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Presenter
Presentation Notes
Objectives: (1) Help nurses and other frontline staff understand the benefits of patient and family engagement (PFE); (2) Help nurses and other frontline staff understand how to communicate effectively with patients and families to promote and support PFE; and (3) Help nurses and other frontline staff understand how to partner with patients and families during discharge planning to reduce preventable readmissions.  




Person and Family Engagement in PfP 
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Partnership for Patients 3.0 Goals 
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• By 2019 
–20 percent reduction in overall patient harm (to 97 Hospital-

Acquired Conditions [HACs] per 1,000 discharges) 
 

–12 percent reduction in 30-day readmissions per 1,000 
people 

 
 

 

 
 



Partnership for Patients Definition of PFE 

Persons, families, their representatives, and health professionals 
(clinicians, staff, and leaders) working in active partnership at 
various levels across the health care system and in 
collaboration with communities to improve health, heath 
care, and health equity. 
 

Source: PfP Strategic Vision Roadmap for PFE (PFEC) 
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Presenter
Presentation Notes
At the core, PFE is about identifying and working in partnership with patients to respond to patient-and family-identified needs and achieve desired outcomes.

Note key components of the definition
PFE happens at multiple levels – direct care interactions between patients and health care providers; partnership with patients and families to shape organizational policies and procedures; also extending out into a broader policymaking context
Family is broadly defined by the individual
Goal is moving toward active partnership, where there is shared responsibility, shared authority for decision-making, and a two-way exchange of information
PFE requires individual and system behavior change


http://www.healthcarecommunities.org/ResourceCenter/PartnershipforPatientsLibrary.aspx


PfP PFE Metrics 
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Presenter
Presentation Notes
Vision for PFE in PfP: Hospitals and other healthcare providers achieving quality and safety goals by fully engaging patients and their families, determining what matters most to them in every situation, and partnering with them to make improvements to all aspects of care.




HIIN Aggregate PFE Metric Implementation Data  
(October 2017) 
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The Case for PFE: Reductions in Readmissions 

• N = 140 Vizient HIIN hospitals 
• High PFE performers = met 4 or 5 of the PFE metrics 
• Low PFE performers = met 3 or less of the PFE metrics 
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Presenter
Presentation Notes
While the PFE metrics are important as indicators of practices to engage patients and families, we also want to took at their relationship to safety metrics and outcomes. 

The Vizient HIIN is pleased to share this run chart, which shows a steady trend for more than 3 years in lower 30 Day Potentially - Unplanned Readmission Rates for hospitals that it considers High PFE Performers. Vizient considers hospitals High PFE Performers when they meet 4 or 5 of the PfP PFE metrics. Low PFE Performers meet 3 or less of these metrics. Vizient included hospitals that provided data for 30 Day Potentially - Unplanned Readmission Rates from January 2014 through March 2017 and had at least 3 or more PfP PFE metrics marked as “yes” or “no”.




The Case for PFE: Improved Patient Experience 
• Improved patient experiences and higher HCAHPS scores 

 
–The Valley Hospital (NJHA HIIN) uses the GetWellNetwork (GWN), an 

interactive patient/family tool developed and implemented in partnership 
with patient and family advisors, to provide education at the bedside 
through the television system 

 

–St. Alexius Medical Center (Great Lakes Partners for Patients HIIN) 
implemented a PFAC (PFE Metric 4) to address patients’ perceptions of 
care including pain management 
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Presenter
Presentation Notes
Valley Hospital in Ridgewood, NJ (a member of the NJHA HIIN) uses the GetWellNetwork (GWN), an interactive patient/family tool developed and implemented in partnership with PFAs, to provide education at the bedside through the television system. This tool has helped increase hospitals’ HCAHPS scores, specifically, communication about medicines, communication with nurses, responsiveness of staff, and the discharge process.

In Illinois, St. Alexius Medical Center, a member of the Great Lakes Partners for Patients HIIN, implemented a Patient and Family Advisory Council (PFAC) to address patients’ perceptions of care, including pain management. The PFAC developed and piloted a bundle of strategies to improve pain management, resulting in improvements in the hospital’s HCAHPS scores, including pain management and overall HCAHPS rating, over a 3-month period (November 2014–March 2015).




The Case for PFE: Reduced Length of Stay 
• Improved patient outcomes and reduced length of hospital 

stay 
–Hurley Medical Center’s Joint Replacement Center (Great Lakes 

Partners for Patients HIIN) implemented a new curriculum designed to 
engage patients throughout the entire care continuum 

 
–Michigan Medicine (Vizient HIIN) created two pre-op 

guidebooks (PFE Metric 1) to share and discuss with patients prior to 
(hip and knee replacement surgery) that include simple “Checklists for 
Success” to help patients prepare for surgery 
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Presenter
Presentation Notes
Hurley Medical Center’s Joint Replacement Center in Flint, Michigan and a member of the Michigan Health & Hospital Association, has seen improved physical therapy outcomes—including earlier mobility and shorter lengths of stay post-surgery—since implementing a new curriculum designed to engage patients throughout the entire care continuum. The curriculum provides patients and family members with in-person educational sessions prior to surgery, resources including a book and video designed by Hurley’s patient and family centered care team, pre-admission testing appointments, and personalized outpatient physical therapy programs.

Michigan Medicine, a premier academic medical center and part of the Vizient HIIN, created two pre-op guidebooks to share and discuss with patients prior to surgery: Preparing and Recovering from My Hip Replacement Surgery and Preparing and Recovering from My Knee Replacement Surgery. The guidebooks include simple “Checklists for Success” that help patients prepare for surgery by providing information on items and over-the-counter medications to purchase, how to get ready the day before the surgery, information to bring to the surgery, recovery planning tips, and more. Patients receive the guidebooks in required pre-op classes and also can get the guidebooks in clinics, receive them in the mail, or access them online. Michigan Medicine solicited input from staff and patients to develop the guidebooks, asking past and recent patients questions about their pre- and post-surgery experiences—for example, what patients wished they had known prior to surgery, what they wished they had asked during their care, and what did (or did not) work well during their stay. The guidebooks have helped Michigan Medicine reduce readmissions, length of stay, skilled nursing facility admissions, and opioid usage. In addition, the guidebooks have increased patient preparedness, with patients providing feedback that “everybody knows what to do.” 



Communications Competencies to Promote and Support 
PFE  
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Why Focus on Communications? 
• Communication is the foundation of all interactions between clinicians and 

patients and families 
 

• Research shows patient-centered communication can improve: 
– Patient safety 

» More than 70% of adverse events are caused by breakdowns in 
communication 

– Patient outcomes 
» Including emotional health, functioning, and pain control 

– Patient experience 
– HCAHPS scores 
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Presenter
Presentation Notes
Various studies indicate that the effects of engaging patients and families translate into measurable improvements in quality and safety: 
• Improved patient safety. Better communication, realized through patient and family engagement, has a direct impact on patient safety. For example, one study found that more than 70 percent of adverse events are caused by breakdowns in communication among caregivers and between caregivers and patients.1 In addition, studies show that patients who are informed and engaged can help improve safety through “informed choices, safe medication use, infection control initiatives, observing care processes, reporting complications, and practicing self-management.”2 When patients and families are engaged in their care, an extra set of eyes and ears is available to help catch and prevent safety issues. 
• Improved patient outcomes. Adopting patient-centered care strategies and engaging patients actively in their health care also has the potential to improve health outcomes. In a review of the literature, Debra Roter found that patient-centered care, realized through effective communication, had a positive effect on patient outcomes — specifically, emotional health, symptom resolution, functioning, pain control, and physiologic measures such as blood pressure and blood sugar levels.3 
• Improved scores on public reports of patient experiences of care. The Centers for Medicare & Medicaid Services (CMS) publishes hospitals’ patient experience scores on its public Web site (www.hospitalcompare.hhs.gov). The scores are based on a standardized survey known as the CAHPS® Hospital Survey. Many of the measures from the CAHPS Hospital Survey — particularly those related to patient-provider communication, pain management, and the provision of discharge information — reflect key elements of patient and family engagement. Hospitals that have implemented strategies to improve patient engagement and the patient centeredness of care have seen subsequent improvements in patients’ ratings of care.4 

References:
1. Sentinel event root cause and trend data. Improving America’s hospitals: the Joint Commission’s annual report on quality and safety; 2007. Available at http://www.jointcommission.org/assets/1/6/2007_Annual_Report.pdf. Accessed July 23, 2010. 
2. Coulter A, Ellins J. Analysis: effectiveness of strategies for informing, educating, and involving patients. BMJ 2007;335(7609):24-7.
3. Roter D. Which facets of communication have strong effects on outcome: a meta-analysis. In: Steward M, Roter D eds. Communicating with medical patients. Newbury Park, CA: Sage; 1989.
4. Iacono S. Planetree philosophy: a study on the relationship of patient satisfaction and utilization of a Planetree model in care delivery. PlaneTalk; 2001.




PFE Metric 2: Shift Changes Huddles OR Bedside Reporting 

Hospital conducts shift change huddles and bedside reporting with 
patients and family members in all feasible cases. 
 

Intent 
• Include the patient and/or family member in as many conversations about 

their care as possible throughout the hospital stay 
• The patient and/or family member is able to hear, question, correct or confirm, 

and/or learn more about the next steps in their care as it is discussed 
between nurses changing shifts or clinicians making rounds 
 

Why is this important? 
• Enables the opportunity to correct errors and clarify care plans with the 

patient and family 
• Encourages the patient and family to be an active partner in their care to the 

degree they desire 
• Enables ongoing communication and interaction 
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Presenter
Presentation Notes
Intent: The intent of this metric is to include the patient and/or family caregiver in as many conversations about their care as possible throughout the hospital stay. The patient and/or family member is able to hear, question, correct or confirm, and/or learn more about the next steps in their care as it is discussed between nurses changing shifts or clinicians making rounds. Patients and/or family members should be more than present during these meetings. They should be encouraged and prompted by the clinical staff to be active participants to whatever degree they desire, and add to the information being shared between the nurses or other clinicians discussing their care. Clinical staff should make an effort to adjust their use of medical jargon, acronyms, and other technical language to ensure that the patient and family member can easily follow the conversation. If necessary due to language barriers, an interpreter should be present. The patient/family member should be part of the entire conversation concerning their care, and not just select parts. 




Communication Behaviors for Clinicians 

Before entering the room… 
• Read the patient’s chart 
 
Entering the room… 

• Make eye contact with the patient 
• Smile, if appropriate  
• Introduce yourself by name and your role in the patient’s care 
• Introduce any new people in the room, their role, and what they will do 
• Have conversations at the patient’s eye level 
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Source: Communication Competencies for Clinicians, Guide to Patient 
and Family Engagement in Hospital Quality and Safety (AHRQ) 

 

Presenter
Presentation Notes
Effective communication between clinicians, patients, and families can lead to better health care outcomes and improved quality and safety. 

This slide identifies behaviors to help clinicians build partnerships with patients and families, leading to better health care quality and safety.  These behaviors are applicable at all levels, particularly at the bedside or point of care, and can be used to help hospitals achieve metrics 1 and 2.


Make eye contact with the patient, not a machine or other medical professional in the room. 
Smile, if appropriate. Your smile should be genuine and not forced. 
Introduce yourself by name and your role in the patient’s care. “Hi, Mrs. Smith. I’m your nurse, Mary. Is there anything I can do for you now?” 
Introduce any new people in the room, their role, and what they will do. “I’d like you to meet Dr. Nancy Burns. She’s a specialist that is going to help manage your sugar. If it’s okay with you, she is going to talk with you.” 
Have conversations at the patient’s eye level. 

Let the patient define who family is. Family can give you information that you don’t know about the patient. They also need to know about the patient’s health so they can take care of the patient at home. 

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy2/Strat2_Tool_5_Comm_Comp_508.pdf


Communication Behaviors for Clinicians (continued) 

Assessing the patient… 
• Ask how the patient prefers to be addressed (by first or last name) 
• Let the patient identify family members who should be partners in care, 

and put their names on the white board 
• Invite the patient and family to use the white board 
• Invite the patient and family to ask questions and share any needs or 

concerns 
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Source: Communication Competencies for Clinicians, Guide to Patient 
and Family Engagement in Hospital Quality and Safety (AHRQ) 

 

Presenter
Presentation Notes
Effective communication between clinicians, patients, and families can lead to better health care outcomes and improved quality and safety. 

This slide identifies behaviors to help clinicians build partnerships with patients and families, leading to better health care quality and safety.  These behaviors are applicable at all levels, particularly at the bedside or point of care, and can be used to help hospitals achieve metrics 1 and 2.


Make eye contact with the patient, not a machine or other medical professional in the room. 
Smile, if appropriate. Your smile should be genuine and not forced. 
Introduce yourself by name and your role in the patient’s care. “Hi, Mrs. Smith. I’m your nurse, Mary. Is there anything I can do for you now?” 
Introduce any new people in the room, their role, and what they will do. “I’d like you to meet Dr. Nancy Burns. She’s a specialist that is going to help manage your sugar. If it’s okay with you, she is going to talk with you.” 
Have conversations at the patient’s eye level. 

Let the patient define who family is. Family can give you information that you don’t know about the patient. They also need to know about the patient’s health so they can take care of the patient at home. 

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy2/Strat2_Tool_5_Comm_Comp_508.pdf


Communication Behaviors for Clinicians (continued) 

During the stay… 
Invitation Behaviors 
• Welcome the patient and family as part of the health care team  
• Use open-ended questions  
• Give complete information about the patient’s condition  
• Use “teach back”  
• Find out how much the patient and family members want to know  
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Source: Communication Competencies for Clinicians, Guide to Patient 
and Family Engagement in Hospital Quality and Safety (AHRQ) 

 

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy2/Strat2_Tool_5_Comm_Comp_508.pdf


Communication Behaviors for Clinicians (continued) 

During the stay… 
Supportive Behaviors 
• React positively when people engage  
• Listen to and respect observations and values of the patient and family  
• Help patients and family members articulate their concerns as needed  
• Use plain language  
• Invite the patient and family members to take notes  
• Identify others to answer questions, if needed  
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Source: Communication Competencies for Clinicians, Guide to Patient 
and Family Engagement in Hospital Quality and Safety (AHRQ) 

 

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy2/Strat2_Tool_5_Comm_Comp_508.pdf


What is Teach Back? 
• An opportunity to assess how well clinicians explained a concept and, if 

necessary, reteach the information 
• Ask the patient and family to repeat back in their own words what they need 

to know or do to be sure you explained things well 
• Tips for teach back… 

– Start slowly 
– Do not ask “yes or no” questions  
– Chunk information when explaining more than one concept and use teach 

back after each concept 
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Source: Health Literacy Universal Precautions Toolkit (AHRQ) 

Presenter
Presentation Notes
We have mentioned Teach Back several times today. Let’s take a moment to stop and talk about this technique. Some of you may have seen it, or already been using it. Can anyone explain what it is?

Teach Back is a chance to assess how well you explained a concept to the patient and family, and if needed, re-teach the information. It is not a test of the patient, but of how well you explained a concept.

You ask the patient and family to repeat back in their own words what they need to know or do to be sure you explained things well. Some examples of what you can say:
“I want to be sure I explained everything clearly. Can you please explain it back to me so I can be sure I did?”
“What will you tell your wife about the changes we made to your medicines today?”
“We’ve gone over a lot of information about how you need to take care of yourself when you get home. In your own words, please review what we talked about so I can be sure I explained things clearly. How will you make it work at home?”

Some tips for Teach Back:
Start slowly – try on 1 or 2 patients, maybe toward the end of your shift to see how it goes. Ask your supervisor or colleague to give you feedback
Do not ask yes/no questions like “Do you understand?” or “Do you have any questions?” 
For more than one concept, chunk the information so people can more easily remember it. Explain the 2-3 points for the first concept and check understanding using teach back. Then, move on to the next concept.

[As you would like, you could show the following examples from YouTube of Teach Back]
NC Program on Health Literacy with 2 examples: http://www.youtube.com/watch?v=IKxjmpD7vfY 
 Project BOOST: 
Intro: http://www.youtube.com/watch?v=UZUCqgHXTV4&feature=related
Poor discharge example: http://www.youtube.com/watch?v=MCoIDdFvEu0&feature=related 
Correct discharge: http://www.youtube.com/watch?v=AShv8QdHvJg&feature=related 
 


https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2-tool5.html


Tips to Help Patients and Families Be Partners  

Give us information about your health 
 
Make sure you understand what your doctors and nurses tell you 

• Repeat what doctors and nurses say in your own words  
• Take notes 

 
Ask questions until you understand the answers 

• Speak up if something is unclear or confusing  
• Ask questions about your medicines 

 

Tell us who your family members or friends are and how you want them to 
be involved  
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Source: Tips for Being a Partner in Your Care, Guide to Patient and 
Family Engagement in Hospital Quality and Safety (AHRQ) 

1 

2 

3 

4 

Presenter
Presentation Notes
Preparing patients and family members is an important strategy to achieve meaningful PFE. This includes helping them communicate effectively.

As clinicians and frontline staff, it is important that you help patients and family members partner with members of their health care team while they are in the hospital. 



https://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/strategy2/index.html


Prepare Patients and Families to Partner 

Give three tools to the patient and family before or at admission 
 
 Be a Partner in Your Care 
 
 Tips for Being a Partner in Your Care 
 
 Get to Know Your Health Care Team  

 

20 

1 

2 

3 

Source: Strategy 2, Communicating to Improve Quality, Guide to Patient 
and Family Engagement in Hospital Quality and Safety (AHRQ) 

Presenter
Presentation Notes
These tools can be distributed and discussed prior to or at admission.

1. Be a Partner in Your Care: Emphasizes importance of being a partner and describes scheduled times they can interact with the health care team
2.    Tips for Being a Partner in Your Care: Encourages people to:
Tell doctors and nurses about their health
Check their understanding of information clinicians provide
Ask questions until they understand the answers
Tell doctors and nurse the family members or friends who should participate in conversations about their health
3.     Get to Know Your Health Care Team: Describes members of the health care team and what they do

On the day of admission, make sure the patient has the materials and has looked at them. Highlight main points and invite them to be a partner in their care 
Tell the patient and family that they are the expert on the patient
Invite the patient and family to ask questions, share concerns, and tell us what they want and need

For example, you can say
We hope you will feel like a part of our health care team – we may be medical/nursing experts, but you are the expert on YOU
Please ask if you ever have any questions. 
If I am not being clear enough please let me know – we want to make sure you understand what’s happening in your care
We know we often look really busy or even preoccupied, but we need to hear from you 
Do you have any questions about who will be working with you and what they will do for you?

Remember, we are not just doing this to be nice. This is a quality and safety issue. The patient and family may have important information that we need to ensure the quality and safety of their care.



https://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/strategy2/index.html


IDEAL Discharge Planning 
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Why Focus on Discharge Planning? 

• Nearly 20% of patients experience an adverse event within  
1 month of discharge— ¾ of events could be prevented 

• Common complications are adverse drug events, hospital-acquired infections, 
and procedural complications 

• Many complications can be attributed to problems with discharge planning 
– Changes in medicines before and after discharge 
– Inadequate preparation for patients and families 
– Disconnect between information giving and patient understanding 
– Discontinuity between inpatient and outpatient providers 
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Presenter
Presentation Notes
Nearly 20 percent of patients experience an adverse event within 30 days of discharge.1,2 Research shows that nearly three-quarters of these events could have been prevented or ameliorated.1

Common post-discharge complications include adverse drug events, healthcare-associated infections, and procedural complications.  Many of these complications can be attributed to discharge planning problems, including medication changes before and after discharge; inadequate preparation for patient and family related to medications, danger signs, or lifestyle changes; a disconnect between clinician information-giving and patient understanding; and discontinuity between inpatient and outpatient providers.3-5

Involving patients and families in discharge planning can help improve patient outcomes, such as reducing unplanned readmissions and increasing patient satisfaction.6-7   

References 
1. Forster AJ, Murff HJ, Peterson JF, et al. The incidence and severity of adverse events affecting patients after discharge from the hospital. Ann Intern Med 2003;138(3):161–7.
2. Jencks SF, Williams MV, Coleman EA. Rehospitalizations among patients in the Medicare fee-for-service program. N Engl J Med 2009;360(14):1418–28.
3. Kripalani S, Jackson AT, Schnipper JL, et al. Promoting effective transitions of care at hospital discharge: a review of key issues for hospitalists. J Hosp Med 2007;2(5):314–23.
4. Popejoy LL, Moylan K, Galambos C. A review of discharge planning research of older adults 1990-2008. West J Nurs Res 2009;31(7):923–47.
5. Anthony MK, Hudson-Barr D. A patient-centered model of care for hospital discharge. Clin Nurs Res 2004;13(2):117–36.
6. Bauer M, Fitzgerald L, Haesler E, et al. Hospital discharge planning for frail older people and their family. Are we delivering best practice? A review of the evidence. J Clin Nurs 2009;18(18):2539–46.
7. Shepperd S, McClaran J, Phillips CO, et al. Discharge planning from hospital to home. Cochrane Database Syst Rev 2010;20(1):CD000313.




What is IDEAL Discharge Planning? 

I   nclude the patient and family as full partners  
 

D  iscuss with the patient and family 5 key areas to prevent problems at home 
 

E  ducate the patient and family throughout the hospital stay 
 

A  ssess how well doctors and nurses explain the diagnosis, condition, and 
next steps in their patient’s care and use teach back 
 

L  isten to and honor the patient and family’s goals, preferences, observations, 
and concerns 
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Source: IDEAL Discharge Planning Overview, Process, and Checklist, Guide 
to Patient and Family Engagement in Hospital Quality and Safety (AHRQ) 

Presenter
Presentation Notes
This discharge process is for people who are going home, either on their own or with skilled or unskilled home care. IDEAL Discharge Planning emphasizes the key elements of engaging patients and families. Each element of IDEAL Discharge Planning has multiple components:

Include the patient and family as full partners in the discharge planning process. 
Always include the patient and family in team meetings about discharge. Remember discharge is not a one-time event, but a process that takes place throughout the hospital stay.
Identify which family or friends will provide care at home and include them in conversations.
Discuss with the patient and family 5 key areas to prevent problems at home
Describe what life at home will be like: Include home environment, support needed, what patient can or cannot eat, and activities to do or avoid
Review medications: Use a reconciled medication list to discuss the purpose of each medicine, what and how to take it, and potential side effects.
Highlight warning signs and problems: Identify warning signs or potential problems. Write down the name and contact information of someone to call if there is a problem.
Explain test results: Explain test results to the patient and family. If test results are not available at discharge, let the patient and family know when they should hear about results and identify who they should call if they have not heard the results by that date.
Make followup appointments: Offer to make followup appointments for patient and family. Make sure that the patient and family know what follow up is needed.

Educate the patient and family in plain language about condition, discharge process, and next steps at every opportunity throughout the hospital stay. Getting all the information on the day of discharge can be overwhelming. That’s why discharge planning should be an ongoing process throughout the stay–not a onetime event. You can:
Elicit the patient and family goals at admission and note how progress is being made each day in the hospital stay.
Involve the patient and family in nurse change of shift report or bedside rounds.
Share a written list of medicines every morning during the hospital stay.
Go over medicines at each administration – what it is for, how to take it, and potential side effects.
Encourage the patient and family to take over care practices to support their competence and confidence in caregiving at home.

Assess how well doctors and nurses explain the diagnosis, condition, and next steps in the patient’s care to the patient and family—Use Teach Back. 
Provide information in small chunks and repeat key pieces of information throughout the hospital stay.
Ask the patient and family to repeat what you said back to you in their own words to be sure that you explained things well. 

Listen to and honor the patient and family’s goals, preferences, observations, and concerns. 
Invite the patient and family to use the white board in the room to write questions or concerns throughout their stay.
Ask open-ended questions to elicit the patient and family’s questions and concerns.
Use the Tools 2a and 2b: Be Prepared to Go Home Checklist and Booklet, to make sure the patient and family feel prepared to go home.
Schedule at least one meeting specific to discharge planning with the patient and family caregivers.


https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Tool_1_IDEAL_chklst_508.pdf


At initial nursing assessment… 
• Identify who will be at home with the patient  
• Tell the patient and family that they can use the white board in the room to 

write questions or concerns 
• Elicit the patient and family goals for the hospital stay 
• Inform the patient and family about steps toward discharge 
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What is IDEAL Discharge Planning? (cont.) 

Presenter
Presentation Notes
At the initial nursing assessment, identify who the caregiver will be at home along with potential back-ups. These individuals are the ones who need to understand instructions for care at home. Do not assume that the family members at the hospital will be the caregivers at home. 
 
Elicit the patient and family’s goals for when and how they leave the hospital, as appropriate. With input from the doctor, work with the patient and family to set realistic goals for the hospital stay. Let the patient and family know that they can use the white board in the room to write questions or concerns. 
 
Inform the patient and family about steps in progress toward discharge. For common procedures, create a patient handout or poster that identifies the road map to go home or write steps toward discharge on the white board. This road map may include things like “I can feed myself” or “I can walk 20 steps.”
 
[Refer to Tool 1]




Daily… 
• Educate the patient and family about the patient’s condition at every 

opportunity  
• Explain medicines to the patient and family 
• Discuss progress toward goals 
• Involve the patient and family in care practices 
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What is IDEAL Discharge Planning? (cont.) 

Presenter
Presentation Notes
All clinical staff need to:
Educate the patient and family about the patient’s condition at every opportunity. Education can take place during bedside shift report, rounds, vital status check, nurse calls, and as other opportunities present themselves. Clinicians should use teach back during these opportunities.
Explain medicines to the patient and family daily and at any time medicine is administered. For example, clinicians can print out a list every morning and go over it with the patient, explaining what each medicine is for and its potential side effects and if there are any changes in the medicines the patient is taking. Clinicians should use teach back when explaining medicines.
Discuss the patient’s, family’s, and clinician’s goals and the patient’s progress toward discharge. Once the goals are set at admission, revisit these goals daily to make sure the patient and family understand how the patient is progressing toward discharge.
Involve the patient and family in care practices to improve confidence in caretaking after discharge. Examples of care practices could include changing the wound dressing, helping the patient with feeding or going to the bathroom, or assisting with rehabilitation exercises.
 
[Refer to Tool 1]�





Before the discharge planning meeting…. 
• Identify who will give the “Be Prepared to Go Home” checklist and booklet 

to the patient and family 
• Identify who will schedule the discharge planning meeting with the patient 

and the patient’s choice of family member or close friend 
– When depends on the patient’s condition—at least 1 to 2 days before 

discharge or earlier if needed 
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What is IDEAL Discharge Planning? (cont.) 

Source: Be Prepared to Go Home Checklist and Booklet, Guide to Patient and 
Family Engagement in Hospital Quality and Safety (AHRQ) 

Presenter
Presentation Notes
Depending on the patient’s condition, give the patient and family the Be Prepared to Go Home checklist and booklet at admission or 1 to 2 days before discharge. For more complex cases, give the checklist and booklet earlier. Ask them to think about what they need before going home and at home and check off where they indicate they feel prepared for discharge and where they need more explanation.
 
Schedule the discharge planning meeting with the patient, family, and hospital staff. To set up the meeting:
Schedule at time to meet with the patient to address concerns about discharge. Ask if the patient if he or she wants to include a family member or close friend who will be actively involved once the patient leaves the hospital.
Explicitly invite the patient and family to use the checklist and booklet. For example, you can say:
“We want to make sure that once you leave us, you have the information you need both to take care of yourself as well as possible and to get help if you need it.” 
“Please ask if you have any questions or tell us any concerns you have.”
 
[Refer to Tool 1]


https://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/strategy4/index.html


At the discharge planning meeting…  
• Identify who will take part in the meeting 
• Use the “Be Prepared to Go Home” checklist and booklet as a starting 

point for discussing the patient and family’s questions and concerns about 
going home 
– Review the checklist verbally if needed 
– Use teach back to check the patient’s understanding of the information 
– Follow up on any questions you cannot address during the meeting 

• Offer to schedule follow-up appointments with all providers (primary care, 
specialists, or therapy) as needed 
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What is IDEAL Discharge Planning? (cont.) 

Presenter
Presentation Notes
At the meeting:
Go over the purpose of the meeting. This meeting is designed to make sure they feel prepared to go home and address any questions they have before they leave the hospital.
If the patient or family did not read or fill out checklist, go over the checklist verbally. Make sure to ask if they have any other questions or concerns that are not listed. You can start the conversation by asking “What does being back home look like for you?”
Repeat back the patient’s concerns in your own words to make sure you understand their concerns.
Use teach back to check if you explained things well.
If another clinician (e.g., pharmacist, doctor, or nurse) is needed to address a concern, arrange for a conversation to take place.
Offer to schedule followup appointments with providers. Ask the patient and family members which days and times work well. Ask if they have or need transportation to the appointments.
 
[Refer to Tool 1]





Day of discharge… 
• Identify who will review the reconciled medication list with the patient and 

family 
– Hand the patient the list of medicines that he or she needs to take at 

home 
– Review the medication list with the patient and family 
– Ask them to repeat back the name of each medicine, its purpose, and 

when and how to take it 
 

• Identify who will write down follow-up appointments and give the name 
and contact information of someone to call if problems arise 
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What is IDEAL Discharge Planning? (cont.) 

Presenter
Presentation Notes
Review a reconciled medication list with the patient and family. Hand the patient the list of the medicines he or she will need to take after getting home. Explain that these may be different from what he or she was taking going into the hospital. Go over each medicine with the patient and family. Use teach back and ask them to repeat back what each medicine is and when and how to take it.
 
Give the patient and family the patient’s followup appointments, including the provider’s name and the time and location of the appointment.
 
Give the patient and family the name, position, and phone number of the person to call if there is a problem after discharge. You can write this information in the booklet. Make sure the contact person is aware of the patient’s condition and situation (e.g., if the primary care provider is the contact person, make sure he or she has a copy of the discharge summary on the day of the patient’s discharge so he or she is prepared to answer any questions the patient may have.
 
[Refer to Tool 1]




Everyone Plays a Role in Discharge 

• Patient: Heal; ask questions in preparation for leaving/going home; take 
responsibility for care at home 

• Family: Ask questions and prepare to help at home  

• Doctor: Give order for discharge; communicate clearly with other team 
members—including nurses, patient, and family—about discharge plans 
and next steps 

• Nurses 
• Case manager 
• Discharge planner 
• Interpreter 
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Presenter
Presentation Notes
Everyone has a role to play in discharge planning and preparing the patient to go home. Let’s talk about the roles and responsibilities for each team member in the new process.

Patient and family. Obviously, the patient’s job is to heal and recover. Also, the patient and family need to get ready and feel prepared for discharge. To do this, they will need to feel comfortable asking questions and start taking responsibility for care at home.
Doctor. The doctor gives the order for discharge, but, this should not be a surprise or happen in a vacuum. The doctor should lay out clear steps toward discharge with the team and the patient and family so everyone is prepared for discharge.





Benefits of IDEAL Discharge Planning 
For Clinicians 
• Improves information about the patient’s condition and discharge situation 
• Reduces risk and liability 
• Improves quality of care 

 
For Patients 
• Demonstrates that hospital staff view the patient’s perspective as important 
• Shows teamwork among hospital staff 
• Ensures patient and family have a good care experience (with less anxiety) 
• Prevents post-discharge complications and avoidable readmissions 
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Presenter
Presentation Notes
Rehospitalization has become a focus for hospitals, with research demonstrating that engaging patients in the discharge process has many benefits, including reducing risk and liability and improving the quality of care.1 For example, working with patients and families to plan for discharge ensures that clinicians have complete information about the patient’s discharge situation – that is, the support the patient has at home to manage his or her anticipated health care needs. Engaging patients and families in the discharge process also ensures that patients and families understand and can follow through with key discharge instructions, a critical factor in preventing readmissions. 
 
References
Silow-Carroll S, Edwards JN Lashbrook, A. Reducing hospital readmissions: lessons from top-performing hospitals. Commonwealth Fund publication 1473, Vol 5; April 2011.




Potential Challenges 

• May take more time at first, but should be incorporated into the everyday 
process 

• Difficult to identify family members who will be caregivers 
– Patient has no family or other support  
– Family caregiver has not been at the hospital 

• Discharge plans change immediately before discharge 
• Patient unable to read, write, or articulate questions or concerns 
 

 Hospitals in New Jersey must comply with the CARE Act that 
requires hospitals to: (1) record the name of the family caregiver 
on the medical record of the patient; (2) inform the family 
caregiver when the patient is to be discharged; and (3) provide 
the family caregiver with education and live instruction of the 
medical tasks he or she will need to perform for the patient at 
home. 
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Presenter
Presentation Notes
There may be times when it will be difficult to use the IDEAL Discharge Planning process. We expect this process will take more time at first but hope these new techniques will be incorporated fairly seamlessly into our current processes after some practice.
 
As you read each challenge, ask for input from the audience about the best way to address it. How can you modify the IDEAL Discharge Planning process in each challenge? What needs to happen? Who is responsible? Examples of responses include:
 
Difficult to identify and then educate the family caregivers. Either there is no caregiver or the family caregiver has not been at the hospital. The solution may be to ask if the caregiver can participate by phone or to go over checklist only with the patient and then assess whether patient will be okay alone.
Discharge plans change immediately before discharge. When this happens, you should review the changes with the patient and family as soon as possible to give them time to make adjustments, if necessary. You can let the family members know what to expect and when a good time would be for them to leave the hospital to prepare their home for the patient, if needed.
Patient is unable to read, write, or articulate questions or concerns. If a patient cannot read or write or has difficulty asking questions, you can go over the checklist verbally and use teach back to make sure they understand each of the checklist’s elements.

The CARE Act stands for: Caregiver Advise, Record, Enable (CARE) Act – became law in May 2015





PFE in Action: Kennedy Hospital 

• Sepsis is the #1 cause of hospital 

readmissions 
• Recommends that sepsis initiatives  
include representation from the infection 
control team  
• Initiatives related to sepsis include… 

– Signage  
– Sepsis patient education handout  
– Discharge antibiotic counseling 
including a patient information sheet to 
reduce readmissions due to infections 
including sepsis 
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Presenter
Presentation Notes
It is critical to have infection control representation in any sepsis initiative

Signage: (1) Signage is nice because it serves as education and reinforcement for the patient and family; (2) Have a consistent message that is then further instilled in the patients; (3) Patient or family could see something they connect with on the sign and bring it to the attention of the clinician

Sepsis patient education handout: (1) Information sheet that simplifies the definition of sepsis and signs that are easy to explain to the general public - fast heart rate, breathing too quickly, blood pressure is too low, urine output too low, confusion; (2) talks about how sepsis can be prevented; (3) Reach out to provider, washing hands, vaccines, knowing your personal risk factors

Discharge antibiotic counseling 
Pilot at Kennedy-CH with infectious diseases, pharmacy and patients
On day of discharge, clinical pharmacy consult for discharge antibiotic counseling: (1) A more engaged discussion than typical discharge that can last up to 45 minutes - counseling on adverse effects, how to take the antibiotic, opportunity to express understanding/ask questions about potential side effects, what to expect, and cost; (2) Share a patient information sheet to share general information about antibiotics and then further information on specific antibiotics - goal of the sheet was to prevent readmissions due to infections including sepsis and increase antibiotic adherence, has had the very good side effect of improving patient satisfaction




Discussion  
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Next Steps 
• Train clinicians on communication competencies, including teach back 

– Partner with patient and family advisors (PFAs) 
 

• Ask leadership, clinicians, and PFAs to commit to helping patients and 
families be partners in their care 
– Share data—including a patient story—about the benefits of PFE on 

patient safety, readmissions, and patient experience 
– Invite patients and families to use the white board 
– Customize and distribute materials (e.g., “Tips for Being a Partner in Your 

Care,” “Be Prepared to Go Home” checklist and booklet) 
 

• Review/refine roles for discharge planning 
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Presenter
Presentation Notes
We would like to end by reiterating how important patient and family engagement is to our hospital. Clinicians and hospital staff play an important role in inviting and support patients and families as full partners in the health care team. By doing this, we can work together as partners to improve care experiences for everyone. 





Resources 
• Guide to Patient & Family Engagement in Hospital Quality and Safety, AHRQ 

(https://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/index.html) 
 

• Better Together Campaign, IPFCC (http://www.ipfcc.org/bestpractices/better-
together-partnering.html) 

 

• PfP Strategic Vision Roadmap for PFE, PFEC* 
 

• How PFE Can Help Hospitals Achieve Equity in Health Care Quality and Safety, 
PFEC* 
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*Available in the PfP Resource Library at: 
www.healthcarecommunities.org/ResourceCenter/PartnershipforPatientsLibrary.aspx 

https://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/index.html
http://www.ipfcc.org/bestpractices/better-together-partnering.html
http://www.ipfcc.org/bestpractices/better-together-partnering.html
http://www.ipfcc.org/bestpractices/better-together-partnering.html
http://www.ipfcc.org/bestpractices/better-together-partnering.html
http://www.ipfcc.org/bestpractices/better-together-partnering.html
http://www.healthcarecommunities.org/ResourceCenter/PartnershipforPatientsLibrary.aspx


Lee Thompson 
lthompson@air.org 
703-403-2698 
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