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Introduction

Priority Home is a person-centred collaborative philosophy focused on keeping patients– specifically high needs seniors - safe in their homes for as long as possible with community supports.  When acute hospital care is required Priority Home aims to support patients to return home on discharge, as staying at home is the best and safest solution.  Under Priority Home, paneling a patient from hospital to a long term care (LTC) bed is considered only after all other community options are considered. 
The Priority Home philosophy requires the adoption of a cultural change across the continuum of care in our health care organization.  The critical cultural shift components necessary for success are:

1. Identify patients at risk of LTC placement early in the patient journey;
2. Promote home as the primary discharge destination;
3. LTC applications will generally NOT be started in hospital;
4. Home Care, in partnership with other community programs, will have capacity to care for high-needs patients in the community.
This toolkit has been created to assist acute care sites to implement and sustain the Priority Home philosophy by providing the necessary tools, resources and checklists to support future change.   
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Checklist to Implement the Priority Home Philosophy at Acute Care Sites

Priority Home Overview PowerPoint 

Key in the education plan is a clear, concise and consistent presentation along with fact sheets (see Priority Home FAQs and Key Messaging for Health Care Team) for attendees to take with them to ensure the message is consistent.  A power point presentation has been developed to help sites to introduce the Priority Home philosophy as part of their education plan. 
Priority Home FAQs
What is Priority Home?

Priority Home is a new way of providing patient care.  The central idea is that when an individual enters the hospital, the health care team, family members, and others work together to get him/her home upon discharge, if at all possible.  This represents a significant shift in health provider philosophy, as the health care team has not traditionally promoted home as the primary discharge destination. 
Working with community partners, the patient and their family, a care plan will be developed upon admission to hospital that will support the safe discharge home.  The focus of the plan will be on what a patient and their family needs most to help them return safely home after their acute hospital stay has ended.  They can recover and recuperate at home, and make any critical decisions about what is next, in a comfortable and familiar setting. 

Priority Home is about providing the right care, at the right time, in the right place.  It is about ensuring that our hospitals and long-term care homes (LTC) are there for those who need them most.  It is about everyone involved in care asking, “What can I do to help this person get home?”  The philosophy applies to not only getting the patient home from hospital, but also working with our community partners to help patients stay at home and prevent avoidable hospital visits and 
Hospital patients will not be designated Alternate Level of Care (ALC) until all other placement options have been exhausted and health care providers should avoid premature discussions with patients about specific placement upon discharge.  LTC applications will generally not be started in hospital. 
Why is Priority Home being implemented?

Priority Home will assist the health care system to shift so that it’s less focused on acute care and more focused on community-based care – getting better results for patients and making better use of health care services.

We know that when given a choice, most individuals prefer to be at home than in a hospital. On average, 1,200 WRHA clients per year are paneled and moved directly from acute care to a personal care home.  Based on experience from other provinces:
· 50% of these clients can return home safely with enhanced home care service (EHCS);
· 80% of clients who are discharged with EHCS did not require LTC placement after recovery at home and were discharged with regular home care services. 
What are the benefits of Priority Home?

· Reduces risk for hospital acquired infections and hospital associated deconditioning;
· Gives time to optimize functioning post-acute hospitalization prior to making a major decision about the future;
· Provides the best environment to experience the significant life transition of moving to (in few situations) a personal care home;
· Empowers patients to participate in their care, along with improving patient outcomes;
· Improves the effectiveness of discharge planning;
· Reduces the number of ALC patients;
· Shortens Emergency Department (ED) length of stay, prevents avoidable ED visits, hospitalization, re-hospitalization and LTC placement;
· Improves patient flow;
· Provides better access to hospital and LTC for those who really need it. 
How will Priority Home work?

· Identify patients at risk of LTC placement early in the patient journey;
· Promotes home as the primary discharge destination;
· LTC applications will generally not be started in hospital;
· Home Care, in partnership with other community programs, will have capacity to care for high-needs patients in the community. 
What is different about Priority Home vs. current practice?

Priority Home requires a philosophical/culture change across the continuum of care.  Priority Home changes how patients are monitored in hospital for when they are ready to go home.  Discharge planning is initiated early in the patient’s hospital stay, allowing for community services to be arranged in advance, so patients can safely return home. 
Who qualifies for Priority Home?

While Priority Home is intended primarily for seniors, the philosophy of recovering at home with community supports is something that should be applied to all patients after a hospital stay.  The Priority Home philosophy applies to all inpatient hospital services including acute care, rehabilitation, or mental health, as well as those admitted to an emergency department. 

How will home care support these clients at home? 
Home care has changed their staffing model and processes to handle this new volume and approach to care, both in hospital and community, so that we can provide intensive case management services to clients going home with enhanced home care services (EHCS).
EHCS is a new centralized home care team that will provide short term, intensive and restorative services to eligible clients for up to 90 days.   This transitional home care service will be provided to clients who have been in hospital who are eligible and/or waiting for LTC placement or are otherwise at risk.  The service will also provide short term support to clients deemed as community urgent or those needing urgent placement directly from ED. 
How can the interdisciplinary health care team support the Priority Home philosophy?

The Priority Home philosophy is the responsibility of the entire health care team.  Patients place a great deal of trust in their health care providers and you play an important role in the success of the Priority Home philosophy.  

Hospital staff should avoid premature discussions about living arrangements after the patient leaves hospital and should also avoid encouraging LTC as an option.  Support a patient’s return to home, recognizing that community supports are available and outcomes are better when patients recuperate at home with those supports, where they aren’t exposed to inherent risks of hospitals including infection, lack of mobility and isolation. Patients would not be discharged to home if it was not suitable to do so. 

Who can I contact for more information?

Your hospital has a Priority Home implementation team – talk to your manager for more information or visit http://webdev.manitoba-ehealth.ca/cps/wrha_intranet/priority-home/.  You can also visit http://home.wrha.mb.ca/improvement/healing.php  for information on system wide changes occurring within the WRHA. 
Priority Home – Patient Information Poster
Patients and their families are key components to the successful implementation of Priority Home.  Included in the toolkit is a patient information poster.  Sites are encouraged to circulate the poster in a variety of ways.  Some examples may be to post on waiting room information boards or TV monitors, or to be used as a handout to patients on admission to hospital.  
Stakeholder Roles, Responsibilities & Communication Plan
In planning communication and education, one of the first steps is to determine the target audiences along with the mechanisms and messages to employ in reaching those audiences.  A Communication Plan is used to describe stakeholders communication needs and expectations during implementation of an initiative (see sample stakeholder roles, responsibilities and communication plan template). 
Given that Priority Home is a responsibility of the entire health care team, it is important to leverage existing meeting structures and minimize any additional meetings staff are asked to attend when communicating with staff. 
Education Plan & Objectives
Continuous and consistent communication and education begins in the planning phase but is also critical throughout the implementation. This ensures that everyone is working towards the same goals and deliverables and ensures staff have the continued support to follow through on new messaging.  The Priority Home implementation team can develop plans and objectives to be used (see sample education plan and objectives template with examples).  Common messaging related to Priority Home will ensure a clear understanding of the philosophy by all staff and avoid any confusion that may arise when multiple parties try to communicate the same message. 
Implementation Risks and Challenges

As with any cultural shift, there are risks/challenges that can accompany the implementation.  A risk/challenge is an uncertain event that, if it occurs, has a positive or negative effect on the initiative’s objectives.  It is important for sites to proactively identify any risks/challenges to implementation, as well as strategies to overcome them.  The toolkit provides a template to assist sites with this process, along with a few examples of how the template can help you.

Key Messaging for Health care Team (Script)
· When you are ill and injured, hospital is the best place to be.  
· When you no longer need our specialized, acute services, your ongoing needs for care and recovery are best met at home where you are more comfortable and will likely recover more quickly.
· From the day you arrive at hospital, your care team is planning for your safe return home.  Everyone involved in your care will work on a plan to allow you to return home safely.  You and your family will be part of the decision-making as we focus on providing you with the right care, in the right place, at the right time.
· There are many homecare services and other community services and supports available and we believe that you or your loved one would benefit from them.
· Outline specific supports/services available.
· Identify the benefits of being home in familiar surroundings as it minimizes the risk of falls, pressure ulcers and loss of mobility Important to frame this positively for patients and their family). Many people find it easier making decisions about their next appropriate destination, when recovering in the comfort of their own home, supported by family and friends. 
Evaluation Plan – Key Outcome Metrics
Developing an evaluation plan to monitor the performance of Priority Home with a combination of process and outcome metrics is critical to the success of Priority Home.  Adopting a common set of metrics will allow for performance comparisons across the WRHA and enable better sharing of success stories. The good thing is we are already tracking components of this data so look to current reports, such as the WRHA performance report, to captures components of the key outcomes.  The recommended Priority Home metrics are:
	#
	Priority Home Metrics
	Rationale

	Outcome Metrics

	1
	Percentage ALC days
	This measure indicates whether hospitals are creating fewer ALCs with proactive discharge planning.  Sites should see a reduction in percentage ALC days.

	2
	Number of ALC-LTC days
	To assess how patients are flowing through the system, it is important to monitor ALC-LTC days & waiting for Home Care.  With successful implementation, sites should see a reduction in this metric over a period of time.


	3
	Number of ALC-Waiting for Home Care
	

	Process Metrics 

	1
	Number of applications to LTC from Hospital 
	This metric will measure the uptake of the philosophy as it is being rolled out by identifying how many patients are still being sent to LTC from the hospital. 

	2
	Monitoring urgent respite requests from ED 
	This metric will highlight the need for Priority Home in areas of the health care system and to ensure individuals are accessing/aware of the services available in the community.  


Checklist to Implement the Priority Home Philosophy at Acute Care Sites


Pre-Implementation


□	Establish executive sponsorship to champion and provide leadership on the philosophical culture shift to enable successful implementation of Priority Home. Ensure representation from partnering community area leadership.


□     Identify the Priority Home hospital implementation team members, establish a timeline for the first meeting and introduce the hospital’s Priority Home lead


□	Host a meeting(s) to introduce the Priority Home philosophy to senior leadership and administration for the hospital (See Toolkit for PowerPoint presentation, FAQ’s & handouts)


B.	Readiness to Implement 


□	Outline changes to supporting processes (case management, discharge planning, and 


 	Physician engagement both within the hospital and with primary care physician partners)


□  	Identify all stakeholders and their roles and responsibilities (i.e. patients, families, physicians, nurses, allied health) (See Toolkit)


□	Develop communication and education plans for launch and implementation (See Toolkit) 


□	Decide on the launch approach 


□	Establish timelines and milestones for implementation


□	Proactively identify any risks/challenges to implementation, as well as strategies to overcome them


  	(See Toolkit)


□	Develop an evaluation plan to monitor key outcome metrics (See Toolkit)


C.	Commence Implementation


□	Ensure all steps in previous phases are completed prior to implementation





□	Begin implementation while ensuring a continued focus on the following items:	


	□    Implementing changes to structures and processes	


	□    On-going engagement of health care professionals, patients and families


	□    Provision of continuous and consistent communication and education to prevent staff from reverting back to old habits


	□    Leverage existing meeting structures to present to staff groups


□    Develop escalation process should alternate level of care (ALC)- long term care (LTC) be considered necessary despite other options available


		


D. 	Evaluation & Sustainability


□	 Continuous collection, monitoring, and reporting of performance metrics to committees and Stakeholders





□	Continuously reinforce the philosophy and key principles to ensure that the changes that have been made are sustained
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