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GUIDE TO COMPLETING THE INVOLUNTARY DISCHARGE (IVD) PROCESS

This document contains vital information pertaining to the Involuntary Discharge (IVD) process as
outlined in the Centers for Medicare & Medicaid Services End Stage Renal Disease (ESRD) Facilities
Conditions for Coverage (§ 494.180 (f)). Please read carefully and refer to the document General
Guidelines for the Involuntary Discharge Process before completing this document. Involuntary
discharge is a last resort for managing difficult patient situations.

A dialysis facility MUST:
+ Notify the ESRD Network at least 30 days prior to the discharge.
+ Complete this entire packet on all involuntary discharges prior to the discharge and submit
to the appropriate ESRD Network:

« In cases of immediate and severe threat, submit the completed packet within 48
hours of the incident/discharge.

« In cases of non-payment of fees, ongoing and disruptive behavior, facility ceases
to operate, and/or facility can no longer meet patient's medical need, submit the
completed packet within the first two (2) business days after you have given (or
mailed) a patient your facility’s 30-day-notice of discharge letter. Example: If the
patient’s discharge letter has the date of May 15, you should submit the completed
packet to the Network within two (2) business days of May 15.

+ Retain a copy of this completed packet in the patient’s medical record.

Unfortunately, the incidence of involuntary discharge (IVD) seems to be increasing. We believe
this trend is due partially to an increase in untreated mental iliness in the ESRD population,
stressors (both privately and professionally) experienced by staff, and also because of a general
lack of knowledge about the IVD process and when it is appropriate. The Network is also seeing a
lack of knowledge about appropriate documentation and intervention preceding an involuntary
discharge. It is advised that facilities contact the Network for assistance in managing difficult
patient behaviors before they escalate to the point where patients are no longer welcome in the
facility.

Network 7 & 8 Network 13 & 14

Florida, Alabama, Mississippi, Tennessee Arkansas, Louisiana, Oklahoma, Texas
P: (601) 936-9260 P: (972)503-3215
F: (601) 932-4446 F: (972) 503-3219

TO AVOID A SECURITY INCIDENT, DO NOT EMAIL THIS
INFORMATION TO THE ESRD NETWORK. MAIL or FAX ONLY.

This material was prepared by Alliant Health Solutions, an End Stage Renal Disease (ESRD) Network under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views
or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
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§ 494.180 Condition: Governance
(f) Standard: Involuntary Discharge and Transfer Policies and Procedures

The governing body must ensure that all staff follows the facility’s patient discharge and transfer
policies and procedures. The medical director ensures that no patient is discharged or transferred
unless:

« The patient or payer no longer reimburses the facility for the ordered services;

« The facility ceases to operate;

« The transfer is necessary for the patient’s welfare because the facility can no longer meet the
patient’s documented medical needs.

« The facility has reassessed the patient and determined that the patient’s behavior is
disruptive and abusive to the extent that the delivery of care to the patient or the ability
of the facility to operate effectively is seriously impaired, in which case the facility medical
director ensures that the patient’s interdisciplinary team:

i. Documents the reassessments, ongoing problem(s), and efforts to resolve the
problem(s), and enters this documentation into the patient’s medical record;

ii. Provides the patient and the local ESRD Network with a 30-day notice of the planned
discharge;

iii. Obtains a written physician’s order that must be signed by both the medical director
and the patient’s attending physician concurring with the patient’s discharge from
the facility;

iv. Contacts another facility, attempts to place the patient there, and documents that
effort; and

V. Notifies the State Survey Agency of the involuntary discharge or transfer.

« Inthe case of an immediate and severe threat to the health and safety of others, the facility
may utilize an abbreviated involuntary discharge.

This material was prepared by Alliant Health Solutions, an End Stage Renal Disease (ESRD) Network under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views
or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
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Involuntary Discharge Checklist for Dialysis Facilities

If you have made the decision to involuntarily discharge a patient complete the attached information
to ensure compliance with the Conditions for Coverage. Remember: The ESRD Network requires
this documentation for all involuntary discharges. Be aware that your submitted documentation
is the only paper evidence of the situation. This information is to be completed and faxed to the
Network PRIOR to discharge or within 48 hours of an immediate discharge.

Demographic Information

Patient Name: Date of Birth:

First Date of Dialysis: Sex: M/F Race:

Insurance Provider:

Facility Provider Number:

Name and title of person completing this form (please print):

Facility telephone number: Facility Fax Number:

Name of Facility Medical Director:

Name of Patient’'s Attending Physician:

Name of Facility Administrator:

Involuntary Discharge Information

Date of Last Treatment: Date Facility Notified Network:

Date Facility Notified the State Survey Agency (Attach copy of incident form):

Date patient was notified of Discharge:

Date of Anticipated Discharge:

This material was prepared by Alliant Health Solutions, an End Stage Renal Disease (ESRD) Network under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official
views or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
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Part I: REASON FOR DISCHARGE

Non-Payment for services ordered

Cannot meet documented medical needs

Ongoing disruptive and abusive behavior

Immediate severe threat to health and safety of others

Other - note: CMS Conditions for Coverage only allows the above reasons for discharge. If the discharge is due to
the physician terminating the relationship with the patient, include documentation of the facility’s efforts to place
the patient with another physician and/or at another facility:

Comment:

Please provide a brief description of the incident(s) leading to the involuntary discharge (Please
attach all pertinent documentation): NOTE: Even with attached documentation this section

must be completed.

This material was prepared by Alliant Health Solutions, an End Stage Renal Disease (ESRD) Network under contract with the Centers for Medicare & Medicaid

Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official

views or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or
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Part Il: MENTAL HEALTH ASSESSMENT

Mental Health Problem/Diagnosis Reported: Yes No

If yes, provide explanation and/or diagnosis (attach physician documentation)

Chemical Dependency/Abuse Reported: Yes No

If yes, provide explanation and/or diagnosis (attach physician documentation)

Cognitive Deficit Reported: Yes No

If yes, provide explanation and/or diagnosis (attach physician documentation)

This material was prepared by Alliant Health Solutions, an End Stage Renal Disease (ESRD) Network under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views
or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
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Part Ili: PATIENT’S DISPOSITION

Where will the patient dialyze immediately after discharge?

Admitted to another Outpatient Facility

Patient in Correctional Facility

Patient Died

Patient Transplanted

Not Admitted to another Outpatient Facility - Other - Comment

No Outpatient Facility Accepts — Hospital Acute

No Outpatient Facility Accepts — Other - Comment

Unknown

Part IV: REQUIRED DOCUMENTATION

Date Sent to
Network office

Patient discharge letter or transfer notice / /
Police Report (if applicable) / /
Facility's discharge and transfer policy/procedure / /
Facility’s patient rights and responsibilities document / /
Documentation of Medical Director approval / /

Documentation of facility's inability to meet patient’s

medical need (if applicable)

Copies of patient’s interdisciplinary reassessments (if applicable)

Documentation of ongoing problem and efforts to resolve

Medical Director and Attending Physician’'s HANDWRITTEN SIGNED ORDER

Documentation of efforts to relocate patient

Documentation of facility notifying State Survey Agency of discharge

~ N~ N~ N N~
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Other:

Part V: EQRS ENTRY

When reporting an involuntary discharge in EQRS, please remember to report the “discharge reason”

nou

as “Involuntary.” Do not list the reason as “Discontinue”, “Other” or “Transfer.” If you have submitted
an involuntary discharge packet to the Network, you should still report the discharge reason as
“Involuntary” even if you know that a patient was accepted at another dialysis facility.

This material was prepared by Alliant Health Solutions, an End Stage Renal Disease (ESRD) Network under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views
or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
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Part V: STATE SURVEY AGENCY CONTACT INFORMATION

Division of Health Care Facilities 334.906.5075
Al. Dept. of Public Health ~£V0"
Alabama
201 Monroe St., Ste. 600 Fax: 334-206-5088
Montgomery, AL 36104
Health Facilities Licensure 800-227-7308
Mississippi MS State Dept. of Health Fax: 601-364-5050
PP P.O. Box 1700 o
Jackson, MS 39215
State of Tennessee
Office of Healthcare Facilities: 1-877-287-0010
Tennessee Complaint Intake Unit Facility Reported Incident Portal
665 Mainstream Dr., 2nd floor
Nashville, TN 37243
Texas Health and Human Services
Commission Regulatory Services 800-458-9858
Texas Division Health Care Facility Fax: 512-206-3985
Enforcement, MC 1866 Texas Facility Incident
P.O. Box 149347 Reporting Portal
Austin, TX 78714-9347
Health Facility Services Phone: (501) 661-2201
Arkansas Department of Health Fax: (501) 661-2165
Arkansas 5800 W. 10th Street, Suite 400 ADH.HFS.Complaint@arkansas.gov
Little Rock, AR 72204 www.humanservices.arkansas.gov
Health Standards Section Lovuisiana
Department of Health and Hospitals Phone: (225) 342-0318
Louisiana P.O.Box 3767 Fax: (225) 342-5292
Baton Rouge, LA 70821-3767 http://Idh.la.gov
602 N. Fifth Street, 2nd Floor
Baton Rouge, LA 70802
Medical Facilities Services Phone: (405) 426-8470
Oklahoma Oklahoma State Department of Fax: (405) 271-1308
Health Medical Facilities Toll-Free: (800) 234-7258
123 Robert S. Kerr. Ave Suite 1702 MedFacComplaints@health.ok.gov
Oklahoma City, OK 73102-6406 www.ok.gov/health
State of Florida
. . . Fax: 850-414-6946
Florida Agency for Health Corg Administration https://apps.ahca.myflorida.com/
2727 Mahan Drive Ms#2 sinaleSianOnPortal
singiesignOnrorial
Tallahassee, FL 32308
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