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TRANSITIONAL NURSING HOME CARE UNIT

1.  PURPOSE:  To delineate Network policy, responsibility and procedures for screening, admission and discharge of Transitional Nursing Home Care Unit (TNHCU) residents within the VA Healthcare Network Upstate New York.

2.  POLICY:  

     a.  Mission Statement:  The Transitional Nursing Home Care Unit provides specialized care between hospitalization and outplacement, or permanent residency if eligible.  It is a program of care for the interim accommodations of convalescents or other veteran patients who are no longer acutely ill and not in need of hospitalization, but require skilled nursing and rehabilitative services.  The purpose of the care provided is to restore, maintain, or help the resident regain the functional level, which is the highest possible for the resident.  The threefold purpose of the TNHCU is to provide:

          1.  Supportive care to those residents needing rehabilitation to restore them to their optimum level of functioning;

          2.  Care that will prevent or delay deterioration of those residents having profound

physical disabilities and/or behavior management deficiencies; and

3. Compassionate care to residents and families at the end of life.

     b.  ELIGIBILITY FOR PERMANENT RESIDENCY:  

         1.  VHA provides nursing home care to any veteran who is in need of such care and who has a combined SC disability rating of 70 percent or more, is seeking nursing home care for a SC condition, or is rated 60 percent SC and unemployable or is rated 60 percent SC and Permanent and Total Disabled (P&T).

         2.  VHA ensures that a veteran described above, who continues to need nursing home care, is not, after placement in a VA Nursing Home Care Unit, transferred from the facility without the consent of the veteran or, if the veteran cannot give informed consent, the veteran's designated representative.

3.  RESPONSIBILITY:

     a.  The acute care unit discharge planning team, consisting of the provider, nurse, and social worker, will initiate a consult to the Screening Team for consideration of placement in Transitional Care.  The medical provider will support the request with sufficient medical findings that the veteran meets the criteria for admission.   Social workers or case managers of patients residing in the community may make application for NHCU admission through the same process.

     b.  Each medical center will maintain a screening process/team to decide the

appropriateness of admission to the NHCU.

     c.  Discharge from TNHCU:  The NHCU interdisciplinary team will establish discharge goals with the patient and family/significant other.  Discharge will be accomplished when the treatment goals have been reached and appropriate community resources are available to sustain the patient at home or in an alternative level of care.  

4.  PROCEDURES:

     a.  Admission to NHCU:  Each patient must meet all of the following conditions:

          1.  Requires maintenance or restorative rehabilitation;

          2.  Requires skilled nursing services as determined by Patient Review Instrument

(PRI), intermittent services of a physician and psycho-social assessment/services by a social worker;

          3.  Is medically stable, with medical work-up and laboratory studies within

acceptable range;

          4.  Is unable to meet selected self-care needs;

          5.  Has potential for discharge to the community and has a completed social work

summary and discharge plan, and;

          6.  Is psychiatrically stable with no assaultive or suicidal behavior during the preceding 14 days; psychotropic medications have not been changed within the preceding 72 hours.

          7.  Completes financial disclosure form 10 -10 EC with the assistance of the referring Social Worker or Case Manager, or accepts the maximum co-payment responsibility.

     b.  Absent Sick in Hospital:  For those TNHCU patients who become medically unstable during their stay on the NHCU and require transfer to an acute care bed, the TNHCU bed may be held open for their return.  The length of time the bed will be held is established by each facility according to patient needs.

     c.  For patients who are not eligible to become permanent residents of the NHCU, a letter is provided to assist referring staff in explaining the transitional stay. (Attachment A). 

5.   REFERENCES:  DM&S, M-1, Part I; M-5, Part II.  2002-2003 Comprehensive Accreditation Manual for Long Term Care, Joint Commission on Accreditation of Healthcare Organizations, 2003.   VHA Directive 2002-077, November 27, 2002:  Eligibility and Expansion of Nursing Home Care.
6.   RESCISSIONS:  Network Memorandum 10N2-44-99 dated November 4, 1999.

7.  FOLLOW-UP RESPONSIBILITY:  Network Geriatrics and Extended Care Line. Author:  Ann Saczuk. (716) 862-3297.

8.  AUTOMATIC RESCISSION DATE:  July 23, 2006.
Signed 9/15/03//

WILLIAM F. FEELEY

Network Director

ATTACHMENT:  A 

DISTRIBUTION:   Network 2 Medical Centers

                             Network Care Line Managers

                             VISN 2 Network Web Site

Dear Patients and Families:

The ____________________________(insert locality) VA Medical Center welcomes you and is pleased to be serving you through the Transitional Care Unit (TCU).  Most patients enter this program following an acute hospital stay and remain in the Transitional Care Unit for approximately 60 days.

After this period, patients are usually transferred to a community nursing home, or are able to return home.  The Transitional Care Unit is not meant to be a permanent residence, but rather a place where patients receive optimal treatment of medical conditions, skilled nursing care and some restorative therapy.

Soon after admission, the team will meet with you to begin to make arrangements for your discharge to the community.  The Transitional Care Unit social worker will initiate a discharge plan.  You and your family will be key participants in the development of this plan with the help of your social worker and other members of your healthcare team.  We will work to make the very best possible arrangements for your continuing care.

If you have questions, please ask any of us involved in your care.  We look forward to serving you and assisting you soon in planning for your future care after you have left the VA.

Sincerely,

(signature blocks of local GEC care line leaders)
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