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Take Aways:
I still see the need for a consistent message
· We do need an order – any payer
· We do need to ensure the reason for admit/plan for the inpt level of care is clearly outlined from the beginning – for any payer
· We do need to have the expectation of 2 MN to resolve the pt’s condition – still clear – Medicare only
· We do need a discharge plan/note    ----all elements signed prior to discharge – optional for all payers, but consistency with IT help, great!
 So what may be changing?  I am still a strong proponent of having a PROCESS that works every time… key elements and if a ‘form’ or internal queing system gives our providers what they need every time – still use the form or something similar.  HARD STOPS are the key… 
 I didn’t see any change address ‘Attending’ must sign all prior to discharge.  It may come if we have a ‘final’ change so stay tuned…but hard stop now to ‘catch’ any that didn’t get co-signed.
 So we may not, if implemented , have to have a ‘certification statement – “I Certify…”  But a consistent process that lays out all the elements every time --- I can’t think of a better way to start and end a strong patient story.  Ques and hard stops helps …
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Proposed change to Certification
(included in OPPS 2015 7-14, Pgs 574-78, CMS-1613-P)

+ I ©Y 2014, IPPS Final Rule, CMS adopted revised certification requremerts
for allinpt adrissions. Because al elermerts of the new certification ad to
be signed by the physician prior t discharge, this requirement has created &
great deal of dificulty for hospitals and arguably required the mast changes
t0 compuerized documentation systems of all changes in 2014 The
proposal would rmodify the regulation on certification to ONLY require the
certification for OUTLIER cases and long stays, defined as 20 days or longer.
CMIS s careful to note that the order recuirerrents frorm the iral Rule are not
proposed to change and an arder complying With the new order
requirernents s sl necessary to dermonstrate the patient is considered an
Input during the stay.” (Thanks, HePro)

+ e still neec:

An order to admitto Inpt” (beginning of the pt story)

A reason for adrrit /WHY the pt needs 2 MN in a “hospital” (riddle)

A discharge note/plan ending fwrap up)

“The full medical record must support the REASONplan dernonstrated
Signed prior to discharge

st o longer a staternert: 1 Certify”





