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Transforming into a Care Partner Hospital

Today’s faculty 
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Agenda

• Introduction

• Becoming a Care Partner Hospital
• Step 4: Prepare 
• Action steps 

• Questions and wrap up 
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Strategies to reduce readmissions

• Discharge planning begins at admission 

• Assess care partner’s educational needs

• Integrate patients and care partners in care transitions
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Implementation steps
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Readmission Care Partner sprint
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Implementation Guide
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Tools and materials  

https://qualityimprovementcollaborat
ive.org/focus_areas/readmissions/to
ols_resources
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https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources


Care Partner Framework

Becoming a Care Partner Hospital
Step 4: Prepare
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Implementation Checklist

Step 4: Prepare

 Care partner is prepared for transition
• Begins at admission, daily updates
• Identify a proxy if no care partner 

 Assess care partner’s educational needs 
 Literacy and health literacy 
 Language and culture

 Integrate care partner in discharge 
planning
 Concerns
 Preferences
 Readiness for discharge

 Allow care partner to teach-back
 Disease-specific information
 Medications, diet 
 Follow-up plan
 What to watch for and who to call

 Expect and participate in follow up call
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Prepare: Starts at admission and continues 
through transition to next setting

Consider: 
 Do any of these practices - focused specifically on the care partner - occur as standard care in your hospital?
 Which ones? 
 How do you know? Are you missing opportunities? 
 Why are they “standard”/ “consistent?” Is it hardwired?
 How much more successful do you think our patients’ transitions would be if we did one best practice from 

above?
 How much more satisfied would patients / care partners be with the experience of care? 

 Identify the care 
partner

 Gather information 
from care partner

 Solicit concerns
 Anticipate LOS for care 

partner

 Include care 
partner in rounds 
and teaching

 Provide daily 
updates

 Encourage 
questions

 Assess language 
and health literacy

 Prepare for transition 
with patient and care 
partner

 Describe self-care with 
patient and care partner

 Use teach-back for
self care

 Identify needs
 Agree on plan

 Include care 
partner in follow-
up call

 Verify patient and 
care partner know 
who to call with 
questions 
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Recommendations: Use Identify and Include
as an assessment tool  Prepare
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Prepare the care partner through daily contact

13



Prepare the care partner for post-hospital 
care/activities

• Proper medication 
administration and 
storage

• Food intake/nutrition
• Signs and symptoms of 

worsening disease and 
what to do:

• who to call and 
where to go in case 
of emergency;

• patient safety
• equipment, home care 

support services
• Verify teach-back

• Do not rely on pre-
written handouts

• Consult with 
PFAC to review 
handouts

• Document 
teaching and 
care partner’s 
ability to 
understand

• Follow-up and clarify
• Obtain consult - nurse 

educator, social worker, 
pharmacist, physical 
therapist, home health, 
palliative care

• Discuss during inter-
disciplinary rounds

• Hand off information to next 
provider of care
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EQIC tool: My Care Transition Plan

Prepare for discharge:
• Ask questions
• Share concerns
• Follow-up care 

• Medications
• Appointments
• Signs/symptoms to 

watch for
• Who to call
• Equipment, supplies

• Transportation 
• Personal care (ADL’s) 
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Taking action

Making change
Commit to action in next 30 days 
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How to better prepare the care partner 
for transitions

Staff role: What to do:

Day-shift bedside RN Update care partner daily / make care partner visible

Evening-shift bedside RN Update care partner after hours, educate them on transitions, meds, etc.

Case manager/Discharge planner Include care partner in meetings 

Attending physician Encourage questions

Pharmacist/Pharmacy technician Include care partner in medication teaching 

Nurse educator Include care partner in teaching, teach-back

Nurse manager for the unit Ensure each RN/CM has identified care partner for all patients

Patient care assistant Ensure care partner name is on whiteboard 

Inter-disciplinary rounds participants Invite care partner to participate in rounds and decide who will provide
daily updates to care partner

Nurse leader/Director of care management Audit, measure, feedback, coach

Transitional care staff Prepare patient and care partner to expect post-discharge call

Care management staff Include care partner in developing post-hospital plan

Patient and Family Advisory Council (PFAC) Provide feedback on tools, change ideas
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Better “prepare” the care partner –
Tests of change

Test of Change 1 Test of Change 2

What are we trying to accomplish?
• Assess care partner’s concerns for 

discharge.
My Care Transitions 

What are we trying to accomplish?
• Include care partner in follow-up phone 

call.

How will we know test is an improvement?
• Care partner concerns are known and 

addressed. Be sure to document! 

• Process measure: Documented review of 
My Care Transitions brochure with patient 
and care partner/discharges

How will we know test is an improvement?
• Patient and care partner are spoken to on

post-discharge call. 

• Process measure: Care partner and 
patient spoken to/total number of calls

What change can we make to improve? 
• Adopt or modify tool for care partner to 

document questions/concerns. 
• Work with staff to add review of tool in 

workflow. 

What change can we make to improve?
• Develop script to include the care partner 

in follow-up calls. 
• Obtain both care partner and patient’s 

contact information. 

Examples of  
tests of 
change 
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https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/NYSPFP_MyCareTransBrochure.docx


What actions will you take?

7-day action plan: What can you do “by Tuesday?”

• Engage the care partner in teach-back.

• Ask to talk to the care partner during the post-discharge follow-up call.

30-day action plan: What can you do in the next 30 days?

• Have 10 care partners participate in teach-back.

• Include the care partner in 20 post-discharge  follow-up calls.
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Questions?
Thank you for your commitment to becoming 
a Care Partner Hospital!

Contact your EQIC Project Manager with any 
questions.
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Next steps

• February 17, 2022 - Office Hours: Preparing for Attestation

• March 17, 2022 – Transitions of Care   

• April 21, 2022 – Celebration and Success Stories
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Thank you.

Brenda Chapman

bchapman@hanys.org

Maria Sacco

msacco@hanys.org
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