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This session is for you to
network and share!
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CARE PARTNER PROGRAM IMPLEMENTATION CHECKLIST

What is this tool?
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https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/NYSPFP_CP_ImChecklist.pdf

Please share:

What key staff and physician members are members of your hospital or
system care partner team?

Who is the lead/co-lead in your hospital?

Who is the executive sponsor of the care partner program?




ldentify a champion, form a team

Executive Sponsor Team

CMO, CNO, chief experience officer  frontline nursing
Team Lead « medical staff/hospitalist
MD, Nurse, QlI, patient experience, case * quality Improvement
manager * case management

* Prioritize work
e Support team

* Increase visibility

dietician

home healthcare

admission department representative
information technology

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

What potential Ql pilot data elements will your team
monitor during development of a care partner program;

* PDSA cycle measures
* Intermediate or long term process measures
 Outcome measures

Let's talk about process measures vs outcome measures?
What have your teams chosen?

' ‘ EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE




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
HCAHPS #22: “understand meds” % CPs involved in discharge

7% CPs satisfied with involvement

% Satisfied on post-discharge phone call

https://www.hcahpsonline.org/globalassets/hcahps/survey-instruments/mail/gag-v16.0-

". EQIC materials/updated-materials/2021_survey-instruments_english_mail_updated.pdf
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PDSA
“Small tests

of change”

Some
measures can
be short term

or
intermittent
over time



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

D

Establish baseline

Did anyone find that the care partner identity was being
collected/documented but that information is not currently shared
with the healthcare team?

Can you get a report from your EHR? How are you planning to
monitor?

Is your team currently documenting conversations with or the
presence of family, friend, support person or care partner when at
the bedside or spoken to by a member of the team?
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Designing your care partner

 What EQIC tools will
your program adopt
or adapt?

 How will you get
patient and care
partner feedback on
your program?

A care partner* is someone chosen b
help them during and after their hospi
partner also helps the healthcare team
the patient’s needs and preferences an
transition home or to post-hos

program

FOR PATIENTS

Why do | need one?

FOR CARE PARTNERS
What do | do now?

Care Partners

A care partner s someans jou choass 10 help you reach your heabhcars
oty Tha care paries can holp you ask quastions and generally
communicate with the healihcare team on your beha 1o make sure your
neods are being met

Care partners can be family members, iriends, nelghbors o pasd help. Once
bk horme, thry wil Bl you with dadly scthilies such s shopping, cheaning.
managing your medicasions and appoinments. cooking a meal of
Conhabing seacos 10 Iwalp suppoet o hasa sctivition

Care partners can ako holp by giving information — such ws your list of
medications. health hisiory or hame care needs — o your docior or nurse

Care partners con baban o doclors, nures and ol of you nd make sue
you gat tha informasion you need and that you understand A

| Insert Hospital Logo
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My Care Transition Plan

1o asked | e this

|
Care Partners are SMART" and AWARE

S Signs and symplom 10 ook for and who to cal
M Medication changes. of special IsIructons

A Appoiniments

R Resilts on which 19 follow up

T Taik with me abou my concerns

A Avaslabie

W Writng notes

A AlST ma about changes

R Receive nfomation

E Ecucate me aboul my home care neads

*SMART eacharse Prooccs. T he Imitiite fos 1e SInCars mp overment
i ro ity o v P ages Touts AR T Dbl vl s
{mocansd Augus! 20 2071

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

Educate staff

 How did you educate your
staff?

 Provider staff

* Nursing staff
* Other

o

' ‘ EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

https://www.cdc.gov/vaccines/covid-19/training-education/index.html



https://www.cdc.gov/vaccines/covid-19/training-education/index.html

Promote care partner program widely

e |[n-services/orientation ’

 Screen savers

* Patient television
channel

 Posters
 Brochures
e Media
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Did you know we
have a care partner
program?

Ask your nurse
managetr.



Identify

* What did you find in your facilities that do have the
CARE Act regulation?

* Who will be the first person to ask a patient to identify
the care partner?

* Who is the next person?
* Where will it be documented?
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\

Script for assisting patient to identify a
care partner

Is there anyone who would like to share?

“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.”

EQIC
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How will you make the care partner
visible to the health care team?

Badge or wristband?
 White board

 Huddle board
* Visible in EHR




Introduce the care partner to the team

* Orient the care partner
* Unit schedule
* Rounds
* Daily update

* Invite to rounds

* Add to the rounding script
* "Does this patient have a care partner?”
* “"Who will be updating the care partner today?”

\ EQIC



Thank you.
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