SONOMA
VALLEY HOSPITAL

Healing Here at Home

Mission Statement: The Mission of the SVHCD is to maintain, improve,
and restore the health of everyone in our community.

QUALITY COMMITTEE MEETING
WEDNESDAY, January 25, 2012 —5:00 p.m.
Sonoma Valley Hospital

Schantz Conference Room

347 Andrieux Street, Sonoma, CA 95476

PLEASE TURN OFF YOUR CELLULAR TELEPHONES AND PAGERS WHILE THE MEETING IS IN SESSION

AGENDA
ITEM RESPONSIBLE ACTION
1. CALL TO ORDER/ANNOUNCEMENTS Carruth
2. PUBLIC COMMENT (3 Minutes) Carruth

At this time, members of the public may comment on any item not appearing on the agenda. It is recommended
that you keep your comments to three minutes or less. Under State Law, matters presented under this item cannot be
discussed or acted upon by the Committee at this time. For items appearing on the agenda, the public will be invited to
make comments at the time the item comes up for Committee consideration.

3. CONSENT CALENDAR: Inform/Action
A. Prior Meeting Minutes for December 15, 2011 Carruth
B. Tracking Report for Uncorrected Items Lovejoy
C. Board Approved Charter and 2012 Work Plan Carruth/Lovejoy

PLEASE NOTE:
The closed session will be held in the Schantz Conference Room following Public Comment on Closed Session.

4. PUBLIC COMMENT ON CLOSED SESSION Carruth

5. CLOSED SESSION:

A. Calif. Health & Safety Code 8 32155: Medical Staff Smith/Licata Inform/Action
Credentialing and Peer Review Report
6. REPORT OF CLOSED SESSION AND RECOMMENDED Carruth Inform
ACTION

7. HOSPITAL QUALITY REPORT Lovejoy Inform/Action




10.

11.

THE PATIENT EXPERIENCE:

A. Patient Satisfaction
B. Complaints and Compliments

PLANNING FOR BOARD QUALITY AND PATIENT
SAEETY OFESITE

CLOSING COMMENTS

ADJOURN
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o — N SONOMA VALLEY HEALTH CARE DISTRICT
Sonoma Valley Hospital Quality Committee
SONOMA VALLEY HEALTH CARE DISTRICIT REGULAR MEETING MINUTES

Thursday, December 15, 2011
Schantz Conference Room

Board Members Present

Administrative Staff Present

Kevin Carruth, Chair
Dr. Robert Cohen, CMO
Leslie Lovejoy, Chief Quality Officer

Dr. Stephen Licata, Vice-Elect Chief of Staff

Joel Hoffman, Community Member

AGENDA ITEM

DISCUSSION

CONCLUSIONS/ACTION

FOLLOW-UP/
RESPONSIBLE PARTY

MISSION AND VISION
STATEMENTS

The mission of the SVHCD is to maintain, improve,
and restore the health of everyone in our community.

The vision of the SVHCD is that:
We are a warm, comfortable, familial place of healing
that is a nationally recognized best practice hospital.

We are the heart of health for our community and we
guide the Sonoma District residents through their
healthcare journey.

We inspire health improvement through education
and compassionate support to help restore and
maintain physical, mental, emotional and spiritual
health.

1. CALL TO ORDER/
ANNOUNCEMENTS

5:10 p.m.

2. PUBLIC COMMENT

At this time, members of the public may
comment on any item not appearing on
the agenda. It is recommended that you
keep your comments to three minutes or
less. Under State Law, matters presented
under this item cannot be discussed or
acted upon by the Board at this time.
For items appearing on the agenda, the
public will be invited to make comments

No public members present.




AGENDA ITEM

DISCUSSION

CONCLUSIONS/ACTION

FOLLOW-UP/
RESPONSIBLE PARTY

at the time the item comes up for Board
consideration. At all times please use the
microphone.

3.

CONSENT CALENDAR:

1. Minutes for November 17, 2011

2. Tracking Report for
Uncorrected Items

1. Minutes were reviewed.
2. Reviewed tracking report items to update the
Committee.

1. MOTION: by Nevins to approve
with change; all in favor.

2. Close as completed item 082511-1
on credentialing process.

4. PUBLIC COMMENT ON No public members present.
CLOSED SESSION:
5. CLOSED SESSION: Dr. Stephen Licata
A. Calif. Health & Safety Code §
32155: Medical Staff Creden-
tialing and Peer Review Report
There was no credentialing report this month.
6. REPORT OF CLOSED SESSION | No report.
AND RECOMMENDED
ACTION
7. DRAFT QUALITY Kevin Carruth, Chair
COMMITTEE WORK PLAN
FOR 2012
The Committee discussed the draft work plan. Further | Leslie Lovejoy and Dr. Cohen to Lovejoy/Cohen
discussion of the Medical Executive report and its discuss with Dr. Smith.
contents are indicated as medical staff members of the
Committee decide how and if the report is feasible.
8. HOSPITAL QUALITY REPORT | Leslie Lovejoy
Leslie Lovejoy informed the Committee about the Bring Lab survey results to next Lovejoy
Lab accreditation survey and the development of a meeting.
standardized infrastructure for performance
improvement and quality monitoring activities.
9. QUALITY COMMITTEE Kevin Carruth, Chair

MEETING SCHEDULE

The next meeting and all subsequent meetings will be
held on the fourth Wednesday of the month at 5:00
p.m. in the Schantz Conference Room. The next
meeting is January 25, 2012.

10. CLOSING COMMENTS

None

11. ADJOURN

6:10 PM
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Quality Committee

Outstanding Items Log

Item# & Topic Discussion Follow-up Date Due |Date Completed |Update/Comments
082511-1 Credentialing Process Monthly report on 9/22/11

Failure in education of Ms progress in Quality

Coordinator and failure of CVO |Report until completed.

contract. New Coordinator hired
082511-2 Central Sterile Monthly report on 9/22/11

A TJC citing regarding the
potential for cross
contamination of instruments.
Requires physical plant
structural changes in OR.

progress in Quality

Report until completed.

Still at OSHPD

Prepared for 01.25.12 QC Meeting
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SONOMA
VALLEY HOSPITAL

Healing Here at Home

The Mission of the SVHCD is to maintain, improve and
restore the health of everyone in our community.

POLICY #1
POLICY TITLE

Quality Committee Charter

PURPOSE

Consistent with the Mission of the District the Board, with the assistance of its Quality
Committee (QC), serves as the steward for overall quality improvement for the District. The
Board shall refer all matters brought to it by any party regarding the quality of patient care,
patient safety, and patient satisfaction to the QC for review, assessment and recommended Board
action. The QC makes recommendations and reports to the Board. It has no authority to make
decisions or take actions on behalf of the District unless the Board specifically delegates such
authority.

The QC shall assist the Board in its responsibility to ensure that the Hospital provides high-
quality patient care, patient safety, and patient satisfaction. To this end the QC shall:

1. formulate policy to convey Board expectations and directives for Board action;

2. make recommendations to the Board among alternative courses of action, including but not
limited to physician credentialing and oversight activities;

3. provide oversight, monitoring and assessment of key organizational processes, outcomes,
and external reports.

SCOPE AND APPLICABILITY

This is a SVCHD Board Policy and it specifically applies to the Board, the Quality Committee,
the Audit Committee, the Medical Staff, and the CEO of SVH.

RESPONSIBILITY
Physician Credentialing

1. The QC shall ensure that recommendations from the Medical Executive Committee and
Medical Staff are in accordance with the standards and requirements of the Medical Staff



Bylaws, Rules and Regulations with regard to: completed applications for initial medical
staff and allied health staff appointment; initial staff category assignment, initial
department/divisional affiliation; membership prerogatives and initial clinical privileges;
completed applications for reappointment of medical staff, staff category; clinical
privileges; establishment of categories of allied health professionals permitted to practice at
the hospital; the appointment and reappointment of allied health professionals; and
privileges granted to allied health professionals.

The QC shall, in closed session on a case by case basis, fully, rigorously, and carefully
review the recommendations of the Medical Staff regarding the appointment,
reappointment, and privilege delineation of physicians and submit recommendations to the
Board for review and action.

Develop Policies

1.  The QC shall submit recommendations for action to the Board on draft policies developed
by the QC and those developed by the Hospital regarding quality patient care, patient
safety, and patient satisfaction.

Oversight

Annual Quality Improvement Plan

1.

The QC shall review and analyze findings and recommendations from the CEO resulting
from the Hospital’s prior year Annual Quality Improvement Plan, including but not limited
to a comparison of the plan to actual accomplishments, administrative review and
evaluation activities conducted, findings and actions taken, system or process failures and
actions taken to improve safety, both proactively and in response to actual occurrences.

The QC shall review the Hospital’s Annual Quality Improvement Plan for continuously
improving quality, patient safety, and patient satisfaction and submit the analysis with
recommendations establishing priorities to the board for discussion and action. The
Hospital’s plans should include, but not be limited to, assessing the effectiveness and
results of the quality review using metrics and benchmarks, utilization review, performance
improvement, implementing and improving electronic medical/health records, professional
education, risk management programs, and patient care related activities and policies of the
Hospital and/or Medical Staff, as applicable.

Medical Staff Bylaws

1.

The QC shall assure that the Medical Staff’s Bylaws are reviewed and approved by the
Board and are consistent with the District and Hospital Mission, Vision and Values, Board
policy, and accreditation standard, prevailing standards of care, and evidence-based
practices.

The QC shall review the Medical Staff’s fulfillment of its responsibilities in accordance
with the Medical Staff Bylaws, applicable law and regulation, and accreditation standards
and make recommendations to the Board.



Quantitative Quality Measures

1.

The QC shall assess and recommend quantitative measures to be used by our Board in
assessing the quality of the Medical Staff’s and Hospital’s services and submit them to the
Board for deliberation and action. The recommendations shall include descriptions that
show how the organization measures and reports the improvement of patient care as well as
management accountability.

The QC shall review all reports by and Hospital responses to accreditation organizations,
e.g., Fire Marshals, Environmental Health, State Department of Health Services (DHS), and
other external organizations conducting management, programmatic, physical plant
audits/assessments/reviews that are directly or indirectly related to the quality of health care
delivery in the Hospital (quality patient care, patient safety, and patient satisfaction). Track
all uncompleted/open items until remedied/closed by the Hospital, and make
recommendations and report to the Board for its action as appropriate. This includes the
final OSHPD report on a construction project prior to licensing by DHS, but it does not
include on-going OSHPD reviews/inspections/reports while a project is in design or
construction. This does not include routine financial audits, unless the audit identifies
quality patient care, patient safety, and/or patient satisfaction issues, in which case the
Audit Committee shall refer the audit to the QC for its review and recommendations to the
Board.

The QC shall ensure there is an effective, supportive and confidential process for anyone
(the Medical Staff, other health care professionals; Hospital administration; leaders and
staff; patients and their families and friends; and the public) to bring issues to the QC
directly or via the Hospital—as a group, personally or anonymously--in order to promote
the reporting of quality and patient safety problems and medical errors, and to protect those
who ask questions and report problems.

The QC shall review and assess the process for identifying, reporting, and analyzing
“adverse patient events” and medical errors. The QC shall develop a process for the QC to
address these quality deficiencies, in the most transparent manner possible, without
unnecessarily increasing the District’s liability exposure.

The QC shall review the assessment of patient needs/satisfaction, and submit this
assessment with recommendations to the Board for review and possible action. This may
include but is not limited to CMS Value Based Purchasing information; Press Ganey
surveys; reports and comparisons to other hospitals, state and national standards; and
patient and/or family complements and complaints.

The QC shall review and assess the system for resolving interpersonal conflicts among
individuals working within the Hospital environment that could adversely affect quality of
care, patient safety or patient satisfaction and make recommendations to the Board.



Hospital Policies

1.

The QC shall assure that the Hospital’s administrative policies and procedures are reviewed
and approved by the appropriate Hospital leaders and that the policies and procedures are
submitted to the Board for its action are consistent with the District and Hospital Mission,
Vision and Values; Board policy; and accreditation standards.

The AC shall assure that the Hospital’s policies and procedures relative to quality, patient
safety, and patient satisfaction are reviewed and approved by the appropriate Hospital
leaders and the policies and procedures submitted to the Board for its action are consistent
with the District and Hospital Mission, Vision and Values, Board policy, and accreditation
standards, prevailing standards of care, and evidence-based practices.

Other

1.

Perform other duties related to high-quality patient care, patient safety, and patient
satisfaction as assigned by the Board.

Annual QC Work Plan

The QC shall develop an Annual QC Work Plan comprised of the required annual activities and
additional activities selected by the QC. The Annual QC Work Plan shall be reviewed and acted
on by the Board after considering the CEO’s work plan to support the QC.

Required Annual Calendar Activities

For Calendar Year 2012

1. The QC shall submit the CY 2012 Work Plan to the CEO no later than the first week in
January.

2. The QC shall submit its Work Plan and the CEO’s Work Plan to the QC Board for its
review and action no later than the February Board meeting.

3. The QC shall review the adequacy of financial and human resources currently allocated for
maintaining high-quality care, patient safety, and patient satisfaction in April, in advance of
the annual budget process and provide an assessment to the Board and CEO with
recommendations for action.

4. The QC shall review and assess all Board policies regarding quality, including the QC

Charter, and makes recommendations to the Board for action in December.

For Subsequent Calendar Years

The QC shall review the adequacy of financial and human resources currently allocated for
maintaining high-quality care, patient safety, and patient satisfaction in April, in advance of
the annual budget process and provide an assessment to the Board and CEO with
recommendations for action.



2. The QC and CEO Work Plans shall be submitted to the Board for its review and action no
later than December.

3. The QC shall report on the status of its prior year’s work plan accomplishments by
December.

4. The QC reviews and assesses all Board policies regarding quality specifically including the
QC Charter, and makes recommendations to the Board for action in December.

QC Membership and Staff

The QC shall have 7 voting members and three non-voting public member alternates appointed
pursuant to Board policy. Hospital employees who staff the QC are not voting members of the
QC. QC membership is:

e Two Board members one of whom shall be the QC chair, the other the vice-chair.
Substitutions may be made by the Board chair for Board QC members at any QC
meeting--for one or both Board members.

e Two designated positions from the Medical Staff leadership, i.e., the President and the
President-Elect. Substitutions may be made by the President for one Medical Staff
member at any QC meeting.

e Three members of the public. In addition, substitutions may be made at all QC meetings
from three prioritized non-voting members of the public as alternate public members.
Alternates shall attend closed session QC meetings and vote as QC members when
substituting for a voting public member. Alternates may attend QC meetings as non-
voting alternates and fully participate in the open meeting discussions.

Staff to the QC include the Hospital’s Chief Medical Officer (CMO), Chief Nursing Officer
(CNO), Chief Financial Officer (CFO) and the Director of Quality and Resource Management
who shall be the lead staff in support of the QC Chair for meetings, documents, and activities.
Staff is expected to attend the QC meetings. The CEO may attend all QC and subcommittee
meetings and shall be a resource at the QC meetings upon request of the QC Chair.

Frequency of QC Meetings
The QC shall meet monthly, unless there is a need for additional meetings.
Public Participation

All QC meetings shall be announced and conducted pursuant to the Brown Act. The general
public, patients and their families and friends, Medical Staff, and Hospital staff are always
welcome to attend and provide input. Other Board members may attend but may not comment as
it may be a Brown Act violation.



Narrowly focused and short term ad hoc subcommittees may meet to address specific issues that
will be brought to the QC for review and referral to the Board for its deliberation and action.
Subcommittee meetings are not subject to the Brown Act.

FREQUENCY OF REVIEW/REVISION

This shall occur annually or more often if required. If revisions are needed they will be taken to
the Board for action.

POLICY HISTORY
There has been no prior Board policy.

--END--



2012 Work Plan DRAFT

Infection Control:
Preventing Hospital
Acquired Infections

and update on risk
reduction strategies to
improve patient care
delivery
Policies/Procedures
Submission

Resources Report &
Employee Health
Report

January February March April

e Medical Staff e Medical Staff e Medical Staff e Medical Staff
Credentialing Credentialing Credentialing Credentialing

e Medical Executive e Medical Executive e Medical Executive e Medical Executive
Report Report Report Report

e (Quality Report: e Quality Report e (Quality Report e (Quality Report
Defining Quality e Topic: Culture of e Topic: Annual Report e Topic: Annual report of

e Topic: the Patient Quality and Patient on the Environment of quality efforts and core
Experience: Patient Safety: SVH Care measure performance
Satisfaction, performance on e Policies/Procedures e Topic: Quality as
Compliments and National Patient Safety Submission related to the budget
Complaints goals

e Planning for Quality
Education offsite

May June July August

e Medical Staff e Medical Staff o Medical Staff o Medical Staff
Credentialing Credentialing Credentialing Credentialing

e Medical Executive e Medical Executive e Medical Executive e Medical Executive
Report Report Report Report

e (Quality Report e Quality Report e (Quality Report e (Quality Report

e Topic: Annual report of e Topic: Annual report e Topic: Human ® Topic: Reducing waste

through utilization and
resource management

Prepared for 12.15.11 QC Meeting




September

Medical Staff
Credentialing

Medical Executive
Report

Quality Report

Topic: Electronic Health
Record Update on
Meaningful use
Policies/Procedures
Submission

October

Medical Staff
Credentialing
Medical Executive
Report

Quality Report

Topic: Topic: Service
Line Patient Care
Outcomes: Total Joint
and Bariatric Services

November

Medical Staff
Credentialing
Medical Executive
Report

Quality Report
Topic: Annual
evaluation of vendor
and professional
contracts for
performance quality
Review/Evaluation of
QC Charter

December

Medical Staff
Credentialing
Medical Executive
Report

Quality Report
Topic: Evaluation of
Quality Committee
Work Plan
Policies/Procedures
Submission

The following are not included in the 2012 Work Plan, but are anticipated to be in the 2013 Work Plan:

1. Draft policies and decisions regarding governance performance and submit them to our Board for deliberation and
action.

2. Recommend quantitative measures to be employed by our Board to assess governance performance and
contributions.

3. Conduct the annual review of governance performance measures and submit an analysis to our Board for
deliberation and action.

4. Conduct an assessment of Standing Committee members, vacancies and the desired traits for new members and
alternates.

Prepared for 12.15.11 QC Meeting
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VAI.I.EY HOSPITAL
Healing Here at Home
TO: Sonoma Valley Hospital Care District Board Quality Committee
FROM: Leslie Lovejoy, Director, Quality and Resource Management
DATE: 1/25/12
SUBJECT: Quality Report

January Priorities:

Regulatory Compliance

Medicare Breakeven Project

CMS Community Based Care Transitions Proposal
Policy and Procedure Management System
November SCIP data and VBP

uhwWwnN e

1. Regulatory Compliance

The Joint Commission (TJC) accepted the hospital’s four-month report on improvement of key
deficiencies.

Our Laboratory Services has submitted the action plans from the November survey and we are awaiting
acceptance. The following is a summary of the deficiencies and our responses.

Deficiency Actions Taken

The hospital did not notify TJC of the inactivation Notified TJC
of a CLIA certificate per the 30 day notice
requirement.

The laboratory reports yeast and the mycology | Updated CLIA certificate to include yeast and

specialty is not included on the CLIA certificate. mycology specialty reporting.

Failure to follow policies and procedures that Current policy was reviewed and updated. Nursing
guide the monitoring of the patient and the staff were re-educated and completed a

reporting of suspected transfusion-related adverse | competency regarding the documentation and
events during blood administration. reporting of transfusion reactions. Quality

monitoring to be completed for the nest quarter to
ensure compliance.

Failure to complete proficiency testing for each | Using the Proficiency Testing Investigation form, all
specialty and failure to meet performance criteria | unacceptable proficiency test results are

and to take corrective action. investigated for the root cause and actions are
identified and corrective actions are taken and
documented.

Calibration of laboratory testing equipment is | Increase calibration testing to three levels and
performed every six months using three or more | document that it has been completed every six
levels of calibration materials that include a low, | months.

middle and high value.




Failure to retrieve quality control testing data for a | Staff were educated. A checklist was developed that

particular incidence of an ammonia lab for a included documentation of quality control

particular patient. completion and any actions taken.

Failure to document the date and time a test was | A result appendix listing all laboratory tests, release

generated as a final report. date and time and final release is a part of the
permanent part of the Final Cumulative Summary.

2. Medicare Breakeven Project

A performance improvement team has been formed to begin investigating strategies to reduce
utilization and cost per case for patients presenting with pneumonia, congestive heart failure, and
sepsis. Using data from publicly reported OSHPD (MEDPAR) entities and from the new Press Ganey data
analysis tools that give us real time information on resource use and costs versus reimbursements, we
can now look at trends. The team consists of physicians, pharmacists, nursing, ancillary department
leaders.

3. CMS community Based Care Transitions Proposal (CCTP)

The hospital is participating with the Sonoma county wide initiative to develop a proposal to CMS for
funding for the development and implementation of a Community-Based Care Transitions program
focused on reducing unplanned re-admissions. Representatives from all the hospitals in the County met
on January 6™ at the Sonoma county Public Health Department to begin the process of developing a
methodology for collecting baseline data and for process mapping of discharge transition points across
the continuum. We are tasked with doing an RCA to identify the top three reasons for re-admissions and
from there developing a program plan to address these issues. CMS is funding many projects like this in
order to support the new health care delivery model that is reflected in the healthcare reform
legislation. | will be collecting data on the most recent 5 re-admissions, conducting patient interviews
and talking with providers about why the patient returned to care. Data is due on the 27" to the team
who will aggregate it and begin the program planning process.

4, Policy & Procedure Management System

The hospital has invested in a web based software program that will assist leaders in the management
of both departmental and organizational policies and procedures. Leadership is currently being trained
to use the system. Once trained, a schedule will be developed to manage the development,
maintenance and approval process of all policies and procedures. The program also allows for
documenting and managing competencies as it relates to employee knowledge of and compliance with
the hospital’s policies and procedures. The program will help us ensure that all policies are up to date
and it offers an extensive library of templates and sample policies to assist leaders.

5. November SCIP (Surgical Care Infection Prevention) Data and Current Value-Based Purchasing Data

For the second month since July, we have performed at 100% for the SCIP data and for the composite
quality measures that make up the VBP score. We have come a long way in our performance on these
measures and the challenge is now to maintain.
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Experience of Inpatient

Hospital Care




The Institute for Healthcare Improvement (IHI) is a not-for-profit organization leading the
improvement of health care throughout the world. IHI helps accelerate change by cultivating
promising concepts for improving patient care and turning those ideas into action. Thousands

of health care providers participate in IHI’s groundbreaking work.

We have developed IHI’s Innovation Series white papers as one means for advancing our
mission. The ideas and findings in these white papers represent innovative work by IHI and
organizations with whom we collaborate. Our white papers are designed to share the problems
IHI is working to address, the ideas we are developing and testing to help organizations make

breakthrough improvements, and early results where they exist.

Copyright © 2011 Institute for Healthcare Improvement

All rights reserved. Individuals may photocopy these materials for educational, not-for-profit uses, provided that
the contents are not altered in any way and that proper attribution is given to IHI as the source of the content.
These materials may not be reproduced for commercial, for-profit use in any form or by any means, or repub-
lished under any circumstances, without the written permission of the Institute for Healthcare Improvement.

How to cite this paper:

Balik B, Conway ], Zipperer L, Watson J. Achieving an Exceptional Patient and Family Experience of Inpatient
Hospital Care. THI Innovation Series white paper. Cambridge, Massachusetts: Institute for Healthcare
Improvement; 2011. (Available on www.IHI.org)
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Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

Executive Summary

In response to growing interest from the hospital community in better understanding and improving
the experience of patients and their families during hospitalization, the Institute for Healthcare
Improvement (IHI) conducted an in-depth review of the research, studied exemplar organizations,
and interviewed experts in the field. Our aim was to identify the primary and secondary drivers of
exceptional patient and family inpatient hospital experience (defined as care that is patient centered,
safe, effective, timely, efficient, and equitable), as measured by the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) survey’s “willingness to recommend” the hospital.* The
project’s multistakeholder team included patient and family members, patient and family advisors to

health care organizations, IHI faculty, and experts in patient- and family-centered care.

The project identified five primary drivers of exceptional patient and family inpatient hospital
experience of care (each with associated secondary drivers, evidence, and exemplars): leadership;
staff hearts and minds; respectful partnership; reliable care; and evidence-based care. Hospitals can
use this framework to design their efforts to improve the patient and family experience — testing
and implementing changes, weaving them into the fabric of daily work for everyone, and achieving

outstanding results.

This white paper compiles evidence and resources to support improvement of the experience of
patients and their families during hospitalization.?® This work has informed the IHI Improvement
Map,* IHI initiatives such as Transforming Care at the Bedside,® and presentations at the IHI
National Forum, along with the improvement efforts of many hospitals. Although this paper draws
primarily on experiences in the US, co-authors Conway and Watson have used this work in the UK
and find the content highly transferable.

Background

Increased attention to the patient and family experience of inpatient hospital care stems from several
sources. First, public reporting in the US of Hospital Consumer Assessment of Healthcare Providers
and Systems (HCAHPS)® provides data on all hospitals’ performance and allows the public to
compare organizations. Second, despite their efforts, many organizations have had trouble rapidly
improving their patient and family experience results and sustaining the gains. Third, genuine and
effective partnerships with patients at the clinical and organizational level are slow to develop, despite
exemplars with proven results. Finally, many leaders struggle with integrating efforts to improve the
patient experience into the strategic work of the hospital, treating these efforts instead as an array of

good ideas.

© 2011 Institute for Healthcare Improvement



Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

In the face of one or more of these challenges, hospital leaders began asking IHI urgent questions,
including:

* How do we provide an exceptional patient and family experience?

* There are so many pieces to patient- and family-centered care; how do we make sense of it all?
* We have so many different projects underway; when will we start seeing real progress?

* Does improving the patient and family experience actually make a difference in outcomes?

In response, IHI initiated a 90-day research and development project to answer these and other
questions. The R&D project included the following:

* A multistakeholder project team, including patient and family members;

* A review of the evidence by an expert librarian and inclusion of that evidence throughout
the project to help inform the work;

* Interviews with over 60 leaders experienced in measuring and improving hospitals’ patient
and family experience;

* Interviews with exemplar hospitals;

* Consultations with expert organizations, including the Institute for Patient- and Family-
Centered Care, the Picker Institute, and Planetree; and

* A workgroup of organizations from IHI’s IMPACT Learning and Innovation Community

to test and learn from proposed actions to accelerate improvement.

The aim of the R&D project was to provide a concise summary and a clear framework (in the form
of a driver diagram) of what it takes to achieve a culture of patient- and family-centered care and an
exceptional experience for hospitalized patients and their families. To help hospitals make sense of the

many aspects of improving the patient and family experience, this white paper includes:

* A list of primary and secondary drivers that, taken together, will result in achieving the
overall aim;

* Exemplars from a variety of hospitals to help translate concept into action;

* Tips on how to get started; and

* Extensive references and a bibliography to provide further evidence, guidance, and applied
examples.

© 2011 Institute for Healthcare Improvement



Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

Three themes emerged during the development of the driver diagram.

1. An integrated system is key to achieving the aim of an excellent patient and family experience of
inpatient hospital care.

Interviewed leaders and experts were unable to separate efforts to improve the patient experience from
efforts to improve quality and safety; they saw the two as integrated and mutually reinforcing. For
example, excellent partnerships with patients contribute to safer care, and safer care results in better
patient experiences. Patients and families view the experience of care in its entirety, not as separate

components; thus clinical, relational, and environmental aspects of care all tie together.

2. Leadership behavior at the executive, middle, and front-line levels is essential to achieving

exceptional results.

Leadership commitment to creating an environment that nurtures and continuously improves the
patient and family experience and results in positive outcomes is essential. When executives delegate
improving the patient experience to caregiving teams, results are isolated and limited. Effective leaders
demonstrate the components of IHI’s Framework for Leadership for Improvement: they have the

will, ideas, and commitment to execution to achieve results.?

3. The path to achieving excellence in the patient and family experience includes a group of dynamic,

positively reinforcing actions rather than a linear set of activities.

For instance, effective leadership engages the hearts and minds of staff and providers, which in
turn provides a foundation for respectful team communication and partnerships with patients and
families, which in turn reinforces staff and provider engagement.

Patient- and Family-Centered Care: History, Definition, and Current Status

History and Definition

References to “patient-centered care” date to the 1950s, and the concept of “patient-centered
medicine” was introduced by Balint and colleagues in 1970.8 The Picker Commonwealth Program
for Patient-Centered Care and the Picker Institute began research in 1988, identifying eight
essential dimensions of patient-centered care and measures of patient experience for each dimension.
Dimensions included access; respect for patients’ values and preferences; coordination of care;
information, communication, and education; physical comfort; emotional support; involvement of
friends and family; and preparation for discharge and transitions in care.® In 2001, the Institute of
Medicine report, Crossing the Quality Chasm: A New Health System for the 21st Century,*® included
patient centeredness as one of its six overarching aims for improvement. “Patient experience” is a

measure of patient centeredness.*
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There are several definitions of “patient- and family-centered care.” Although they vary slightly, the
definitions offered by the Picker Institute,*2 the Institute for Patient- and Family-Centered Care,*3

and Planetree!* share common elements (see Table 1).

Table 1. Definitions of Patient- and Family-Centered Care

The Picker Institute
* Patient- and family-centered care is defined as “improving health care through the eyes of the patient.”

* All patients deserve high-quality health care and patient views and experiences are integral to
improvement efforts.

Patient-centered care includes the following principles:

o Effective treatment delivered by staff you can trust;

o Involvement in decisions and respect for patients’ preferences;
o Fast access to reliable health care advice;

o Clear, comprehensible information and support for self-care;

o Physical comfort and a clean, safe environment;

o Empathy and emotional support;

o Involvement of family and friends; and

o Continuity of care and smooth transitions.

Institute for Patient- and Family-Centered Care
Patient- and family-centered care has these characteristics:
* People are treated with dignity and respect;

¢ Health care providers communicate and share complete and unbiased information with patients and
families in ways that are affirming and useful;

* Patients and family members build on their strengths by participating in experiences that enhance control
and independence; and

* Collaboration among patients, family members, and providers occurs in policy and program development
and professional education, as well as in the delivery of care.

Planetree

Patient- and family-centered care includes the following components:
* Human interaction;

e Family, friends, and social support;

¢ Information and education;

¢ Nutritional and nurturing aspects of food;
* Architectural and interior design;

¢ Arts and entertainment;

e Spirituality;

* Human touch;

¢ Complementary therapies; and

¢ Healthy communities.
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Whether drawing on these definitions or others, organizations should craft a definition of patient-
and family-centered care that meets their unique needs and mission. The definition provides the focus
for all work to improve the patient and family experience. It should be clear, compelling, precise, and
concise. It is not a slogan but an authentic statement of the organization’s beliefs and promises to
patients and families, with the overall intent to engage patients and their families as full partners in
care and in all decision making. IHI defines “family” as those individuals the patient chooses to call

family, not those that caregivers define.

Current Status

Optimizing the patient and family experience has historically been viewed as a nice-to-have, but
not a fundamental aspect of a health care organization’s attention. Despite nearly a half century of
conversation, research, and application, realization of patient- and family-centered environments,
systems, and experiences has been elusive. The Patient-Centered Care Improvement Guide, developed
jointly by Planetree and the Picker Institute, captures and reports myths that have slowed progress
(along with the evidence debunking them).*® Sample myths include the following:

* There is no evidence to prove that patient- and family-centered care (PFCC) is effective.

¢ Providing PFCC is too costly.

¢ Providing PFCC will add more work for nurses; it will take too much time.

* The first step to PFCC is new construction (or its companion myth: We will do PFCC and
have better experience results as soon as we eliminate double patient rooms).

* Patients’ access to the medical record violates confidentiality requirements.

* We have won numerous quality awards, so we must be patient- and family-centered.

* The patients will have unrealistic demands.

* Families will interfere with care, creating delays, errors, and lapses in infection control.

* Having patients and families at care team meetings will inhibit staff and providers from

being open.

Multiple forces, both “push” and “pull,” are changing the nature of patient- and family-centered care

rapidly and dramatically. These forces are summarized in Table 2.
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Table 2. Forces Impacting Patient- and Family-Centered Care

“Push” Forces:
Making the Status Quo Uncomfortable

“Pull” Forces:
Making the Future Attractive

Consumer movement:

o Consumers are saying to health care
professionals, “It isn’t yours alone to decide.”

o Patient rights
Patient safety:

o The voices and faces of those who have been
harmed by medical care are more visible to

Organizing the health care system around the
patient and family works for everyone.

Optimizing the patient experience correlates
with other outcomes, including clinical,*8:17
financial,® and staff satisfaction.

Patient activation and self-management is
enhanced, achieving better chronic disease
outcomes. 1920 Great stories and results are

hospital boards and consumers. being generated internationally and in health

care organizations within the US, shaping a new

o Agency for Healthcare Research and Quality
standard for performance.

consumer patient reporting system

* Health care providers and caregivers are
seeking a better patient experience for those
they serve and for their own families.

* Transparency demands
¢ Health care reform
* Accrediting organizations

¢ AARP, Consumer Reports, National Quality
Forum, National Priorities Partnership, Picker
Institute, Planetree, Institute for Patient- and
Family- Centered Care, IHI, Lucian Leape
Institute, World Health Organization — all working
to advance consumer partnerships

A growing body of evidence shows that improving the patient experience and developing partnerships
with patients are linked to improved health outcomes. For example, evidence shows that patients
who are more involved in their care are better able to manage complex chronic conditions,?22:23

seek appropriate assistance, have reduced anxiety and stress,2* and have shorter lengths of stay in

the hospital.?® In addition, the Centers for Medicare & Medicaid Services (CMS) has supported
posting patient experience ratings on the Hospital Compare website?® and announced that future
reimbursement will be impacted by a hospital’s ranking relative to its peers. This combination replaces
the “nice-but-not-necessary” view of PECC; hospital leaders now have performance requirements in

patient and family experience equal to those in clinical quality, safety, and finance.

Understanding the Exceptional Patient and Family Experience

While extensive literature exists on the patient experience, organizations often struggle with where to
begin the journey, what is the right sequencing, how to intensify progress when results are lagging,
and which actions yield the best results when an abundance of recommendations exist. Evidence from
the literature, successful organizations, and content experts offers a clear picture of essential actions

for application, further testing, and, where appropriate, broader spread:
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Partnerships with patients and families are the foundation of excellence in PFCC. As noted by
the Lucian Leape Institute of the National Patient Safety Foundation, “If health is on the table,
the patient must be at the table, every table.”?

An exceptional patient and family experience is the common ground for all six aims of quality
care as defined by the Institute of Medicine in Crossing the Quality Chasm — care that is patient
centered, safe, effective, timely, efficient, and equitable.2®

Patient- and family-centered care must be part of all settings of health and health care
(inpatient, outpatient, extended care, and home care) and all levels (environment, organization,
microsystem, and individual experience of care). (See Table 3.)

Isolated actions to improve patient and family experience will provide localized results, with lictle

transfer to the entire experience across all settings and limited sustained results.

* A strong and growing evidence base shows that patient- and family-centered care is not only

a fundamental value, but also essential in the improvement of clinical, financial, service, and

satisfaction outcomes.29:30

Table 3. Patient- and Family-Centered Care at Various Levels

Level

Location

Examples

Environment

Community,
Region, State

e Community groups
* Care coordination across organizational boundaries
* Accountable care organizations, medical homes

e Advanced care planning (e.g., Medical Orders for Life Sustaining
Treatment [MOLST])

* School and church programs
* Public health and other consumer campaigns

Organization

Health System,
Trust (UK),
Hospital, Nursing
Home

* Patient experience surveys, patient complaints
* Patient and family councils, advisors, faculty

* Resource centers, patient portals

e Access to help and care 24/7

* Medication lists

Microsystem

Clinic, Ward,
Unit, Emergency
Department,
Delivery

* Parents, advisors, and advisory councils
* Open access, optimized flow
e Family participation in rounding

Individual
Experience of
Care

Bedside, Exam
Room, In the
Home

* Access to the patient record
* Shared care planning
* “Smart Patients Ask Questions”3*
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IHI Patient and Family Experience Driver Diagram

Primary Drivers

Secondary Drivers

Leadership
Governance and executive
leaders demonstrate that

everything in the culture
is focused on patient- and
family-centered care,
practiced everywhere
in the hospital — at the
individual patient level; at the
microsystem level; and across
the organization, including
governance

In words and actions, leaders communicate that
the patient’s safety and well being are the critical
considerations guiding all decision making

Patients and families are treated as partners in care
at every level, from decision-making bodies to team
members delivering individual care

Patient- and family-centered care is publicly verifiable,
rewarded, and celebrated with a relentless focus
on measurement, learning, and improvement with
transparent patient feedback

Sufficient staff are available with the tools and skills
to deliver the care patients need when they need it

Hearts and Minds
The hearts and minds of
staff and providers are fully
engaged

Staff and providers are recruited for values and talent,
supported for success, and held accountable for
results individually and collectively

A RN

Aim
Exceptional patient and
family* experience of
inpatient hospital care
(safe, effective, patient
centered, timely, efficient,
equitable) as measured
by HCAHPS willingness to
recommend

Compassionate communication and teamwork are
essential competencies

Respectful Partnership
Every care interaction is
anchored in a respectful
partnership, anticipating

and responding to patient
and family needs (e.g.,

physical comfort, emotional,
informational, cultural,
spiritual, and learning)

\

Patients and families are part of the care team and
participate at the level the patient chooses

Care for each patient is based on a customized
interdisciplinary shared care plan with patients
educated, enabled, and confident to carry out their
care plans

-

*"Family” always
means those
individuals the
patient chooses to
call family

Communication uses words and phrases that
the patient understands and that meet their
emotional needs

Reliable Care
Hospital systems deliver
reliable, quality care 24/7

The physical environment supports care and healing

Patients are able to access care without long and
unreasonable waits and delays

[ 1)

Patients say, “Staff were available to give
the care | needed”

Evidence-Based Care
The care team instills
confidence by providing
collaborative, evidence-based
care

Care is safe, concerns are addressed, and, if things
go wrong, there is open communication and apology

Care is coordinated and integrated through use
of a shared can plan and everyone on the patient’s
care team, including the patient, has
the information they need

[ 1N

Patients get the outcomes of care they expect
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The IHI Patient and Family Experience Driver Diagram provides a visual overview of three things:

1. Aim: An exceptional patient and family experience
2. Primary drivers: Essential actions to achieve the aim
3. Secondary drivers: Steps on the path to achieve the primary drivers

A driver diagram helps organize theories and ideas that, when implemented, may result in improvement
to achieve a specific goal or outcome. To achieve the desired outcome, primary drivers (essential actions)

and secondary drivers (specific change ideas associated with each primary driver) are identified.
The primary drivers are as follows:

* Leadership: Governance and executive leaders demonstrate that everything in the culture
is focused on patient- and family-centered care, practiced everywhere in the hospital — at
the individual patient level; at the microsystem level; and across the organization, including
governance.

* Hearts and Minds: The hearts and minds of staff and providers are fully engaged through
respectful partnerships with everyone in the organization and in a commitment to the shared
values of patient- and family-centered care.

* Respectful Partnership: Every care interaction is anchored in a respectful partnership,
anticipating and responding to patient and family needs (e.g., physical comfort, emotional,
informational, cultural, spiritual, and learning).

* Reliable Care: Hospital systems deliver reliable, quality care 24/7.

* Evidenced-Based Care: The care team instills confidence by providing collaborative, evidence-based care.

Primary Driver #1: Leadership

Governance and executive leaders demonstrate that everything in the culture is focused on
patient- and family-centered care, practiced everywhere in the hospital—at the individual

patient level; at the microsystem level: and across the organization, including governance3?

As demonstrated in IHI’s Framework for Leadership for Improvement,32 Seven Leadership Leverage Points
white paper,3* “Boards on Board” How-to Guide,3® health care leadership studies,3® and the experience of
exemplars, improvement of the patient and family experience requires the active engagement of leadership.

Effective leaders focus the organization’s culture on the needs of patients and families (i.e., providing care that
is patient-centered, rather than provider-centered), tap into innovative ideas, and have the persistence and
skills to create a PECC culture.37383° Leaders from executives to front-line managers share a commitment

to this goal, and understand that it is led by senior leaders and is part of the organization’s core strategy.
Moreover, it applies to all work — from how care is provided to housekeeping, the finance department,

parking services, and environmental design. Everyone is a caregiver.
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These leaders are eager to understand the unwritten rules that need to be rewritten to provide a
better patient experience. For example, one manager challenged the rule that patients needed to wear
hospital attire when they preferred their own clothes. Her actions illustrate the growing experience

in exemplars that the powerful combination of senior, middle, and front-line leaders is essential in
accelerating improvement. One CEO invited staff members who were recently hospitalized or had

a loved one hospitalized to talk with him about their experiences. He asked them, “What rules did
you have to break to get the care you wanted?” Another senior executive declared that all hospitals in
an entire system would achieve patient-determined visitation within 90 days. She then worked with
hospital managers and staff to develop the infrastructure and support systems to make elimination of
traditional visiting hours a reality.

Governance members demonstrate their leadership through one of the six essential things boards
should do, as described in IHI’s “Boards on Board” How-to Guide — Getting Data and Hearing
Stories: Select and review progress toward safer care as the first agenda item at every board meeting,

grounded in transparency, and putting a “human face” on harm data.

Many boards now start their meetings with a review of a patient who experienced harm at their
hospital in the prior month. These cases provoke new and deeper conversations, and provide added

will to move to safer systems.

Another example of governance leadership for patient- and family-centered care is case study review.
The CEO, with the assistance of the Chief Medical Officer (CMO) and Chief Nursing Officer
(CNO), conducts a detailed, personal investigation of a significant patient injury in the hospital,
including interviewing the involved patient, family, and staff. The purpose is to understand in great
depth the “story,” in all of its complexity, in order to illuminate the nature and sources of hazard in a
complex health care organization. The CEO personally presents that case to the board in a session of
no less than one hour in length. If possible and desirable, the affected patient and family are present

at the board meeting to add their accounts and perspectives in person.
Secondary Drivers

Secondary drivers are steps on the path to achieve the primary drivers. The core concepts are that the
actions of senior leaders must match their words; senior leaders must be highly visible in meaningful

ways; and they must closely engage patients and families in the work of the organization at all levels.

* In words and actions, leaders communicate that the patient’s safety and well being are the critical
considerations guiding all decision making.4°

* Patients and families are treated as partners in care at every level, from decision-making bodies to
team members delivering individual care. 4142

* PFCC is publicly verifiable, rewarded, and celebrated with a relentless focus on measurement,
learning, and improvement with transparent patient feedback.43
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* Sufficient staff are available with the tools and skills to deliver the care patients need when they

need it.44

Exemplar

In 2004, Spectrum Health System began using a national comparative patient experience survey tool.
Leaders were dismayed to see that patients’ assessments of their experiences were much lower than they
had assumed — the 24th percentile. These results led to steps by leaders and the entire organization that
improved the patient and family experience dramatically over the next four years. This multi-year plan
became the culture of the organization — not a “program” or an “initiative.” Spectrum Health System’s
patient experience results are now above the 80th percentile. Spectrum Health System vice president of

innovation and patient affairs, Kristine White, described key actions that led to these results:

e “All in”: All leaders define and own the commitment to PECC and excellence in patient and
family experience. An executive is accountable for the strategy and execution on behalf of the
senior management team; however, all leaders play key roles in owning the outcomes. For
example, the CFO can talk about the overall PFCC strategy as knowledgeably as the accountable
executive, and beyond that, can describe the work in patient-friendly billing systems. The
president reserves the first agenda item at every monthly management meeting for PECC stories
of impact, success, and opportunities for improvement.

* PFCC is linked to the Spectrum Health mission: Senior leaders aim high in achieving PFCC resuls,
aligned with other key strategies through a combination of local and organization-wide efforts.

* Patient experience is deeper than solely a focus on service: Service skills are necessary but not
sufficient to create a PFCC culture. PFCC is not about “being nice”; it is about system changes
to enable excellent partnerships.

* Focus on impact: The focus is on processes that are meaningful to patients and families, not on
an abundance of activities that do not add value.

* Family presence is essential to a multidisciplinary team: For example, visiting hours and restrictions
were eliminated throughout the entire system in 90 days. Instead of predetermined “visiting hours,”
family presence is based on the needs of each individual patient. Leaders worked with staff to ensure
that the infrastructure, processes, and resources were in place to achieve a successful outcome. Staff
worked with patients to manage unique challenges such as semi-private rooms.

* Involvement of patient and family advisors in executive and service line councils throughout
the organization: In eight hospital settings, there are approximately 100 patient and family
advisors for more than 140 service sites and 2,000 beds system-wide. An Executive Council
includes core patient advisors, service line council chairs, and members of the executive team;
patient and family advisors participate on interview teams for key hospital positions and on key
committees (e.g., Board Quality and Safety Committee, Patient Safety Committee, Michigan
STate Action on Avoidable Rehospitalizations [MiSTAAR] initiative, and a system-wide patient

education council).
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* Development of PFCC skills: For example, first-year medical residents participate in simulations
of patient- and family-centered care interactions.

* Focus on strategies to engage the hearts and minds of staff members: The goal is for each staff
member to understand clearly how every person’s actions ultimately affect the patient and family.

Primary Driver #2: Hearts and Minds

The hearts and minds of staff and providers are fully engaged.

PFCC cannot simply be mandated; people working in health care must feel supported in order to be
empathic and compassionate care providers. While the technical details of health care may be more
complex to evaluate, the patient’s overall experience is highly linked to the quality of all interactions with
caregivers — and exemplar organizations view everyone as caregivers. Len Berry refers to customers as
“detectives” when they interact with health care organizations, consciously and unconsciously filtering
“clues” embedded in their experience and organizing them into a set of impressions.#54¢ His studies show
that the more significant, variable, complicated, and intimate the service, the more attuned customers are
to clues. Health care clearly has all four of these characteristics. The clues indicate why creating an excellent
patient and family experience is a result of a well-designed system, not just an isolated set of activities.

Berry describes three sets of interdependent clues (renamed here to suit the health care setting):

* Clinical: The what of service — its technical quality, the competence of the providers, its
reliability, and its coordination. Patients and families vary widely in their ability to assess the
clinical components of care; however, they can assess how well care team members work
together, communicate with one another, and convey a sense to patients that “I know you.”
This clue is considered the pass/fail of an experience. An exceptional experience is difficult to
achieve when the patient is signaled at many steps that technical quality, competence, reliability,
and coordination are deficient.

* Environmental: The physical aspects of how the service is delivered. The first impression for the
patient and family, as well as for caregivers, signals the type of experience they will have. Health
care environments can easily cause undue stress; alternatively, they can offer a sense of calm,
hope, and healing. Organizations that pay attention to the details signal in many ways that we
are here to care for you. Noise, lighting, ease of finding your way (or staff members eager to help
you find your way), cleanliness, orderliness, comfortable settings, and staff appearance all provide
clues about the experience — positive or negative.

* Relationship: Interactions based in respect, addressing the patient and family’s emotional needs,
are an important determinant of the patient and family experience. Actions that engender trust,
including efforts to meet the patient’s emotional needs, signal that #his is an excellent place to be.
Respectful, empathic relationships in combination with clinical quality are essential to achieving

exceptional experiences.
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Staff and providers are more effective in their work, provide safer care, and can achieve better
patient and family experience if they find a match between their personal values and those of the
organization, are supported by effective systems, and are recognized for the work they do.47 Several
measurement tools offer robust means of gauging workforce engagement, better than employee
satisfaction alone, and are increasingly used in high-performing hospitals to understand the level of

trust and commitment to the organization.*®

Organizations that are recognized as best employers and achieve outstanding patient and family
experience understand that hiring for fit with values is an essential first step. Leaders are responsible
for systems to recruit, select, develop, and retain people who share the commitment to outstanding

patient and family experience.

Secondary Drivers

* Staff and providers are recruited for values and talent, supported for success, and held
accountable for results individually and collectively.

* Compassionate communication and teamwork are essential competencies.

Exemplar

Griffin Hospital, the nation’s first Planetree Hospital, has been listed on Fortune magazine’s “100
Best Companies to Work For” for ten years in a row. Griffin has been recognized for providing
superior patient care, defined as exceptional clinical outcomes in the top one percent of all hospitals
in the United States. Griffin exemplifies engaging the hearts and minds of staff and providers. Peers
participate in hiring new employees, using behavior-based interview questions that ask people to

describe behaviors — for example, “Share a time you felt you were providing patient-centered care.”

Griffin demonstrates its commitment to developing a common vision consistent with the personal
values of employees by supporting staff members in achieving their professional aspirations and
personal goals. Griffin achieves this in many ways: hiring people who are committed to their mission
of exceptional care, providing clear expectations at orientation, and supporting ongoing development.
After one staff retreat that focused on the whole person, not just who they are at work, one staff
member commented, “I personally feel the course made me take a look at my life, personally and
professionally, and made me rethink what is really important. I have made a few adjustments, and feel

much happier and more at peace with my life.”

Griffin Hospital leadership and executives successfully engage staff by addressing the meaningfulness
of work, developing staff personally and professionally, and building healthy interpersonal
relationships. Notably, rates of pay at Griffin are lower than those at surrounding organizations. This

illustrates Deming’s contention that “Joy in work is all anyone asks for.”4?
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Primary Driver #3: Respectful Partnership

Every care interaction is anchored in a respectful parmership, anticipating and responding to patient
and family needs (e.g., physical comfort, emotional, informational, cultural, spiritual, and learning).

At the core of the exceptional patient and family experience is a respectful partnership based on
enabling patients and families to participate in care at the level they choose. Caregivers understand
that they are guests in the patient’s life and view every interaction as an opportunity to learn more
together to achieve better health.505t Support of the patient’s and family’s emotional needs is highly
linked to a positive experience. Staff and providers’ skills in understanding and meeting the patient’s

emotional needs are essential to creating an excellent experience of care.5253

Respectful interactions are multidimensional, addressing physical comfort, emotional needs, and
informational requirements grounded in the patient’s and family’s cultural, spiritual, and unique
learning needs, including health literacy. People choose to participate in their care at different levels,
with different preferences. Respecting and responding to each individual is an important part of the
patient experience. Furthermore, patients’ levels of understanding about health care terminology
and what it means for their health vary widely. Understanding the health care literacy level for the
individual is the foundation of a respectful partnership.5*

A landmark publication by the Institute of Medicine, Health Literacy: A Prescription to End Confusion,
defines health literacy as “The degree to which individuals have the capacity to obtain, process and
understand basic health information and services needed to make appropriate health decisions.”ss
The Institute’s definition goes on to recognize the social context of health decision making, where
health care communication is based on the interaction of the individual’s skills with health contexts
and with broad social and cultural factors at home, at work, and in the community. This definition of

health literacy provides a foundation to build on for respectful partnerships.

Secondary Drivers

* Patients and families are part of the care team and participate at the level the patient
chooses.58:57,58

¢ Care for each patient is based on a customized interdisciplinary shared care plan with
patients educated, enabled, and confident to carry out their care plans.5®

* Communication uses words and phrases that the patient understands and that meet

their emotional needs.€®
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Exemplars
In 2003, Iowa Health System established the Health Literacy Collaborative, a multidisciplinary group

committed to learning, sharing, and implementing improvements in health literacy. The Health
Literacy Collaborative incorporates clinical performance improvement experts, health literacy teams,
and “New Readers of lowa” ambassadors — adults who learned to read as adults. This collaboration has
introduced, implemented, and built system-wide capacity in using a variety of health literacy-related
interventions, including Ask Me 3,8 the Teach Back method,®2 and reader-friendly print materials.

Children’s Hospital of Philadelphia offers an outstanding example of deep and active partnership with
patient and families in teaching health professionals. Leadership Education in Neurodevelopmental
Disabilities (LEND) is an interdisciplinary leadership training program with trainees and staff in
Audiology, Developmental-Behavioral Pediatrics, Family Leadership, Health Care Administration,
Nursing, Nutrition, and Occupational Therapy. The program’s primary objective is to support expert
interdisciplinary clinical and leadership training to graduate- and post-graduate-level fellows from diverse
health care disciplines. Faculty partner with advocates, representatives from community agencies, and
parents to provide this training and to improve the health infrastructure for children with disabilities and
their families, with a special emphasis on shared care plans for children with chronic conditions. Family

advocates actively teach health professionals effective partnership behaviors.

At Virginia Mason Medical Center’s critical care unit, multidisciplinary rounds (MDR) that include
the family have taken place at the patient’s bedside since 2004. Families have been invited to be
part of the nursing shift report since 2008. Bedside MDRs are now standardized, with a focus on
the biomedical issues and the aim to recalibrate the daily plan of care. Families are invited and
encouraged to be present. Team members help to “set the agenda” for families (and patients, if

they are able) by describing the process, explaining the aim of rounds, welcoming their presence,
acknowledging that they may have many questions, and explaining that, because of the rounding
schedule, there will be time for questions. If there isn’t time to answer all questions, the MDR team

schedules a time to address the questions.

The MDR team then asks patients and families if they want to participate. For a few patients, the
team members are not in the room: those who request that rounds take place outside the room, those
for whom the team’s presence clearly causes undue stress, and those in contact isolation. Requests
and stress rarely are issues; contact isolation is more frequent. Separate patient and family meetings
for goal setting that may include discussion of end-of-life issues are scheduled for specific additional
time. Agenda setting is also done when family are present for the nursing shift report. Nurses and
physicians have not found that the families’ presence slows the process; on the contrary, physicians

have learned that the open, transparent MDR process saves time.

© 2011 Institute for Healthcare Improvement



Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

Primary Driver #4: Reliable Care

Hospital systems deliver reliable, quality care 24/7.

Reliable systems convey a sense of clear, well-organized care in which all care team members, includ-
ing the patient and family, know how they work and fit together, particularly when patients partici-
pate in designing services.®® Unreliable systems result in what one patient advisor on the IHI patient
experience research and development team described as, “We fall through the cracks.”

Positive leadership behaviors, engaged staff and providers, and respectful interactions can be
quickly undermined by systems that leave patients and families confused, unheard, or even harmed.
Reliable care is part of the integrated system required to achieve excellence in the patient and
family experience.®4¢5 This extends to the physical environment, with its importance in generating

confidence in health care provision and aid to healing.%®

Secondary Drivers

* The physical environment supports care and healing.®?
* Patients are able to access care without long and unreasonable waits and delays.

* Patients say, “Staff were available to give the care I needed.”®

Exemplar

In efforts to improve reliable care, senior executives at Baptist Memorial-North Mississippi, a 217-
bed hospital, partner with patients and families by hosting patient safety lunches every other week.
Under the leadership of the CNO, staff give invitations to patients and families the day before the
lunch. Senior leaders welcome participants and explain the purpose: to ensure safe care. The leaders
start by telling the Josie King story,® then explain two examples of efforts underway at North
Mississippi to improve the safety of care: “Ticket to Ride,” a system for safe transitions from one
department to another; and “Condition H,” a system that encourages a family member to call for
assistance if they have concerns about their loved one. These two systems have been underway for
over a year, and the response has been very positive. Family members (and a few patients) are able
to share their stories, help hospital leaders to improve reliable care by providing a view of care only
patients and families have, and hear about the efforts underway to improve care.
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Primary Driver #5: Evidence-Based Care

The care team instills confidence by providing collaborative, evidence-based care.

Patient and family advisors as well as leaders view evidence-based care as essential to an excellent
experience. As one patient noted, “If I don’t get the right care, how can I say I had a great
experience?” Evidence-based care is grounded in best known science combined with expert judgment,
and is increasingly guided by patient values.?® Patients expect that providers and staff will use the
best known science or evidence-based medicine, just as people expect a safe arrival when they travel
by airplane. From the view of the patient and family, evidence-based care also includes what happens
when things go wrong,” how care is coordinated across sites,”? and the predictability of outcomes.”

Organizations should develop and introduce advances in health information technology and new
devices using a PECC lens, so as to enhance improvements in the patient experience. Significant
advancements are possible when knowledge of care needs from the patient and provider viewpoints
guide the design and implementation of health information technology.”* For example, it is common
for there to be a caregiver learning curve when new technology is introduced; however, the patient
experience is not enhanced nor is confidence instilled when they are asked to “please be patient as we

implement our new electronic medical record.”

Secondary Drivers

* Care is safe, concerns are addressed, and, if things go wrong, there is open communication
and apology.”

¢ Care is coordinated and integrated through use of a shared care plan, and everyone on the
patient’s care team, including the patient, has the information they need.

* Patients get the outcomes of care they expect.

The secondary driver, “Patients get the outcomes of care they expect,” derives from patient and family
advisors and the literature. It has generated concerns from providers who state that they often do not
know the outcomes a patient expects, or that the provider’s expectations about outcomes may differ
from the patient’s expectations. This step reflects the view that the patient, family, and caregivers will
have a shared care plan that includes the expected outcomes, including when a provider does not fully
know what outcomes to expect. One gap in shared outcomes is hospital-acquired complications —
for example, infections or deep vein thrombosis — which patients do not expect in the course of care.
When the shared care plan is lacking or when caregivers review risks in terms patients and families do

not understand, the result is often outcomes patients do not expect.”®

Another example comes from a patient and family advisor who observed, “I am a breast cancer
survivor. I know not everything is known or predictable and that there will be surprises in the course

of my care. I want to know that if it is a surprise for me, it is also a surprise for my provider — that
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we have a shared understanding of the care plan and we both know what is going on.”

The second concern that arises is, “What if the patient has unreasonable demands or expectations?”
This is a widely held concern of busy caregivers who strive to meet many competing demands in their
work. However, experiences of top-performing organizations challenge this belief. Patient and family
expectations are almost always straightforward and aligned with the mission of those working in
health care. The following is a list of what patient advocates want 100 percent of the time:??

To be listened to, taken seriously, and respected as a care partner
o To have my family and caregivers treated the same
o To participate in decision making at the level I choose

To be always told the truth
o To have things explained to me fully and clearly
o To receive an explanation and apology if things go wrong

To have information communicated to all my care team
o To have my care documented in a timely and impeccable way
o To have these records made available to me if requested

To have coordination among all members of the health care team across settings

* To be supported emotionally as well as physically

To receive high-quality, safe care

Health professionals agree with these expectations, but often lack the systems to ensure that they are

met reliably.

Providers and patients who understand each other in the caregiving relationship will come to more
consistent agreement about the care plan, save time, and have fewer irreconcilable differences.?®79
However, a small number of patients and families can be challenging for staff and providers to partner
with. Leading organizations avoid further deterioration and stress for everyone by ensuring that
supportive infrastructures are in place to aid in working with challenging family and social dynamics
rather than leaving caregivers to struggle unassisted. Timely access to skilled support prevents

escalation of concerns for patients, families, and caregivers.
Exemplar

The University of Pittsburgh Medical Center (UPMC), highlighted in a HCAHPS User Group
Profile on High-Performing and Patient- and Family-Centered Academic Medical Centers®® combines
evidence-based care with exceptional experience through their Patient- and Family-Centered Care
Methodology. Initiated in their orthopedic program, they now use this methodology extensively. They
observe the entire patient experience in a care setting or program, involving all team members who
have touch-points with the patient. The UPMC team is able, through this in-depth look, to see all
the aspects of the patient journey that influence the patient and family experience of care. This focus
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on the front-line caregivers” interaction with patients and families provides a means of discovering
what barriers exist that may prevent caregivers from providing care that is coordinated and integrated

across boundaries, and an opportunity to address those barriers, often with innovative solutions.

The steps in UPMC’s PFCC Methodology include the following: 1) select a care experience, 2)
establish a PFCC experience guiding council, 3) understand the current state of care experience
through a variety of means, but always with direct observation of the journey from the patient’s

view (including patient storytelling and existing survey data), 4) develop a PFCC workgroup

based on the patient touch-points, 5) with the PECC workgroup, create a shared vision of an ideal
experience based in telling the story of what that personally looks and feels like, and 6) identify where

improvements are needed and begin making improvements.

As a result of this approach, patients have safe care — for example, the joint infection rate is 0.3
percent. The operating room team coordinates their work so tightly that ten complete hip or knee
replacements are performed in a seven-hour period. Patients have the outcomes they expect and are

delighted by the service, as evidenced by consistent excellence in the HCAHPS results.

Measures

Measures to show progress towards achievement of primary and secondary drivers, and ultimately
improved patient and family experience, are tailored to unique organizational needs. The measures
include a mix of process and outcome metrics linked to the aims for each secondary driver. The
measures are developed based on the starting point of each department and organization. Table 4

presents examples of measures of patient and family experience.
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Table 4. Sample Measures of Patient and Family Experience

Primary Driver

Secondary Driver

#1: Leadership

Patients and families are treated
as partners in care at every
level.

¢ A Patient- and Family-Centered Care Assess-
ment is completed with key stakeholders from
across the organization and with patient and
family advisors.

* A workplan is developed to address gaps.
» There is measureable closure of gaps.8!

#2: Hearts and
Minds

Staff and providers are recruited
for values and talent, supported
for success, and accountable
individually and collectively for
results.

* Employee and provider engagement survey
results show steady improvement in overall
engagement results; organizations focus on
questions such as those found in the Gallup Q12
(see Table 5).82

#3: Respectful
Partnerships

Care for each patient is based on a
customized interdisciplinary shared
care plan with patients educated,
enabled, and confident to carry out
their care plans.

* 100% of patients have a shared care plan
in place, with evidence of active patient and
family participation.

* 100% of nurses effectively use Teach Back.

¢ 100% of all patient education materials meet
health literacy guidelines for appropriate
reading level.

#4: Reliable Care

Patients are able to access care
without long and unreasonable
waits and delays.

¢ See the IHI Improvement Map process titled
Patient Flow for Efficiency and Safety for
measures.83

¢ Use existing safety measures
for reliable processes.

#5: Evidence-Based
Care

Care is coordinated and integrated

through use of a shared care plan,

and everyone on the patient’s care

team, including the patient, has the
information they need.

¢ See the IHI Improvement Map for Effective
Processes.34

Organizations may use tools such as the Gallup Q12 (see Table 5) to assess employee engagement.

The tool provides information about employees’ experience in providing care and service. It also

signals systems that impair the employee’s ability to focus on the patient experience. Successful

organizations recognize that engaged employees precede improvements in patient experience. The

questions can be posed as part of an employee engagement assessment every 6 to 12 months.
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Table 5. The Gallup Organization 12 Questions (Q12) to Assess Employee Engagement

1. Do you know what is expected of you at work?
2. Do you have the materials and equipment you need to do your work right?
3. At work, do you have the opportunity to do what you do best every day?
4. In the last seven days, have you received recognition or praise for doing good work?
5. Does your supervisor, or someone at work, seem to care about you as a person?
6. Is there someone at work who encourages your development?
7. At work, do your opinions seem to count?
8. Does the mission or purpose of your company make you feel your job is important?
9. Are your associates (fellow employees) committed to doing quality work?

10. Do you have a best friend at work?

11. In the last six months, has someone at work talked to you about your progress?

12. In the last year, have you had opportunities at work to learn and grow?

Getting Started

Table 6 offers suggestions for where to begin with achieving an exceptional patient and family
experience of inpatient hospital care. The goal is to have a shared vision of PECC that provides the
unifying force for everyone in the organization as well as for patients and families, and then develop
systems to remove barriers to realizing that vision. Additional actions for getting started can be found
in Advancing Effective Communication, Cultural Competence, and Patient- and Family-Centered Care:
A Roadmap for Hospitals.®®

Table 6. Getting Started with Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

Primary Driver #1. ¢ Form a multidisciplinary Steering Committee that includes patient and family
Leadership members.
Governance and .

Develop your organization’s definition and aspiration for PFCC in partnership with

executive leaders patients and families.

demonstrate that
everything in the » Complete a Patient- and Family-Centered Care Assessment.3¢
culture is focused ¢ Use the driver diagram to identify work already underway and gaps.
on patient- and
family-centered care,
practiced everywhere

in the hospital — at the
individual patient level; | ¢ Have patients and family members share their stories at board meetings.

¢ Use the driver diagram assessment to identify next steps; co-develop or test
strategic goals, implementation plans, and program designs with patient and
family advisors.

at the microsystem ¢ Add patient and family advisors to planning teams and improvement committees.
level; and across the

organization, including
governance.

* Make sure leaders clearly communicate PFCC strategy and link it to daily work,
especially quality and safety improvement.

* Make sure all leaders ask, “What will we do to ensure patients are involved in this
program design or this change?” “What do our safety culture results say about us
as leaders, and how we balance competing demands of safety and productivity?”
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Primary Driver #2:
Hearts and Minds

The hearts and minds
of staff and providers
are fully engaged.

Ensure that all employees are considered caregivers.

Evaluate Human Resource systems for hiring for PFCC values and talent through
behavioral-based interviews using patient- and family-centered questions to
understand the skills of the candidate in essential interpersonal competencies,
especially teamwork.

Provide effective first-line manager development to ensure reliable systems for
caregijvers.

Identify systems that remove barriers between staff and patients and families
(e.g., comfort rounds, bedside transition reports).

Make data on measures of patient and family experience rapidly available to
caregiving staff — weekly or monthly, at a minimum.

Ensure that respectful behavior is expected and demonstrated by all.
Continually develop and enhance teamwork skills for staff and providers.

Primary Driver #3:
Respectful Partnerships

Every care interaction
is anchored in a
respectful partnership,
anticipating and
responding to

patient and family
needs (e.g., physical
comfort, emotional,
informational, cultural,
spiritual, and learning).

Ensure that respectful behavior is expected of all and demonstrated by all.

Make sure caregivers have health literacy expertise; use Teach Back and other
effective teaching methods.

Ask patients how they want to participate in their care.

Provide patients and families with direct access to their medical records in either
paper or electronic form.

Use a shared care plan to enable caregivers and patients to partner in care.

Primary Driver #4:
Reliable Care

Hospital systems deliver
reliable, quality care
24/7.

Follow a patient’s journey.87
Ensure system reliability; reduce waits and delays, cycle times.

Incorporate key elements from Planetree and the Center for Healthcare Design
into all facility design; begin with HCAHPS hospital experience questions.

Primary Driver #5:
Evidence-Based Care

The care team instills
confidence by providing
collaborative, evidence-
based care.

Provide evidence-based care:88 build on current activities.

Have the board endorse a policy of full transparency and apology when things go
wrong; have senior leaders enact the policy.

Ensure that patients and families know the course of care and expected
outcomes.
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Conclusion

The suggested actions in Table 6 can help hospitals begin to create and continuously improve
meaningful and productive partnerships with patients and families. Hospitals can use the framework
described in this paper to design their efforts to improve the patient and family experience of
inpatient hospital care, focusing on five primary drivers of that experience: leadership, hearts and
minds, respectful partnerships, reliable care, and evidence-based care. When everyone involved in
care is focused on how to have better partnerships with those we serve, and processes are put in place
to support such partnerships, the experience of patients and families — and health care outcomes —

will improve.

© 2011 Institute for Healthcare Improvement



Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

References

! The Consumer Assessment of Healthcare Providers and Systems (CAHPS): Surveys and Tools to Advance
Patient-Centered Care. https://www.cahps.ahrq.gov/default.asp.

% Institute for Healthcare Improvement. Improving the Patient Experience of Inpatient Care Evidence.
htep://www.ihi.org/THI/Topics/PatientCentered Care/PatientCentered CareGeneral/EmergingContent/

ImprovingthePatientExperienceofInpatientCare.htm.
3 Picker Institute Europe. Invest in Engagement. http://www.investinengagement.info/.
* THI Improvement Map. http://www.ihi.org/IHI/Programs/ImprovementMap/.

> Institute for Healthcare Improvement. Transforming Care at the Bedside. http://www.ihi.org/THI/Programs/

Strategiclnitiatives/ TransformingCareAtTheBedside.htm.
¢ US Department of Health and Human Services. Hospital Compare. http://www.hospitalcompare.hhs.gov.

7 Reinertsen JL, Bisognano M, Pugh MD. Seven Leadership Leverage Points for Organization-Level
Improvement in Health Care (Second Edition). IHI Innovation Series white paper. Cambridge,
MA: Institute for Healthcare Improvement; 2008. http://www.ihi.org/THI/Results/WhitePapers/
SevenLeadershipLeveragePointsWhitePaper.htm.

8 Balint M, Hunt J, Joyce D, Marinker M, Woodcock J. Treatment or Diagnosis: A Study of Repeat Prescriptions
in General Practice. Philadelphia: ].B. Lippincott; 1970.

? Gerteis M, Edgman-Levitan S, Daley J, Delbanco TL (eds). Through the Patients Eyes: Understanding and
Promoting Patient-Centered Care. San Francisco: Jossey-Bass; 2002.

10 Institute of Medicine. Committee on Quality of Health Care in America. Crossing the Quality Chasm: A New
Health System for the 21st Century. Washington, DC: National Academies Press; 2001.

" Browne K, Roseman D, Shaller D, Edgman-Levitan S. Measuring patient experience as a strategy for
improving primary care. Health Affairs. 2010 May; 29:5, 1-5.

12 The Picker Institute. htep://www.pickerinstitute.org.
13 The Institute for Patient- and Family-Centered Care. http://www.ipfcc.org.
' Planetree. htep://www.planetree.org.

!5 Frampton S, Guastello S, Brady C, Hale M, Horowitz S, Bennett Smith S, Stone S. Patient-Centered Care
Improvement Guide. Derby, CT: Planetree; 2008. htep://www.planetree.org/Patient-Centered%20Care%20
Improvement%20Guide%2010.10.08.pdf.

© 2011 Institute for Healthcare Improvement

24


https://www.cahps.ahrq.gov/default.asp
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.investinengagement.info/
http://www.ihi.org/IHI/Programs/ImprovementMap/
http://www.ihi.org/IHI/Programs/StrategicInitiatives/TransformingCareAtTheBedside.htm
http://www.ihi.org/IHI/Programs/StrategicInitiatives/TransformingCareAtTheBedside.htm
http://www.hospitalcompare.hhs.gov
http://www.ihi.org/IHI/Results/WhitePapers/SevenLeadershipLeveragePointsWhitePaper.htm
http://www.ihi.org/IHI/Results/WhitePapers/SevenLeadershipLeveragePointsWhitePaper.htm
http://www.pickerinstitute.org
http://www.ipfcc.org
http://www.planetree.org
http://www.planetree.org/Patient-Centered%20Care%20Improvement%20Guide%2010.10.08.pdf
http://www.planetree.org/Patient-Centered%20Care%20Improvement%20Guide%2010.10.08.pdf

25

Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

1¢ Isaac T, Zaslavsky I, Cleary B, Landon B. The relationship between patients’ perception of care and measures
of hospital quality and safety. Health Services Research. 2010 Aug;45(4):1024-1040.

17 Epstein R, Fiscella K, Lesser C, Stange K. Why the nation needs a policy push on patient-centered care.
Health Affairs. 2010 Aug;29(8):1489-1495.

'8 Charmel P, Frampton S. Building the business case for patient-centered care. Healthcare Financial
Management. March I-V 2008.

1 Epstein R, Fiscella K, Lesser C, Stange K. Why the nation needs a policy push on patient-centered care.
Health Affairs. 2010 Aug;29(8):1489-1495.

? Anderson RM, Funnell MM, Butler PM, Arnold MS, Fitzgerald JT, Feste CC. Patient empowerment: Results
of a randomized controlled trial. Diabetes Care. 1995;18:943-949.

! Coleman K, Austin B, Brach C, Wagner E. Evidence on the Chronic Care Model in the new millennium.
Health Affairs. 2009;28:75-85.

2 Huang E. The cost effectiveness of improving diabetes care in US federally qualified community health
centers. Health Services Research. 2007;42(6):2174-2193.

» Epstein R, Fiscella K, Lesser C, Stange K. Why the nation needs a policy push on patient-centered care.
Health Affairs. 2010 Aug;29(8):1489-1495.

¢ Anderson RM, Funnell MM, Butler PM, Arnold MS, Fitzgerald JT, Feste CC. Patient empowerment: Results
of a randomized controlled trial. Diabetes Care. 1995;18:943-949.

» Charmel B, Frampton S. Building the business case for patient-centered care. Healthcare Financial
Management. March 1-V 2008.

26 US Department of Health and Human Services. Hospital Compare. http://www.hospitalcompare.hhs.gov.

7 Leape L, Berwick D, Clancy C, et al. Transforming healthcare: A safety imperative. Quality and Safety in
Health Care. 2009;18:424-428.

8 Institute of Medicine. Committee on Quality of Health Care in America. Crossing the Quality Chasm: A New
Health System for the 21st Century. Washington, DC: National Academies Press; 2001.

# Institute for Healthcare Improvement. Improving the Patient Experience of Inpatient Care. htep://
www.ihi.org/IHI/Topics/PatientCentered Care/PatientCentered CareGeneral/EmergingContent/

ImprovingthePatientExperienceoflnpatientCare.htm.

% Browne K, Roseman D, Shaller D, Edgman-Levitan S. Measuring patient experience as a strategy for

improving primary care. Health Affairs. 2010 May; 29:5, 1-5.

© 2011 Institute for Healthcare Improvement


http://www.hospitalcompare.hhs.gov
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm

Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

3! Partnership for Healthcare Excellence. http://www.partnershipforhealthcare.org.

325 Million Lives Campaign. Getting Started Kit: Governance Leadership “Boards on Board” How-to Guide.
Cambridge, MA: Institute for Healthcare Improvement; 2008. htep://www.ihi.org/THI/Programs/Campaign/

BoardsonBoard.htm.

3 Provost L, Miller D, Reinertsen J. A Framework for Leadership for Improvement. Cambridge, MA: Institute
for Healthcare Improvement; February 2006. http://www.ihi.org/THI/Topics/LeadingSystemImprovement/
Leadership/EmergingContent/IHIFrameworkforLeadershipforlmprovement.htm.

3 Reinertsen JL, Bisognano M, Pugh MD. Seven Leadership Leverage Points for Organization-Level
Improvement in Health Care (Second Edition). IHI Innovation Series white paper. Cambridge,
MA: Institute for Healthcare Improvement; 2008. http://www.ihi.org/THI/Results/WhitePapers/
SevenLeadershipLeveragePoints WhitePaper.htm.

35 5 Million Lives Campaign. Getting Started Kit: Governance Leadership “Boards on Board” How-to Guide.
Cambridge, MA: Institute for Healthcare Improvement; 2008. http://www.ihi.org/THI/Programs/Campaign/

BoardsonBoard.htm.

3¢ Balik B, Gilbert J. The Heart of Leadership: Inspiration and Practical Guidance for Transforming Your Health

Care Organization. Chicago: American Hospital Association Press; 2010.

% Institute for Healthcare Improvement. Improving the Patient Experience of Inpatient Care. htep://
www.ihi.org/IHI/Topics/PatientCentered Care/PatientCentered CareGeneral/EmergingContent/

ImprovingthePatientExperienceoflnpatientCare.htm.

%8 Brady C. “Lessons from High-Performing Hospitals: Achieving Patient- and Family-Centered Care.”
Presentation at the CAHPS User Group Meeting on December 5, 2008.

% Gerteis M, Edgman-Levitan S, Daley J, Delbanco TL (eds). Through the Patients Eyes: Understanding and

Promoting Patient-Centered Care. San Francisco: Jossey-Bass; 2002.

4 Machell S, Gough P, Steward K. From Ward to Board: Identifying Good Practice in the Business of Caring.
London: The King’s Fund; 2009.

# Ahmann E, Abraham M, Johnson B. Advances: Changing the Concept of Families as Visitors in Hospitals.
Bethesda, MD: Institute for Patient- and Family-Centered Care; 2002. http://www.ipfcc.org/resources/

advances/index.html.

2 Conway J. Patients and families: Powerful new partners for health care and caregivers. Healthcare Executive.
2008 Jan/Feb;23(1):60-62.

% DiGioia A, Greenhouse P, Levison T. Patient- and family-centered collaborative care: An orthopaedic model.

Clinical Orthopedic Related Research. 2007;463:13-19.

© 2011 Institute for Healthcare Improvement

26


http://www.partnershipforhealthcare.org
http://www.ihi.org/IHI/Programs/Campaign/BoardsonBoard.htm
http://www.ihi.org/IHI/Programs/Campaign/BoardsonBoard.htm
http://www.ihi.org/IHI/Topics/LeadingSystemImprovement/Leadership/EmergingContent/IHIFrameworkforLeadershipforImprovement.htm
http://www.ihi.org/IHI/Topics/LeadingSystemImprovement/Leadership/EmergingContent/IHIFrameworkforLeadershipforImprovement.htm
http://www.ihi.org/IHI/Results/WhitePapers/SevenLeadershipLeveragePointsWhitePaper.htm
http://www.ihi.org/IHI/Results/WhitePapers/SevenLeadershipLeveragePointsWhitePaper.htm
http://www.ihi.org/IHI/Programs/Campaign/BoardsonBoard.htm
http://www.ihi.org/IHI/Programs/Campaign/BoardsonBoard.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ipfcc.org/resources/advances/index.html
http://www.ipfcc.org/resources/advances/index.html

27

Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

# Needleman J. Is what’s good for the patient good for the hospital? Aligning incentives and the business case

for nursing. Journal of Policy, Politics, and Practice Nursing Practice. 2008;9:80-87.

® Berry L. The collaborative organization: Leadership lessons from Mayo Clinic. Organizational Dynamics.
2004;33(3):228-242.

% Berry L, Seltman K. Management Lessons from Mayo Clinic. New York, NY: McGraw Hill; 2008.

7 Gittell . High Performance Healthcare Using the Power of Relationships to Achieve Quality Efficiency and
Resilience. New York, NY: McGraw Hill; 2009.

# Harter J, Wagner R. The Elements of Great Management. Washington, DC: Gallup Press; 2006.
¥ Deming WE. The New Economics. Cumberland, RI: MIT Press; 1994.

%% Johnson B, Abraham M, Conway ], et al. Partnering with Patients and Families to Design a Patient- and
Family-Centered Health Care System. Recommendations and Promising Practices. Bethesda, MD: Institute for

Patient- and Family-Centered Care; 2008. http://www.ipfcc.org/pdf/PartneringwithPatientsand Families.pdf.

5! Wasson J, Anders S, Moore G, Ho L, Nelson E, Godfrey M , Batalden P. Clinical microsystems, part 2.
Learning from micro practice about providing patients what they want and need. Joint Commission Journal

on Quality and Patient Safety. 2008;34:345-352.

52 Beach MC, Sugarman J, Johnson RL, Arbelaez JJ, Duggan PS, Cooper LA. Do patients treated with
dignity report higher satisfaction, adherence, and receipt of preventive care? Annals of Family Medicine.

2005;3:331-338.

53 Davies E, Cleary P. Hearing the patient’s voice? Factors affecting the uses of patient survey data in quality
improvement. Quality and Safety in Health Care. 2005;1:428-432.

> Nutbeam D. The evolving concept of health literacy. Social Science and Medicine. 2008;67:2072-2078.

% Kindig D, Affonso D, Chudler E, et al. Health Literacy: A Prescription to End Confusion. Washington, DC:
National Academies Press; 2004.

>¢ Epstein RM, Alper BS, Quill TE. Communicating evidence for participatory decision making. Journal of the
American Medical Association. 2004;291:2359-2366.

°7 Delbanco T. Health care in a land called people power: Nothing about me without me. Health Expectations
Journal. 2001;4(3):144-150.

58 Picker Institute Europe. Invest in Engagement. http://www.investinengagement.info.

© 2011 Institute for Healthcare Improvement


http://www.ipfcc.org/pdf/PartneringwithPatientsandFamilies.pdf
http://www.investinengagement.info

Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

%9 Zarubi KL, Reiley P, McCarter B. Putting patients and families at the center of care. Journal of Nursing
Administration. 2008;38:275-281.

% Henderson A, Van Eps MA, Pearson K, James C, Henderson P, Osborne Y. “Caring for” behaviours that
indicate to patients that nurses “care about” them. Journal of Advanced Nursing. 2007;60:146-153.

¢! National Patient Safety Foundation. Ask Me 3. http://www.npsf.org/askme3/.

6 Institute for Healthcare Improvement. Teach Back Method. http://www.ihi.org/THI/
Topics/MedicalSurgical Care/MedicalSurgical CareGeneral/ImprovementStories/
StLukesHomeCareNeedsAnticipatedatDischarge.htm.

% Bate P, Robert G. Experience-based design: From redesigning the system around the patient to co-designing

services with the patient. Quality and Safety in Health Care. 2006;15:307-310.

¢4 Haraden C, Resar R. Patient flow in hospitals: Understanding and controlling it better. Frontiers of Health
Services Management. 2004;20:3-15.

 Bisognano M. Nursing’s role in transforming healthcare. Healthcare Executive. 2010 Mar/Apr;25(2):84-87.

6 Sadler BL, Joseph A, Keller A, Rostenberg B. Using Evidence-Based Environmental Design to Enbance Safety and
Quality. THI Innovation Series white paper. Cambridge, MA: Institute for Healthcare Improvement; 2009.
http://www.ihi.org/THI/Results/ WhitePapers/UsingEvidenceBased Environmental Design WhitePaper.htm.

 Frampton S, Charmel P (eds). Putting Patients First, 2nd Edition. Derby, CT: Planetree; 2008.

% Meade C, Bursell A, Ketelsen L. Effects of nursing rounds on patients’ call light use, satisfaction, and safety.
American Journal of Nursing. 2006 Sept;106(9):58-70.

 Josie King Foundation. http://www.josieking.org.

7 Krahn M, Naglie G. The next step in guideline development: Incorporating patient preferences. Journal of the
American Medical Association. 2008;300:436-438.

7! Berlinger N, Wu AM. Subtracting insult from injury: Addressing cultural expectations in the disclosure of
medical error. Journal of Medical Ethics. 2005;31:106-108.

72 Tufano JT, Ralston JD, Martin DP. Providers’ experience with an organizational redesign initiative to promote

patient-centered access: A qualitative study. Journal of General Internal Medicine. 2008;23:1778-1783.

7% Fremont A, Cleary P, Hargraves ], Rowe R, Jacobsen N, Ayanian J. Patient-centered processes of care and

long-term outcomes of myocardial infarction. Journal of General Internal Medicine. 2001;16:800-808.

© 2011 Institute for Healthcare Improvement

28


http://www.npsf.org/askme3/
http://www.ihi.org/IHI/Topics/MedicalSurgicalCare/MedicalSurgicalCareGeneral/ImprovementStories/StLukesHomeCareNeedsAnticipatedatDischarge.htm
http://www.ihi.org/IHI/Topics/MedicalSurgicalCare/MedicalSurgicalCareGeneral/ImprovementStories/StLukesHomeCareNeedsAnticipatedatDischarge.htm
http://www.ihi.org/IHI/Topics/MedicalSurgicalCare/MedicalSurgicalCareGeneral/ImprovementStories/StLukesHomeCareNeedsAnticipatedatDischarge.htm
http://www.ihi.org/IHI/Results/WhitePapers/UsingEvidenceBasedEnvironmentalDesignWhitePaper.htm
http://www.josieking.org

29

Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

74 Smith SP, Barefield AC. Patients meet technology: The newest in patient-centered care initiatives. Journal of
Health Care Management. 2007;26:354-362.

7> Harvard Hospitals. When Things Go Wrong: Responding to Adverse Events. A Consensus Statement of the
Harvard Hospitals. Burlington, MA: Massachusetts Coalition for the Prevention of Medical Errors; March
2006. http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCentered CareGeneral/Literature/
WhenThingsGoWrongRespondingtoAdverseEvents.htm.

76 Allhoff E Jarosch J, Matiasek J, Reenam J, Wynia M. Ethical Force Program Consensus Report. Improving

Communication — Improving Care. Chicago: American Medical Association; 2006.

77 Conway J. “Reflections of Family Voices.” Presentation at the Institute for Healthcare Improvement National
Forum in Orlando, Florida, in December 2005.

78 Conway ], Johnson B, Edgman-Levitan S, Schlucter J, Ford D, Sodomka P, Simmons L. Partnering
with Patients and Families to Design a Patient- and Family-Centered Health Care System: A Roadmap
for the Future. Institute for Family-Centered Care and Institute for Healthcare Improvement; June
2006. http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCentered CareGeneral/Literature/

PartneringwithPatientsandFamilies.htm.

7 Conway ], Nathan DG, Benz EJ, et al. Key Learning from the Dana-Farber Cancer Institutes 10-Year Patient
Safety Journey. American Society of Clinical Oncology 2006 Educational Book, 42nd Annual Meeting, June
2-6, 2006, in Atlanta, GA. 2006:615-619.

8 Shaller D, Darby C. High-Performing Patient- and Family-Centered Academic Medical Centers: Cross-site
Summary of Six Case Studies. Picker Institute; July 2009. hetp://174.120.202.186/ - pickerin/wp-content/
uploads/2010/06/Picker_Report_finall.pdf.

8! Institute for Healthcare Improvement. Improving the Patient Experience of Inpatient Care —
Patient- and Family-Centered Care Assessment. http://www.ihi.org/IHI/Topics/PatientCentered Care/

PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceoflnpatientCare.htm.
8 The Gallup Organization. http://www.gallup.com/consulting/52/Employee-Engagement.aspx.
8 JHI Improvement Map. http://www.ihi.org/imap/tool.
8 THI Improvement Map. http://www.ihi.org/imap/tool.

8 The Joint Commission. Advancing Effective Communication, Cultural Competence, and Patient- and Family-
Centered Care: A Roadmap for Hospitals. Oakbrook Terrace, IL: The Joint Commission; 2010. htep://www.

jointcommission.org/assets/ 1/6/ARoadmapforHospitalsfinalversion727.pdf.

© 2011 Institute for Healthcare Improvement


http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/Literature/WhenThingsGoWrongRespondingtoAdverseEvents.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/Literature/WhenThingsGoWrongRespondingtoAdverseEvents.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/Literature/PartneringwithPatientsandFamilies.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/Literature/PartneringwithPatientsandFamilies.htm
http://174.120.202.186/~pickerin/wp-content/uploads/2010/06/Picker_Report_final1.pdf
http://174.120.202.186/~pickerin/wp-content/uploads/2010/06/Picker_Report_final1.pdf
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/EmergingContent/ImprovingthePatientExperienceofInpatientCare.htm
http://www.gallup.com/consulting/52/Employee-Engagement.aspx
http://www.ihi.org/imap/tool
http://www.ihi.org/imap/tool
http://www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf
http://www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf

Innovation Series: Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care 30

% Institute for Healthcare Improvement. Patient- and Family-Centered Care Organizational Self-Assessment
Tool. Available at: http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCentered CareGeneral/Tools/

PatientFamilyCentered CareOrganizationalSelfAssessmentTool.htm.

8 DiGioia AM, Embree PL, Shapiro E. Go Guide: Transform Care in 6 Steps. The Patient- and Family-Centered
Care Methodology. Pittsburgh, PA: The Innovation Center at Magee-Women’s Hospital of UPMC; 2008.
http://www.innovationctr.org/ PDF/GoGuide.pdf.

8 Institute Healthcare Improvement — Improvement Map resources for evidence-based care. http://www.ihi.

org/IHI/Programs/ImprovementMap/.

© 2011 Institute for Healthcare Improvement


http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/Tools/PatientFamilyCenteredCareOrganizationalSelfAssessmentTool.htm
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/Tools/PatientFamilyCenteredCareOrganizationalSelfAssessmentTool.htm
http://www.innovationctr.org/PDF/GoGuide.pdf
http://www.ihi.org/IHI/Programs/ImprovementMap/
http://www.ihi.org/IHI/Programs/ImprovementMap/

White Papers in IHI’s Innovation Series

(] [&] (=] (8] [&] (%] [&] [&] (=] [8] [] [=] [5] [o] [«] [+] [&] [»] [~]

B Rl [ 8]

Move Your Dot™: Measuring, Evaluating, and Reducing Hospital Mortality Rates

Optimizing Patient Flow: Moving Patients Smoothly Through Acute Care Settings

The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement
Improving the Reliability of Health Care

Transforming Care at the Bedside

Seven Leadership Leverage Points for Organization-Level Improvement in Health Care (Second Edition)
Going Lean in Health Care

Reducing Hospital Mortality Rates (Part 2)

Idealized Design of Perinatal Care

Innovations in Planned Care

A Framework for Spread: From Local Improvements to System-Wide Change

Leadership Guide to Patient Safety

IHI Global Trigger Tool for Measuring Adverse Events (Second Edition)

Engaging Physicians in a Shared Quality Agenda

Execution of Strategic Improvement Initiatives to Produce System-Level Results

Whole System Measures

Planning for Scale: A Guide for Designing Large-Scale Improvement Initiatives

Using Evidence-Based Environmental Design to Enhance Safety and Quality

Increasing Efficiency and Enhancing Value in Health Care: Ways to Achieve Savings in Operating
Costs per Year

Reducing Costs Through the Appropriate Use of Specialty Services

Respectful Management of Serious Clinical Adverse Events

The Pursuing Perfection Initiative: Lessons on Transforming Health Care

Achieving an Exceptional Patient and Family Experience of Inpatient Hospital Care

All white papers in IHI’s Innovation Series are available online at www.ihi.org and can be downloaded at no charge.

INSTITUTE FOR
HEALTHCARE
IMPROVEMENT

20 University Road, 7th Floor ® Cambridge, MA 02138 ¢ (617) 301-4800 * www.IHI.org


http://www.IHI.org

8.B.

COMPLAINTS/
COMPLIMENTS



THE PATIENT EXPERIENCE

PATIENT COMPLAINTS AND COMPLIMENTS

Patient Complaints

The graphs demonstrate the total number of patient complaints the hospital receives by
department and year. With such a low number it is difficult to identify any trends except to say
that patient complaints are more likely to occur in the Emergency Department and in the acute
side of the organization rather than Home Health and the Skilled Nursing Facility.

Patient Complaints by Department and Year
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Key: BC = Birth Center; ED = Emergency Services; Surgery = inpatient and outpatient surgical services; IP
= Medical Surgical or ICU care; Ancillary = Nutritional, Rehabilitative, Medical Imaging or Laboratory
services; MD Care = specific physicians care concerns; HH = Home Care; SNF = Skilled Nursing Facility; &
Plant = Facilities and environment of care.



Our total number of complaints per year are: 2009 (42); 2010 (66); 2011(81). While it may
appear that there is a trend upward in total number of complaints, it does not mean that care
concerns have increased. Leadership expectations now require bedside shift reporting, hourly
rounding, and follow-up discharge or post visit/procedure phone calls that increase the
opportunity for our patients to share their concerns. It may be the case that we are now
capturing more complaints than before as the culture has changed to value complaint reporting
in order to fix problems, improve services, and address service recovery in a timely manner.

A review of the 2011 outliers identified complaint origins surrounding changes in the
Emergency Department and Surgery Services Leadership, a disgruntled employee, and the
Skilled Nursing Unit physical challenges may also have contributed to the increase in complaints
in those areas.

Examples:
e A missed fracture in the Emergency Department
e A caregiver was rude or demonstrated unprofessional behavior
e Strong odor of bleach
e Blueberries with mold on the breakfast tray

What happens when we receive a complaint?

Patient complaints are handled on an individual basis and require respectful and active
listening. The Notification form (example attached) is the communication tool for tracking and
trending complaints. The Patient Complaint/Grievance Process chart (also attached) provides
an organizational guideline to Leadership. Patient complaints are addressed at the
Administrative Team meeting each Tuesday for issue, action plan and resolution accountability.

Patient Compliments

The hospital has not tracked compliments that are received from patients and their families
until this year. To obtain a balanced picture of the patient experience, it is important to look at
both complaints and compliments along with the results of patient satisfaction surveys. We
don’t capture them all but they are on the increase!



2011 Data

Patient Compliments Summary:2011
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Key: BC = Birth Center; ED = Emergency Services; Surgery = inpatient and outpatient surgical
services; [P = Medical Surgical or ICU care; Ancillary = Nutritional, Rehabilitative, Medical Imaging
or Laboratory services; MD Care = specific physicians receiving compliments; HH = Home Care; SNF
= Skilled Nursing Facility; and Employee = specifically named employees.

Examples:

e Our thanks to all the great doctors and associates in the ER; don’t know what we
would have done without them!

e | always receive the same caring, loving treatment every time | use the hospital.

e Your passion for your work and devotion is outstanding!

e When you are in need and feel helpless, you remember the kindness of strangers,
thank you for the competent staff and the excellent healing care | received.

e Something has happened at Sonoma Valley Hospital — | had a five star healing
experience at a five star healing center!

What happens when we receive compliments?

Compliments come to us by mail, e-mail, verbal reports to staff/ physicians in the community,
the Foundation etc., and they are routed to either Administration or to the Chief Quality
Officer. The Chief Quality Officer generates a letter from the CEO acknowledging the
compliment and thanking the person for taking the time to share their appreciation. The Chief
Quality Officer arranges for them to be scanned into an email and sent out to leadership.
Leadership shares them with their staff. Compliments are then placed in the employee’s HR file.
Physicians receive compliments from the Department Medical Directors or the Staff Directors
of the department. The Chief Quality Officer maintains a file of all correspondence.
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