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Midwest Kidney Network serves 50,000 patients and 545 
providers of dialysis and kidney transplant services. 
In 2017, we hosted an educational meeting focused on 
improving transitions of care for people on dialysis. 
Meeting participants included hospital inpatient discharge 
planners, emergency department personnel, skilled nursing 
facility representatives,  health information experts, and 
out-patient dialysis staff. 
The following slides highlight the goals, best practices, and 
resources collected to improve care transitions for people on 
chronic dialysis. 

 

Commitment to Transitions of Care 



Movement of patients between healthcare settings as 
their health conditions and care needs change, such as: 

– Hospitals 
– Skilled nursing facilities 
– Outpatient services 
– Modality changes (such as home dialysis) 
– Facility changes 

 

What are Transitions of Care? 
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“Care transitions are complex. If we miss a step in 
the process, patients might not get what they need.   
Consider the example of a patient with heart failure 
who leaves a hospital without the right prescriptions 
and instructions to take his medicines correctly. He 
may require re-hospitalization because of medication 
errors.” 

Why Transitions of Care? 

Transitions of Care Toolkit, Forum of ESRD Networks, 2017 
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1. Kidney patients and their families have many unique 
transitions. 

2. Kidney failure does not go away, though  treatment and 
settings may change.  

3. Changes that seem routine for provider staff may be highly 
stressful for patients. 

4. Communication is critical. 

5. Respect is essential. 

6. This is a complicated life journey. 

Transitions of Care: Key Concepts 

Transitions of Care Toolkit, Forum of ESRD Networks, 2017 
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Resources  
Transitions of Care 



http://esrdnetworks.org/resources/toolkits/mac-toolkits-1/new-toolkit-transitions-of-care-toolkit/transitions-of-care-toolkit/view
http://esrdnetworks.org/resources/toolkits/mac-toolkits-1/new-toolkit-transitions-of-care-toolkit/transitions-of-care-toolkit/view


Care Transitions Checklist:  
Post-hospitalization 

http://midwestkidneynetwork.org/sites/default/files/transitions_of_care_checklist.pdf


 
 

David Somand, MD  
University of Michigan  

Ann Arbor, MI 
 

Emergency Department (ED) 
Perspectives on Transitions of Care 



• Identify care team 
• Communicate with nephrology on all ED admits 
• Discharge planning, social worker in ED 24/7 
• Social worker afternoons and evenings 
• Provider alternative resources/ arrange follow-up 
• Alternatives to admission/ appropriate sites of 

care 

 

Emergency Department Actions  



 
     

Kristin Woody, MSW 
    Regions Hospital 

    St. Paul, MN 
 
 

Hospital Discharge Planning  
Perspective  

  



• Case Manager meets with patient/ family to 
determine choice of agency 

• Referral sent per patient decision 
• Discussion regarding location, chair/ run time and 

days 
• Coordination of other needs 
• Transportation discussion with patient and family 

 

Hospital Discharge Planning 
Initiation/New Start of Dialysis  



• Existing dialysis patient missed dialysis 
• Access complications 
• Missed rides to dialysis unit 
• Exacerbation of other illness 
• Point of entry- ED, is patient observation patient? 

 
 
 

Hospital Discharge Planning 
Admission with ESRD Complications 

 
 
 



• Case Management team sends referral and 
orders for resuming dialysis 

• Patient typically remains at own dialysis unit 
unless acuity changes 

• Ensure patient has transportation 
• Educate regarding importance of keeping 

appointments 

Hospital Discharge Planning  
Resumption of Outpatient Dialysis 



Determine discharge needs 
• Home with no meds 
• Home with meds 
• Transitional care 
• Long term care 

Final Discharge Planning 



 
 

 
 

Kristi Wergin, RN, BSN, CPHQ,  
Stratis Health,  

Bloomington, MN 
 

 
 

Hospital to Nursing Home/Skilled 
Nursing Facility Perspective 



 
• Communication regarding medical condition 
• Communication regarding nutritional needs 
• Communication regarding dialysis treatment 
• Medicine reconciliation 

 

 
Nursing Home Discharge 

 



• Use consistent staff, find one person at dialysis unit to 
coordinate care. 

• Know the dialysis unit staff to coordinate activities and 
communicate. 

• Send information to Nursing Home: Recent meds, vital 
signs and weight, changes in status. 

• Maintain a communication book that goes with resident 
each treatment. 

• Send medication list and dry weight. 

 

 

Best Practices  
Nursing Home to Dialysis 

 



Dialysis to Nursing Home 
Sample Education Form 

http://midwestkidneynetwork.org/sites/default/files/dialysis_to_nursinghome_poc.pdf


 
• Set up first ride from Nursing Home to dialysis 
• Send current orders, post run form, medication 

instructions 
• Medication instructions should be specific as to 

what meds to give before and after dialysis 
• Make sure the dietitians in both facilities 

communicate 

 

Best Practices  
from Hospital to Nursing Home 



 
 
 

Cari Dock, RN, BS 
Regional Operations Director 

DaVita, MN 
 

Dialysis to  
Hospital or Nursing Home 

Dialysis Facility Perspective 
 



• Dialysis prescription adjusted- dry weight, 
updated treatment orders 

• Medication changes 
• Care follow-up: future appointments, 

comorbid changes 
 
 
 

Hospital to Dialysis Unit 



Communication 
Form: 

Hospital Inpatient  
to Dialysis Center 

Sanford Health Dialysis 

http://midwestkidneynetwork.org/sites/default/files/hospital_ip_to_dialysis_form.pdf


• Call ahead if patient is going to the ED 
• Send dialysis orders, hepatitis status, 

diagnosis list, recent labs 
• Send vascular access information 
• Send dialysis schedule in the unit and 

transportation issues 
 

Dialysis Unit to Hospital  



Communication 
Form: 

Dialysis Center to 
Hospital Inpatient 

Sanford Health Dialysis 

http://midwestkidneynetwork.org/sites/default/files/dialysis_to_ip_form.pdf


Documents highlighted in this presentation 
• Forum of ESRD Networks Transitions of Care Toolkit 
• Post-hospitalization Checklist 
• Dialysis to Nursing Home Plan of Care 
• Communication Form: Hospital to Dialysis Unit 
• Communication Form: Dialysis Unit to Hospital 

 

Resources  

http://esrdnetworks.org/resources/toolkits/mac-toolkits-1/new-toolkit-transitions-of-care-toolkit/transitions-of-care-toolkit/view
http://midwestkidneynetwork.org/sites/default/files/transitions_of_care_checklist.pdf
http://midwestkidneynetwork.org/sites/default/files/dialysis_to_nursinghome_poc.pdf
http://midwestkidneynetwork.org/sites/default/files/hospital_ip_to_dialysis_form.pdf
http://midwestkidneynetwork.org/sites/default/files/dialysis_to_ip_form.pdf


Thank you  for working to improve care 
transitions. For the resources presented here 

and more visit us at 
midwestkidneynetwork.org/patient-

safety/care-transitions 

Resources  

http://midwestkidneynetwork.org/patient-safety/care-transitions
http://midwestkidneynetwork.org/patient-safety/care-transitions
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