Becoming a Care Partner Hospital:
Commit and |Identify

_pB\E AND RESPECT,

W

A strateqic initiative of the
Eastern US Quality Improvement Collaborative



Transforming into a Care Partnher Hospital

Today’s Faculty

Maria Sacco, RRT, CPHQ Brenda Chapman BS, RNC
Director, Quality Program Manager
Advocacy, Research and Eastern US Quality
Innovation Improvement Collaborative
Healthcare Association (EQIC)
of New York State Healthcare Association of
(HANYS) New York State (HANYS)
Yo EQIC

)

IMPROVEMENT COLLABORATIVE




Agenda

* Introduction
- Why Become a Care Partner Hospital?

- Becoming a Care Partner Hospital
o Step 1: Commit
o Step 2: Identify
o Take Action

* Questions
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Strategies to reduce readmissions

* Analyze and understand your data
« Empower patients and care partners

* Integrate patients and care partners in care
transitions
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Value of the care partner program

BENEFITS

OF A CARE PARTNER PROGRAM
» Improved patient experience
» Reduced hospital readmissions

» Improved care partner health
and wellness

» Safer environment of care

» Reduced time responding to
non-emergent requests

» Improved pain management
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https://us06web.zoom.us/rec/share/b76O6M-tTJOjNLzCVpvdoExXvO25Pk6LGeYWNqDeA3y9Csi7POd4r1PMMm-TAUNx.D7w9oDYWepNGqmLf?startTime=1630074617000

Feedback from hospitals

* Improve engagement of the patient and care partner
* Improve equity of healthcare delivery
* Build on what hospitals have already accomplished

[t Is a priority - help us operationalize it!
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Why become a Care Partner Hospital?
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The CARE Act

« Patients want hospital teams:
* To do better
To know who their care partner is
To involve their care partner
To be a team
Have a system to coordinate care

» Care partners want to:

* Participate in decision making and creating a plan
* Learn how to help care for the patient

AARP Care Act

Requires hospitals to allow patients to identify a care partner, involve
care partner in care and notify care partner of discharge.
9, EQIC
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Hospital priorities and goals

v'Clinical quality

v Patient safety

v'HCAHPS

v'Reduce readmissions

v'Decrease length of stay
v'Value-based contracting payment
v’ External community reputation
v'Clinician workforce satisfaction Care Partner

v'Deliver care with health equity
v’ Culture of safety and service excellence

.:0 EQIC It's the right thing to do!
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Beyond compliance to high value care

 The CARE Act legislation requires hospital “compliance”
* Did you ask the patient if they would like to identify a care partner?
* Is it documented somewhere?
* If the patient has a care partner, we must notify them of discharge.

Hospital mission, vision and goals compel us to not only “ask” and
“notify,” but rather effectively:

ldentify — Include — Prepare

9. EQIC This is the foundation for the Care Partner Program
\
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Why don't we?

 Task oriented

* The task of “asking” is seen as the job, does it meet
the intent or principles

e Time

* Perceived as taking too much time to engage CPs,
sometimes getting family involved makes more
questions and work for us

* No standard process
* Who does it? When?

 Not managed or measured

" EQIC « How many patients have CP identified? HCAHPS?
TV o




How could we?

 Clear role assigned, with redundancy
« What to do if a CP not identified the first time asked

* Re-work scripting and training on purpose

 “care partner” or “who helps you”

* Purpose: care partners promote empowerment, smooth transition of
care in and outside the hospital, safety/quality goals

* Place CP name/number on EHR, rounding document and/or whiteboard

* Ask CP how/when they would like to be updated: in-person, phone,
email?

» Establish measurements; collect, measure and provide feedback to staff
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How to become a Care Partner Hospital
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Become a Care Partner Hospital

9. EQIC
Care Partner Framework So® cormour

\GLE AND RESPECTFUL

B3 Commit

« Dedicate a program leader

« Establish a care partner program

« Broadly promote the care partner role

« Continuously evaluate and improve the program

Identify Identify

« Support patient to designate a qualified care partner

« Introduce care partner to the medical team

« Identify a proxy care partner in special circumstances

« Display name and contact information of care partner
in highly visible areas

« Provide a visual identifier for care partner to wear in the hospital

o

Patients choose their
care partner

Include
N3 H Include Care partner is a
member of the

* Orlent the care partner Lo the unit environment and routine

healthcare team
« Invite care partner to daily patient rounds and bedside huddles
* Involve care partner In discussions about the patient’s care plan
« Empower care partner to perform simple patient care activities

= Prepare

. S— Care partner is
XN Prepare v prew:d o
« Assess care partner's education needs OO E— next transition
« Educate care partner on essential care activities at home /J>
« Allow care partner to demonstrate understanding using /C

teach-back 4( . b

« Integrate care partner into discharge planning
EQI‘ * Discuss and plan for post-discharge medical care with care partner
'.‘ EASTERN US QUALITY
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Tools and materials

EQIC
.‘ EASTERN US QUALITY
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WHAT IS A
CARE PARTNER?

FOR PATIENTS:
Why do | need one? famll

o
FOR CARE PARTNERS:
What do | do now? L
=

EASTERN US QUALITY
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A care partner* is someone chosen by tt

partner also helps the healthcare team bet
the patient’s needs and preferences and a

help them during and after their hospital :

transition home or to post-hospita

Care Partners

A care partner s someone you chaose 1o help you rach your healthcars
goals. The care partner can help you ask questions and generally
communicate with the healthcare team on your behalf to make sure your
neds are biing met

Care partners can be family members, frionds, neighbors or paid help. Once

back hame. they will belp you with daily activities such as shopping, deaning,

managing your medications and appoiniments, cooking a maal or
coordnating services to help suppart all these acthities.

Care partners can also hedp by giving informasion — such as your list of
madications, hoath history or home care needs — o your doclor of nurse

Care partners can listen to doctors, nurses and others for you and make sure
wou get the information you need and that you understand it

Insert Hospital Logo

_’Q EQIC
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Care Partner Program
Checklist for Frontline Staff

Pre-sdminshon to sdmistion

¥ PO CRECE-IN Of BNe-STISLON tERtng o Eechve adMasOn
¢ LPOn MEgRY SEON Cf AAFTWSSION 10 The BMErREnCy SECAITTIENE Of PLrlng Care L
Docemnent care partres infarmation < n MR
¢ o amtetoses
¢ thaee wt™ Pesthcare team

Crbtaen written snd/cd verbal consert from ¢ PO QAT INGN OF SOTIRLON
patient to upeak/share wilh Care partrer
Share care partier Indonmaton with team

Identify care parther & 1000 31 posuble

o 8 roundy, Puddies 5nd S -10- TR Ranacety

Houpital stay

Include care partrer o st sapects of care ¢ Grent Care partner 10 The UG ErADRnment and outne
¢ provide Care partrer Wi Lpecal dentScaton labet 1ag weathand etc

# By Carr Barataon Fan brochure
« What 5 3 Care Pariner? trochure

Edunate patart 5nc Care partiey on what 4
mesm ta be 8 care partner

My Care Transition Plan I

Pationts with caregivers andior care partnars are asked to complate this
form, which lists thelr concams on care needs at home. Hospital staff will

R e

et s cuirt. Erung st ket

work with you to address concerns on the list r
PATIENT NAME
PHONE NUMBER(S) Bre ana cae garner

CARE PARTHER _ = - —

PHONE NUMBER(S)

FOLLOW-LIF APPOINTMENT

MY PHARMACY

CASE MANAGER
]

Care Partners are SMART" and AWARE

T T T T remp—

& Signs and symploms 1o look for and who to call
M Medication changes or special instructions b :
A Appointments D —r—————
R Resuts on which to follow up B ot Care partres sach
T Talk with mé aboul my CONCEMS

Available e

Writing noles e e sl e e

Alert me about changes
Receive information
Educate me aboul my home care needs

marzE>»

YT

*"SMART Dischargs Pretoced,” The issitute for Healhears Improvement
(SR anPaaun’ Dichargof'etecs] anpy
{accessed Augusl 20, 2021)




Care Partner Framework

\»(p\B\-E AND RESPECTFUL
\8)
‘00

Step 1: Commit

Identify
Commit to becoming a “Care Partner Hospital” 5‘ S

Commit Include

Become a care
partner hospital

Care partner is a member
of the healthcare team

Prepare

Care partner is
prepared for the
next transition

VD cyryraLLy APP
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Commit

Making a commitment to a care partner program
entails a formalized process that facilitates patient,
family and care partner engagement and establishes a
standard practice for how care is delivered in your

organization.

Addss value for the patient and care partner




ldentify a champion, form a team

Executive Sponsor Team
CMO, CNO, CQO, chief « frontline nursing
experience officer « medical staff/hospitalist
Team Lead * quality improvement

* case management
MD, Nurse, Ql, patient  PFAC representative
experience, case manager « dietician
« Prioritize work * home healthcare

* admission department
- representative
* Increase visibility - information technology

e Support team

The Care Partner Program implementation team should develop “tests of
« change” to facilitate effective implementation and foster continuous
v" EQIC improvement, using process and outcome measures to guide the work.

IMPROVEMENT COLLABORATIVE




Team activities

» Use Care Partner Program Implementation Checklist and Care
Partner Program Implementation Guide.

» Establish meeting schedule.

« Establish roles and responsibilities.

 Determine measures and establish baseline and goals.

* Evaluate EQIC tools and resources.

* Gather input from staff, PFAC and if available, care partners.
* Design your hospital's Care Partner Program.

* Develop staff education program.

* Promote widely. Begin promoting early, consistently and build
on that to get the awareness level and "hospital chatter
energized.

' ‘ EASTERN US QUALITY
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EQIC Care Partner Program

tools and resources

Care Partner Program 9. EQIC

Care Partner Pr ogram Implementation Checklist b Yl A
Implementation Checklist R

What is this tool?

A checidist with that can be impl o optimize care partner engagement in pabent care STEP 1: COMMIT

"
o Will hel our team evaluate your ol e
Who should use this tool? n =
The care partner program implementation team at your hospital Process steps  Options/ideas Yas | Mo
. Identity an Select a staff person in & senior leadership role 10 SUPPOrL, promole and communicate the
Cu rre nt State How to use the tool: executive project goals and the value of a hotpitsl-wide care partner program. Possible personnel for = o
1. Use the checkiist with the ECIC Care Partner Program implementation Guide to identify and select which sponsor this robe may include
strategies to implement 1o optimize processes st your hospital and enhance cCare partrer engagement in « chief medical officer;
patient care
" " " 2 » chief nursing officer or director.
2. Refer to the Guide for tools and strategies for implementation. Each section of the checklist cormesponds
O e n I y a( Ion I e I I ls 10 and expands upon & Step in the Care Partner Framework (see diagram) * chief operating officer,
+ chief quality oficer.
» vice president or director of Case mansgement: or
- = chief patient experience of engagement officer or director.
Care Partner Program s N SECTR
s ¢ [ Dedicate a 1 the executive 3ponsor cannot be the team leader, choose 8 well-respected leader for this | o

program leasd role. Consider someonds from guality improvement s & facilitator.

Implementation Guide

Determine and Create a multidisciplinary team 10 help build the foundation snd infrastructure of the care o o
kdentify the care | partner program by supporting & culture of patient and family engagement and reducing
partner team readrmissions.
Include the following personnet

+ Aurtng including frontline nursing staft dder hey based nurse

« medical staff/hospitalist

o Comprehensive resource
including explanations, options,
tools and resources

+ case mansgement,

+ patient engag staff and patient and tamidy advisory
councl repretentative.

* unit clerk (if you anticipate a role for them). and

* Information technology

Establish a care Identify how the team will abtain staff input 1o implement or enhance & Care partner o o
partner program | program Lo more effectively engage patients and care partners by using the strstegees
listed below:
Team Immerse the stalf phvy n about the value of the Care partner
n/d i radel
4”0 cuL o mﬂ » consider starting with one or more pilot sites then spresding use
TURAL mulbdisciplinary tatk force with identifled wnit - level phywcan. nuring o 0
champions, unit clerk and direct Care clinical 3Ll 10 promote the program on
the wnits;
+ schedule routine team meetings. o O
+ identify roles and responibilites. o O
L g -
CHWNAY AON MTOWCARE & WALDACAD AT + determine baseline data. for example. 0 O

; T =i ._.' R e « percent of patients who identified a Care partner on sdminikon
© 2071 Maatheaw Ao ot # Now Ty W * review patient satisfac ions scorew/HCAMPS, or
* feview readmitson ratet
\ o EASTERN US QUALITY * Create & project pian with clearty defined gosls o o
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Evaluate EQIC tools and resources

* EQIC Care Partner tools
https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/
o Adopt
o Modify
o Create hospital-unique tools

Consider evaluation of tools and suggestions from your PFAC.



https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/

Proposed process and outcome measures

Outcome Measures Example Process Measures*

Readmission rate % patients with a CP identified
HCAHPS #20: "my preferences” 7% CPs received teach-back
HCAHPS #21: “understand what to do” 7% CPs participated in consults
Establish
HCAHPS #22: “understand meds” % CPs involved in discharge baseline

% CPs satisfied with involvement

% Satisfied on post-discharge phone call

https://www.hcahpsonline.org/globalassets/hcahps/survey-instruments/mail/gag-v16.0-materials/updated-
materials/2021_survey-instruments_english_mail_updated.pdf

9, EQIC

" EASTERN US QUALITY * lllustrative; the EQIC staff will work with you to identify feasible, meaningful process measures
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https://www.hcahpsonline.org/globalassets/hcahps/survey-instruments/mail/qag-v16.0-materials/updated-materials/2021_survey-instruments_english_mail_updated.pdf

Gather input

* Input from staff, patients and care partners will help you identify
opportunities for improvement
e Pati h h . if WHAT IS A
atients — understand how to help identify a care partner CARE PARTNER?
* Who will be available to help you once you leave
hospital?
Do you think it is important to have someone in your life _
involved in learning about what you are being treated for FOR THE PATIENT
and what to do to get better once you leave? Why? Why e . s
not? o o FOR CARE PARTNERS: Eé?ﬁ%:
. . What do | do now?
 How can we more effectively describe what a care .
partner is and why it is important to have a care partner? e
« Care partners — understand how to engage care partner S eSS
 How would you like to be involved/updated day to day? SRR
 How would you like to be included in discharge
planning?
9. EQI o
‘ EAS'IgUSSRLTY
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Design your Care Partner Program

* Produce your materials

* Determine your goals for care partner
engagement throughout the hospital
stay:

* Be specific - documented where

* What is the goal for healthcare team
care partner in regards to ldentifying,
Including and Preparing the care
partner

* What measurements will we monitor
and how often?

9, EQIC
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Identify

Patients choose their
care partner

Commit Include

Care partner is a member
of the healthcare team

Become a care
partner hospital

Prepare

Care partner is
prepared for the
next transition




Educate staff

* Develop education for all clinicians:
* Roles and responsibilities in the care partner program
 How to effectively identify and engage care partners
 Managers reinforce importance routinely, share stories

* Include CP Program information in:
* New staff orientation
* Ongoing education and training modules
 Department and unit communications

* Institute a CP Program Peer Mentor program

' . EASTERN US QUALITY
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Promote care partner role

Messaging to staff, patient and care partners via:
* Inpatient TV channels

» Screensaver messages to staff

* Posters

» Materials at bedside - My Care Transition Brochure,
What is a Care Partner? Brochure

* Website
* Materials in offices, newsletters, mailings

« Community education programs - Radio, newsprint-
how do you communicate with the community now?

' ‘ EASTERN US QUALITY
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Care Partner Framework

\»(p\B\-E AND RESPECTFUL
\8)
Q’O

Step 2: Identify

Identify
Support patients in identifying a care partner “ Patintschoose thi
and make them known/ o
Commit

Become a care
partner hospital

Include

Care partner is a member
of the healthcare team

Prepare

Care partner is
prepared for the
next transition

VD cyryraLLy APP
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Actively support identification

» Clarify who asks the patient to identify a CP
* Who first asks? (Consider ED, registration, admitting RN)
* Build in redundancy so question is asked again if initial step failed
* Provide a script for asking the patient-see sample EQIC Script

« PDSA: Do tests of change; get started; then review materials format,
wording and terms used - is it clear?

+ Get feedback from staff, patients, care partners
« Consider more effective scripting (do you have - who helps you)

* Develop a process to help patients identify a proxy if they cannot identify
a care partner (these patients are at high risk for readmission)

» Support patients in feeling comfortable involving a friend/family

* Be ready to suggest or identify a proxy - such as health home, peer
navigator, transition of care staff, PCP care manager, office of the
aging, etc.

9, EQIC

'. EASTERN US QUALITY

IMPROVEMENT COLLABORATIVE




Sample script

“We have learned that patients do better if they have someone participating in their
care in the hospital and helping after you go home. Do you have someone who can
help you?”

“Is there someone who helps you at home? Someone who you would like to learn
about your situation and can help you while you are here and when you leave the
hospital?”

“Is there someone you can identify as a care partner while you are in the hospital and
when you go home?”

“We will update this person about your care while you are in the hospital, and we will
teach them—along with you—to understand your condition and help get you ready to
go home and look after you to stay well when you leave the hospital.”

9, EQIC
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Make care partner visible

* This is key for moving from compliance - purpose!

* Where does the CP name/contact go? Healthcare team
needs to know who the CP is!
* Make sure it is visible so it can be used in day-to-day care
On the whiteboard, rounding document, huddle board
In an easy-to-access place in medical record
|dentify the care partner with a name badge, wrist band or the
like
Routinely identify the care partner in daily bedside rounds
Collect data based on your measures chosen i.e. % identified

Ao Schuyler
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Get started!

Specific steps to take in the next 30 days

Y. EQIC
' . EASTERN US QUALITY
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30-day action plan

* Identify a champion, form a team
* Promote care partner role in messaging, materials;

Commit educate staff
» Gather staff, PFAC, patient/care partner feedback

« Set up a measurement and management system

» Support patients in identifying a care partner

» * Make the care partner name and contact information
Identify visible to the team

* Introduce the care partner to care team
» |dentify the care partner with a name badge or similar

* October 21, 2021- Office hours Q & A
*  November 18, 2021 webinar — “Include”
» January 20, 2021 webinar — “Prepare”

Y. EQIC
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Questions?

Thank you for your commitment to becoming a Care Partner
Hospital!

Contact your EQIC Project Manager with any questions.

9, EQIC
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 October 21, 2021 - Office Hours Q&A

* November 18, 2021 - second webinar in our series
Include: Care partner is a member of the healthcare team

« January 20, 2022 - third webinar
Prepare: Care partner is prepared for the next transition

' . EASTERN US QUALITY
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Thank you.

Brenda Chapman Maria Sacco
bchapman@hanys.org msacco@hanys.org




	Becoming a Care Partner Hospital:  �Commit and Identify
	�Transforming into a Care Partner Hospital
	Agenda
	 Strategies to reduce readmissions
	Value of the care partner program 
	Feedback from hospitals 
	 Why become a Care Partner Hospital?
	The CARE Act
	Hospital priorities and goals
	Beyond compliance to high value care
	Why don’t we?
	How could we?
	 How to become a Care Partner Hospital
	Become a Care Partner Hospital
	Tools and materials  
	Care Partner Framework
	Commit
	Identify a champion, form a team
	Team activities
	EQIC Care Partner Program �tools and resources
	Evaluate EQIC tools and resources
	Proposed process and outcome measures
	Gather input 
	Design your Care Partner Program
	Educate staff 
	Promote care partner role
	Care Partner Framework
	Actively support identification
	Sample script
	Make care partner visible 
	Get started!
	30-day action plan
	Questions?
	Next steps
	Brenda Chapman�bchapman@hanys.org�



