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ABSTRACT

In the past several years, the healthcare industry has undergone significant reforms that focused on improving quality of care, patient satisfaction, increasing access to medical services and controlling costs while providing value care. Most of these health policy measures were taken by the federal government which, as of now, bears over fifty percent of healthcare spending. The CARE Act, on the other hand, is a piece of legislation adopted on a state level that will have significant public health implications given its successful adoption rate among the states. The CARE Act’s objective is to improve care provided by lay caregivers after hospital discharge of their loved ones. This matter has significant public health relevance as most states are facing aging populations which need assistance in carrying out their daily activities. The CARE Act is one of the steps in recognizing and empowering 18 million Americans providing care to their close ones. The scope of this essay is to evaluate the implementation process of the CARE Act at the University of Pittsburgh Medical Center (UPMC), analyze conducted hospital observations and share conclusions with the stakeholders so that they can improve compliance with the new requirements and accomplish the objectives of the Act. For the purpose of this paper the Consolidated Framework for Implementation Research (CFIR) will be used as a tool to analyze the implementation process of the CARE Act at UPMC.
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1.0  Background on the underlying issue: need for continuum of care after hospital discharge
Informal and unpaid caregiving by relatives, partners, friends and neighbors is a national phenomenon. Statistics show that nearly 18 million informal caregivers in the United States provide care to older adults who cannot function independently and millions more assist with the needs of younger people with disability or serious illness. Lay caregivers are often instrumental in operationalizing and executing the hospital discharge plan, especially involving seniors. It is predicted that in 2020, the population of people over the age of 65 will be 47.4 million, and by 2030, it will reach 62 million. It is further predicted that in 2050 every fifth person in the United States will be 65 or older. (See Appendix A). The rate of total population growth will remain outpaced by the population of 65 and over until 2040.
 (See Appendix B). This trend will have serious implications for health policy design, state regulation and monitoring as well as for the fiscal condition of the federal and state governments. Additionally, the aging population will have a big impact on thousands of individual households which will have to dedicate more time and their own resources in order to care for their loved ones who will need assistance because of their physical, mental or cognitive limitations.  Likewise, family caregiving affects employers because their employees often need flexible or reduced hours and cannot stay productive while juggling caregiving, work and other responsibilities. According to some estimates, the cost to U.S. companies may range from $29 to $33 billion per year.  
2.0  Introduction of the care act

The American Association of Retired Persons (AARP) developed a model state bill called the Caregiver Advise, Record and Enable (CARE) Act in order to help caregivers provide better post-discharge care and assistance to care recipients in a home setting and to improve caregiver understanding and involvement in the hospital discharge process. As of January 2018, the CARE Act has been signed into law in 36 states, the District of Columbia, Puerto Rico and the U.S. Virgin Islands.
 It surely has created a window of opportunity for many hospitals to evaluate their discharge planning and education programs for post-discharge care.  
2.1 the pennsylvania care act

The Pennsylvania Caregiver Advise, Record and Enable (CARE) Act was signed into law on April 20, 2016 and it took effect in April 2017. (See Appendix C, PA CARE Act). The Pennsylvania CARE Act is based on model legislation developed by AARP. The legislation was approved unanimously in both the State Senate and the House of Representatives. The Pennsylvania Hospital Association was a key supporter of this new law. 

The Care Act uses the term “lay caregiver” to describe an individual who is chosen by a hospital in-patient and who accepts the role of providing post-discharge after-care assistance in the patient’s home.
2.1.1 Key Provisions Imposing Duties on Hospitals
The new law requires hospitals to take the following actions:

· Provide each patient, or if applicable, the patient’s legal guardian with the opportunity to designate at least one lay caregiver following the patient’s entry into a hospital and prior to the patient’s discharge to the residence [Section 3(a)];

· If the patient or the patient’s legal guardian declines to designate a lay caregiver, the hospital shall promptly document the decision on the patient’s medical record [Section 3(c)];

· If the patient designates a lay caregiver, the hospital must record the designation and related information (relationship, name, telephone number and address) in the patient’s medical record  [Section 3(d)(3)];

· With the patient’s written consent, the hospital may release medical information to the designated lay caregiver in compliance with all Federal and State laws (Section 3(d)(1)];

· Notify the designated lay caregiver of the patients pending discharge to a residence or transfer to another facility [Section 4 (a)];

· Promptly document the notification in the patient’s medical record [Section 4(b)];

· Consult with the lay caregiver prior to the patient’s discharge to a residence and issue a discharge plan that describes the patient’s after-care assistance needs at the residence. [Section 5(a)]. The CARE Act further specifies that the discharge plan shall include at a minimum: 

· the name and contact information of the lay caregiver, 

· a description of all after-care assistance tasks necessary to maintain the patient’s ability to reside at home, 

· contact information for any health care, community resources, long-term care services and support services necessary to successfully carry out the patient’s discharge plan, and 

· contact information for a hospital employee who can respond to questions about the discharge plan [Section 5(a)(4)].

· Provide lay caregivers with instructions in all after-care tasks described in the discharge plan [Section 5(b)]. The CARE Act provides that training and instructions may be conducted in person or through video technology at the discretion of the lay caregiver. The instruction must include: 

· a live or recorded demonstration of the tasks, 

· an opportunity for the lay caregiver and patient to ask questions, and 

· answers to those questions in an understandable language.

2.1.2 CARE Act Limitations and Exclusions 
The CARE Act is focused on hospitals and the discharge or transfer of hospital patients. The Act’s scope is limited to instances where there has been “an inpatient admission.”

Thus, the CARE Act may not apply to care-recipients who:  

· were not hospitalized,  

· are being discharged from non-hospital facilities,

· receive hospital services that were provided on an outpatient basis. 

“After-care assistance” is defined as assistance relating to the patient’s condition at the time of hospital discharge. Therefore, the CARE Act does not address situations where a once hospitalized care-recipient’s needs have changed but there has been no new inpatient hospitalization. 

It is important to mention that even if a patient is hospitalized, the law does not include any enforcement provisions or penalties in the event that a hospital fails to comply. This practically makes the CARE Act a voluntary program dependent on the good will and available resources of individual hospitals. 
2.1.3 Other Interesting Aspects of the CARE Act
· The CARE Act applies to all in-patients of any age being discharged from hospitals. The custodial parent(s) of a child have authority to designate a lay caregiver for the child. 

· Being designated as a lay caregiver does not obligate the designated individual to perform any after-care assistance for the patient.

· A patient may designate a caregiver in an advance directive [Section 6]. The term “advance directive” is not defined in the CARE Act, but the term “advance health care directive” is defined by Act 169 of 2006  (20 Pa.C.S. Chapter 54 Section 5422) as “A health care power of attorney, living will or a written combination of a health care power of attorney and living will.”

· It is expected that some consumers will consider including a lay caregiver designation the next time they update their advance directive.

· A lay caregiver may be designated by the patient or the patient’s legal guardian [Section 3(b)]. But the CARE Act does not specifically authorize the designation of a lay caregiver by a patient’s health care agent. So it is not clear whether a health care power of attorney can authorize a health care agent to make this designation.

· The CARE Act specifically states that its provisions are not to interfere with the rights of an agent serving under a valid advance directive. But the Act does not address any potential conflict with a person who is serving in the role of health care representative under Chapter 54 of the Pennsylvania Code.

2.2 The CARE Act Implementation Process at UPMC
The University of Pittsburgh Medical Center is one of the largest healthcare systems in the United States. Currently, it operates over 40 hospitals in Pennsylvania and New York.

The Wolff Center at UPMC is its quality, safety and innovation center that often leads projects aimed at standardization of practices and procedures within the organization. Right after the CARE Act was signed into law in 2016, the Wolff Center started to assemble a team of stakeholders in order to carry out the implementation initiative. As an administrative resident from the MHA program at the University of Pittsburgh, the author had the privilege of assisting that team with the analysis of the CARE Act, the implementation planning activities and the preliminary implementation plan execution. The team of experts made adjustments to Cerner, an eRecord system used at UPMC hospitals, and disseminated instructions on caregiver engagement to nursing managers and their units. Six months after the CARE Act had taken effect, the Health Policy Institute at the University of Pittsburgh, which is deeply engaged in research and policymaking pertaining to caregivers, conducted a series of observations and interviews at three UPMC hospitals in order to evaluate the impact and implementation progress of the CARE Act. The hospitals were selected in cooperation with UPMC, and they included a hospital in a rural area (UPMC Bedford), a hospital in Pittsburgh suburbs (UPMC Passavant) and a hospital in an urban setting (UPMC Mercy). This selection was especially designed to allow for observations at various facilities differing in size, location and patient pool. 
3.0  implementation theory

In recent years, the study of implementation has become a hot area of interest in health care but no standard definitions and terminology have been developed and agreed on. The National Institute of Health defines “Implementation” as “the use of strategies to adopt and integrate evidence-based health interventions and change practice patterns within specific settings.”

3.1 definitions

Before considering any implementation process analysis in more depth, it is useful to establish several key definitions to describe implementation projects. For the purpose of this master’s essay it is important to define the following terms pertaining to an implementation process:
Adoption is “the implicit or explicit decision made by an individual or organization to change practice.” Depending on the scope of an intervention, an implementation process can have one or several instances of adoption.

Dissemination is “a process of providing and spreading information, typically about an evidence-based health intervention.” This process of spreading information may occur prior to implementation efforts or during the implementation process itself.

Evaluation is an assessment of the effectiveness of both dissemination and implementation.
 
Implementation intervention is “one or more implementation strategies or tools designed to assist in implementing a specific innovation.”
 
Tailoring is “a process of adapting a set of implementation interventions using specific strategies and tools to address environmental or contextual issues identified through a process of assessing barriers and facilitators to implementing a specific evidence based health intervention.”
 
CFIR stands for the Consolidated Framework for Implementation Research and it is a tool used by researchers to analyze the implementation process. CFIR is composed of five major domains:

· The intervention

· The inner setting

· The outer setting

· The individuals involved

· The process by which implementation is accomplished.

3.2 engaging in the process of implementation

There may be various reasons for starting a process of implementation. Sometimes implementation interventions are triggered by external forces such as new state or federal laws or regulations, or guidelines and standards from industry associations. In other instances, identifying a practice gap within the organization is the reason to engage in a process of implementation.
 
In the case of the CARE Act, the implementation process was triggered by the legislative action taken by the Pennsylvania Assembly. At the time the CARE Act took effect, many hospitals, including UPMC, had already functioning patient education programs. However, the CARE Act made those hospitals’ administrators start the process of evaluating and tailoring their existing programs and assessing their state of compliance with the new legal obligations. Surely, many hospitals had to evaluate not only the design of their patient education initiatives but also their resources in terms of staffing, required IT modifications and staff training. Defining, measuring and understanding these factors is a major part of an implementation process. There were also those hospitals which had no structured patient education programs and they had to design, plan and implement education initiatives in order to comply with the new law. 
3.3 success of implementation initiative

Studies show that two-thirds of organizations’ efforts to implement change fail due to various barriers. These barriers can exist at multiple levels and can range from internal circumstances such as the patient, provider, and/or the organization, or external circumstances such as the market or health policy.
 

Thus, each implementation process in order to be successful and sustainable requires the initial step of adaptation. If adaptation is not given enough attention, employees may resist the change or they may need an active process to engage them in order to accomplish implementation.
 
3.4 Factors That can influence implmentation
3.4.1 Intervention Source

The source of intervention may influence implementation depending on the perception of that source. If an intervention is internally developed as a good idea or solution to a problem, it may be well received by the organization. On the other hand, if an intervention is developed by an external entity such as a vendor, research group or the government, it may meet resistance within the organization.
 

3.4.2 Evidence Strength and Quality

These factors play an important role because the stakeholders’ perception of the quality and validity of the measure and its potential beneficial outcomes often translates into successful implementation. Sources of evidence may include published literature, guidelines, patient experience results, stakeholders’ individual experience and other sources.
 With regard to the CARE Act, such evidence would include findings in the “Families Carrying for an Aging America” report compiled in 2016 by the National Academies of Sciences, Engineering and Medicine. For example, the report found that integrating home caregivers in the discharge process lead to improvements in their stress, anxiety and depression. Similarly, the studies conducted at the University of Pittsburgh showed that proper engagement and training of home caregivers decreased readmission rates by 25%.
 
3.4.3 Relative Advantage

That is the stakeholders’ perception of the advantage of the intervention versus an alternative solution.
 In the case of the CARE Act, this was not necessarily an issue because it was a state government imposed law. Nevertheless, hospitals still had a lot of authority to decide how compliant they wanted to be and what level of caregiver integration in the discharge process they would accept given that it would impact their workflow, staffing and patient satisfaction.
3.4.4 Adaptability

It means the level of flexibility in adapting an intervention and tailoring to local needs. It may be challenging to achieve full and consistent implementation across the organization and at the same time, provide the flexibility for local sites to adapt the intervention as needed.
 In the case of the CARE Act, there were no specifications on processes and procedures which allowed hospitals to identify and adopt their own methods of compliance. 
3.4.5 Trialability

It is the ability to test the intervention as a pilot program in the organization and cancel the program if needed. Trialability is part of the plan-do-study-act quality improvement cycle. Piloting allows individuals and groups to gain experience and reflect upon the intervention.
 

3.4.6 Complexity

It becomes an issue when the scope and length of an intervention indicate multiple sub-processes.
 The implementation of the CARE Act at UPMC did not bring this challenge as it did not require significant reorientation and did not significantly change existing practices. However, it is important to remember that mere compliance with the law could be obtained with insignificant changes as opposed to a more challenging task of fulfilling the intentions of the law.  
3.4.7 Design Quality and Packaging

These concepts focus on how an intervention was bundled, presented and assembled.
 At UPMC, the CARE Act changes were analyzed and developed by a group of stakeholders with insights from their individual departments which is a positive step towards successful implementation. The presentation of the intervention, however, was limited in scope and time. The Wolff Center disseminated a Power Point presentation to patient education coordinators at individual UPMC hospitals who were tasked with spreading the materials among their staff. The observations following the implementation revealed that these materials likely did not reach all nurses, and the CARE Act’s objective of educating lay caregivers was not communicated clearly and with sufficient force throughout the whole healthcare system.
3.4.8 Cost

Costs are separate from available resources. They are often difficult to assess and that is why available resources often have a more direct influence on implementation.
 With regard to the CARE Act, the cost would include the time spent by nurses and case managers on training home caregivers which at this point is not reimbursed by any government or commercial payers. 
3.4.9 Implementation Climate

One of the key areas of focus for implementation researchers is the implementation climate within the organization. Damschroder identified several components such as: tension for change, compatibility, relative priority, organizational incentives and rewards, goals and feedback, and learning climate.
 
When analyzing the CARE Act implementation, it became clear that not all these elements were present or that they were present only at certain locations. The first component, tension for change, was hard to assess because the patient education program was not perceived as needing change in any of the UPMC hospitals. The compatibility element was rather facilitating the implementation process because initially it seemed that both the individuals involved in the intervention and the individuals affected by it shared the same values, perceived risks and needs within the organization. This intervention appeared to fit well with existing workflows and systems and all the stakeholders agreed on the importance of the implementation. The objective of the CARE Act is a common purpose towards which providers work so, at the beginning of the implementation process, it seemed that the organization did not need to offer organizational incentives and rewards. 
3.4.10 Miscellaneous 
Besides implementation climate, there is also readiness for implementation driven by leadership engagement, available resources and access to information and knowledge. Leadership engagement is understood broadly as it may refer to leaders at any level of the organization, including anybody with a direct or indirect influence on the implementation: executive leaders, middle management, front-line supervisors or team leaders.

Available resources also play a crucial role and they include money, training programs, workshops and time. In addition, information and knowledge have a great impact on the intervention as it usually requires experts, experienced staff, training, documentation and computerized information systems.

4.0  analysis of five cfir domains: upmc example 

4.1 intervention

The first CFIR domain, the intervention, usually is comprised of two components:
· “core components” which are the essential and indispensable, and
· “adaptable periphery” which are adaptable elements and systems related to the intervention that can be customized to the organization itself.

4.1.1 Core Components

The features of the CARE Act implementation that are part of the core of the intervention and cannot be changed are as follows:

· Identification of the Home Caregiver

· Cerner was adequately updated with an additional pop up window relating to a lay caregiver. In the process it was decided that the home caregiver’s information (name, phone number, relationship to patient, comments if any) would be entered on the Admission Assessment form. In case the assessment form is not done immediately, the caregiver may be identified on the Contact Information form and all information gets pulled to Caredex. The redesigned Cerner provides four options for home caregiver designation: identified, declined, unable to obtain, and patient in same day surgery or observation. The team considered placing the home caregiver designation on the Admission Nursing Assessment form but it decided against it because this form sometimes is not filled out immediately. Interestingly, the CARE Act allows lay caregiver designation in an advanced directive but UPMC decided to use the Admission Assessment form or the Contact Information form instead because, in their opinion, oftentimes patients designate persons for legal matters who are different from those who carry out caregiving tasks after hospital discharge.    

· Issues: Upon the Health Policy Institute observations, it appears that oftentimes the identification information does not get updated, especially in instances where the patient was under observation and subsequently was admitted. It seems that the implementation team did not foresee that without automatic reminders/alerts the staff would not necessarily be diligent about updating this information.  

· Notification of a lay caregiver before an upcoming discharge to schedule an education session

· Cerner was redesigned to document whether the identified caregiver was contacted before hospital discharge. The new window in Cerner allows nurses to document whether a home caregiver has been contacted for education with two options: yes or unable to reach. UPMC decided to include this piece of documentation on the “Contact Information” form.

· Documentation of the education session 

· Cerner’s section on patient education was tailored in order to document whether a home caregiver was educated on post-discharge care. Now Cerner has a new category under the Patient/Family Education bar, where nurses can mark “yes” or “unable to reach” for the “Home Caregiver Notified” inquiry. If a home caregiver participated in an education session, nurses can go to the “Individuals Taught” bar and mark “Home Caregiver.”

· Issues: After conducting onsite observations, it appears that not all nurses document this additional piece of information even though they do extensive teaching of their patients and accompanying loved ones. 

· Communication of discharge plan and provision of after-care task instruction
· Cerner did not have to be re designed in this particular aspect because this step was simultaneous with notification of the home caregiver before discharge and documentation tasks.  
4.1.2 Adaptable Periphery

The intervention’s adaptable periphery allows the core components to be modified to the setting without undermining the integrity of that intervention.
 The UPMC team decided to make the following modifications:

· It changed some terminology of the CARE Act to make it more understandable for patients and staff. For example, upon consultation with an unassociated hospital, it adopted a term “home caregiver” as opposed to the CARE Act’s “lay caregiver.”  

· UPMC decided to document a home caregiver’s designation at the point of admission assessment instead of health assessment which is done later upon admission.

· The eRecords experts decided to use the then existing patient education windows as a platform for documenting education sessions with home caregivers. They chose to document all teaching in IView I&O.

· Naturally, other clinicians can provide teaching such as physicians, dieticians, physical and occupational therapists, diabetes educators, or respiratory therapists but Cerner adjustments, prompted by the CARE Act, were made only for nurses. Other clinicians document their teaching sessions in their own charts which at this point are not automatically incorporated into the fields filled by nurses. Hospital observations revealed that information regarding educational sessions provided by other clinicians is communicated to nurses verbally. It appears that patient education documentation could be improved if all clinicians provided their input into one field.    
· UPMC Department of Behavioral Health’s electronic records were also modified to the extent that they now have a pop-up window for home caregiver identification on the Admission Assessment form and an attempt to contact a home caregiver screen on the Contact Information form. They also have fields to document caregiver education.
· UPMC decided to delay the offering of the option to video record on patients’ smartphones as such activity was in violation of the existing internal policy which allowed video recording only for child birth. However, upon consultation with the legal department, the internal policy will be amended to allow the use of smartphones to record patient education sessions. (See Appendix B).
· Some experts in the area of caregiving advocate the adoption of an assessment form evaluating the skills of individual caregivers. At this point, however, the UPMC team does not see the need to add such a form because, in UPMC’s view, patients know best the people they designate as home caregivers and if they cannot carry out the caregiving tasks, hospitals can arrange home care.  
4.2 outer setting

The second CFIR domain, the outer setting in implementation, includes the economic, political and social context within which an organization resides.
 When it comes to the CARE Act, the driving force behind that legislation was AARP, the biggest lobbyist on seniors’ behalf with over 37 million members. This outer factor had a tremendous effect on the scope of the CARE Act’s adoption among the states. Besides AARP, there are dozens of organizations advocating for caregivers’ rights and support such as the National Alliance for Caregiving, the National Family Caregiver Support Program, the Family Caregiver Alliance, the Alzheimer’s Foundation, just to name a few. Their efforts are becoming more coordinated and they work together to foster a consumer movement to improve healthcare quality and communication between providers and caregivers. They also work to increase public awareness of family caregiving issues. 
In this particular intervention at UPMC, the outer setting played a crucial role as it included patient needs and resources, peer pressure and external policies and incentives. The CARE Act is a direct result of patient needs and resources as it attempts to improve the quality of post-discharge care provided by lay caregivers. The CARE Act is part of the movement into patient-centered care and competitors in the market try to emphasize their patient-centered efforts when advertising their services. Finally, the CARE Act is one of the many government policies and guidelines aiming to improve the transition of the patient from the hospital to home setting. 
4.3 inner setting

The implementation’s inner setting, the third CFIR domain, includes features of structural, political, and cultural contexts through which the implementation process will proceed. It includes the organization’s characteristics, networks and communications, as well as implementation climate. The social architecture, age, maturity and the internal structure of an organization also effect the level of implementation. A big contributor to implementation effectiveness is a sense of “teamness” or “community” built through the internal bonding of individuals. Clear communication of mission and goals, and informal communication quality also play a big role.
 

At UPMC, a healthcare system with over forty hospitals, the culture, climate, technological infrastructure, and structural characteristics of each individual hospital could be a potential barrier to implementation. A rapid round of hospital acquisitions can potentially inhibit standardization efforts across the whole organization especially when they distract management and experience clashing cultures. Currently, the Wolff Center has one manager who coordinates patient education across the system and communicates with patient education coordinators at individual hospitals. It will be interesting to see whether this organizational structure will be effective and operational as the system expands further. 
4.4 individuals

The fourth major domain of the CFIR is the individuals involved in the implementation process. It is important to emphasize that individuals are carriers of cultural, organizational and professional mindsets, interests and affiliations.
 They have their own agendas, interests and desire to influence others. All these factors may have predictable and unpredictable consequences for implementation. Individuals’ perception of an intervention implementation has a direct impact on its success.
 Initiatives often fail because of human disengagement or misconception of its goal. It is well known that organizational change starts with individual behavior change. Research shows that subjective opinions obtained from peers based on personal experiences are convincing and they create an enthusiastic atmosphere. Similarly, self-efficacy, meaning the belief and confidence that an individual can make the changes needed, is a significant component in achieving implementation goals. Additionally, an individual’s perception of the organization and the degree of commitment to it have a bearing on the willingness of staff to fully engage in implementation efforts. It matters whether employees believe the organization could improve and how it would perform more effectively.

UPMC as a large healthcare system has implemented numerous initiatives throughout its existence. It probably has experienced different outcomes, both successes and failures. Thus, before the CARE Act took legal effect in April of 2017, the Wolff Center communicated the goals and opened channels for feedback with Q&As posted within the network. According to the Wolff Center, the CARE Act information was disseminated via hospital newsletters, eRecord communication updates, nursing newsletters, in-person in-servicing and rounding on units. In addition, there were meetings held with Nursing Professional Practice councils and clinical groups such as care managers. The implementation team tried to ensure that the learning climate was positive and welcoming by inviting all stakeholders to contribute with input, views and ideas. All team members felt they were essential, valued and knowledgeable partners in the implementation process. They were given sufficient time and space for reflective thinking and evaluation.  

4.5 process

The fifth major CFIR domain is the implementation process which requires an active change process aimed to achieve individual and organizational level use of the intervention as designed. Implementation process has four essential activities that are common across organizations: planning, engaging, executing, and reflecting and evaluating. It is like a plan-do-study-act cycle of incremental testing and it does not have to be accomplished in any order.

The principal goal of planning is to prepare a course of action for effective implementation.  The set of activities will depend on the intervention, its context and scope. However, generally this stage involves development of a strategy and style, identification of communication channels and test runs for uses in order to gain confidence.
 
The implementation process at UPMC took several months. Back in May of 2016, the Director of Patient Safety and Crisis Intervention at the Wolff Center informed the Senior Manager of Patient Education that the CARE Act was signed into law. Upon consultation with UPMC’s Chief Quality Officer and Chief Nursing Officer, it was decided that the Director and Manager of Patient Education would co-lead the implementation of the CARE Act throughout the organization. The IT department expressed interest in leading this project because the implementation would require some changes in the Cerner eRecord system, but they were not assigned this task because the goal of the CARE Act was an improvement in patient and caregiver education and Cerner redesign was just part of the improvement process.  
The phase of engaging is also vital because it is important to involve appropriate individuals who can become “implementation leaders” and “champions.” The impact of these individuals can be evaluated by assessing their engagement, how they joined the team (appointed v. volunteered), their role in the organization and the implementation.

Damschroder identified four types of implementation leaders: opinion leaders, formally appointed internal implementation leaders, champions and external change agents.
 UPMC had a formally appointed group with a team leader responsible for implementing the CARE Act. However, this group was formed after a thorough analysis of the CARE Act and its implications for workflow and operations. Ultimately, the team consisted of leaders from nursing, informatics, Cerner eRecords, data analytics, admitting, care management, discharge planning, staff and patient education, regulatory affairs, and unit directors. In addition, the team had physician oversight and guidance. It is also important to add that the team consulted with the legal department on certain issues such as internal policy changes and clinicians’ recommendations. All the team members participated on a voluntary basis when it came to aspects related to their respective work responsibilities. According to the leader of the implementation project, nobody refused to participate and all the team members were enthusiastic as they saw the CARE Act changes as a positive initiative. They had monthly phone conferences and they communicated via email when needed. They also circulated informative emails in order to update all the stakeholders about progress. The team members remained the same throughout the whole implementation process. Because UPMC is a large healthcare system, the task of training hospital nursing staff was delegated to individual hospitals where unit leadership was expected to convey the CARE Act requirements to their staff. For a certain period of time, the staff could submit questions and comments. One of the proposals from the nurses was to adopt alerts so that they would comply with the CARE Act requirements. UPMC however, decided to defer this option because many nurses already complained of too many alerts in the system. UPMC is supposed to reevaluate this alternative several months after the CARE Act’s implementation.  

After the execution of the implementation, there should be reflection and evaluation of implementation efforts. Evaluation is conducted through feedback such as reports, graphs and anecdotal stories of success.
 UPMC started to compile its first CARE Act report within 6 months after implementation. Moreover, UPMC’s Patient Education Committee frequently puts the CARE Act implementation progress on its meeting agenda. 

Objectives of evaluation should meet the SMART rubric: specific, measurable, attainable, relevant, and timely.
 At this stage, it is important to dedicate enough time for reflection so that issues are spotted, and improvements recommended. Right now, it is clear that when it comes to dissemination of this initiative, unit rounds by a unit director or educator and direct communications with staff were the most effective. It is also important to look for unanticipated barriers and how they influenced implementation. It appears that the implementation team did not anticipate nurses’ negative perception of additional documentation duties. During onsite observations, it became clear that most of the information on patient education was not entered into Cerner because the system is not user friendly and nurses prioritize their documentation obligations oftentimes leaving the CARE Act requirements at the very bottom of their documentation lists. Moreover, nurses often do not actively engage lay caregivers because providing education to them is time-consuming and cumbersome logistically and they may lack effective tools for how to prepare the patient and lay caregiver. It is hard to point fingers at anyone for this occurrence because nurses are already overutilized and adding extra duties does not increase their work morale. It seems that it would be feasible to incentivize them for engaging caregivers and to introduce smart technology tailoring teaching materials to an individual’s condition to ease the burden nurses have under the CARE Act.  
Finally, as part of the implementation process, each organization should conduct outcome and impact evaluation.
 As mentioned before, UPMC is currently auditing this project to evaluate patient education documentation and the patient education process overall. This evaluation is likely to show that operationalizing the CARE Act is a hard task in practice even though it seemed easy at the planning phase of the implementation process.  
5.0  Summary of author’s recommendations

The series of observations and interviews conducted in hospitals by the Health Policy Institute allowed for an independent and objective analysis of the execution of the CARE Act at UPMC. This analysis identified barriers to successful implementation in three of the CFIR domains. Below is a list of areas for improvement by CFIR domain that may help in meeting the objective of the Act:
Individual domain:
· Elimination of confusion surrounding the term “home caregiver” by training nurses to ask patients a set of questions like: Who assists you at home? Who do you rely on in emergencies? Who helps you with medications and doctor appointments?
Organizational domain

· Creation of a patient and lay caregiver advisory council for ongoing insights and suggestions pertaining to improvement of hospital care, especially the discharge experience;
· Careful analysis and ongoing monitoring of hospital performance in light of the CARE Act for the purpose of adjustments and corrective actions if needed to achieve the objectives and standards of the Act.

· Investment in innovation/technology and nurse incentives to actively engage lay caregivers in discharge process and education on tasks essential in patient’s post discharge care;

Process domain

· Development of the practice of contacting a designated caregiver right after a discharge date is estimated in order to give sufficient time for both clinicians and caregivers to arrange education sessions;

· Development of technology facilitating accurate documentation of patient/caregiver education and training by all clinicians, not nurses only;

· Dissemination of information pertaining to the CARE Act’s objectives and its possible positive impact on health outcomes (higher compliance with discharge plans, reduced readmission rates, higher patient satisfaction) to all stakeholders (nurses, physical therapists, occupational therapists, dieticians, managers and upper leadership) in a clear and understandable manner.
6.0  conclusion

Organizational change will be a fundamental part of the CARE Act’s success. To some organizations, the CARE Act could have created new beginnings, new chances for success in patient satisfaction and readmission rates, but also new challenges for employees. For hospitals with robust patient education programs, the CARE Act will likely improve established services and will expand their portfolio of services. It is imperative that healthcare leaders understand the changes taking place due to the CARE Act and the importance of providing good transitional care. They should not be just responsive to them, but they should consider it as an opportunity to make significant improvements. Hospitals ought to create a culture supporting caregiver education beyond patient education, and they need to adopt systems to make it seamless. Hospitals should provide caregivers with well-developed materials, a synopsis of what they need to know and do upon a particular patient’s return home. In today’s world of technology, it should be delivered timely and conveniently, possibly through electronic media accessible to lay caregivers. Such approach would ensure the continuity and quality of caregiver education and would make a positive impact on patient/customer relations and health promotion. Engaging caregivers in transitional care and supporting them with education and resources is a tide that cannot be turned back. Policymakers in Washington D.C. and in state governments recognize caregiver support as a critical public policy matter. In January 2018, Congress passed the bipartisan Recognize, Assist, Include, Support, and Engage (RAISE) Family Caregivers Act which will further facilitate national discussion on a family caregiving strategy.
 In this environment, healthcare systems, as one of multiple stakeholders besides politicians, economists, and caregivers themselves, must stay vigil and proactive in making meaningful change. 
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Appendix B : Census Data – Population Growth Rate
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	Act of Apr. 20, 2016, P.L. 152, No. 20
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An Act

 

Requiring certain hospitals to allow patients an opportunity to designate caregivers in patients' medical records and imposing duties on hospitals.
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The General Assembly of the Commonwealth of Pennsylvania hereby enacts as follows:

 

 

Section 1.  Short title.

This act shall be known and may be cited as the Caregiver Advise, Record and Enable Act.

Section 2.  Definitions.

The following words and phrases when used in this act shall have the meanings given to them in this section unless the context clearly indicates otherwise:

"After-care assistance."  Any assistance provided by a lay caregiver to a patient following the patient's discharge from a hospital and that is related to the patient's condition at the time of discharge, including, but not limited to, assisting with basic activities of daily living, instrumental activities of daily living and any other tasks as determined to be appropriate by the discharging physician or other health care professional licensed pursuant to 28 Pa. Code Ch. 105 (relating to admission and discharge).
 "Discharge."  A patient's exit or release from a hospital to the patient's residence following medical care or treatment rendered to the patient following an inpatient admission.

"Entry."  A patient's admission into a hospital for the purposes of receiving inpatient medical care.

"Hospital."  A general acute care hospital as defined and licensed under Title 28 of the Pennsylvania Code (relating to health and safety).

"Lay caregiver."  An individual with a significant relationship to a patient and who:

(1)  is designated and accepts the role as a lay caregiver by the patient pursuant to this act; and

(2)  provides after-care assistance to the patient living in the patient's residence.

"Residence."  The dwelling that a patient considers to be the patient's home. The term includes the residence of a patient's designated lay caregiver. The term shall not include a rehabilitation facility, hospital, nursing home, personal care home, assisted living facility or group home licensed by the Department of Health.

Section 3.  Caregiver designation and consent.

(a)  General rule.--A hospital shall provide each patient or, if applicable, the patient's legal guardian an opportunity to designate at least one lay caregiver following the patient's entry into a hospital and prior to the patient's discharge to the residence. The hospital shall promptly document the request in the patient's medical record.

(b)  Unconscious and incapacitated patients.--In the event that the patient is unconscious or otherwise incapacitated upon entry into a hospital, the hospital shall provide the patient or the patient's legal guardian with an opportunity to designate a lay caregiver as soon as possible following the patient's recovery of consciousness or capacity. The hospital shall promptly document the designation in the patient's medical records.

(c)  Declining of designation.--If the patient or the patient's legal guardian declines to designate a lay caregiver pursuant to this act, the hospital shall promptly document the decision in the patient's medical record.

(d)  Designation of lay caregivers.--If the patient or the patient's legal guardian designates an individual as lay caregiver under this act:

(1)  The hospital shall promptly request the written consent of the patient or the patient's legal guardian to release medical information to the patient's designated lay caregiver following the hospital's established procedures for releasing personal health information and in compliance with all Federal and State laws, including the Health Insurance Portability and Accountability Act of 1996 (Public Law 104-191, 110 Stat. 1936).

(2)  If the patient or the patient's legal guardian declines to consent to release medical information to the patient's designated lay caregiver, the hospital is not required to provide notice to the lay caregiver or provide medical information contained in the patient's discharge plan.

(3)  The hospital shall record the patient's designation of a lay caregiver, the relationship of the designated lay caregiver to the patient and the name, telephone number and address of the patient's designated lay caregiver in the patient's medical record.

(e)  Change of lay caregiver.--A patient or the patient's legal guardian may elect to change the patient's lay caregiver at any time, and the hospital shall record the change in the patient's medical record prior to the patient's discharge.

(f)  Construction.--This section shall not be construed to require a patient or patient's legal guardian to designate a lay caregiver.

(g)  After-care assistance.--A designation of a lay caregiver by a patient or a patient's legal guardian does not obligate the designated individual to perform any after-care assistance for the patient.

(h)  Minor children.--In the event that the patient is a minor child and the parents of the patient are divorced, the parent with legal custody of the patient shall have the authority to designate a lay caregiver. If the parents have shared legal custody of the patient, they shall jointly designate the lay caregiver.

Section 4.  Notice requirements.

(a)  Duty to hospital.--A hospital shall notify a patient's designated lay caregiver of any discharge order for the patient, the patient's actual discharge or the patient's transfer to another facility as soon as possible.

(b)  Documentation.--The hospital shall promptly document the notification in the patient's medical record.

Section 5.  Hospital discharge plan.

(a)  Duty to issue.--

(1)  As soon as possible prior to a patient's discharge from a hospital to the residence, the hospital shall consult with the designated lay caregiver and issue a discharge plan that describes the patient's after-care assistance needs at the residence.

(2)  The consultation and issuance of a discharge plan shall occur on a schedule that takes into consideration the severity of the patient's condition, the setting in which care is to be delivered and the urgency of the need for lay caregiver services.

(3)  If the hospital is unable to contact the designated lay caregiver, the lack of contact shall not interfere with, delay or otherwise affect the medical care provided to the patient or an appropriate discharge of the patient.

(4)  At a minimum, the discharge plan shall include:

(i)  The name and contact information of the lay caregiver designated under this act.

(ii)  A description of all after-care assistance tasks necessary to maintain the patient's ability to reside at home.

(iii)  Contact information for any health care, community resources, long-term care services and support services necessary to successfully carry out the patient's discharge plan and contact information for a hospital employee who can respond to questions about the discharge plan after the instruction provided pursuant to subsection (b).

(b)  Instructions for lay caregivers.--

(1)  The hospital issuing the discharge plan shall provide lay caregivers with instructions in all after-care tasks described in the discharge plan. Training and instructions for lay caregivers may be conducted in person or through video technology at the discretion of the lay caregiver. Any training or instructions provided to a lay caregiver shall be provided in nontechnical language, to the extent possible.

(2)  At minimum, such instruction shall include:

(i)  A live or recorded demonstration of the tasks performed by an individual designated by the hospital who is authorized to perform the task and is able to perform the demonstration in a culturally competent manner and in accordance with the hospital's requirements to provide language access services under Federal and State law.

(ii)  An opportunity for the lay caregiver and patient to ask questions about the after-care assistance task.

(iii)  Answers to the lay caregiver's questions provided in a culturally competent manner and in accordance with the hospital's requirements to provide language access services under Federal and State law.

Section 6.  Advanced directives.

(a)  General rule.--A patient may designate a lay caregiver in an advanced directive.

(b)  Construction.--Nothing in this act shall be construed to interfere with the rights of an agent operating under a valid advanced directive pursuant to the provisions under 20 Pa.C.S. Ch. 54 (relating to health care).

Section 7.  Private rights of action.

(a)  General rule.--A hospital, a hospital employee or any consultants or contractors with whom a hospital has a contractual relationship shall not be held liable, in any way, for the services rendered or not rendered by the lay caregiver to the patient at the residence.

(b)  Construction.--Nothing in this act shall be construed to create a private right of action against a hospital, a hospital employee or any consultants or contractors with whom a hospital has a contractual relationship or require any commercial health insurance policy or government program to provide reimbursement for after-care assistance provided by a lay caregiver.

Section 8.  Delay of discharge.

Nothing in this act shall be construed to delay the discharge of a patient or the transfer of a patient from a hospital to another facility.

Section 9.  Legislative Budget and Finance Committee study.

(a)  Duty to conduct.--No later than three years after the effective date of this section, the Legislative Budget and Finance Committee shall conduct a study regarding the impact of this act on certain patient outcomes, including, but not limited to, hospital readmissions.

(b)  Input to be solicited.--In conducting the study, the Legislative Budget and Finance Committee shall solicit input from patients, lay caregivers, physicians, nurses, other health care professionals, hospitals and other health care facilities.

(c)  Deadline to submit findings.--The Legislative Budget and Finance Committee shall submit its findings to the General Assembly no later than five years after the effective date of this section.

Section 10.  Effective date.

This act shall take effect in 12 months.
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