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OBJECTIVE

Define patient/resident engagement as

it relates to care coordination. .

Describe how higher levels of patient/ h
resident involvement lead to
better outcomes.

Discuss practical tips to improve patient/
resident engagement.

Introduce patient/resident engagement
educational tools and resources.
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Acute ADE ED Care Transitions

Acute Opioids

ED Opioids

Care Transitions

Work with your department leadership team to complete the following assessment. Each item relates to care transition elements that should be in place for a program to improve care transitions within your facility.
This Care Transitions Implementation Assessment is supported by published evidence and best practices including, but not limited to, The Joint Commission (TJC), National Quality Forum (NQF), Project RED (Re-
Engineered Discharge from the Agency for Healthcare Research and Quality [AHRQ]), Project BOOST (Better Outcomes to Optimize Safe Transitions from the Society of Hospital Medicine), and the Care
Transitions Model ([CTME&] also known as the Coleman Model). Select the level of implementation status on the right for each assessment item.

To understand the rationale and references for each question, click here.

A. Medication Management

1. Your facility has a pharmacy representative verifying the patient's pre-admission (current)
medication list upon admission. !

Previous Answer as of- Not Answered

2. For high-risk medications (anticoagulants, opioids, and diabetic agents), your facility utilizes
pharmacists to educate patients, verifying patient comprehension using an evidence-based
methodology. "

Previous Answer as of. Not Answered

3. Your facility has a process in place to ensure patients can both access and afford prescribed
medications prior to discharge (e g., Meds-to-Beds, home delivery of meds, for affordability
verification). #

Previous Answer as of. Not Answered

B. Discharge Planning

C. Care Continuum

Not
implemented/no
plan

O

Not
implemented/no
plan

O
Not

implemented/no
plan

O

~
Plan to Plan to In place less than | In place 6 months
implement/no start | implement/start 6 months or more
date set date set
O @] @] O
Plan to Plan to In place less than | In place 6 months
implement/no start | implement/start 6 months or more
date set date set
@) @] O O
Plan to Plan to In place less than | In place 6 months
implement/no start | implement/start 6 months or more
date set date set
O O O O
v
v
'
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Care coordination is a key priority for the Centers for Medicare & Medicaid (CMS) to improve quality and achieve safer and more
effective care. However, gaps in care, such as poor communication and ineffective discharge processes, remain a challenge. To address
these gaps, HSAG provides evidence-based tools, strategies, resources, and training needed to improve care coordination
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é Care Coordination Assessments
Download PDF versions:

« Acute Care Transitions
Assessment

« ED Care Transitions
Assessment

« SNF Care Transitions
Assessment
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Why Care Coordination Is Important

e Has the potential to improve the e Primary care physicians and

effectiveness, safety, and specialists often do not receive
efficiency of patient care. information about what
e Health systems can be disjointed, happened in a visit.
and processes may vary. e Physician offices have different
e Patients are not always clear processes, and information can
regarding referral processes. be lost.

HERITE ZERVICES
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https://www.ahrq.gov/ncepcr/care/coordination.html
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https://www.ahrq.gov/ncepcr/care/coordination/atlas/chapter2.html#fig1
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Care Coordination and
Patient/Family Engagement (PFE)
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e Include the family (care
partner) when talking

with the patient/resident.

e Good communication:
— Be yourself
— Be honest
— Be genuine
— Show that you care
— Follow through
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PFE in Hospital Care Coordination

e Contributes to safe
and quality care.

e Develops a sense of trust.

e Opens dialogue to address
concerns and preferences.

e Develops an active
partnership with bi-directional
conversation. e Complete a planning checklist

. for scheduled admissions.
e Informs and educates patients «  Develop an individual plan

and care partners. of care.
Begin discharge planning
before admission.

e |dentifies areas for improvement.

10 www.cm§.gov/Med|care/QuaI|ty-|n|t|at|ves-Pat|ent-Assessment-Instruments/QuaI|ty|nltlatlvesGenInfo/Person- HSAGI LN
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https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityInitiativesGenInfo/Person-and-Family-Engagement

e Promotes involvement
in activities intended to
enhance quality of life,
quality of care, best
approach to care, and safety
for residents.

Develops trust between staff,

e Have the resident/family participate
in care plan development.

residents, and care partners. e Establish which physician will
Ensures staff understand and 'ea&a.”d coordinate care.

. . o . aintain communication
respect resident choices, dignity, and update on any changes
and rights to purposeful living. that occur with the primary

care provider.

11  www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/Downloads/QAPI-Consumer-Factsheet.pdf HSAG g



https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/Downloads/QAPI-Consumer-Factsheet.pdf

Benefits of PFE in Care Coordination

Patients/residents and their care partners:

e Become allies in your efforts to
improve quality and safety.

e Become actively engaged in their
healthcare with increased knowledge,
skills, and confidence.

e Understand the processes necessary
to coordinate care.

e Have confidence in the care team and
treatment plan.

e Feel empowered, leading to improved
compliance.

———

www.ahrg.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/howtogetstarted/ HSAG =
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https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/howtogetstarted/How_PFE_Benefits_Hosp_508.pdf

Practical Tips to
Improve PFE
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14

e Agree on a shared
outcome or goal.

e All parties contribute
something unique to
achieve that shared goal.

e Can the patient/resident
and family accomplish
the plan?

— Sometimes the plan
needs revision.

——
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e Educate, prepare, and empower patients and
families to effectively engage in their health
and healthcare.

— Tailor communication
to patients’ capacities
and needs.

— Assess patient/family
understanding.

— Use teach-back.

15
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https://www.air.org/sites/default/files/Roadmap-Patient-Family-Engagement.pdf
https://www.hsag.com/teach-back

Tk Ask e A way to make sure you

ot | explained information clearly.
Understand?  «—  Listen e Not a quiz for patients.
T New e A way to check for patient,
family, and care partner

understanding.

e An evidence-based health
literacy intervention that
improves patient/provider
communication and patient
health outcomes.

American Medical Association (AMA). Health Literacy Video. www.youtube.com/watch?v=BgTuD7I7LG8 : s
16  Schillinger 2003. jamanetwork.com/journals/jamainternalmedicine/article-abstract/214905 HSAG!::
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https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/214905
https://www.hsag.com/teach-back

Respect and Dignity. Listen to
patient/family choices and ReSI?ec’_C and
incorporate into the delivery of care. Dignity

Information Sharing. Communicate
timely, complete information so
patients/families can effectively
participate.

Information
Patient Sharing
and Family
Centered Care

Participation. Encourage Collaboration
patients/families to participate

in care and decision-making at

the level they choose.

Collaboration. Patients, families,

healthcare practitioners, and leaders Participation
collaborate on policies and

programs.

17 Institute for Patient-and Family-Centered Care. www.ipfcc.org/about/pfcc.html HSAG prochopird



https://www.ipfcc.org/about/pfcc.html
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Provides a way to transfer information
between nurses to prevent medical errors
and adverse events.

Transfer of care is structured and relevant.

Patients and care partners can make sure
transitions in care are safe and effective.

An effective partnership is developed with
the patient and care partner.

The goal is to improve hospital quality and
safety for all patients.

Include patients/families in bedside
multidisciplinary rounds whenever possible.

.
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Patient Engagement
Educational Tools and Resources
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PFE METRIC

1 Planning Checklist for
Scheduled Admissions

CMS Metrics for Person and Family Engagement (PFE)

INTENT

discuss a checklist of items to prepare
patients and families for the hospital stay
and invite them to be active

For all scheduled admissions, hospital staff

Ts in care.

MUST BE IN PLACE

TO MEET METRIC
Hospital has a planning checklist for patients
with scheduled admissions.

Hospital stafT discuss the checklist with the patient
and family prior to or at admission.

Resources

ttps:/'www.mnhospitals.org/Portals/(/
Documents/patientsafety/Patients2(0Fa

mily%e20Engagement/Roadmaphletric-
1-508.pdf; Page 1-9

2 Discharge Planning Checklist

For all inpatient discharges, hospital staff

utilize and discuss a checklist to ensure key

elements of discharge planning and care
transitions are covered to prepare patients
and families for discharge and invite them
to be active partners in care.

Hospital has a planning checklist to proactively
prepare for discharge.

Hospital stafT discuss the checklist with the patient
and family to ensure a successful transition of care.

lhttps:/www.ahrg.gov/sites/default/ files/|
wvsiwye/ professionals/systemshospital

engagingfamilies/strategyv4/Stratd_Too
| 1 IDEAL chklst S08.pdf

Direct Patient Contact
\

individuals) with leadership responsibility

3 Shift Change Huddles or Include the patient and/or family caregiver On at least one unit, nurse shift change huddles OR  |https://'www.ahrg.gov/sites/default/files/|
Bedside Reporting in as many conversations about the clinician reports/rounds occur at the bedside and rwysiwyg/professionals/systems‘hospital
patient’s care as possible throughout the involve the patient and/or family members in all engagingfamilies/stratezy3/Strat3 Too

- hospital stay. feasible cases. |2 Murse_Chklst 508 .pdf
| |4 Designated PFE Leader Hospital has a designated individual {or There is a named hospital employee (or employees)  [https:/'www.ahrg.gov/sites/default/files/|

responsible for PFE efforts. Such individual(s) can

lwvsiwyg/professionals/systems/hospital

Representative(s) on Hospital
Committee

Facility Operations
|

relationship with patient and family

advisors (PFAs) from the local community

who provide input and guidance from the
patient perspective on hospital operations,
policies, procedures, and quality
improvement efforts.

and accountability for PFE. hold either a full-time position or a percentage of engagingfamilies howtogetstarted/Best
time within another position. Practices_Hosp_Leaders 508.pdf
Appropriate hospital staff and clinicians can identify
the person named as responsible for PFE.
5 PFAC or Patient/ Family Ensure that a hospital has a formal Patient and/or family representatives from the lhttps:/www.ahrg.gov/patient-

community have been formally named as members
of a PFAC or another hospital committee (at least
one patient.).

Meetings of the PFAC or another committee with
patient and family representatives have been
scheduled and conducted.

safety/patients-
familics/engagingfamilies/strategy 1/ind
lex html

CMS = Centers for Medicare & Medicaid Services; PFAC = Patient and family advisory council

21  www.hsag.com/globalassets/hqic/pfemeasureschecklist vl 508.pdf
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https://www.hsag.com/globalassets/hqic/pfemeasureschecklist_v1_508.pdf

Hospital Coaching Package

for Person and Family Engagement (PFE):
Insights to Meeting CMS-Endorsed PFE Metrics

e
HSAG HQIC

e Organizational
assessment.

e Benefits, tips, tools,
and resources for
each of the five PFE
measures.

22  www.hsag.com/globalassets/hqgic/hgic_pfemetricscoachingpkg.pdf
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https://www.hsag.com/globalassets/hqic/hqic_pfemetricscoachingpkg.pdf

. Assess leadership
engagement and
organizational readiness.

. Create an internal team to
design and launch your PFAC.

Recruit and select PFAC
members.

. Onboard and orient PFAC
members.

Implement PFAC projects.

Measure PFAC impact and
sustainability.

23  www.hsag.com/globalassets/hqic/hgic readmission roadmap 508.pdf

Patient and Family Advisory Council (PFAC
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https://www.hsag.com/globalassets/hqic/hqic_readmission_roadmap_508.pdf
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Patient & Family Engagement Quickinar Series 2 g
Lo

Establishing a partnership with patients and families is imperative to improve patient quality and safety. The Centers for Medicare & Medicaid Services (CMS) has developed the 5
Metrics for Person and Family Engagement to provide HQIC facilities a framework to engage patients and families in their care. This begins prior to admission and continues
throughout hospitalization until discharge. Discover how to achieve these metrics, keep patients and families at the center of care, and engage staff to form an alliance with patients
and families. These short, 30-minute presentations will address the criteria to meet these measures and will assist your facility in improving your patient and family engagement
(PFE).

Register for the full PFE Quickinar Series

February 2—-July 20, 2023 (Sessions 1-12)

1st and 3rd Thursdays of the month, 1 p.m. ET (12 hoon CT | 11: a.m. MT | 10 a.m. PT)
https://bit.ly/pfe-quickinars
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Teach-Back: A Strategy to Improve Care Coordination
Tuesday, July 11, 2023 | 11 a.m. PT

bit.ly/cc-quickinars2
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Care Coordination Quickinar Series Extended

i

We are extending
our series:
August 2023—May 2024!

Stay tuned for topics and
registration information!
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We want this call to be meaningful
to you, so we need your input.

At the end of the webinar, you will
be asked one question to
determine if this call equipped
your organization to begin
implementing care coordination
practices.

.
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Thank youl!

Trish Cruz RN, MBA, BSN, PHN
Quality Improvement Specialist
pcruz@hsag.com

Nina Hutnyan, MSN,RN
Quality Improvement Specialist
nhutnyan@hsag.com
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This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation Network-Quality Improvement
Organization (QIN-QIO) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department
of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or

HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or
HHS. Publication No. QN-12SOW-XC-06012023-03
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