
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https://www.scfhp.com/for-providers/LTSS/
https://secure.healthx.com/v3app/a/?6713520D04184E241C0D022C0D340C1C130C11166E221738130C0A0C1737483A0002181B1A18225A403E370111000A0017361A331706230A171747040051305A030F4913504D0D570D265956445E0401175E75445D6E48075F5C045E457F570409405A07170B095F3848140C1C130C11162816582C03070A080446117D480408465E4C400D560C680F515E5E48564742794B036700070A0C570E07201D1205135520455D5C2C0157242F58235045377234236351265B5E5341190A56515D402D2043595E5604565450/
https://www.scfhp.com/media/p/2262/mcproviderdirectory.pdf
https://www.scfhp.com/media/p/6783/cmcdirectory_en.pdf
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COVID-19 resources:
• COVID-19 information for SCFHP providers
• COVID-19 information for SCFHP members

LTSS resources:
• Interdisciplinary care team (ICT) training
• Managed long-term services and supports (MLTSS) training
• INTERACT tools for skilled nursing facilities

Handouts:  
• Long-Term Care Discharge Notification Form 
• Contracted DME and Medical Vendor List 
• SCFHP Nursing Home Pre-Discharge Checklist
• Referral Forms

Resource sharing

https://www.scfhp.com/news-center/releases/coronavirus-important-information-for-scfhp-providers/
https://www.scfhp.com/news-center/releases/coronavirus-important-information-from-scfhp/
https://www.scfhp.com/media/p/3751/ict_training_overview.pdf
https://www.scfhp.com/media/p/3764/ltss_orientation.pdf
https://www.scfhp.com/media/p/4020/interact-v-4-implementation_checklist-nov-17-2014.pdf
https://www.scfhp.com/media/p/1847/ltcdischargenotif.pdf
https://www.scfhp.com/media/p/4014/40225_dme_vendorlist.pdf
https://www.scfhp.com/media/p/6929/ltssdischargechecklist.pdf
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SCFHP Long-Term Care Authorization Process Workflow

Long-Term Care/Custodial 
Authorization Request Received by 

Utilization Management 

Incomplete 
Documentation

Complete 
Documentation

LTC UR RN: 
Makes 3 attempts to request missing 

documents 
2 Faxes and 1 phone call

LTC UR RN:
Recommends 
denial due to 
insufficient 

documentation.

LTC UR RN:
Reviews documentation and determines 

if member meets DHCS LTC-R-15-98E 
Criteria for Long-Term Care Services

Member 
does not meet 

criteria

Member
meets criteria 

but has potential to 
discharge

Member
meets criteria and 

has no potential for 
discharge

LTC UR RN:
Sets up face to 

face assessment 
to discuss 
discharge 

options

Notice of Action letter sent to 
facility and member

LTC UR RN
Sends referral to 

SCFHP 
LTC CM

All Documentation Received

Documentation Not Received



LTC member utilization management
LTC authorizations 
• Required documentation:
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• Face sheet
• Physician’s orders with signature

• Current care plan
• Progress notes

• Approval or denial is based on established criteria per DHCS LTC-R-15-98E, and 
review of both medical and psychosocial needs; potential for transition.

• Authorization may be for one (1) year or six (6) months. 
• Other factors reviewed:

• Age
• Diagnosis
• Progress of treatment
• Psychosocial situation
• Income available 

• Housing status and need for 
housing

• Informal support available – need 
for home or community based 
services or LTSS benefits



Examples of LTC approvals
6 months 1 year 2-3 months
80 year old – Activities of daily living (ADLs) 
with extensive need

80 year old – ADLs with extensive
need

50 year old** - ADLs with extensive need

Muscle weakness and dementia, stable housing Muscle weakness and dementia, 
Type 1 diabetes and homeless

Muscle weakness, Type 2 diabetes, and 
homeless 

• Has family support (daughter) 
• Family is willing to enroll in CBAS
• MD ordered Home Health 
• Daughter will provide IHSS

Member has no family support and is 
chronically homeless.

ADLs changed to limited-assist with capability for 
medication management training but remaining 
discharge barrier is homelessness.

Community discharge – feasible 
with family support and appropriate services

• Utilization Management RN will call SNF 
Social Worker for assistance with 
transitioning member back to the 
community.

Community discharge not feasible
due to member’s age, no family 
support, homelessness, and need for 
24 hour nursing care.

Community discharge – feasible
• **Member initially approved for 1 year, but ADL 

needs changed. Registered Nurse (RN) conducted 
face-to-face visit and identified member for 
transition. Referrals to case management, housing 
placement, LTSS benefits (e.g. SCFHP, IOA or 
SVILC) 

• RN recommended last-covered-day (LCD) for 
determination by Medical Director. 

• Best practice:  2-3 month lead time given for 
planning to ensure a safe discharge and 
continued care in the community, post-
discharge. 
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Discharges and transfers
• The facility must permit each resident to remain in the facility, and not transfer or 

discharge the resident unless the regulatory requirements are met. This includes:
• Documentation
• Written notice to a member, and the exceptions to a 30-day notice
• Appealing a transfer or discharge
• Readmission to a nursing facility after a hospital stay
• Converting to Medi-Cal
• Evicting residents after Medicare coverage ends

• Every bed in a Medicare certified SNF is certified, so a facility’s claim that it does 
not have available Medicare or “long-term care” beds is non-factual. 
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Discharge Case Management Referral Workflow

SCFHP Member Identified 
For Potential Transition

• Member has adequate housing
• Member has caregiver support but 

needs IHSS in place
• Facility needs assistance from 

SCFHP to connect member to 
SCFHP Benefits 

• Member would be appropriate for 
RCFE placement - needing 
supervision of IADL’S and some 
assistance with ADL’s

• Member has a place to live 
• Member has some income or 

potential for income after discharge
• Member needs assistance with 

linkage to community resources or 
social support

• Member would be appropriate for 
independent living with or without 
supports

• Member has a home
• Member needs assistance finding an 

independent living location
• Member has some income or 

potential for income after discharge
• Member needs some financial support 

to leave facility such as home set up, 
home modification needs, move in 
cost, assistance with poor credit

SVILC 
will reach out to 

member and evaluate for 
enrollment 

Criteria.

A member of SCFHP LTSS 
team will attend IDT

meetings to assist with discharge
 and educate on 
LTSS benefits.

A member of SCFHP LTSS 
team will attend IDT meetings to 

assist with discharge and educate
 on LTSS benefits if necessary.

A member of SCFHP LTSS 
team will attend IDT meetings to 

assist with discharge and educate 
on LTSS benefits if necessary.

Member 
Discharges 

Safely Back to 
Community

SVILC 
Enrolls 

Member 

SVILC 
Notifies 
Facility

Facility 
Explores Other 

Options Facility 
Explores Other 

Options

Refer to SVILCRefer to IOA Refer to SCFHP LTSS CM

IOA CM 
will reach out to 

member and evaluate for 
enrollment 

Criteria.

Does Not Meet CriteriaMeets Criteria
IOA Notifies 

Facility 

IOA Enrolls 
Member in CM 

Program

Does Not Meet CriteriaMeets Criteria

Resources supporting 
care transitions
County resources
• Institute on Aging (IOA)

• SCFHP Case 
Management Program

• Silicon Valley 
Independent Living 
Center (SVLIC)

https://www.ioaging.org/
http://svilc.org/


Institute On Aging (IOA) - Whole person care
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See the Discharge Case Management Referral Workflow for best practice and referral 
timelines. Please note that some resources (such as IOA) may not be available or accessible due
to the COVID-19 situation.

https://www.scfhp.com/media/p/6936/ioa_communitylivingconnection_flyer.pdf
https://www.scfhp.com/media/p/6936/ioa_communitylivingconnection_flyer.pdf


Silicon Valley Independent Living Center (SVILC)
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Please use new referral form to refer for CTP program (handout). See Discharge Case 
Management Referral Workflow for best practice and referral timelines. Please note that some 
resources (such as SVILC) may not be available or accessible due to the COVID-19 situation.

Click on the flyers to open them

https://www.scfhp.com/media/p/6937/eng_svilc_brochure.pdf
https://www.scfhp.com/media/p/6937/eng_svilc_brochure.pdf
https://www.scfhp.com/media/p/6935/svilc_ctp.pdf
https://www.scfhp.com/media/p/6935/svilc_ctp.pdf


SCFHP pre-discharge checklist

13Click on the form to open it

https://www.scfhp.com/media/p/6929/ltssdischargechecklist.pdf
https://www.scfhp.com/media/p/6929/ltssdischargechecklist.pdf
https://www.scfhp.com/media/p/6929/ltssdischargechecklist.pdf
https://www.scfhp.com/media/p/6929/ltssdischargechecklist.pdf


Special circumstances
• IHSS access: Timing and SCFHP support
• Out of area (OOA) placements
• Homelessness

• Requirements for safe discharge
• Housing resources and community placement agencies 
• Unsafe practices
• Obtaining benefits to support housing costs – Supplemental Security Income (SSI)
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Homelessness and homes/shelter
Resources and sustainable options 
• Talk about possible red-flags
• Be aware that bad vendors or agencies exist in our community
• Discharge to shelter
• Safe discharge
• Working with placement agencies 
• SSI increase – community referrals to SLVIC and IOA
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SCFHP is committed to quality 
SCFHP’s quality, training, and outreach includes:

• Quality measures
• Medication reconciliation
• Training
• Provider outreach
• Potential quality issues (PQI)
• Site visits
• Preventing re-admissions
• Sharing best practices (INTERACT)
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Quality improvement
About PQI

• A potential quality issue (PQI) is found when the care given to a member is suspected 
to be different from professionally recognized standards of performance. 

• The PQI may be observed and reported, or a documented clinical event or trend 
found by a member, physician or SCFHP staff member. 

• SCFHP reviews medical records, interviews staff, and investigates as needed to 
address potential PQI. Documentation of findings is submitted to SCFHP’s Quality 
Improvement Department for review. 

• Please reply promptly if SCFHP requests additional information on a PQI. Not every 
PQI is found to be substantiated as an actual quality of care issue. 
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Case Study #1 - PQI investigation 
(Satisfactory outcome)

Situation: During a transition of care (TOC) call, the member stated he was forced to 
discharge because he did not pay his required share of cost (SOC).
Background: The member was advised by SNF staff (in English and Spanish) that he 
could stay at the facility, but had to pay SOC. 
Assessment: The member wanted to discharge against medical advice (AMA). Social 
Services encouraged the member to remain at SNF until a discharge order could be 
obtained. Social Services explained the risks of AMA. 
Recommendation: A discharge order was obtained, and the remaining supply of 
medications were given. An order for HH, physical therapy (PT)/occupational therapy 
(OT)/RN was also obtained. Member was discharged to their home. 
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Case Study #2 – PQI investigation
(Unsatisfactory outcome)

S: Face to face visit with member who was discharged to an unlicensed Board and 
Care.  Member readmitted to acute setting one (1) day post discharge. Admitting 
Diagnosis (DX) to acute setting and reason for PQI: status post fall with inability to 
ambulate, right knee pain 8/10, urinary tract infection, sepsis. 
B: Members baseline DX:  bradycardia, muscle weakness, major depressive disorder, 
obstructive sleep apnea, shortness of breath, morbid obesity, hypothyroidism, 
hyperlipidemia, other specified bacterial agents as the cause of diseases classified 
elsewhere, personal history of mental health and behavioral disorders, bipolar 
disorder, current episode depressed, psychotic disorder, systolic congestive heart 
failure, borderline personality disorder, PTSD, anxiety disorder, unspecified heart 
failure, suicidal ideations.

19Case study #2 continues on the next slide 



Case Study #2 – PQI investigation continued

(Unsatisfactory outcome)
A:  Member is currently discharged from acute setting and readmitted to another SNF.  Member 
is 39 year old female, alert and oriented x 4 (person, place, time, and situation).  Prior level of 
functioning is ambulatory with front wheel walker.  Supervision needed for activities of daily living 
(ADL).  Review of discharge summary, nurse’s notes, PT/OT discharge recommendations: No 
front wheel walker was provided or ordered. The member states that she did not have a front 
wheel walker at the board and care.  A Home Health (HH) referral is recommended, no HH 
referral made, no follow-up primary care provider (PCP) appt. was made, no follow-up behavioral 
health (BH) appt. was made with mental health provider.  Review of DC summary and pharmacy 
claims data an adequate supply (14 day) of psychotropic medication (Latuda) was provided to 
the member. A transition prescription for Latuda was not provided to member. Discharge 
summary does not indicate that member has or was provided with a CPAP.  Review of laboratory 
data collected 5/20/19 indicated member had episode of elevated white blood cells (WBC) 
13.2, nurses note on 5/21/19 at 09:50 indicate the “labs were reported to the attending MD via 
phone call, no answer, left message and faxed. Will follow up for any new order”. There is no 
further indication of follow up or new MD order for elevated WBC lab data. No “change of 
condition” was completed for altered lab values. Nurse’s notes do not reflect there are no 
signs and symptoms of infection. 20Case study #2 continues on the next slide 



Case Study #2 – PQI investigation continued

(Unsatisfactory outcome)
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R: Reassured member that SCFHP wants to ensure she gets the care she needs. 
Referred to PQI for evaluation. SCFHP’s LTSS team to follow for transition back to 
community when able. Member is followed by community partners IOA and 
SVILC. 



What contributes to a PQI?
• Preventable re-admission 
• No Home Health
• No durable medical equipment (DME)
• No medications or not enough medications
• No family or caregiver involvement
• No discharge interdisciplinary team (IDT) meeting held
• No follow-up appointment scheduled with PCP or specialist
• No medication reconciliation
• Inadequate member education
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Reflection and discussion
• Can a member leave the SNF against medical advice (AMA)? 

• What is your AMA procedure?
• How do SNFs ensure member’s understanding of what was explained?
• How did Social Services advocate for this member?
• What type of documentation will SCFHP look at when evaluating a PQI?
• How important is the SNF documentation of events or situations?
• What are the patient rights?
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Wrap up, next steps, question and answers

Reflections
• What did you learn or were reminded of?
• Any new opportunities? 
• How can we improve partnerships for safe discharges?
• What can we do to improve the discharge process?

• SCFHP and SNFs

Questions?
• https://www.scfhp.com/for-providers/ltss/
• mltsshelpdesk@scfhp.com
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https://www.scfhp.com/for-providers/ltss/
mailto:mltsshelpdesk@scfhp.com
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