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PATIENT EXPERIENCE –
A UNIVERSAL TRUTH



IN OUR SESSION, ATTENDEES WILL HAVE 
OPPORTUNITIES TO:

• Identify the relevance of international research to their health 

care system

• Share key leverage points around the changes required within 

organizations to put patients at the center of care



LET’S GET ONTO THE SAME PAGE…..

Patient Experience

Person-Centered Care

The patient's cumulative evaluation of the journey 

they have with you, starting when they first need you 

and based on their clinical and emotional interactions.   

Journal Patient Experience 2014 1:7

Treating patients as persons & partners, involving 

them in planning their health care and encouraging 

them to take responsibility for their own health

Cochrane Review 2003



WHY IS PATIENT EXPERIENCE IMPORTANT?

The data:

• Improved patient safety

• Improved clinical effectiveness

• Better use of resources

• Crosses equity issues

• Improved staff experience



PARTNERSHIP & 
COLLABORATION



PFCC and PFACs

What is a PFAC?
A Patient and Family Advisory Council (PFAC) partners patients 
and families with members of the healthcare team to provide 
guidance on how to improve the patient and family 
experience.

Through their unique perspectives, they give input on issues that 
impact care, ensuring that the next patient or family member’s 
journey is easier.

~Meghan West and Laurie Brown, BJC Healthcare



THE ROLE OF LEADERSHIP

Leadership support is important for new and 
evolving PFACs.

In many ways, focus within PFACs follow the 
goals, initiatives and challenges on the 

radar of leadership. 

Leadership can be helpful with even when 
time is limited:

• Bring ideas, challenges and new plans to 
the council as far upstream as possible

• Visit from time to time to offer thanks, 
guidance and motivation



PFAC MODELS: START WITH PFAS OR PFACS?

• Faster launch

• More direct mentoring needed

• Frontline Engagement 

PFAs working in org 
more independently 
(peer rounding, on 

committees)

• Slower launch

• Less risk

• High level engagement

PFACs with staff coming 
to PFAS

• Easier buy-in for resistant leaders

• Often leads to formation of PFAC

• Detailed feedback re 1 specific item

Focusing on Focus 
Groups

Structure



STANDARD STRUCTURE FOR PFACS
(OTHERWISE THEY MAY NOT BE PFACS)

Patients and family 
members (80%)

Staff (20%)

Visitors

Adapted from Dana Farber PFAC 

model: 1997



Structure

WHO SITS AT 

THE TABLE?

Patient-Family Advisors/volunteers

Select a multi-disciplinary staff:

• Senior leadership (VP, COO, etc.)

• Physicians

• Clinic/unit directors

• Front-line staff (RNs, PAs, etc.)

• Patient Advocates



Structure

PFAC LEADERSHIP

CO-CHAIR 

2: 

Patient/Fami

ly Advisor

CO-CHAIR 1: 

Clinical/Administrati

ve Leader



WHAT IS MY ROLE?

Structure

Feedback 

projects, initiatives, 
experiences, 
philosophies

Guidance

topics/ 
approaches that 

have impact

PFAs
Staff 

Advisors



PFAC PROJECTS & INITIATIVES

Communication

Patient/Family Education

Way-Finding

Policy Co-Design



D I S C U S S  W I T H  T H E  P E R S O N  N E X T  T O  Y O U .

W H A T  Q U E S T I O N S  D O E S  T H I S  T E C H N I Q U E  B R I N G  U P ?

HOW COULD YOU USE THIS IN 
YOUR PRACTICE?



BEFORE ANY PFA PARTNERSHIP:
TRAINING



HOW DO WE MEASURE THIS WORK?

• Usually program-specific but they are 

out there

• Issue to address: inadequate prep for 

colonoscopies

• 20% reduction in repeat colonoscopy 

due to inadequate prep (Kaiser, DC, 

Capitol Hill Outpatient Surgery Team)



GLOBAL 
LANDSCAPE

PFAC 
Table

Task 
Groups

Speaking 
within 
organization

Peer 
Rounding

“Patient 
Shadowing” 

PFAs in 
RCAs

PFAs at the 
board level

Experience 
Based Care 
Co-Design



I N F O R M A T I O N  S H A R I N G :  T H E  E X C H A N G E  O F  I N F O R M A T I O N  I S  O P E N ,  
O B J E C T I V E ,  A N D  U N B I A S E D .

TOOLS TO HELP YOU
1. PATIENT & FAMILY ROUNDING



THE TRADITIONAL MODEL OF ROUNDS

• Timing primarily based on physician schedule.

• Information primarily transmitted from physician to patient.

• Goals for hospitalization are not always explicit.

• Other members of the care team are not necessarily 
present.

• Teaching of students takes place separately.



PATIENT- AND FAMILY-CENTERED ROUNDING

• What is it?

• A model of communicating and 

learning between the patient, family, 

medical professionals, and learners 

• Bedside interdisciplinary rounds 

• Patient and family share in control of 

management plan

• (vs. traditional teaching rounds)

• Johnson BH. Family-centered care: Four decades of progress. Families Systems & Health.

2000;18:137–56.



BASICS OF BEING AT THE BEDSIDE

• Patient- and Family-Centered Rounds start at admission

• Elicit family preferences

• Explain process and roles

• Nurse and/or MD driven

• Clarify family or patient preference in the morning

• Those who opt in far outnumber those who opt out the morning of rounds (>90% 

opt in)



BASICS OF BEING AT THE BEDSIDE

• Non-verbal core concepts

• Positioning of team and key members to include family

• Respecting family’s space

• Eye contact and body language

• Verbal core concepts

• Introductions: Names and roles

• Invitation to participate:  “Please interject…”

• Member of team:  “You are the expert….”



BASICS OF BEING AT THE BEDSIDE

• Multidisciplinary presence and role

• Patient/family

• Bedside nurse

• Charge nurse/discharge planner

• Allied health:  Respiratory Therapy, Nutrition, Social 

Work…

• Attending physician

• Trainee physicians and nurses



PATIENT- AND FAMILY-CENTERED ROUNDS

• Patients and families are viewed 

as partners, not visitors.

• Patients and families have a 

range of choices in how they can 

participate in rounds.

• Efforts are made to schedule 

rounds to fit family availability.
Cincinnati Children’s Hospital Medical 

Center

2008 Recipient of Picker Award for 

Excellence in the Advancement of Patient-

Centered Care



LITERATURE SEARCH

Strong evidence that patients like bedside rounds

Suggested key elements for success:
• Introductions

• Nurse presence

• Use understandable language

• Allow/invite patients to participate

• Special care with physical exam/social history

Knoderer HM. Inclusion of parents in pediatric subspecialty team rounds: Attitudes 
of the family and medical team. Acad Med. 2009;84:1576-1581.



MORE EVIDENCE

Concord, NH Cardiac Surgery Program

• Following initiation of collaborative rounds

• Mortality decreased by ½

• Increased patient satisfaction (to 99th percentile 

nationally)

• Greater staff satisfaction

• “Flat Hierarchy” saves lives

Uhlig, P. N., Brown, J., Nason, A. K., Camelio, A., & Kendall, E. (2002). System innovation: Concord Hospital. The Joint 
Commission Journal on Quality Improvement, 28(12), 666-672. 



MORE EVIDENCE. . . 

Cincinnati Children's Hospital Medical Center:
Rounds take 20% longer

• Overall daily time per patient is reduced

Patients/families benefit

• 85% participate; satisfaction increased

Staff feel more knowledgeable about the care plan

Errors in orders decreased from 9% to 1%

Education improved

• Faculty, students, and residents all report increased satisfaction

 Muething, S. E., et.al. (2007). Family-centered bedside rounds: A new approach to patient care and teaching. 
Pediatrics, 119(4), 829-832. 



PATIENT- AND FAMILY-CENTERED ROUNDING
COMMON CONCERNS

Not enough time!

• Time used more efficiently: saves time

• Concord Hospital Adult Cardiac/Thoracic Step-down Unit: staff felt slight 

increase in time early in day, saves time later.

• 2009 Adolescent Medicine Unit(Pittsburgh)

• Added 2.7 minutes per patient

• 2007 Cincinnati Children’s Hospital Medical Center: added 20% time to rounds 

• Knoderer HM. Inclusion of parents in pediatric subspecialty team rounds: Attitudes of the family and 

medical team. Acad Med. 2009;84:1576-1581.



1. Try it- start small with one or two patients.

2. Review patient list to determine if there are some 

patients who may not benefit for patient- and family-

centered rounds.

• Personal preference.

• Altered mental status with no family.

• Sensitive social/health issues

3, Explain “why” every time with every patient.

4. At the doorway:

• Intern goes in first: asks permission (again).

• As group comes in, reminds patient/family why rounds are 

conducted in this manner.

“THE HOW TO” FOR PATIENT- AND 
FAMILY-CENTERED ROUNDS



“THE HOW TO” FOR PATIENT- AND FAMILY-CENTERED 
ROUNDS

5. In the room:
• Discuss with team (including patient and family). 

• Switch pronouns to engage listeners: “You” not “she.”

• Give patient permission to “tune out.”

• “I’m going to run through all of your lab results for the team. I will translate the important 
ones for you at the end.”

• Ask nurse and patient and family for input at selected times.

• Its family-centered rounds NOT family-dominated discussion

6. Ask permission to teach.
• Patient and family should know when someone is teaching and not specifically 

discussing their case 

7. The Conclusion.
• Strong summary and “Plan for the Day.”

• Who is on call.

• When someone will return.



HOW WOULD YOU USE THIS 
INTERVENTION?

D I S C U S S  W I T H  T H E  P E R S O N  N E X T  T O  Y O U .

W H A T  Q U E S T I O N S  D O E S  T H I S  T E C H N I Q U E  B R I N G  U P ?



COMMON PITFALLS

• It must be mutually beneficial.

• Not “show how smart you are” rounds

• Not “family-dominated rounds”

• Physicians set collaborative tone for encounter

• It's still a presentation.

• Beware the double meanings of speech!

• Condense the History and Physical information.

• It can't take all day. It shouldn't take all day.

• Residents need feedback on presentation technique.

• Not everything written can nor should be said!



I N F O R M A T I O N  S H A R I N G :  T H E  E X C H A N G E  O F  I N F O R M A T I O N  I S  O P E N ,  
O B J E C T I V E ,  A N D  U N B I A S E D .

TOOLS TO HELP YOU
2. PATIENT SHADOWING



PATIENT SHADOWING FROM ANTHONY DIGIOIA MD 
FOUNDER OF GO SHADOW, LLC, & THE PFCC METHODOLOGY 

AND PRACTICE

• What is Shadowing?

Shadowing is the direct and real time observation of 

patients/ families as they move through an experience 

in virtually any setting (doctor’s office to hospital). 

Shadowing is the process by which we capture and 

document objective and subjective details of the way 

patients and families view their experience



WHY USE SHADOWING?

“I am no longer a fan of surveys. Everyone always told us how nice we 

were, and gave us high scores. Shadowing, however, showed us our real 

opportunities to improve the patient experience.”

Executive Director

Major Health Service Organization



KEY STEPS IN SHADOWING

• Choose a care experience, deciding when this starts and ends

• Observe the experience, recording details of timing, contacts, where the 
patient is 

• Include subjective observations – why was an interaction so helpful?

• Repeat and collate findings

• Review to identify what matters to patients



HOW COULD YOU USE THIS IN YOUR 
PRACTICE?

DISCUSS  WITH  THE  PERSON NEXT  TO Y OU.

WHAT QUEST IONS  DOES  TH IS  TECHNIQUE  BR ING UP?



THANK YOU-
WE HAVE COVERED A LOT OF GROUND 

TODAY AND HOPE THAT WE HAVE 
SHARED GOOD IDEAS WITH YOU TO MAKE 

HEALTH CARE EVEN MORE 
PATIENT CENTERED
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