
       
 

                 
                   

                      
                

HQIC Community of  
Practice  Call 

Readmission Reduction: Transforming into a Care Partner Hospital 
Oct. 14, 2021 

This material was prepared by The Bizzell Group (Bizzell), the Data Validation and Administrative (DVA) contractor, 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. 12SOW/Bizzell/DVA-0609-09/30/21 



 
   

   
  

   
 

   
  

   

 
 

   
  

 
   

 
   

 

Introduction 

Shelly Coyle 
Nurse Consultant - Division 
of Quality Improvement 
Innovation Models Testing 
iQuality Improvement and 
Innovations Group 
Center for Clinical 
Standards and Quality 
CMS 

Welcome! 

Who’s in the Room? 

Latrail Gatlin 
Health Insurance Specialist-
Division of Quality 
Improvement Innovation 
Models Testing 
iQuality Improvement and 
Innovations Group 
Center for Clinical Standards 
and Quality 
CMS 2 



    
   

  
     

   
   

     
  

   

 

 
 

 
  

Overview 

• Nancy Landor, RN, MS, CPHQ 
Senior Director, Strategic Quality Initiatives 
Director, EQIC (HQIC) Healthcare 
Association of New York State (HANYS) 

• Maria Sacco, RRT, CPHQ 
Director, Quality Advocacy, Research and 
Innovation Healthcare Association of New 
York State (HANYS) 

• Judy Hunter-Eves, RT, CPHQ 
Director of Quality Management, 
River Hospital 

• Discussion/Q&A 

Consider: 
How can you leverage the 
dynamic environment to 
foster success? 
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As You Listen…. 

• Where can you begin with your facility to continue 
to ensure safety, and a patient-centered approach 
as you engage care partners? 
• What actions can you take in the next 30 days? 90 

days? 
• What sort of activities do you have underway to 

impact readmissions? 
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Meet Your Speakers 

Maria  Sacco, RRT, CPHQ 
Director,  Quality  Advocacy,  
Research  and  Innovation 

Healthcare Association  of  New  
York  State  (HANYS) 

Judy Hunter-Eves, RT, CPHQ 
Director of Quality 

Management, 
River Hospital 

Nancy  Landor, RN, MS, CPHQ, 
Senior  Director, Strategic Quality  

Initiatives 
Director,  EQIC  (HQIC)  Healthcare 

Association  of New  York  State 
(HANYS) 
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Transforming  into  a  Care  Partner H ospital 

The impact on readmissions and patient 
satisfaction 

                        
                              
                 

This material was prepared by the Healthcare Association of New York State, Inc., a Hospital Quality Improvement Contractor under contract with the Centers for Medicare & Medicaid 
Services, an agency of the U.S. Department of Health and Human Services. 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. 12SOW/EQIC/HQIC-0043-09/30/21 



 
   

 

    

Objectives 

• Identify what a care partner program is and why implementing
one will benefit your facility. 

• Identify principles and methodology to develop a care partner 
program. 

• Identify tools and resources for implementation and evaluation. 

• Discuss the model for improvement. 
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Caregivers  report  holding s ignificant  decision-making authority to: 
• monitor  the  care  recipient’s  condition  and  adjust  care  

(66%) 
communicate  with  healthcare  professionals  on  behalf  of  
the care recipient (63 percent) 
act  as  an  advocate  for  the  care  recipient  with  care  
providers, community  services o r  government  agencies ( 50  
percent) 

43 M illion p eople  annually serve  as  a  caregiver  

Caregivers  spend: 
• 13  days/month  shopping, food  prepping, housekeeping, 

laundry, transportation, giving  meds 
6  days/PO  feeding, dressing, grooming, walking, bathing 
13  hours r esearching  information, services, coordinating  
visits, managing  finances 

• 
• 

Caregivers  of  people  with c hronic  issues: 
• 46% perform medical and nursing tasks 

96% help with ADLs and IADLs • 

• 

Source: www.caregiver.org 

Gallup-Healthways. (2011). Gallup-Healthways Well-Being Index. 
AARP and United Health Hospital Fund. (2012). Home Alone: Family Caregivers Providing Complex Chronic Care 

National Alliance for Caregiving and AARP. (2015). Caregiving in the U.S. 

https://www.caregiver.org/caregiver-statistics-demographics


https://www.aarp.org/caregiving

The  CARE  Act  



      

         
    

          
 

     

   

        
  

     

Journey 

The CARE (Caregiver Advise, Record, and Enable) Act 2015 

• Designates a caregiver and provides permission for full review of records and 
participation. 

• Helps patient and caregiver prepare for discharge, including teaching, patient care
techniques and post-hospital services, if needed. 

• United Hospital Fund published “Implementing NYS’s Care Act – A Toolkit for Hospital 
Staff.” https://www.nextstepincare.org/Provider_home/NYS_CARE_Act_Hospital_Toolkit 

•Crosswalk with federal and state discharge planning regulations 

•Medical record documentation requirements 

• Intent of the law is very good . . . 
•Unintended consequences: Task, check-the-box regulations 

Goal: Beyond compliance to high value care 

https://www.nextstepincare.org/Provider_home/NYS_CARE_Act_Hospital_Toolkit


 

 

 

  
  

      

Join  us i n  implementing a c are partner  
program! 

Video: Importance of a Care Partner Program 

• Service Excellence 
• Patient Safety 
• Patient/Workforce

Satisfaction 
• Clinical Excellence 

It’s the right thing 
to do! 

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


Patient  outcomes 



    

   
   

 

     

Hospital o r  system outcomes 

Cross-cutting initiative, benefitting multiple current priorities 

LOS Readmissions Experience Safety 
Total Cost / 
ACO & Risk/

Value 

Care Partner 

Ppt. from Dr. A. Boutwell, President, 
Collaborative Healthcare Strategies 



           
      

       

    
        

      

Care  partner  model e vidence 

Two  of  the  most  respected  national  patient  engagement  
organizations’ models 

• Planetree: 
o A family member or friend appointed by the patient who is included as 

a member of the care team and accepts mutually-agreed upon patient 
care responsibilities during and between episodes of care. 

• Institute for Patient- and Family-Centered Care:  
o Entitled their “Better Together Program” for understanding and 

practicing patient-centered care culturally that enhances participation 
and collaboration. 



 

    
    

  
  

 
 

     
    

   

 
  

  
    

   

 
     

 
  

 

Evidence  – Medical Centers 

University of Pittsburgh 
Pennsylvania 

• Caregiver integration during discharge 
planning for older adults to reduce 
resource use: A meta-analysis 
• University of Pittsburgh, 

Pennsylvania 
• Discharge planning interventions 

with care partner integration were 
associated with 25 percent fewer 
readmissions at 90 days 

https://pubmed.ncbi.nlm.nih.gov/28369687/ 

Intermountain Healthcare 
Partners In Healing® 

• Clinical outcomes study 
• 465 patients, 200 matched with 

control patients by surgery, age, 
attending, time 

• A 2-sided p < 0.5 was considered 
statistically significant with a study 
p = 0.003 

• 65 percent reduction in 30-day all-
cause readmissions 

https://journal.chestnet.org/article/S0012
-3692(17)32890-8/fulltext 

https://pubmed.ncbi.nlm.nih.gov/28369687/
https://journal.chestnet.org/article/S0012-3692(17)32890-8/fulltext


          

      
         

         
      

          
          

       
      

Reduce  and  manage  health  disparities 

Patient and Family Engaged Care: An Essential Element of Health Equity 

“improved population health, which is becoming the fundamental premise of
healthcare delivery today, cannot be achieved without progress toward a culture of
patient and family engaged care (PFEC) that ensures all populations (and members
within populations) have equitable opportunities to achieve and maintain health” 

“The time for changing organizations from the inside moving forward with patients
and their caregivers as full partners, for creating the inclusive environments that
break down the usual siloed and biased care, and for driving a shift toward health 
equity that lifts health for all is now.” 

https://nam.edu/patient-and-family-engaged-care-an-essential-element-of-health-
equity/ 

https://nam.edu/patient-and-family-engaged-care-an-essential-element-of-health-equity/


 

   

   
    

         

      

     

During COVID-19 

A connection system! 

a. Scheduled daily updates with care partner/family 

b. Technology deployed for patient care 
c. Technology deployed for patient/care partner visitation and 

communication 

d. Staff aware of the fear; prioritized keeping care partners and family
involved and informed 

• Hospitals with care partner programs felt 

the adjustment was easier for them! 



       

    

        

       

 

 

What  is a C are  Partner?  

• Someone the patient chooses to help them during 

and after the hospital stay. 

• A Care Partner also will help the healthcare team 

to better understand the patient’s needs and 

preferences and may also participate in the 

patient’s medical care and treatments. 



What is a care partner?



Reasons  we  don’t  engage  the  patient  &  care  partner 

Lack  of  knowledge 

Lack  time 

   

    

      

Lack tools and resources 

Lack structure (Intended to but forgot) 

Lack clarity/ownership (Thought it was someone else’s 
job) 

Ineffective  
patient/care  partner  

engagement  



EQIC  Care  Partner  Framework 





 

 

For personal use 



 

 

For personal use 



Concrete principles to a care partner 
program 
• Formally engage the patient and their care partner (caregiver, family, friend, etc.) to 

facilitate a smooth and successful transition home. 

• Optimize the care partner model to strengthen and empower post hospital self-care 
management. 

• Enhance patient-centered care approaches and principles using the fundamental care 
partner model. 

• Enhance the patient and care partner perception and satisfaction with the care. 

• Utilize the patient and care partner model to enhance communication, problem-
solving and all prevention activity during the hospitalization and post discharge. 

Other Value Structure 
Builds Staff Resilience 

EQIC 
EASTERN US QUALITY 
IMPROVEMENT COLLABORATIVE 

More patient connections 



 
  

 
  

PFP care  partner  data 

• Initiative 
work began 
2019 

• PFP program 
ended Q-I, 
2020 

Collaborative 
begin 



From the patient and care partner’s  
perspective 

• Video: The Power of the Care Partner: The Maria and Don Story    

https://us06web.zoom.us/rec/share/cWgrU32n4cgOwr01yhzjdXIvSeU7a8qRYF4FDXhkx3ZfdHctZ9C0ri3P0kTnAXqx.Akq2vTq6N9parMwO?startTime=1630075905000


               
      

         
                 

Care partner program 

Thank you! 

Nancy Landor nlandor@hanys.org 
Dr. Cathleen Wright cwright@hanys.org 
Brenda Chapman bchapman@hanys.org 
Maria Sacco msacco@hanys.org 

mailto:nlandor@hanys.org
mailto:cwright@hanys.org
mailto:bchapman@hanys.org
mailto:msacco@hanys.org


                        
                              
                 

  Care Partner Program 

This material was prepared by the Healthcare Association of New York State, Inc., a Hospital Quality Improvement Contractor under contract with the Centers for Medicare & Medicaid 
Services, an agency of the U.S. Department of Health and Human Services. Views expressed in this document 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. 12SOW/EQIC/HQIC-0001-04/28/21 



 

    
   

   
    
  
    

     
    

   
 

   
  

   
 

   
     

  

 
  

River Hospital 
Care Partner 

Alexandria Bay, NY 
Thousand Islands Region 

• Threatened with closure in 
2000, the community came
together in support of
keeping the hospital local, and
through their hard work, 
including hospital staff, a CON
was granted and it was re-
born as River Hospital in
2003. 
• 24 bed CAH, providing

emergency, acute, and sub-
acute care services; alos 
includes outpatient, primary
care, specialty services and 
behavioral health 
• Access by boat or car 
• Chartis Center: Top 20 CAHs in

the country 
• 99th percentile on 50 indicators 



  
      
       

   

Review  of  current  state 

The key first step: 
• Review forms and admission process to 

determine where the question “who is your care 
partner” could be integrated. 

• Implement change 



         
      

 
         

    
 

 

Admission Process:  
Patient  Access  Staff 

• Review of Process: 
• Patient Access staff, as they are usually the first to

ask contact information during the registration 
process. 

•Provided education 
•Patients emergency contact vs or care giver vs Care 

Partner. 
•Developed and shared a script 
•Care Partner question was added to the admission

electronic form. 



 
 

       
    

       
 

           

Nursing  Staff 

•Inpatient nursing staff were the next team to be
approached. 

•Provided education and scripting to use during
their admission process and screening. 

•The question was also added to their electronic
assessment forms. 

We now have two places where the question was asked and 
documented in the admission process. 



 
      

    
       

    
 

 
      

          
     

Discharge  Planning 

• Next step: 
•Add the question to our Discharge Planning Assessment. 

• This interview is done within 24 hrs. of admission. 
•Review the other two assessment already completed prior

to interviewing the patient. 
•Assess patient for understanding of the term care partner 
•Assist with identification of care partner 

•Explaining care partner role and preparing for discharge. 

We now have three places where the question was asked 
and documented in the admission process. 



     
      

Awareness/Education 
Care Partner Campaign  

• Posters in elevators and public spaces, 
explaining what a Care Partner role is. 



 

        
 

    

   
    

Monitoring  the process 

QI monitor 
Process: 

•Review all the areas of documentation to ensure 
the patient/family is being asked the question 

•Documentation reflected in medical record. 
Outcome 
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Care Partner Pilot 2019 
Readmission Events within 30 days 



 
 

 
 

 
 

Impact 

•Uniting the clinical team together with the
family members for a true team approach to
patient centered care. 

•Families and Care Partners feel they are part of
the team 

•Family members have been given a voice and
that their voice is heard. 



 

 

Thank you. 

Judy Hunter-Eves 



  

         
      
     

           
 
        

  

Open Discussion 

• Where can you begin with your facility to continue 
to ensure safety, and a patient-centered approach 
as you engage care partners? 
• What actions can you take in the next 30 days? 90 

days? 
• What sort of activities do you have underway to 

impact readmissions? 

39 



 Final Thoughts 

40 



        

   
      

  

        

         

Join Us for the next Community of Practice Call! 

Join us for the next 
Community of Practice Call on Nov. 18, 2021 

from 1:00 – 2:00 PM ET 

We invite you to register at the following link: 
https://zoom.us/webinar/register/WN_ASl_l3p_TEyx_VY_YYFFeA 

You will receive a confirmation email with login details. 

41 
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Thank You! 

Your opinion is valuable to us. Please take a moment to complete the post 
event assessment here: 

https://www.surveymonkey.com/r/10_14_21 

We will use the information you provide to improve future events. 

42 
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