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Abstract
Health care is a complex business currently undergoing extensive reform. These changes require
new methods of care deliver and ways in which health care organizations are operating. At the
forefront of this change effort is the 2010 Patient Protection and Affordable Care Act, which is
transforming health care from a volume-based, fee-for-service process to the delivery of services
that have value, improve quality outcomes, increase satisfaction, elicit greater efficiency,
demonstrate improved safety outcomes, show cost-effectiveness, promote better access to
services, and result in high reliability between providers and organizations. The goal of
providing a more positive health care experience is mandated within these reform efforts. There
is an increasing amount written about the benefits of improving the patient experience in the
inpatient setting, but operational direction is lacking. Additionally, while there is much
discussion about the benefits and specific elements of patient-centered care, the benefit of
implementing patient-centered care in relation to improving the patient experience is minimal.
This 15-month demonstration project was designed and implemented to demonstrate that the
implementation of patient-centered care will result in the improved patient experience of care,
with results meeting the goal of improving value within the health care reform effort. The
implementation of these improvements has resulted in a major culture change within the
organization, which will lead to continual process improvements yielding improved quality
outcomes, increased safety within the care delivery methods, improved service excellence,
greater satisfaction of the patient experience of care, and demonstrate financial benefits resulting
in lower costs, better utilization of services, and better access.

Keywords: patient experience, patient-centered care, health care culture, change leadership,
Value-Based Purchasing, HCAHPS, community hospitals, health care reform
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Improving the Patient Experience by Implementing Patient-Centered Care
in a Community Hospital

Introduction
Background
Health care has become a very complex business. Increasing competition, advances in
technology, shortages in health care professionals, and changing reimbursement models have
made the provision of care not only complex, but cumbersome, laden with multiple barriers and
dysfunctions due to increased regulatory oversight, complex payment structures, and systems
operating within an outdated structure. Within these complex systems, there seems to be a lack
of focus on the patient and what is most important to them as consumers of the services
delivered, leading to unmet expectations.
As health care systems continue to focus on technology and reimbursement for sustained
operations, we must not lose sight of the reason the organization exists – to provide care for
patients. Additionally, as the focus on health care quality continues, the emphasis on service and
service delivery has been compromised. To combat these changes and refocus care on the
individual patient, initiatives need to be instituted to balance the components of technology,
quality, supportive reimbursement, and financial models with those of improved care delivery
and service excellence. To achieve this goal, service excellence components need to be moved
to the forefront to develop a culture of putting the patient first. This demonstration project will
verify that adding a patient- and family-centered focus can result in a more patient-centric
environment in which health care can be delivered, while promoting exceptional outcomes and
providing engagement and satisfaction for patients, families, employees, and providers. This
change in culture and operational processes will improve the patient experience of care.
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The goal of achieving high value, high quality health care was introduced by the creation
of The Triple Aim, which emphasizes improvements on the individual experiences of care,
improving the population health, and reducing the cost of care for all involved (Berwick, Nolan,
and Whittington, 2008). Focused government, public, and private initiatives are guiding how
health care is designed, delivered, and evaluated, with the goals of creating health care that is
highly reliable, value-focused, patient-centered, and which yields high quality and safe
outcomes, in addition to improving patient experience results. Not only are the payers initiating
these reform efforts, but public, private, and consumer groups are taking the lead to make
significant changes in health care. Currently, wide variations in care exist among service
providers, staff, the processes of care delivery, and the relationships between organizations,
providers, and patients. The creation of a health care system with high reliability with no
variations is necessary to promote quality, safety, and increased satisfaction (Chassin and Loeb,
2013). All parties are calling for major change initiatives to improve care outcomes and patient
satisfaction by establishing service excellence models (Kirby, 2005). Health care, while
continuing to be focused on providing quality services by competent professionals, must be
expanded to include the total patient experience of care (Pine & Gilmore, 1998).
Value-based purchasing in the era of health care reform. In March 2008, the Centers
for Medicare and Medicaid Services (CMS) launched the Value-Based Purchasing program in an
effort to add value to health care services. Based on requirements mandated in the Patient
Protection and Affordable Care Act of 2010 (ACA), funds for inpatient hospital services must be
linked with value and quality measures (42 U.S.C. § 18001 (2010). These measures are based on
core measures of quality, efficiency, processes of care, clinical outcomes, safety, and the patient
experience of care (CMS, 2014). The Value-Based Purchasing program is an incentive program
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designed to promote improvement continually over time and is thought to be the catalyst in
transforming health care by rewarding the changes necessary to provide needed changes within
the complex health care structure (Tompkins, Higgin, & Ritter, 2009). As currently designed,
funds will be created by reducing Medicare payments for all participating hospitals. These
withheld funds will be distributed back to hospitals based on yearly demonstrated quality
performance measurements and levels of improvement from previous years. The process of care
measures will decline over time, while the measures evaluating the experience of care, outcomes,
and safety will increase (Raso, 2015).
The Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS,
2015) survey, also known as HCAHPS, utilized the CAHPS® Hospital Survey methodology and
is a standardized survey instrument introduced and utilized since 2006. It was designed by the
Centers for Medicaid and Medicare Services and the Agency for Healthcare Quality and
Research to capture information on hospitalized patients' perspectives of hospital care as a part of
the Consumer Assessment of Healthcare Provider Survey (CAHPS) project. As it was designed,
the goals of the CAHPS project are (a) to capture comparable standardized data on patients'
perspectives of care, allowing objective comparisons between different hospitals; (b) to become
the tool for public reporting of health care experiences from a patient perspective; and (c) to
create a mechanism for public reporting, thereby creating a sense of public accountability and
transparency about hospital care. The HCAHPS Survey is composed of 25 questions divided
into 10 major categories related to the patient experience: communication with doctors,
communication with nurses, responsiveness of hospital staff, cleanliness of the hospital
environment, quietness of the hospital environment, pain management, communication about
medicines, discharge information, recommendation of hospital services, and the overall rating of
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hospital services and care delivery. Other questions relate to patient demographic data
(Ketelsen, Cook, & Kennedy, 2014, pp 1-48). Public reporting of performance information is
designed to help consumers make decisions about care providers and to improve care by
eliminating those organizations with lower scores (Elliott et al., 2010). Tying the patient
experience to financial incentives has demonstrated benefits in improved patient experiences,
efficiency, safety, hospital reputation, outcomes of care, and performance (Stanowski, Simpson,
& White, 2015; Zhao, Haley, Spaulding, & Balogh, 2015). The key to making the necessary
changes to receive the incentive payment requires dedication within the organization to promote
culture change, dedicated leadership and direction, strong employee engagement, and a program
to continually measure and apply improvement techniques (Keith, Doucette, Zimbro, &
Woolwine, 2015). While these elements of change are required to make improvements in all
measures of the Value-Based Purchasing program, they are especially necessary in improving
the patient experience of care.
Patient experience. Patient experience is defined as the sum of all interactions shaped
by an organization’s culture that influence patient perceptions across the continuum of care
(Wolf, Niederhauser, Marshburn, & LaVela, 2014). In the 1980’s, The Picker Institute, founded
and led by Dr. Harvey Picker, compiled the nine domains of a quality patient experience,
including (a) respect for patients’ values; (b) consideration of patient preferences and expressed
needs; (c) increased coordination and integration of care; (d) improved access to information,
communication, and education; (e) focus on physical comfort; (f) increased emotional support;
(g) alleviation of fear and anxiety; (h) increased involvement of family and friends; and (i)
development of supportive transition and continuity of care techniques (in Gerteis, EdgmanLevitan, Daley, & Delbanco, 2002, pp 5-11). It is reported that the patient experience is strongly
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linked with the expectations of the patient and is a major determination of the perception of
satisfaction noted (Bowling, Rowe, and McKee, 2013). The focus on the patient experience has
accelerated within the past few years due to the increase in competition within the health care
industry and increasing consumerism in health care. Also, the increased demand to improve
patient loyalty, quality and outcomes, market share, and reputation to maintain strong financial
returns has been a major driving force behind this initiative (Hibbard, Stockard, & Tusler, 2005).
The patient experience movement has received heightened attention with the introduction
of the Value-Based Purchasing program and its impact on hospital reimbursement based on
performance outcomes and the perceived level of patient satisfaction with the care provided.
The Beryl Institute, the leading professional association in the patient experience movement,
conducted a survey of over 1,000 hospital leaders and found that improving the patient
experience was the top priority by over 70% of the respondents (Beryl Institute, 2015). In a
sentinel article published in 2008, Jha, Oray, Zheng, and Epstein state that a focus on the
individual patient experience leads to significant improvement in the overall perception of care
in hospitalized patients. This improvement also has significant benefits to improve the quality
and safety outcomes that patients experience while in the hospital (Isaac, Zaslavsky, Cleary, &
Landon, 2010). Another study showed a significant improvement of patient satisfaction linked
with better utilization of resources, decrease in cost of services, and a marked improvement in
mortality rates (Fenton, Jerant, Bertakis, & Franks, 2012). With a direct linkage between service
and satisfaction, improving the patient experience should be a major initiative in all settings of
health care delivery (Small et al., 2008). The improvement in patient experience can be
accomplished by new processes, new services, special amenities, and environmental design. The
most consistent way to improve the experience of patients is by providing consistent,
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personalized, and reliable care for the patients, which especially includes the nursing care
delivered (Kutney-Lee et al., 2009).
To achieve the goal of improving the patient experience, it is necessary to design and
develop processes, systems, and programs that are built with a patient-centric focus. These
changes can only be implemented with a major organizational shift in culture, which requires a
strong commitment from the organization’s core mission, its leadership, and the willingness to
develop and measure improvements that address the goal of improving the patient experience
and place it at the forefront in all strategic and operational initiatives. One method to achieve
this task is to implement a patient-centered care philosophy into the organization.
Patient-centered care. In 2001, the Institute of Medicine (IOM) published its sentinel
work Crossing the Quality Chasm: A New Health System for the 21st Century, identifying six
aims for a high-quality health care system: (a) safety, (b) effectiveness, (c) timeliness, (d)
patient-centered, (e) effective, and (f) equitable. This recommendation, in addition to other
programs, provided a strategic roadmap for health care improvement initiatives. Patient-centered
care (PCC), was first introduced by Balint and colleagues in the 1970s, so it is not a new
concept, but one that has received a new emphasis in recent years due to the rise in health care
consumerism (in Balik, 2011). PCC, while focused on the patient and their healthcare
experience, is closely related to the concepts of patient- and family-centered care (PFCC) and
person- and family-centered care, but differs in scope, concept, and outcomes. Patient-centered
care is defined as an approach and philosophy to the planning, delivery, and evaluation of health
care that is grounded in mutually beneficial partnerships among providers, patients, and families
(Abraham & Moretz, 2012). The Institute for Patient- and Family-Centered Care defines PFCC
as an approach to the planning, delivery, and evaluation of health care that is grounded in
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mutually beneficial partnerships among health care providers, patients, and families. Four key
concepts of the PFCC model are respect and dignity for the individuality of the patient and their
wishes, information sharing between the health care providers and the patient, participation in
the decision making and health care planning processes, and collaboration between all members
of the health care team (Institute for Patient- and Family-Centered Care, 2010).
In 2010, the American Hospital Association (AHA) instituted the Hospitals in Pursuit of
Excellence (HPOE) initiatives and in 2013 developed a framework and plan to engage healthcare
users (American Hospital Association, 2010; American Hospital Association, 2013). The Center
for Medicare and Medicaid Services (CMS) initiated the Partnership for Patients (PfP) with the
goal that organizations would become more patient- and family-centered in their care delivery
processes (CMS, 2010). The Agency for Healthcare Research and Quality (AHRQ) developed a
guide to promote patient and family engagement in an effort to promote quality and improve
patient safety (AHRQ, 2013). With the new focus on value, environment, interpersonal
relationships, and consumer choice that these initiatives instituted, the experience as a patient can
be transformed to be more positive and patient-focused, with better communication, more patient
involvement in decision making, and produce better outcomes and increased level of satisfaction
(Browne, Roseman, Shaller, & Edgman-Levitan, 2010; Fottler, Ford, Roberts, & Ford, 2000;
Ryan, Kinghorn, Entwistle, & Francis, 2014).
To design the care delivery system to be more patient-centric and patient-focused is the
foundation of the patient experience movement. To achieve this goal, we need to have patients
more involved in their care and engaged in the care delivery process. The success of today’s
health care market is dependent on the strong partnerships between health care organizations,
physician providers, nurses, and support service staff, as well as patients, to achieve the
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outcomes necessary to meet expectations. In a service organization, such as health care, one of
the largest assets is the customer’s loyalty, and confidence. Bertakis and Azari (2011) report that
PCC results in better utilization of health care resources and can actually decrease resource
utilization by linking the patient’s desires with the available resources; while Epstein, Fiscella,
Lesser, and Stange (2010) state that while PCC is currently a popular concept within health care
because of the improved outcomes, more emphasis needs to be placed on the actual
implementation of the principles by providing instruction, supporting implementation of the
elements of PCC, and assuring that skills are maintained and utilized in the care delivery process
for all health care professionals.
The philosophy of PCC involves the increased involvement of patients and families in the
planning, design and health care delivery, and should be included in assisting organizations to
make decisions about policies, formulate processes, assist in the design new services, and
provide input and approval to changes. The AHRQ (2013) provides support and resources for
assisting hospitals and hospital leaders in implementing patient- and family-focused services,
with tools for promotion, program planning and design, involving patients and families, and
creating tools for the measurement and evaluation process to determine the outcomes.
Patient- and family-centered care is made up of different elements and practices, all based
on the overall goal of building and improving the relationship between the patients, families, and
providers. Some elements of PCC include open visitation hours, open access of health care
information, bedside shift reporting, daily communication and planning of care involving the
patient and family, hourly rounding, allowing family to be present during all care delivery and
procedures as desired, care transition family conferences, post-discharge telephone calls to assess
care transition, and the implementation of patient and family advisory councils.
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Patient-centered care provides a mechanism to allow involvement of patients and families
in their care, which examined with the lens of the patient experience of care, are one of the key
components within the value-based health care program. The focus on creating high-value
health care has created an evolution of measures to link the patient-centeredness, clinical quality,
and overall patient satisfaction of care delivered within the hospital setting (Zimlichman,
Rozenblum, & Millenson, 2010). While difficult to measure specific elements of PCC, an
increase of patient-centered initiatives has been shown to equate with overall improvements in
quality, safety, and satisfaction (Groene, 2011). Additionally, better communication, more
integrated care delivery processes, and decrease in service delivery gaps are appreciated (Dabney
& Tzeng, 2013). Patient-centered care is associated with improved health status of patients
overall, improved health care delivery efficiency, improved perception of satisfaction, increased
meeting of expectations, and improved quality and service excellence benchmarks (Stewart et
al., 2000).
While the application and initiation of PCC programs varies among facilities, Hobbs
(2009) demonstrated that the programs must contain therapeutic engagement and interactions
between the patient, nurses, physicians, and other providers, with particular focus on caring,
patient communication, sharing of control for decisions, and the integration of the decision
making process. It has been demonstrated that community hospitals with high levels of patientcenteredness have higher patient satisfaction, increased patient volumes, reduction in malpractice
claims, greater efficiency, and increased revenue (Charmel & Frampton, 2008). In a randomized
qualitative study conducted at a community hospital, Small et al. (2008) indicate that the
involvement of patient and families has a direct relationship between services delivered and
patient satisfaction. This involvement has proven to reduce the adverse events in hospitals by the

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

17

identification of barriers to quality PCC (Berger, Flickinger, Pfoh, Martinez, & Dy, 2014). The
outcome of having a patient-centric focus demonstrates that patients will be more engaged in
their care, resulting in a strong positive impact on financial successes, loyalty among consumers,
a stronger competitive advantage, and results in more treatment compliance (Natale & Gross,
2013).
For organizations to adopt patient- and family-centered care, several attributes and
processes are required, such as committed leadership, focused strategic vision, active
communication strategies, adequate resources to support staff and providers, accountabilities and
incentives to support adoption, and involvement of patients and families in the design of the
processes (Luxford, Safran, & Delbanco, 2011). While many benefits are known, some
negatives are also frequently discussed, such as the necessity to change the culture, cost of the
implementation process, the necessity for all staff to adopt these processes, and the requirement
of more staff to maintain these practices (Luxford et al., 2011). As health care moves toward a
more patient-centered orientation, the emphasis is on assessing the willingness and abilities of
patients and families to engage in making decisions about their own care (Hibbard, 2004). One
example of the integration of technology being utilized to increase patient engagement is the
provision of access for the patient to their electronic health record information, which resulted in
a higher level of satisfaction, increased understanding of their care, improved engagement, and
better compliance to behaviors prescribed by their physicians (Prey et al., 2014).
The belief that allowing patients and families a voice in the delivery model would be
disruptive to patient care routines has been shown to be incorrect and in actually promoted better
service delivery and can lead to additional innovations and care improvements. In a 2001
sentinel study, Scott asked if health care professionals were actually listening to the patient’s in
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planning and delivering their care. Others have promoted designing care with the patient and
families at the center of the delivery process (Zarubi, Reiley, & McCarter, 2008). While patients
and family members have become more involved in recent years, their focus is often on their
lived experiences and the resultant outcomes. Although, patients may not be knowledgeable of
the complexities of health care outcomes, they know what they experience and what they expect.
Previous research on the correlation between quality of clinical care and patients’ experiences
demonstrated mixed results, with studies showing that patients are satisfied with the quality of
clinical care, but they feel that the patient experience is lacking. With Value-Based Purchasing,
these service goals, measured by HCAHPS, not only measure patient loyalty, but also may
provide financial gain and improve market share and patient loyalty (Natale & Gross, 2013).
DiGioia, Lorenz, Greenhouse, Bertoty, and Rocks (2010) demonstrated that in both community
and academic-based urban hospitals, patient-centric health care can improve the patient
experience without increasing the cost of services.
Patient-centered care must not only be focused on the patient, but the emphasis should be
designed by the patient and for the patient with the best interest of the patient and family at its
heart (Grob, 2013). One innovation that has demonstrated very strong results within the PCC
movement is the adoption and use of patient and family advisory councils (PFACs) within the
health care organization. These advisory structures allow patients and families to be more
involved in organizational decision making, creating a vehicle for in-depth involvement within
the design of practice and delivery of health care (Zarubi, Reiley, & McCarter, 2008). The
outcome of having a patient-centric focus demonstrates that patients will be more engaged in
their care, resulting in a strong positive impact on financial successes, loyalty among consumers,
a stronger competitive advantage, and results in improved treatment compliance (Natale &

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

19

Gross, 2013). DiGioia et al. (2010) noted improvement of patient satisfaction related to
processes was also demonstrated when patients and families were involved in the design of these
processes. There is proof that these health care delivery innovations can positively impact health
care even within an otherwise overly rigid infrastructure (Meyers, 2008).
Local Problem
This project was created to address the increasing desire from the consumers to be more
involved in their health care decisions and their dissatisfaction in the current paternalistic style of
medicine and health care. The Patient Protection and Affordable Care Act of 2010 implemented
the government’s Value-Based Purchasing program, which created reimbursement incentives for
improving the patient experience within the inpatient hospital setting, as well as requiring more
participatory involvement in care transition between settings. As the climate of shared decision
making enters health care practice, it also allows for more involvement of physicians, nurses, and
professional staff to work with patients and families to become partners in the design and
delivery of health care services, which improves employee satisfaction and engagement. In this
organization, this required a complete transformation in the way the care was planned, designed,
delivered, and evaluated, all while including the patient and family in the decision making
process. While the independent concepts of patient engagement, patient experience, and patientand family-centered care are well documented, there is little correlation of the use of patient- and
family-centered care to support patient engagement to improve the patient experience. This
project meshed these concepts and demonstrate the benefits of the compilation into practice to
improve the patient experience by implementing elements of PCC into the inpatient setting of the
organization.
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In an effort to improve the care planning processes by making them more patientfocused, thereby improving satisfaction of the services delivered by the organization, it was
necessary to redesign care delivery methods and techniques utilized by stakeholder groups, with
the hopes of not only improving patient satisfaction, but also improving the patient experience
while creating better public relations and improving market share and utilization of local health
services.
Intended Improvement and Test-of-Change
The goal of this 15-month demonstration project was to determine if implementing
concepts of PCC would improve the overall patient experience of hospitalized patients in a
community hospital setting. Approval was obtained from the University of San Francisco
School of Nursing and Health Professions, which determined that this project met IRB criteria as
an evidence-based change project and did not consist of human subject research (Appendix A:
USF Statement of Determination Approval Form; Appendix B: Patient Experience of Care
Concept Map).
The AIM statement for this project is:
By July 2015, Mena Regional Health System will complete a 15-month
demonstration project initiating a transformational culture change within the organization
to improve the patient experience by implementing select elements of PCC throughout
the organization. This project utilized multiple conceptual frameworks as a guide. The
primary conceptual frameworks were the quality care model of structure, processes, and
outcomes and the Patient-Centered Care model of care. Additional frameworks,
including various change theories; the principle of appreciative inquiry; the diffusion of
innovation theory; and the complexity science theory were utilized. The overall
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objectives of the demonstration project will show that by utilizing meticulous planning
methods, focused executive leadership, detailed implementation practices, coaching and
mentoring, and constant communication and feedback to primary stakeholders will result
in improved patient experience of care measurements in the community hospital inpatient
setting. The change will be measured by the use of specifically-designed survey tools to
measure the patient experience of care and an internal self-assessment tool to measure the
levels of which PCC has been implemented and adopted into operational practice. The
overall goals are two-fold: (a) achieve a 5% improvement in the composite HCAHPS
survey score rated as “always” based on the initial score prior to the beginning of the
initiative compared to the score after the 15-month evaluation period and (b) evaluate the
implementation of PCC by use of the American Hospital Association Patient- and
Family-Centered Care: A Hospital Self-Assessment Inventory© tool to improve the score
from pre- to post-evaluation by an increase of 10%. While this project is expected to
provide some financial rewards, the major rewards anticipated will be the resultant
improvement of patient and family satisfaction levels, which will result in greater loyalty
and support of the organization within the consumer group, leading to improved market
share and community perception and increased use of services, resulting in greater
financial stability within the regional market.
(See Appendix C: MRSH Letters of Approval, Support, and Permissions; Appendix D: MRHS
Organizational and Operational Charts; Appendix E: Sample HCAHPS Survey; Appendix F:
Patient-Centered Care Self-Assessment Inventory Tool; Appendix G: Glossary of Terms).
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Review of the Evidence
Using the Johns Hopkins Evidence-Based Practice Appraisal tool (Newhouse, Dearholt,
Poe, Pugh, & White, 2007), 26 studies of patient experience and patient centered/patient- and
family-centered care were reviewed, evaluated, and the evidence rated to support this project.
Patient experience. There are numerous research studies which demonstrate that
organizational focus to improve the patient experience ratings will have significant benefits for
patients and the organization. In a sentinel study by Jackson, Chamberlin, and Kroenke (2001),
the authors showed a strong correlation between patient expectations, communication patterns,
clinical outcomes, and improvement in health status among the 927 hospitals reporting data from
multiple survey tools. Jha et al. (2008) also reported a positive relationship between improved
patient experience measures and reported clinical outcomes. By utilizing HCAHPS survey
results and clinical outcome data as benchmarks, Jha et al. highlighted proof that facilities
producing higher patient experience of care scores also achieve higher levels of clinical care
outcomes. The importance of a focus on improving the patient experience of care has become
more evident in the literature since the initiation of Value-Based Purchasing by CMS. In a study
by Manary, Staelin, Kosel, Schulman, and Glickman (2015), the authors reported that the
majority of chief executive officers and hospital board members rank improving the patient
experience as a very important goal in the era of health care reform and improvement, and this
has increased significantly from 2013 to 2015, as reported by The Beryl Institute (2015).
Manary et al. found that the presence of strong interdisciplinary working relationships, a strong
improvement culture, high employee engagement, and greater physician engagement creates an
environment of excellence.
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Research by Luxford and Sutton (2014) demonstrated a direct correlation between the
organizations with high patient experience scores and improved clinical outcomes; while Doyle,
Lennox, and Bell (2013), as well as by Berger et al. (2014) showed a positive link with improved
levels of patient experience to an improved level in patient safety, decreased length of stay, and
adherence to treatment by patients within the clinical setting. Isaac et al. (2010) reported a
strong link between high levels of health care quality measures and higher HCAHPS scores
demonstrating high levels of patient experiences among patients. While notable variation was
found among hospital bed size, hospital ownership type, geographical location, and type of
hospital, Isaac et al. found a specific relationship between those organizations providing
specialty intensive care services and linked this service line to improved quality outcomes and
higher patient experience scores. Sorra, Khanna, Dyer, Mardon, and Famolaro (2012) reported
that 15 hospitals which had created focused attention to the creation of a safety culture and a
high culture of safety also had higher HCAHPS scores. Stein, Day, Karia, Hutzler, and Bosco
(2015) noted that higher levels of hospital-acquired conditions and decreased attention to patient
safety outcomes resulted in significantly lower HCAHPS scores; but in contrast, Kvist,
Voutilainen, Mantynen, and Vehviläinen-Julkunen (2014) found that high patient experience
scores were the result of high levels of nursing staff satisfaction and engagement within the
workplace. Small et al. (2008) demonstrated that organizations who were leaders in the
implementation of technology, demonstrated improved communication techniques among
employees, and provided additional levels of care delivery support services available to staff and
patients had higher patient experience scores, while also improving clinical outcomes,
demonstrated higher levels of efficiency, and had been able to implement major cost
effectiveness programs within the acute care setting over a significant time period. Practices
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related to improving patient experience scores, such as better communication among
stakeholders; additional tools to provide and support patient education activities; decision
support tools for providers; and environments that supported the patient healing environment and
additional hospitality elements, while providing comfort and entertainment, resulted in a positive
market share and increased patient satisfaction (Prey et al., 2014). Anhang-Price et al. (2014)
found that higher levels of patient experience of care had a direct correlation to organizations
with higher levels of patient-centered care practices implemented and operationalized.
Additionally, these organizations ranked higher on levels of disease prevention, hospitalacquired infections, adherence to treatment plans, and safety practices.
While much of the research provided positive correlations related to improving the
patient experience, some studies demonstrated minimal results and must be considered. Bleich,
Ozaltin, and Murray (2009) found a positive difference among organizations that reported
implementation of concepts of positive patient experience, but overall concluded that most of the
satisfaction was related to external factors (original health status, type of care received, social
factors) rather than direct care experiences. Fung, Lim, Mattke, Damberg, and Shekelle (2008)
reported no impact of public reporting of HCAHPS scores, due to the difficulty in synthesizing
data by comparing reporting year to year among hospitals of different locations, size, and
ownership type; but Lehrman et al. (2010) reported that top performers in patient experience
tended to be smaller hospitals located in suburban or rural areas, while others saw limited value
in detailed efforts to improve these survey scores. Elliott et al. (2010) reported that hospitals’
surveys are showing improvements over previous results.
Most literature demonstrates that positive improvement in patient experience of care
measurements is improved only when focused improvement interventions are implemented and
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performed on a regular basis. Elliott et al. studied 4,822,960 HCAHPS survey respondents and
found that organizations focusing on improving patient experience scores resulted in a positive
improvement from the original scores, but did not have significantly higher scores over time
when based on scores from other organizations, but reported some variances based on
geographical, size, and ownership differences noted within the study population. These negative
research studies may demonstrate limited value, but none of the studies reported any harm or
negative outcomes from their efforts to improve the patient experience of care.
Patient-centered care. In many studies, researchers have demonstrated that the
implementation of PCC has the ability to improve the levels of satisfaction among patients and
families and has demonstrated improved outcomes, leading to improved patient experiences and
the perception of the delivery of high-quality care during the hospital stay. Rathert, Wyrwich,
and Boren (2013) reported findings that support the implementation of PCC activities by linking
strong evidence for improving satisfaction, self-care activities, and compliance. These practices
may result in improved levels of quality care measures, while producing an overall cost savings,
improved patient compliance to treatment regimes, and can promote a more efficient use of
health care services. A study by Fredericks, Lapum, and Hui (2015) identified variations among
participants and PCC interventional characteristics that were viewed as successful PCC
implementations and reported that these practices improved patient satisfaction levels, improved
the perception of care, and resulted in better outcomes among patient populations. Many of the
PCC interventions were related to patient education, decision aides, or additional support with
decision making or transition of care. These individual, personalized interventions were more
successful than interventions that were delivered in a group setting. Most successful programs
involved specifics of health care delivery practices and were not considered routine practices.
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Research by Mohammed et al. (2014) identified 10 characteristics patients identified as
important in a quality health care delivery system: communication, access, shared decision
making, provider knowledge and skills, physical environment, patient education, electronic
medical record, pain control, discharge process, and preventive services. For an organization to
be identified as a patient-centered health care organization, a large number of these
characteristics must be available, presently utilized, actively performed, and available to patients
upon demand or when necessary. Stewart et al. (2000) published a sentinel study which
demonstrated the positive outcomes of PCC by studying cohort groups of participants and
determined that a positive correlation with PCC resulted in fewer procedures and tests, fewer
referrals to specialty providers, and higher rankings by patients that the communication practices
and provider relationships were stronger, with higher reported health status and a perceived
better efficiency of care delivery. Sidani et al. (2014) found that some of the characteristics of
PCC and its related operational elements implemented in the hospital setting led to practices that
were determined to be elements of holistic, collaborative, and/or responsive practices by use of
the Content Validity Index rating instrument. This study showed that the majority of patients
responded that PCC represented a combination of all three types of care elements and resulted in
the creation of a positive environment of care after the implementation of PCC, which was
deemed as a positive outcome of the study (Sidani et al., 2014). Research by Weingart et al.
(2011) showed that survey data from patients resulted in a 99.9% positive response rate when at
least one of seven measures of patient’s participation had been implemented into practice. This
study also showed that there was a strong inverse association between patient participation and
adverse events correlates that patients that are involved in their care have fewer or less severe
adverse events while hospitalized (Weingart et al., 2011). (See Appendix H: Evidence Tables
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review of the quantitative and qualitative literature evidence for the patient experience and
patient-centered care).
Conceptual and Theoretical Framework
This initiative is designed around several conceptual and theoretical frameworks. The
primary model was Donabedian’s Healthcare Quality model, built around the framework of
structure, process, and outcomes (Donabedian, 1988). Lewin’s theory of planned change, with
steps of unfreezing current practices, implementing new processes and practices of care, than
refreezing the new elements related to delivery of care, as well as the use of force field analysis,
will assist leaders in the identification of elements that will be most successful in meeting the
established goals, while guiding the leaders in the strategic planning and operational
implementation phases of the change process (Shirey, 2013). Kotter’s model was utilized to
detail the characteristics of successful organizational change to influence the project throughout
the various steps, including the change initiation process, the stakeholder communication phase,
the feedback components of the project, and the building of a new organizational culture (Kotter,
1995).
The interventional phase of the project incorporated the patient-centered care model, also
known as the patient- and family-centered care model (Institute for Patient- and Family-Centered
Care, 2010). The principles of Appreciative Inquiry were utilized, highlighting discovery,
dreaming, designing, and destiny (Cooperrider & Whitney, 2001). Because health care is a
complex business and hospitals are complex organizations, the theory of complexity science was
utilized in the selection of the components of PCC to implement during this project, the
development of the timeline, and the planning and evaluation methods chosen to demonstrate
successful adoption of the change components (Hast, DiGioia, Thompson, & Wolf, 2013;
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Weberg, 2012). Finally, Rogers’ Diffusion of Innovation change theory was used to analyze the
variances within workforce behavior, employee engagement, and to support the enculturation to
the new practices being implemented (Rogers, 1962).

Methods

Ethical Issues
The ethical issues that guided the design and implementation of this project are the
deontological concepts of autonomy, beneficence, and distributive justice, as well as the virtual
ethics of integrity, kindness, respect, tolerance, honesty, freedom, compassion, and commitment.
These principles are interwoven into the core values of the organization and serve as a
foundation of this project through the implementation of the iCare model (see Appendix I: The
iCare Model). This project presented no direct or indirect ethical issues or concerns.
Setting
Mena Regional Health System (MRHS) is a 65-bed, rural, city-owned community health
system located in Mena, Arkansas in western Arkansas, with a population of 7,000 citizens.
While the town is small, the catchment area of the health care facility covers multiple counties
within western Arkansas and eastern Oklahoma, with total population coverage of approximately
66,000. The facility was built in 1980 to replace an aging facility and has all private rooms.
Several additions and renovations have been performed over the years, the most recent in 2013 in
which all patient rooms were remodeled to provide a more welcoming environment. The health
system offers a wide range of services, including medical, surgical, emergency, critical care,
pediatrics, trauma services, obstetrics, psychiatric, wound care, and rehabilitation. All major
support services are available, including laboratory, blood bank, radiology, CT scanning and
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MRI imaging, ultrasonography, nuclear medicine, mammography, echocardiography, and
cardio-vascular and peripheral vascular studies. Respiratory therapy services include
cardiopulmonary services, pulmonary function testing, sleep lab, and electroencephalography.
The system also includes an ambulatory/primary care clinic providing primary health prevention
and treatment services, a walk-in urgent care clinic, and a surgical sub-specialties clinic that
provides surgical services to the community and to customers within a 70-mile radius through
regional clinic services.
The facility employs approximately 398 and is a major employer in Polk County,
Arkansas. Most of the employees are local citizens of the community, with the majority of the
professional staff trained within the state and returning to the local area. The organization serves
as a clinical education site for registered nurses, licensed practical nurses, physical therapy
assistants, occupational therapy assistants, and other health care professionals from local and
distant educational facilities. The setting is tightly coupled with the elements and stakeholders
involved in this project.
The major element that led to the success of this project related to the size of the
organization, which was more nimble, able to implement interventions easier, and had a closer
relationship between frontline staff and senior leadership of the organization than organizations
of larger size, workforce, or complexity. This close relationship between senior leadership and
frontline staff served as the pivotal element in succeeding in meeting the project goals. Other
elements of the organization, such as the loyalty of the staff, their longevity in the local
workforce setting, and the demonstrated dedication to the success of the organization, played a
major factor leading to the significant change within the organization. The geographical
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location, staffing, and ownership of the facility did not play a significant role in the success of
the project.
This project has been presented, reviewed, and approved by the chief executive officer,
the executive leadership team, and the Board of Commissioners. Regular interval reports of the
progress of the project are provided at monthly Hospital Commission meetings.
Planning the Intervention
Changing the organizational culture. Health care is a complex and chaotic industry
and has always been associated with change. Recent developments have resulted in making
these changes mandatory for the success of the health care organization – the focus on value
instead of volume, numerous technological innovations, expanded settings, massive regulatory
mandates, and a major reduction in the rates of reimbursement for services – and have
contributed to an unprecedented rate of change in health care. One of the major roles that a
health care leader performs is that of a change agent (Stichler, 2011). In the current environment
of financial constraints, work force issues, and a focus on quality of care, creating an
environment that allows staff to focus on providing quality care with a patient-centric focus not
only improves the delivered care, but also fosters autonomy, interdisciplinary collaboration, and
improves worker engagement (MacDavit, Cieplinski, & Walker, 2011). Creating a culture that
supports change requires leaders who are dedicated and accountable to creating a new health care
environment (Van Gorder, 2014).
Change in health care is necessary to continually create a positive market, promote
sustainability, and implement innovations (Parsons & Cornett, 2011). To create a positive
environment for change, the principles of appreciative inquiry were incorporated into the change
process, where the focus was on appreciation of past practices, envisioning the future, engaging
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discussions of what should be, and innovating and implementing practices to meet these ideal
goals for the future (Cooperrider & Whitney, 2001). Culture change requires careful planning,
creating a shared vision, establishment of teams to facilitate change, creating a scheduled
implementation schedule, developing a communication plan to provide regular and detailed
feedback and successes to frontline staff, and strong leadership.
The initial step of any planned change is the planning process, which requires careful
evaluation of the environment, setting measurable goals and objectives, and the development of a
timeline. The creation of a shared vision is essential to obtain support and buy-in from staff.
One method used to create a shared vision for this project was testimony from previous patients
and family members, detailing their experiences during hospitalizations, both in our facility and
other facilities. Sharing these stories assisted the staff in the development of a new paradigm of
health care delivery. Forming teams was critical to allow for continuity and support through the
implementation process. Strong teams and teamwork were essential in the success of this project
(Billingsley, 2015). The implementation plan formats the anticipated change to provide for
controlled and manageable change.
The communication plan is necessary to give feedback and support for the changes that
have been accomplished and to keep the project on track. Of primary importance is strong
leadership, with an identified executive sponsor with credibility and support from the entire
workforce. These changes require transformation within health care to include the patient
experience of care, and organizations must develop new models and instill a sense of urgency for
this change to occur (Shirey, 2011). The framework for these changes can be modeled within the
patient- and family-centered care professional practice model (Cliff, 2012). Research has
demonstrated that change processes often fail due to lack of creation of a sense of urgency and
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strong leadership (Kotter, 1995). In order to build the culture of excellence, while incorporating
a strong service delivery strategy, it is required to develop behavioral standards, engage staff,
evaluate and monitor results, and implement strong leadership with elements of accountability
(Frey, Leighton, & Cecala, 2005).

Change leadership. To accomplish this change, leadership is required to establish a
strategic path, build the infrastructure, plan and develop resources, provide motivation and
inspiration, formalize accountabilities, execute the change, and evaluate results (Reinertsen,
Bisograno, & Pugh, 2008). The leader must take a comprehensive approach to change, build
strong interdisciplinary relationships, form and maintain trust among team members, fortify
commitments among staff for the culture change, and diffuse resistance related to new processes
(Foltin & Keller, 2012; Kotter & Schlessinger, 2008). This strong leadership helps eliminate
redundancies, bad processes, lack of poor infrastructure support, and threats of safety and quality
(Rose, Thomas, Tersigni, Sexton, & Pryor, 2006). Bleich (2015) states that the single most
important factor leasing to the successful implementation of PCC leading to improved patient
experiences is the commitment and engagement of senior leadership, which creates a shared
vision, unites the staff, and transforms the organization. The leader needs to focus on the goals
of the transformation while operating within the culture using a style that supports and
encourages the staff of the organization for the change initiatives to be successful (Delmatoff &
Lazarus, 2014; Smith, 2015). While leading the change efforts, this leadership also improves the
staff’s perceptions of care quality and improves job satisfaction and engagement (Laschinger &
Fide, 2015). The development of new strategies to meet the increasing high expectations of
patient and families requires organizations to adopt strategies to overcome resistance from
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employees and requires maintained vision of purpose and competitive advantage within the
marketplace (Scott, Mannion, Davies, & Marshall, 2003).
Project plan. With the changing patient demands requiring more involvement in the
delivery of individual health care services, as well as the increasing completion from larger
facilities and changing reimbursement models, during a 2014 strategic planning session in
September 2013, the senior leadership team consisting of the chief executive officer (CEO), the
chief operating officer/chief nursing officer (COO/CNO), and chief finical officer (CFO)
developed a set of initiatives to guide the organization in the next five years to grow the
organization and for continual operational and financially stability. The major three initiatives
were (a) to increase the sub-specialty physician practices offered within the facility, (b) to
develop a plan to improve the patient satisfaction within the organization, and (c) to revamp the
revenue-cycle services to strengthen billing and collection processes. The task of improving
patient satisfaction was assigned to the COO/CNO (the author) to be the executive sponsor and
champion this initiative. The goal of improving the patient experience with elements of PCC
was selected because both patient experience and PCC are key dimensions of health care quality,
and there is growing evidence that the implementation of PCC can promote greater patient
satisfaction, improve outcomes, increase efficiency, and improve business practices, as well as
improve the patient experience (Zimlichman et al., 2013).
To design a program to improve patient satisfaction within the inpatient population, the
COO/CNO, as the executive sponsor of the project, began by scheduling meetings with
department managers, physicians, and frontline decision makers to obtain support for the project,
gather ideas about improvement opportunities, determine what elements of PCC would be most
beneficial to the patient and families, determine best methods of implementation, identify
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potential barriers, and facilitate discussion on how best to communicate the project to all
frontline employees. Utilizing the Institute for Healthcare Improvement’s Innovation Series
2011 white paper, Achieving an Exceptional Patient and Family Experience of Inpatient
Hospital Care (Balik, Conway, Zipperer, & Watson, 2011), as a resource and guide, the
executive sponsor and formal and informal leaders within the organization formulated the
concepts, created a plan, developed the objectives, identified stakeholders, and formulated a
timeline to create the 15-month demonstration project (see Appendix J: Project Summary
Schematic Diagram).
Change management framework. Change in health care delivery methods needs to
create adaptive systems to match the complex environment currently in place (Dickens, 2013).
To create an environment that supports and accomplishes disruptive changes, a framework
addressing structure, processes, and outcomes was utilized. Creating the executive presence
allowed for coaching, mentoring, and support from the executive and managerial level, while
allowing them to feel a part of the plan and design process. To obtain buy-in from all frontline
staff, providing a solid operational plan with a detailed timeline provided the structure and safety
during the change process. By empowering frontline staff, support for the change initiatives is
increased (Anders & Cassidy, 2014). Communicating the desired results and the project goals
provided the staff to feel included in the process, while allowing input and suggested methods of
achieving the goals provided the opportunity for staff to continually think about the desired
changes while accepting the those changes. Communicating the goals, objectives, and timeline
allowed the staff to continue to perform the work while identifying ways to implement the
change processes into their daily routines.
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Stakeholder identification. The identification of the primary and secondary
stakeholders was completed to assure that all parties were involved in the change process. The
primary stakeholders were identified as the patients, their family members, the physicians, the
nursing staff, the professional and support staff of the organization, and the community. All
stakeholders were included in the planning process and were involved in the design and elements
of measurements of the outcomes.
Financial data. A budget was created to support the planned changes and provide
financial support for the project. A review of the phases and anticipated costs of each phase was
performed with accompanying financial costs to support each endeavor. The total anticipated
costs for this project were $17,980 for the first year, with budgetary costs for years one through
four anticipated to be $18,230, $18,485, $18,745, and $19, 010, respectively. The majority of
the cost was related to the dedicated time to cover the salary of the project’s executive sponsor,
which totaled $12,500 per year. While this project was anticipated to have a positive financial
benefit, the larger impact would not be financial, but cultural, market share, and in the local and
regional competitive advantages to be gained. (See Appendix K: Project Budget for the
complete project budget and a detailed executive sponsor salary budget breakdown).
Communication plan. A detailed communication plan was developed at the onset of the
project to keep all stakeholders and participants informed about the project goals, the details of
the project, its implementation progress, and outcomes as the data became available.
Additionally, any barriers or setbacks identified during the scope of the project were
communicated to the stakeholders for input into the development of a solution or to create a
change in the project implementation steps (see Appendix L: Strategic Communication and
Messaging Plan).
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Implementation
The timeline for this project was designed to be 15 months and involved the Board of
Commissioners, the senior leadership team, department managers, specially selected frontline
staff that served as clinical experts, and the entire frontline staff. Each group had individualized
roles, which were outlined when the project was communicated to the selected group. The
project was presented to the Senior Leadership Council for approval and was then presented to
the organization’s management team (department managers) by providing some background
about the need for the project, the project goals and schedule, and objectives necessary for each
department manager to pursue. Additional meetings were held with the nursing/patient care
services leadership team to develop a concise communication plan to deliver to the frontline
nursing and direct patient care staff.
Implementation phases. The implementation of the project was carried out in four
phases to build on the logical progression between the phases. The first phase of the
implementation was the creation of a new set of organizational core values. This was done by
the executive sponsor, with input from the senior leadership team and selected clinical leaders of
the organization. These new values were created around the iCare model (see Appendix I: The
iCare Model). Frontline staff were allowed to suggest values and messages that were most
important to them, and these new core values were disseminated by meeting with all employees
at department meetings, formal and informal small groups, and scheduled organizational work
sessions to roll out the new values, with specific behavioral expectations incorporated in the
presentation. Additionally, these new core values were introduced during the new employee onboarding processes. With the new core values, a new performance evaluation tool was
implemented for annual performance evaluations, with the specific behaviors attached to
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elements of the annual evaluation. Employees were given opportunities to ask questions and
discuss how these new values would impact their work flow and practices; examples were
provided as to how they would positively change practices and behaviors. All comments and
suggestions were incorporated into the planning and implementation designing process.
The second phase of this project was to design and implement a new employee reward
and recognition program attached to the iCare model. The program allowed employees, patients,
and family members to nominate select individuals who exhibited various core values, provided
exceptional care, or exhibited excellence customer service. These employees would be
recognized on a quarterly basis, with one employee selected as the Employee of the Quarter.
This employee received a special parking space, an extra paid day off from their work schedule,
and their name was engraved on a prominently-displayed honorary plaque. Each year during
National Hospital Week, one of these four individuals is selected as the Employee of the Year,
with a monetary reward provided. Quarterly, a team of leaders and frontline staff review
operational performance, new change initiatives implemented, quarterly budgetary performance,
and other special recognitions to select the Department of the Quarter. This recognition is
accompanied with a trophy, a plaque, a group photo posted to social media and published in the
newspaper, and a certificate of appreciation posted in the awards hall of the organization. The
Department of the Quarter winning department also receives a celebratory pizza party for all
members of the department.
The third phase of the project was to identify key policies, procedures, and practices to
review, modify, and revise to include the language of PCC into the documents. For general
hospital policies, the senior leadership team identified the documents that needed revision. To
identify the nursing and patient care documents requiring revision, the nursing leadership council
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reviewed and provided modification to the original plan and identified the necessary revisions
required to modify the specifics of PCC principles and language into the necessary organization
documents.
The fourth phase of the project consisted of the implementation of elements of PCC
practices. The implementation of PCC elements into the organization was planned and
implemented by each department. The key PCC elements were discussed, with expectation and
mechanisms provided for successful adaptation. The organization used a series of articles,
webinars, and a state-wide conference to support the successful adoption of this initiative. Each
department was allowed to discuss and provide input on the PCC element that would provide the
most impact within their department and was allowed to draft the objectives and plan for the
successful implementation of that element. Within the nursing division, some common PCC
elements were selected with standardized mechanisms for implementation, but each unit was
provided the opportunity to select specific PCC elements that would have the largest impact
within their specific unit. Once the elements were selected, a detailed plan was developed on
implementation strategies and objectives and metrics were identified to signal successful
implementation of the components selected. While all units implemented the division-wide
elements, individual units were empowered to select one or more PCC elements to implement,
dependent on the type of patients served, size of unit, and structural design of facility.
One of the primary PCC elements to be initiated organization-wide was the Patient and
Family Advisory Council (PFAC). While advisory in nature, this council, composed of former
patients and family members, was empowered to participate in the review of existing processes,
development of new initiatives, and provide feedback and suggestions in the creation of a more
patient-focused environment within the organization. The PFAC required Board approval,
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executive leadership support, and a significant development of materials to support this council.
The PFAC required a charter, bylaws, a scope of work statement, and training materials. (See
Appendix M: Example Work Structure Breakdown; Appendix N: MRHS Patient and Family
Advisory Council Charter and Bylaws).
Planning the Study of the Intervention
Goals of the intervention. The overall goals were two-fold: (a) externally, achieving a
5% improvement in the composite HCAHPS survey score based on the initial score prior to the
beginning of the initiative compared to the score after the 15-month evaluation period; and (b)
internally, evaluating the implementation of PCC by use of the AHA Patient- and FamilyCentered Care: A Hospital Self-Assessment Inventory© tool and improving the score from preto post-evaluation by a 10% improvement collectivelly. The achievement of the desired
improvements from the specific survey tools designed to measure the outcomes will demonstrate
the success of the project.
Environmental analysis. Identification of the current state of the organization in
comparison with the desired state of the organization was completed by using a SWOT analysis
and a gap analysis. Elements of the organization’s culture, care delivery system, and strength
and dedication of the various stakeholder groups and the presence of a strong executive leader
are necessary for the change to occur in this environment of health care reform, competing
change efforts, and the unknown future of the complicated reimbursement systems (see
Appendix O: MRHS SWOT Analysis).
Timeline. A Gantt chart was developed to show critical elements of the project and
identify significant milestones that must be completed for the success of the project. This chart
highlighted various objectives that were scheduled to meet the overall goal of the project,
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divided into sections related to structure, process, and outcomes, with the process sections
divided into the specific four phases of the project. While the Gantt chart was developed to
guide the progression of the project, some objectives were delayed due to competing
organizational projects, patient volume, conflicts in scheduling department meetings, and
development of communication documents. A column noting continuing elements was added to
denote those objectives that were designed to continue after the 15-month period was completed
(see Appendix P: GANTT Project Chart).
Stakeholders. Identification of the major stakeholders was completed prior to the
implementation of the project to assure that all stakeholders were involved in the development
efforts and had an opportunity to provide feedback about the design of the project. The
identification of the stakeholders was also important to develop the communication plan and
matrix to provide a guide to deliver information and results to the various groups. The primary
stakeholders were identified as patients and families, physicians, nurses, health care allied staff,
and the community by receiving feedback during patient rounds, informal meetings, and by
feedback from PFAC members. During the planning of the study of the intervention, details
were concentrated to assure that all primary stakeholders were involved in the initial design,
planning, implementation, and review of the intervention to assure support, engagement, and
buy-in for the project.
Communication plan. A detailed communication plan was developed with a focused
messaging plan for the various stakeholders. This plan provided initial details about the project,
ongoing communication about the new initiatives related to the project, and the ongoing results
obtained. All stakeholders were involved in the planning process and were included in the
communication plan to provide updates and outcomes.
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Baseline data. Prior to beginning of the project, baseline data were collected for both
HCAHPS data and the Patient- and Family-Centered Care: A Hospital Self-Assessment
Inventory© tool. These data were collected in December 2013 prior to the start of the
implementation process and prior to any communication or discussion about the project or
project goals. By collecting data prior to the beginning of any discussion provided an unbiased
set of data for comparison with the final data elements.
Methods of Evaluation
Organizational analysis. A SWOT analysis was conducted to determine the strengths,
weaknesses, opportunities, and threats of the organization and its operational model. The
strengths of this organization are many, including strong community support, geographical
isolation from other competitors, and the organization’s strong quality ratings and scores on
quality elements. Additionally, the strong, excellent employee morale, along with the strong
work ethic of the employees and the excellent condition of the physical plant contribute to the
strengths, which are not common for rural facilities of this size and location in the current health
care marketplace.
The weaknesses of the organization consist of a lack of full service line availability,
especially cardiology, neurology, and specialty surgical services. The lack of local competition
leads to limited competitive initiative from the staff and may support a decrease in motivation for
improvement within the organization. The lack of a wide range of health care experience among
most of the staff leads to a dearth of new ideas and experiences to base knowledge and new
ideas, including a lack of leadership potential for the future. A major weakness of this
organization is the focus on volume-based operations, which needs to change to a value-based
focus. There are several strong opportunities and some matching threats, as well. Opportunities
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of the organization are to improve their public image, to develop new lines of services and
providers, to improve HCAHPS scores, to build value-based purchasing power, the opportunity
to change from a volume-based model to a quality- and experience-based model, and to improve
recruitment methods for new providers. Common threats for the survival of this organization
include the strong competition from larger, urban-based facilities located beyond a 90-mile
radius, that are struggling to increase their patient volume by encroaching into our market, and
the decreasing reimbursement models and payer mix of the market (see Appendix O: SWOT
Analysis). At the same time, a gap analysis was conducted to identify the gaps from the current
to desired states of the strategic environment. Gaps were identified within the political,
economic, social, technological, legal, and environmental categories, with objectives to narrow
the identified gaps (see Appendix Q: MRHS GAP Analysis).
Assessment survey instruments. The survey tools used to measure the success of the
project were chosen by the executive sponsor and were based on ease of completion, ease of data
collection, and overall acceptance of the survey instrument. The Hospital Consumer Assessment
of Healthcare Providers and Systems (HCAHPS) was selected because it is recognized by the
Centers for Medicare and Medicaid Services (CMS) as the standardized instrument utilized to
measure the level of patient experience of care in the hospital setting. The survey consists of
questions to measure the following elements of care delivery: communication by nurses,
communication by physicians, responsiveness of hospital staff, pain management,
communication about medications, discharge planning and transitions of care, cleanliness of
hospital environment, quietness of the hospital environment, willingness to recommend specific
hospital, and overall rating of hospital experience. These data must be submitted to CMS, and
the survey is performed through an independent contractor, Avatar Solutions, which is certified
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to mail, collect, analyze, and report the HCAHPS data to CMS quarterly and to the organization
monthly. The HCAHPS data had been collected for several years due to the requirement that it
be collected and submitted to receive CMS Medicare funds. The HCAHPS survey consists of 32
questions – 25 questions relating to the experience of care and seven personal questions about
the demographics of the person completing the survey. The 25 experience-of-care questions
have a Likert-based answer, consisting of always (also known as the “top-box” score),
sometimes, usually, or never.
The Patient- and Family-Centered Care: A Hospital Self-Assessment Inventory© was
sponsored by the American Hospital Association and developed by the Institute for Patient- and
Family-Centered Care to assist hospitals in measuring and planning for the implementation of
patient-centered care. It was chosen to evaluate the level of PCC of the organization because of
the sponsorship, the ease of availability of the tool, its inclusiveness of the 10 sections of PCC,
and its ease of completion and analysis. The survey instrument consists of 129 questions divided
over the 10 sections relating to the various elements of the status of PCC within an organization:
leadership, mission and definition of quality, charting and documentation, patients and families
as advisors, patients and family support, patterns of care, quality improvement, information and
education for patients and families, personnel, and environment and design. The questions are
rated with a Likert scale response of 1 through 5, with 1 being “not at all,” 3 equating to “OK,”
and 5 rated as “very well.” The total possible score from this survey equaled 645 points, 5 points
for each of the 129 questions. The survey also included the ability to rate the priority for change,
which was not completed for this project. The survey was completed by a small group
consisting of the executive sponsor, selected department managers, and identified frontline staff,
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and the scores were averaged (see Appendix E: Sample HCAHPS Survey; Appendix F: PatientCentered Care Self-Assessment Inventory Tool).
Financial analysis. This demonstration project was designed to begin the
implementation of PCC into the organization and improve the patient experience of patients and
family members during inpatient stays. While designed to make a marked improvement on
current HCAHPS scores and to meet the Value-Based Purchasing requirements, the
implementation of PCC was planned to change the way health care services are delivered and
how patients and family members are viewed in the hospital setting. Prior to this initiative,
current HCAHPS scores were marginal or average at best. With the Value-Based Purchasing
program and the move from volume to value taking place in health care, the chance for
improvement was seen as a major opportunity to improve patient perception of care, improve
patient loyalty, and increase market share within the system. The realized revenue from meeting
the Value-Based Purchasing threshold is $40,368 for the first year of the project, with anticipated
revenues of $46,879, $53,390, $59,901 and $59,901, respectively over the next four years. The
overall net income (profit) for the first year was $22,388, with anticipated net profit related to the
project of $28,649, $34,905, $41,156, and $40,891 over the next four years. The total operating
costs of the organization for fiscal year 2014 was $20,759,000, which is only 0.01% of the initial
year’s total operating costs. The 4-year net proforma analysis is anticipated to yield between
0.01% and 0.03% of the organization’s total operating costs. The return on investment (ROI) is
the ratio of the amount of profit generated by the project divided by the amount of investment of
the project. For year one, the ROI of this project is 2.0, with future years’ anticipated ROI
equaling 2.6, 2.9, 3.2, and 3.2, respectively for the next four years. Anticipating the costs and the
revenues of the project, there is a yield of $167,989 total for the next four years. While the total
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ROI for this project was only 0.01% of the total year’s operating cost, anticipated non-financial
rewards in the form of increased utilization of services, stronger loyalty to the organization, and
increased public relations are expected to add to the financial impact. While the financial gain is
impressive compared to the budgeted outlay of monies, the real impact is expected to be on
improved satisfaction levels, resulting in customer loyalty, improved market share, and
anticipated volume from other services. (See Appendix R: Financial Proforma and Return on
Investment).
Analysis
The Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
and the American Hospital Association Hospital Patient- and Family-Centered Care: A Hospital
Self-Assessment Inventory© provided a quantitative analytic method to measure improvement of
data from baseline (a time prior to the implementation of the project) with the scores at the
conclusion of the demonstration project, with an anticipated improvement of patient experience
scores and positive changes that demonstrated that elements of PCC had been implemented
within the care delivery process. While the HCAHPS survey data are standardized across
hospitals nationally, these data can be benchmarked and compared to data from other facilities to
analyze results based on the 10 elements of the patient experience of care. The data from the
Patient- and Family-Centered Care: A Hospital Self-Assessment Inventory© only provide
analysis and compare improvement in the implementation of PCC over a given time frame
within the individual facility. The combination use of these survey tools provides an overview of
external analysis of the patient experience of care by patients and families and the internal
analysis of the implementation of specific elements of PCC within the facility.
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Results
Program Evaluation
Project goals. The outcomes of the project related to the structural framework are
related to the strategic and organizational development and goals of the project. The project was
designed using Donebedian’s Framework of Quality (2005) and the components of structure,
process, and outcomes. The summary of this 15-month demonstration project was designed to
initiate a culture change within the organization in order to improve the patient experience of
care by patients and families by implementing select elements of PCC. The tools used to
measure the impact of this project were The Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) scores to measure the improvement of the patient experience
of care, and the Patient- and Family-Centered Care: A Hospital Self-Assessment Inventory© to
measure how successfully the PCC philosophy and elements were implemented into the
organization’s culture.
The project supported significant changes within the care delivery process to promote
better clinical outcomes and experience of care measurements. These changes proved to be
beneficial, with no related harms or negative outcomes to any stakeholders involved in the
project.
Project successes and changes. As discussed previously, some of the successes of this
project related to the relatively small size of the organization’s workforce, allowing more direct
contact with all frontline staff to discuss the goals of the project, describe the necessity of the
change efforts, and communicate the ongoing outcomes throughout the project timeline.
Additionally, the organization’s workforce was highly motivated in maintaining the success of
the local health care organization and realized their important role in changing the culture to
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create a more patient-centered environment in an effort to compete with other regional health
care providers. Past improvement projects, such as the implementation of the electronic health
record and achieving health information technology’s Meaningful Use standards into the
organization, provided a foundation to support change efforts. Empowering frontline staff to
provide input into the project objectives provided support for change initiatives throughout the
project. The daily rounding on all frontline staff and the ability to create excitement and support
for this initiative provided the additional framework for the success of this initiative.
The initial plan was implemented as designed due to detailed planning, the creation of a
flexible timeline, supportive implementation, and continued communication to all stakeholders.
Providing continual updates on the goals and results during board meetings, management
meetings, department meetings, and at all employee functions allowed the sponsor to keep this
project in the forefront at all times, by having the project as a standing items on all meeting
agendas at all levels within the organization.
Health system leadership played a major role in the success of this project. Senior
leadership’s role in the strategic planning, implementation, and belief in the importance of the
outcomes, as well as their dedication and support to the mentoring and coaching required for the
project to be successful and to improve the overall care delivery process had major impact on the
project success. The executive sponsor, the COO/CNO, played the major leadership role within
the organization for improving the patient experience of care, implementing elements of PCC,
and for this project specifically. As previously described, in 2013, the senior leadership team
divided the three major strategic goals for the next three years, with the COO/CNO as executive
owner for this goal.
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Effects of change. The major effects of the changes brought about from the
implementation of this project demonstrated that the organization’s culture was malleable and
ready for a new model of care. The effects of the current health care reform changes had created
the impetus for making changes, while the effects of the volume to value and decreased
reimbursement scheme provided the necessary external reinforcements to help lead this change
effort. These outside forces assisted in the creation of the urgency to implement changes in the
way health care services are delivered and the creation of a new service excellence model. There
were no harms, negative outcomes, or system failures due to this project.
One change that was unanticipated at the beginning of this project was that many
frontline staff members became informal leaders in the creation of the new care delivery process
within the organization. Many staff members offered suggestions on methods to improve the
way care is delivered, new initiatives that would create better outcomes, or volunteered to lead
individual efforts to create changes within the unit level or throughout the organization.
Project Outcomes
Outcomes of structure. The structural outcomes realized were the plans and design of
the 15-month demonstration project. These outcomes are the selection of the goals and
objectives of the project, the development of the budget to support the project, and obtaining the
approval of the executive team and Board of Hospital Commissioners. With these outcomes
accomplished, the project was set into motion to achieve the process initiatives, as planned.
Outcomes of process. The process components of the project were divided into four
phases related to the culture change, employee engagement, and the implementation of selected
elements of PCC into the care delivery system. These phases were separate initiatives, but were
designed to build upon the previous phases within the program.
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Phase one consisted of the implementation of new core values designed around the iCare
model, representing integrity, compassion, accountability, respectfulness, and excellence. This
model was implemented with specific behavioral elements to exhibit these core concepts. This
model was communicated to all staff and implemented into the culture of the organization by
education, role modeling, and inclusion of the behavioral elements in the revised employee
performance evaluation process. Additionally, each staff member was educated on the concept
of service recovery and given the authority to perform basic service recovery efforts for patients,
family members, and members of the community at large, such as accepting the complaint
without excuses, apologizing for the problem, and working to solve the situation and prevent
recurrences in the future. This was accomplished by providing staff with standardized scripting
to utilize during these encounters to provide continuality throughout the organization.
Additional authority for service recovery efforts was provided to department managers, and the
executive leadership team provided support for these efforts.
Phase two consisted of the design and implementation of the employee reward and
recognition program. The outcomes from this phase included the establishment of the program
and 15-months of employee recognition that represented the elements of the iCare core values.
This program continues.
Phase three consisted of the modification and revision of organizational documents to
incorporate the philosophy and language of PCC into the actual staff practices. This review and
revision of policies, procedures, guidelines, and protocols to make them more patient-centric and
in line with the philosophy of PCC resulted in the education and discussion about how PCC
would benefit the organization and what these practices would look like. While this phase was
more focused on documentation of practices, it was considered necessary to maintain our
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policies and procedures for review by both seasoned and new staff members, as well as
compliance with regulatory requirements.
Phase four consisted of the actual implementation of elements of PCC into the
organization and included the implementation of a Patient and Family Advisory Council (PFAC)
into the organization. This phase promoted the introduction of nursing division-wide PCC
elements into the practice of the organization. These elements consisted of the use of
whiteboards for daily communication and shift planning activities; hourly purposeful rounding
by nursing staff; open visiting hours; comprehensive care transition planning and team
conferences among staff, physicians, care managers, patients, and family members; the use of
follow-up thank you cards mailed to patients thanking them for allowing staff to provide care
and promoting call-backs for questions or concerns; and post-discharge telephone calls for highrisk readmission patients. Some units had already implemented some of these practices, but it
was not standardized throughout the division, resulting in a variance of care practices between
units, which made the transition between units uncoordinated in care delivery practices. During
this phase, each unit was empowered to identify one or two PCC elements they identified to
implement to promote PCC on their individual unit. By allowing each unit to choose elements
they identified as important and were related to the types of patients they treat promoted
increased buy-in and support for the continuation of the project. These PCC elements included
bed-side shift report for high-acuity ICU patients, intensive reconciliation and education on
medication administration, promotion of home-health care and hospice in-hospital visits prior to
discharge, and focused education and return demonstrations for home discharge instructions and
care. Other departments, including environmental services, dietary services, respiratory therapy,
laboratory services, and radiology services, have implemented process improvements and
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practice changes to achieve a more patient-centric focus within their areas of services. This
phase of the project is continuing and will continue into the future, as the organization continues
to develop into a more patient-centered organization.
This phase required Board of Commissioner approval, senior leadership support, the
development of a charter and bylaws, development of a scope of operation document, and the
creation of orientation materials. The new structure allows the organization to share detailed
quality, safety, and limited patient demographic information with this working group. This
phase was introduced into the organization during the later months of the demonstration project
due to the difficulty in recruitment of interested parties and the difficulty in scheduling
orientation and training times. While initially it was planned to have a total of six to nine
members, only three members were recruited for participation, with only two completing the
orientation sessions. Given the difficulty in the implementation of the PFAC concept, this
element of PCC had little effect on the overall results of this demonstration project. This council
will continue to be developed and utilized to provide input for continual improvement efforts,
with the hope of leading the changes in the future during patient experience initiatives.
Outcomes of project. At the beginning of the project, pre-intervention measurements
were obtained using the tools designed to collect test of change data – The Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) to measure the patient experience
of care measure and the Patient-and Family-Centered Care: A Hospital Self-Assessment
Inventory© to capture a metric related to the level of PCC present in the organization. The preintervention results of the HCAHPS survey were utilized to provide a sense of urgency to
promote the need for change, but the results of the PCC-Self-Assessment Inventory were not
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shared with others during the structure and process phases of the project to avoid bias and
interference of the self-assessment process.
During the project period, the HCAHPS data were communicated to keep the
stakeholders informed and assist the change efforts. The constant communication process
assisted in keeping this project in the forefront of all frontline staff members and rewarded them
for their dedication to improving the care experience outcomes throughout the project.
At the conclusion of the 15-months, the HCAHPS data were collected and analyzed to
determine the success of the demonstration project, while the PCC Self-Assessment Inventory
instrument was utilized to collect post-intervention data. These data measures were analyzed for
consistency, reliability, and compared from the pre-intervention data.
Demonstration Project Test-of-Change Outcomes
The tools used to measure the impact of this project were The Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) scores to measure the
improvement of the patient experience of care and the Patient- and Family-Centered Care: A
Hospital Self-Assessment Inventory© to measure how successfully the PCC philosophy and
elements were implemented into the organization’s culture.
Patient-centered care outcomes. The Patient- and Family-Centered Care: A Hospital
Self-Assessment Inventory© demonstrated significant changes from the pre-intervention to postintervention period. The pre-intervention survey was completed in November 2013 and resulted
in an overall score of 208 points out of a possible 645 points. This equated to a percentage score
of 32.2%. The post-intervention survey was completed in July of 2015 and demonstrated an
overall score of 372 points of a possible of 645 points (57.75). This equated to an improvement
of 25.5% from pre-intervention to post-intervention. The original goal was to improve the score
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by only 10%. The greatest changes were found in the categories of leadership (57.1%
improvement), mission/design of quality (74.2% improvement), patient and family as advisors
(13.7% improvement), patterns of care (20.4% improvement), and personnel (26.6%
improvement). These results demonstrated that the goal of beginning the implementation of
PCC has been successful. While many additional elements of PCC exist and more
improvements are necessary to continue to provide full PCC in the organization, this 15-month
demonstration project shows that a short timeframe focused on intervention can be successful in
beginning to create a PCC environment in a patient-centered institution. (See Appendix S:
MRHS Patient-Centered Care Self-Assessment Inventory Outcomes).
Patient experience of care outcomes. The test-of-change metric utilized to measure the
patient experience of care is the HCAHPS survey scores, presented to patients after discharge
from an inpatient stay in the hospital. This questionnaire consists of 32 questions – 27 questions
related to the experience of care and 5 questions on the demographics of the person completing
the survey. The survey is broken into 10 major categories, consisting of communication by
nurses, communication by providers, communication about medications, responsiveness of staff,
discharge information pain management, cleanliness of environment, quietness of environment,
care transition, and willingness to recommend, with an overall score measured on a Likert-scale
of never, sometimes, usually, or always. The rating of “always” is considered the “top-box”
rating and is utilized to determine percentages of survey participants agreeing with the
statements contained on the survey instrument.
The pre-intervention overall rating, collected from surveys reported in the second quarter
of 2013, was 63%. Survey results during the planning phase in the fourth quarter of 2013 were
67.6%. Interim scores collected from the third quarter of 2014 and first quarter 2015 were 69%
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and 74.4%, respectively. The post-intervention scores reported in the second quarter of 2015
equaled 72.6%. The change from pre-intervention to post-intervention equals 9.6%, which
surpasses the goal of a 5% improvement for the demonstration project. (See Appendix S: MRHS
Patient Experience HCAHPS Survey Outcomes).
Several areas of the HCAHPS survey improved throughout the project, such as
communication by providers and communication about medications, but many areas improved
through the second interim measurement and declined by the post-intervention survey report.
This may be due to the termination of the demonstration project and the daily encouragement,
support, and leadership from management and the executive sponsor.
Analysis of the Results
Overall, the project was considered a success, due to meeting and exceeding the goals set
during the planning phase of the project. The major effect of the project was the improved
patient experience of care scores and the improved measurement of the implementation of PCC
initiatives throughout the organization. There were no extra burden or harm noted nor were any
unexpected changes observed. The project produced several beneficial changes within the
organization. The organization as a whole demonstrated that with proper leadership and buy-in,
change in culture, process, and perceived satisfaction can be improved with little monetary
output. Any change initiative must have executive leadership, with constant focus and daily
attention to process, progress, and outcomes.
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Discussion
Summary
This project had several key successes. The primary success was the overall
improvement in the patient experience of care survey results, which demonstrated the perception
of care from our customers has improved, as measured by the independent survey instrument.
Using the HCAHPS survey as the instrument to measure the patient experience of care was an
easy metric to implement, since this tool has been used for a number of years to report the
perceived satisfaction of care to CMS. The Patient- and Family-Centered Care: A Hospital SelfAssessment Inventory©, completed by a select group of executive leaders, managers, and frontline staff, was not as valid and may have had some bias from perception of patient-centeredness
and the desire to be patient-centered. One strength of this project was the use of two
independent, non-related measurement tools to measure the two distinct concepts of the health
care delivery process and outcomes. The improvement efforts were demonstrated by the
implementation of one concept, patient-centered care, to achieve improvement in another related
concept, the patient experience of care.
During the project, it was observed that the frontline staff were engaged, dedicated, and
loyal, with the desire to continue to improve the delivery of care within the organization. With
the many change initiatives being thrust upon health care in the current reform environment, it is
noted that with careful planning and strong executive leadership, change initiatives can be
implemented with success. While the overall results were positive, there was some variation
noted during the project timeline. This may be related to the patient volume, number of surveys
completed, or acuity of patients receiving care during the particular time period.
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The most important lesson learned is that any change effort must have the dedication
from executive leadership, with time dedicated to support the initiative on a daily basis. Any
lack of focus can result in an overall deceleration in the change process and result in decreased
metrics and a loss of momentum. It is clear from the final results that continued focus on
improving the patient experience scores must be a dedicated effort by all managers and senior
leadership, with direct communication and methods of support provided to all frontline staff on a
continual basis. After the 15-month demonstration timeframe was completed, there was a noted
decrease in intensity of the directed communication, coaching, mentoring, and support activities,
which resulted in a decrease in overall HCAHPS scores for the final measurement timeframe.
Other lessons learned were related to the difficulty in recruitment of patients and families
to assist the organization in serving as members of the Patient and Family Advisory Council,
mainly due to time constraints, unfamiliarity with the subject matter, and concern about other
responsibilities.
Dissemination of Findings
The results of this project will be presented to the Board of Commissioners in a formal
report detailing the results to improve perceptions of care delivery, improve utilization of
services and loyalty, and the financial gains from the CMS Value-Based Purchasing program.
An organization-wide celebration was held in August after the final results were reported and
analyzed. Avatar Solutions, our CMS HCAHPS survey reporting contract service, awarded this
facility with the 2014 Most Improved Hospital for Inpatient Services, in addition to the most
improved award for staff responsiveness and initiation of pain management practices. In the
summer of 2015, the Board of Hospital Commissioners, the Executive Leadership Council, and
department managers hosted a luncheon and dinner celebration to thank the staff for their efforts
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to improve the care and the experiences of our patients and families during the past year. The
organization provided food, along with a short message of thanks to our staff. This celebration
was an official “thank you” to all staff to celebrate our successes and dedication to improving the
care delivery process. This celebration was well received and provided an opportunity and
setting to highlight the next phase of the improvement efforts. (See Appendix U: Patient
Experience Awards).
To continue the adoption and spread of this project, elements of patient-centered care will
continue to be adopted within various units of in-patient services to promote patient-centeredness
and in efforts to improve the patient experience of care by hospitalized patients and their
families. Results of the project will be adopted by other service lines of the health system,
namely outpatient and ambulatory services to order to improve the patient experience within
these services.
To disseminate the processes of change and this initiative outside of the organization, an
article was published in Nursing Management detailing the planning and implementation
processes and what techniques proved to result in a positive outcome (Billingsley, 2015). In
addition, the results and outcomes of this project will be shared with other facilities and health
care leaders who are striving to improve the level of patient experience of care within their health
care organization through networking with other leaders at professional and professional
association meetings.
Relationship to Research Evidence Findings
The results of this project are similar to the professional literature and evidence utilized to
design and guide the project. The importance of the patient experience of care, the
implementation of patient-centered care, the requirement of strong leadership capabilities, and

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

58

the creation of a positive culture of change in the improvement of the care delivery system
supported the literature in creating a more patient-centric environment, a culture of
communication and shared-decision making, a focus on patient safety and the creation of a safety
culture, and the ability to engage staff in improving care by involving them in the planning and
process designing of the project, as well as a focused communication plan to continually keep
them updated on the outcomes of the project.
Barriers to Implementation
There were few absolute barriers to the implementation of the project as designed. One
primary barrier was the noted resistance to process change found among some stakeholders,
primarily among some nurses, physicians, and other members of the health care team. This
barrier was overcome by consistent communication, demonstration of findings using research
data, and feedback from other stakeholders. Another barrier noted was the difficulty in
recruitment of patients and family members to serve on the Patient and Family Advisory
Council. This finding proved to be due to difficulties in scheduling of work and social activities,
feelings of inadequacy in serving as an advisor, and the inability in time management to meet
responsibilities of council membership. This barrier is still realized, with only two advisors
meeting the council requirements and currently serving on the council.
The only bias identified with this project was found in the total belief of the importance
related to improving the patient experience and the philosophy of patient-centered care as a
necessary element of the new health care delivery model by the executive sponsor. This strong
belief was a principle method in continuing the project during times of resistance, push-back
from stakeholders, or the conflict with this project and other change projects being implemented
during the same timeframe.
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The major barrier that was encountered was the resistance of some staff members who
were reluctant to change care delivery methods to allow patients and families to become the
center of the care delivery process. Some frontline staff demonstrated total acceptance
immediately with the new set of practices, while others were more conservative in adopting these
practices. Overall, most would be considered early or late adopters of the patient-centered
practices. One set of stakeholders, the physicians, were continually resistant in allowing the
family members to be present during daily rounds due to the complaint of the increased time
required to answer questions and explain the treatment options. While not all physicians
demonstrated this resistance, it required additional support and insistence from senior leadership
to coach and guide them through the process changes required to allow the patient-centeredness
to be implemented in the organization. Overall, no major impediments were encountered during
the project that were not solved and corrected with coaching, persistence, and personal
conversation. While the success of this project was somewhat reliant to the size, number of
employees, and type of facility, the elements required for the project to be successful
demonstrated no other locally distinctive or unique characteristics that would prevent these
results from being realized in other organizations with the same relative level of executive
leadership contact, support, and mentoring.
Limitations of Results
The major artifacts that may influence the results of the HCAHPS survey data are related
to the response rate of survey completion, which might cause a variation in the results by a small
increase or decrease. While the trend is positive overall, some variation is noted. Additionally,
the results may be impacted by the census within the organization, the acuity of the patient
population, and competing workload. Several times during the demonstration project, the
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organization experienced a large increase in patient volume for several days, requiring an
increase in the nurse-to-patient ratio to 1:5, from the organization’s standard of a 1:4 nursepatient ratio. During this time, the acuity of the patient population increased, with an increased
number of critical patients in the intensive care unit on ventilators and vasopressors to maintain
physiological homeostasis; while during the same time period, the number of patients needing
total care on the medical-surgical unit also increased.
During the timeframe of this project, the meaningful use data collection continued,
collecting data on discharge medications, transitions of care, and registration for the patient
portal to allow for use of information technology to access personal health records. To mitigate
these competing change initiatives, the initiatives were combined to improve the transition of
care and involvement of the patient and family members in the care planning and transition
process. There were no failures or harms from the change processes implemented, and no
special problems were noted related to the implementation of the project or the collection of
specific data elements.
Interpretation
This demonstration project produced greater improvements than expected. Both survey
instruments resulted in greater than anticipated results, at no additional cost or financial output.
The larger-than-expected improvements on HCAHPS may result in a greater financial reward by
exceeding our threshold levels for the patient experience of care element of the Value-Based
Purchasing program.
The results demonstrated that careful planning, focused intervention, and focused
leadership can result in culture change that impacts the delivery of health care in the inpatient
setting. These same elements should be present in any future change initiatives to continue to
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demonstrate success in test-of-change projects. While all leaders, managers, and frontline staff
were in agreement about the need for the change in culture and the new initiatives, having staff
participating in the planning process, along with frequent communication about resulting
changes and a strong leader presence is required.
A major lesson about sustainability was demonstrated while waiting for reporting of data
at the end of the project. A small decrease in HCAHPS survey scores was noted after the project
ended. While this may be a result of a decrease in completed surveys or decrease in inpatient
volume, it might also be related to the change of direct encouragement and support provided by
the executive sponsor and the resulting decrease in focus in the changes that had been
implemented. In an effort to sustain these improvements, focused support and communication
about future outcomes and continued encouragement and structured leadership effort must be
continual.
This project has implications for strategic and operational efforts to improve the patient
experience and redesign patient care delivery systems of all types of health care services. While
this project was implemented in the inpatient hospital setting, the results can be transferred to
other types of settings and types of facilities. The same expected results, with some
modifications related to the election of the executive sponsor, the design and implementation of
the project, the communication plan and methods of result dissemination, types and variation of
the stakeholder groups, and design of the PCC elements to be implemented, can be expected for
the project to have equally successful results.
A major learning opportunity the project provided was the need for continual support and
communication to all personnel involved if the results are to be maintained. Once the initial
project is completed, a secondary plan should be developed to communicate the ongoing results,
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provide support and encouragement, and assign a leader to make continual adjustments to keep
the results moving in a positive direction.
Conclusions
The overall implication of this project demonstrates that the implementation of a PCC
philosophy and specific elements that relate to the patient population can have significant impact
on the improvement of the patient experience of care within health care organizations, providing
financial rewards, continual development of market share and customer support, and show a
positive improvement in the development of a culture of patient safety, improved
communication, and shared decision making within the organization. Additional studies
performed in different settings and with different populations should be performed to verify
equal results. Projects with similar design should be duplicated to verify the results and provide
support or modification of the steps necessary to create equal results within other organizations.
These results should provide the support for other organizations in their efforts to
improve the patient experience in care within their organizations. Without a concern related for
organizational type, bed size, geographical regional, or population served, these leadership steps
and processes should form a strong structure for leading change within the health care delivery
system. With focused effort and executive leadership, improvements can be made with only a
minimal amount of budgetary support, yielding a more vibrant culture and a more patient-centric
care delivery system.
While this 15-month project was to demonstrate that improvements to the patient
experience of care perception could be improved by the implementation of patient-centered care
elements, it was just the start of a long journey to redesign and improve the methods and
processes utilized to deliver health care in a community hospital setting. While this journey will
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take many years to complete, it benefits of increased satisfaction, improved outcomes, more
efficiency, and a culture that promotes wellness, safety and quality will result in an overall
improved health care system.
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Other Information
Funding
This 15-month demonstration project was funded from the operational funds of the parent
organization. No external funding sources or restricted funds were utilized.

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

65

References
Abraham, M., & Moretz, J. G. (2012). Implementing patient- and family-centered care: Part 1:
Understanding the challenges. Pediatric Nursing, 38(2), 44-47.
Agency for Healthcare Research and Quality. (2013). Information to help hospitals get started.
Retrieved from
http://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/howtogetstarted/in
dex.html
American Hospital Association. (2004). Patient- and family-centered care: A hospital selfassessment inventory. Chicago, IL: American Hospital Association. Retrieved from
http://www.aha.org/content/00-10/assessment.pdf
American Hospital Association. (2010). Hospitals in pursuit of excellence. Chicago, IL:
American Hospital Association. Retrieved from http://www.hpoe.org
American Hospital Association. (2013). Engaging healthcare users: A framework for healthy
individuals and communities. Chicago, IL: American Hospital Association. Retrieved
from http://www.aha.org/research/cor/content/engaging_health_care_users.pdf
Anders, C., & Cassidy A. (2014). Effective organizational change in healthcare: Exploring the
contribution of empowered users and workers. International Journal of Healthcare
Management, 7(2), 132-151. doi:10.1179/2047971913Y.0000000061
Anhang-Price, R., Elliott, M. N., Zaslavsky, A. M., Hays, R. D., Lehrman, W. G., Rybowski, L.,
& Cleary, P. D. (2014). Examining the role of patient experience surveys in measuring
health care quality. Medical Care Research and Review, 71(5), 522-554.
doi:10.1177/1077558714541480

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

66

Balik, B. (2011). Leaders’ role in patient experience: Hospital leadership must drive efforts to
better meet patients’ needs. Healthcare Executive, 26(4), 76, 78.
Balik, B., Conway, J., Zipperer, L., & Watson, J. (2011). Achieving an exceptional patient and
family experience of inpatient hospital care (IHI Innovation Series White Paper).
Cambridge, MA: Institute for Healthcare Improvement, 2011. Retrieved from
http://www.ihi.org
Berger, Z., Flickinger, T. E., Pfoh, E., Martinez, K. A., & Dy, S. M. (2014). Promoting
engagement by patients and families to reduce adverse events in acute care settings: A
systematic review. British Medical Journal, 23(7), 548-55. doi:10.1136/bmjqs-2012001769
Bertakis, K. D., & Azari, R. (2011). Patient-centered care is associated with decreased health
care utilization. Journal of the American Board of Family Medicine, 24(3), 229-239.
doi:10.3122/jabfm.2011.03.100170
Berwick, D. M., Nolan, T. W., & Whittington, J. (2001). The triple aim: Care, health, and cost.
Health Affairs (Millwood), 27(3), 759-769. doi:10.1377/hlthaff.27.3.759.
Beryl Institute. (2014). Defining patient experience. Retrieved from
http://www.theberylinstitute.org/?page=DefiningPatientExp
Beryl Institute. (2015). State of patient experience 2015: A global perspective on the patient
experience movement. Bedford, TX: Jason A. Wolf.
Billingsley, R. (2015). Working together to improve the patient experience. Nursing
Management, 46(4), 11-13. doi:10.1097/01.NUMA.0000462377.03723
Bleich, M. R. (2015). Patient-centered leadership. Journal of Continuing Education in Nursing,
46(7), 297-298. doi:10.3928/00220124-20150619-13

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

67

Bleich, M. R., Ozaltin, E., & Murray, C. K. L. (2009). How does satisfaction with the health-care
system relate to patient experience? Bulletin of the World Health Organization, 87(4),
271-278. doi:10.1590/S0042-96862009000400012
Bowling, A., Rowe, G., & McKee, M. (2013). Patients’ experiences of their healthcare in
relation to their expectations and satisfaction: A population survey. Journal of the Royal
Society of Medicine, 106(40), 143-149. doi:10.1258/jrsm.2012.120147
Browne K., Roseman, D., Shaller, D., & Edgman-Levitan, S. (2010). Measuring patient
experience as a strategy for improving primary care. Health Affairs, 29(5), 921-925.
doi:10.1377/hlthaff.2010.0238
Center for Advancing Health. (2010). A new definition of patient engagement: What is
engagement and why is it important? Retrieved from
http://www.cfah.org/pdfs/CFAH_Engagement_Behavior_Framework_current.pdf
Centers for Medicare and Medicaid Services. (2010). Partnership for patients. Washington, DC:
Centers for Medicare and Medicaid Services. Retrieved from
http://partnershipforpatient.cms.gov
Center for Medicare and Medicaid Services. (2014). Hospital value-based purchasing. Retrieved
from http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/hospital-value-based-purchasing/index.html
Charmel, P. A., & Frampton, S. B. (2008). Building the business case for patient-centered care.
Healthcare Financial Management, 62(3), 80-85. Retrieved from
http://www.planetree.nl/wp-content/uploads/Internationaal-HFM-business-case-forPlanetree.pdf

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

68

Chassin, M.R., & Loeb, J.M. (2013). High-reliability health care: Getting there from here.
Milbank Quarterly, 91(3), 459-90. doi: 10.1111/1468-0009.12023.
Cliff, B. (2012). Excellence in patient satisfaction within a patient-centered culture. Journal of
Healthcare Management, 57(3), 157-159.
Cooperrider, D. L., & Whitney, D. (2001). A positive revolution in change. In D. L. Cooperrider, P.
Sorenson, D. Whitney, & T. Yeager (Eds.), Appreciative inquiry: An emerging direction for
organization development (pp. 9-29). Champaign, IL: Stipes.

Dabney, B. W., & Tzeng, H. M. (2013). Service quality and patient-centered care. MEDSURG
Nursing, 22(6), 359-364.
Delmatoff, J. (2014). The most effective leadership style for the new landscape of healthcare.
Journal of Healthcare Management, 59(4), 245-9.
Dickens, P. M. (2013). Facilitating emergent change in a healthcare setting. Healthcare
Management Forum, 26(3), 116-26.
DiGioia, A., Lorenz, H., Greenhouse, P. K., Bertoty, D. A., & Rocks, S. D. (2010). A patientcentered model to improve metrics without cost increase: Viewing all care through the
eyes of patients and families. Journal of Nursing Administration, 40(12), 540-546.
doi:10.1097/NNA.0b013e3181fc1
Donabedian, A. (1988). The quality of care: How can it be assessed? Journal of the
American Medical Association, 260(12), 1743-8. doi:10.1001/jama.1988.
03410120089033
Doyle, C., Lennox, L., & Bell, D. (2013). A systematic review of evidence on the links between
patient experience and clinical safety and effectiveness. British Medical Journal, 3(1),
e001570. doi:10.1136/bmjopen-2012-001570

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

69

Elliott, M. N., Cohea, C. W., Lehrman, W. G., Goldstein, E. H., Cleary, P. D., Giordano, L. A.,
Zaslavsky, A. M. (2015). Accelerating improvement and narrowing gaps: Trends in
patients' experiences with hospital care reflected in HCAHPS public reporting. Health
Services Research, Advanced online publication. doi:10.1111/1475-6773.12305
Elliott, M. N., Lehrman, W. G., Goldstein, E. H., Giordano, L. A., Beckett, M. K., Cohea, C. W.,
& Cleary, P. D. (2010). Hospital survey shows improvements in patient experience.
Health Affairs (Millwood), 29(11), 2061-2067. doi:10.1377/hlthaff.2009.0876
Epstein, R. M., Fiscella, K., Lesser, C. S., & Stange, K. C. (2010). Why the nation needs a policy
push on patient-centered health care. Health Affairs (Millwood), 29(8), 1489-1495.
doi:10.1377/hlthaff.2009.0888
Fenton, J. J., Jerant, A. F., Bertakis, K. D., & Franks, P. (2012). The cost of satisfaction: A
national study of patient satisfaction, health care utilization, expenditures, and mortality.
Archives of Internal Medicine, 172(5), 405-411. doi:10.1001/archinternmed.2011.1662
Foltin, A., & Keller, R. (2012). Leading change with emotional intelligence. Nursing
Management, 43(11), 20-25. doi:10.1097/01.NUMA.0000421675.33594.63
Fottler, M. D., Ford, R. C., Roberts, V., & Ford, E. W. (2000). Creating a healing environment:
The importance of the service setting in the new consumer-oriented healthcare system.
Journal of Healthcare Management, 45(2), 91-106.
Fredericks, S., Lapum, J., & Hui, G. (2015). Examining the effect of patient-centered care on
outcomes. British Journal of Nursing, 24(7), 394-400. doi:10.12968/bjon.2015.24.7.394
Frey, K. A., Leighton, J. A., & Cecala, K. K. (2005). Building a culture of service excellence.
The Physician Executive, 31(6), 40-44.

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

70

Fung, C. H., Lim, Y. W., Mattke, S., Damberg, C., & Shekelle, P. G. (2008). Systematic review:
The evidence that publishing patient care performance data improves quality of care.
Annals of Internal Medicine, 148(2), 111-123. doi:10.7326/0003-4819-148-2-20080115000006
Gerteis, M., Edgman-Levitan, S., Daley, J., & Delbanco, T. L. (Eds.). (2002). Through the
patient’s eyes: Understanding and promoting patient-centered care. San Francisco, CA:
Josey-Bass.
Grob, R. (2013). The heart of patient-centered care. The Journal of Health Politics, Policy and
Law, 38(2), 457-464. doi:10.1215/03616878-1966406
Groene, O. (2011). Patient centredness and quality improvement efforts in hospitals: Rationale,
measurement, implementation. International Journal for Quality in Health Care, 23(5),
531-537. doi:10.1093/intqhc/mzr058
Hast, A. S., Digioia, A. M., Thompson, D., & Wolf, G. (2013). Utilizing complexity science to
drive practice change through patient- and family-centered care. Journal of Nursing
Administration, 43(1), 44-49. doi:10.1097/NNA.0b013e31827860db
Hibbard, J. H. (2004). Perspective: Moving toward a more patient-centered health care delivery
system. Health Affairs (Millwood), var. 133-135. doi:10.1377/hlthaff.var.133
Hibbard, J. H., Stockard, J., & Tusler, M. (2005). Hospital performance reports: Impact on
quality, market share, and reputation. Health Affairs (Millwood), 24(4), 1150-1160.
doi:10.1377/hithaff.2441150
Hobbs, J. L. (2009). A dimensional analysis of patient-centered care. Nursing Research, 58(1),
52-62. doi: 10.1097/NNR.0b013e31818c3e79

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

71

Hospital Consumer Assessment of Healthcare Providers and Systems. (2015). CAHPS hospital
survey. Retrieved from http://www.hcahpsonline.org/home.aspx
Institute for Patient- and Family-Centered Care. (2010). Frequently asked questions. Retrieved
from http://www.ipfcc.org/faq.html
Institute of Medicine. (2001). Crossing the quality chasm: A new health system for the 21st
century. Washington, DC: National Academy Press.
Isaac, T., Zaslavsky, A. M., Cleary, P. D., & Landon, B. E. (2010). The relationship between
patients’ perception of care and measures of hospital quality and safety. Health Services
Research, 45(4), 1024-1040. doi:10.1111/j.1475-6773.2010.01122.x
Jackson, J. L., Chamberlin, J., & Kroenke, K. (2001). Predictors of patient satisfaction. Social
Science and Medicine, 52(4), 609-620. doi:10.1016/S0277-9536(00)00164-7
Jha, A. K., Orav, E. J., Zheng, J., & Epstein, A. M. (2008). Patients’ perception of hospital care
in the United States. New England Journal of Medicine, 359(18), 1921-1931.
doi:10.1056/NEJMsa0804116
Keith, J. L., Doucette, J. N., Zimbro, K., & Woolwine, D. (2015). Making an impact: Can a
training program for leaders improve HCAHPS scores? Nursing Management, 46(3), 2027. doi:10.1097/01.NUMA.0000459093.40988.78
Ketelsen, L., Cook, K., & Kennedy, B. (2014). The HCAHPS handbook: Tactics to improve
quality and the patient experience. Gulf Breeze, FL: Fire Starter Publishing.
Kirby, A. (2005). Achieving statistically significant improvements in patient satisfaction scores
in a community hospital through the development of a service excellence model. Journal
of Healthcare Management, 50(1), 61-68.

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

72

Kotter, J. P. (1995). Leading change: Why transformation efforts fail. Harvard Business Review,
73(2), 59-65.
Kotter, J. P., & Schlesinger, L. A. (2008). Choosing strategies for change. Harvard Business
Review, 86(7/8), 130-139. Retrieved from https://hbr.org/2008/07/choosing-strategiesfor-change/ar/1
Kutney-Lee, A., McHugh, M. D., Sloane, D. M., Cimiotti, J. P., Flynn, L., Neff, D. F., & Aiken,
L. H. (2009). Nursing: A key to patient satisfaction. Health Affairs, 28(4), W669-W677.
doi:10.1377/hlthaff.28.4.w669
Kvist, T., Voutilainen, A., Mantynen, R., & Vehviläinen-Julkunen, K. (2014). The relationship
between patients' perceptions of care quality and three factors: Nursing staff job
satisfaction, organizational characteristics and patient age. BMC Health Services
Research, 14(1), 466. doi:10.1186/1472-6963-14-466
Laschinger, H. K. S., & Fida, R. (2015). Linking nurses’ perceptions of patient care quality to
job satisfaction. Journal of Nursing Administration, 45(5), 276-283.
doi:10.1097/NNA.0000000000000198
Lehrman, W. G., Elliott, M. N., Goldstein, E., Beckett, M. K., Klein, D. J., & Giordano, L. A.
(2010). Characteristics of hospitals demonstrating superior performance in patient
experience and clinical process measures of care. Medical Care Research and Review,
67(1), 38-55. doi:10.1177/1077558709341323
Luxford, K., Safran, D. G., & Delbanco, T. (2011). Promoting patient-centered care: A
qualitative study of facilitators and barriers in healthcare organizations with a reputation
for improving the patient experience. International Journal for Quality in Health Care,
23(5), 510-515. doi:10.1093/intqhc/mzr024

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

73

Luxford, K., & Sutton, S. (2014). How does patient experience fit into the overall healthcare
picture? Patient Experience Journal, 1(1), 20-27. Retrieved from
http://pxjournal.org/cgi/viewcontent.cgi?article=1002&context=journal
MacDavitt, K., Cieplinski, J. A., & Walker, V. (2011). Implementing small tests of change to
improve patient satisfaction. Journal of Nursing Administration, 41(1), 5-9.
doi:10.1097/NNA.0b013e318200285b
Manary, M., Staelin, R., Kosel, K., Schulman, K. A., & Glickman, S.W. (2015). Organizational
characteristics and patient experience with hospital care: A survey study of hospital chief
patient experience officers. American Journal of Medical Quality, 30(5), 432-440.
doi:10.1177/1062860614539994
Meyers, S. (2008). Take heed: How patient and family advisory can improve quality. Trustee,
61(4), 14-16, 21-22.
Mohammed, K., Nolan, M. B., Rajjo, T., Shah, N. D., Prokop, L. J., Varkey, P., & Murad, M. H.
(2014). Creating a patient-centered health care delivery system: A systematic review of
health care quality from the patient perspective. American Journal of Medical Quality.
Advance online publication. doi:10.1177/1062860614545124
Natale, C. V., & Gross, D. (2013). The ROI of engaged patients. Healthcare Financial
Management, 67(8), 90-97.
Newhouse, R., Dearholt, S., Poe, S., Pugh, L. C., & White, K. (2007). Johns Hopkins evidencebased practice appraisal. Indianapolis, IN: Sigma Theta Tau International.
Parsons, M. L., & Cornett, P. A. (2011). Leading change for sustainability. Nurse Leader, 9(4),
36-40. doi:10.1016/j.mnl.2011.05.005
Patient Protection and Affordable Care Act, 42 U.S.C. § 18001 (2010).

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

74

Pine, J., & Gilmore, J. H. (1998). Welcome to the experience economy. Harvard Business
Review, July-August, 97-105. Retrieved from https://hbr.org/1998/07/welcome-to-theexperience-economy/
Prey, J. E., Woollen, J., Wilcox, L., Sackeim, A. D., Hripcsak, G. L., Bakken, S., … Vawdrey,
D. K. (2014). Patient engagement in the inpatient setting: A systematic review. Journal of
the American Medical Informatics Association, 21(4), 741-750. doi:10.1136.amiajnl2013-002141
Raso, R. (2015). Value-based purchasing: Are you part of the shift? Nursing Management, 46(5),
24-31. doi:10.1097/01.NUMA.0000463882.54082.64
Rathert, C., Wyrwich, M. D., & Boren, S. A. (2013). Patient-centered care and outcomes: A
systematic review of the literature. Medical Care Research and Review, 70(4), 351-379.
doi:10.1177/1077558712465774
Reinertsen J. L., Bisograno, M., & Pugh, M. D. (2008). Seven leadership leverage points for
organization-level improvement in health care (2nd ed.). Cambridge, MA: Institute for
Healthcare Improvement.
Rogers, E. M. (1962). Diffusion of innovations. New York, NY: Glencoe.
Rose, J. S., Thomas, C. S., Tersigni, A., Sexton, J. B., & Pryor, D. (2006). A leadership
framework for culture change in health care. Joint Commission Journal on Quality and
Patient Safety, 32(8), 433-442.
Ryan, M., Kinghorn, P., Entwistle, V. A, & Francis, J. J. (2014). Valuing patients’ experiences of
healthcare processes: Towards broader applications of existing methods. Social Science
& Medicine, 106, 194-203. doi:10.1016/j.socscimed.2014.01.013

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

75

Scott, G. (2001). The voice of the customer: Is anyone listening? Journal of Healthcare
Management, 46(4), 221-223.
Scott, T., Mannion, R., Davies, H. T. O., & Marshall, M. N. (2003). Implementing culture
change in health care: Theory and practice. International Journal for Quality in Health
Care, 15(2), 111-118.
Shirey, M. R. (2011). Establishing a sense of urgency for leading transformational change.
Journal of Nursing Administration, 41(4), 145-148.
doi:10.1097/NNA.0b013e3182118550
Shirey, M. R. (2013). Lewin’s theory of planned change as a strategic resource. Journal of
Nursing Administration, 43(2), 69-72. doi:10.1097/NNA.0b013e31827f20a9
Sidani, S., Collins, L., Harbman, P., MacMillan, K., Reeves, S., Hurlock-Chorostecki, C., …
Van Soeren, M. (2014). Development of a measure to assess healthcare providers’
implementation of patient-centered care. Worldviews on Evidence-Based Nursing, 11(4),
248-257. doi:10.1111/wvn.12047
Slee, D. A., Slee, V. N., & Schmidt, H. J. (2008). Slee’s health care terms (5th ed.). Sudbury,
MA: Jones and Bartlett.
Small, N., Green, J., Spink, J., Forster, A., Lowson, K., & Young, J. (2008). The patient
experience of community hospital: The process of care as a determinant of satisfaction.
Journal of Evaluation in Clinical Practice, 13(1), 95-101. doi:10.1111/j.13652753.2006.00653.x
Smith, C. (2015). Exemplary leadership: How style and culture predict organizational outcomes.
Nursing Management, 46(3), 47-51. doi:10.1097/01.NUMA.0000456659.17651.c0

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

76

Sorra, J., Khanna, K., Dyer, N., Mardon, R., & Famolaro, T. (2012). Exploring relationships
between patient safety culture and patients’ assessments of hospital care. Journal of
Patient Safety, 8(3), 131-139. doi:10.1097/PTS.0b013e318258ca46
Stanowski, A. C., Simpson, K., & White, A. (2015). Pay for performance: Are hospitals
becoming more efficient in improving their patient experience? Journal of Healthcare
Management, 60(4), 268-284.
Stein, S. M., Day, M., Karia, R., Hutzler, L., & Bosco, J. A. (2015). Patients’ perceptions of care
are associated with quality of hospital care: A survey of 4605 hospitals. American
Journal of Medical Quality, 30(4), 382-388. doi:10.1177/1062860614530773
Stewart, M., Brown, J. B., Donner, A., McWhinney, I. R., Oates, J., Weston, W. W., & Jordan, J.
(2000). The impact of patient-centered care on outcomes. The Journal of Family
Medicine, 49(9), 796-804.
Stichler, J. F. (2011). Patient-centered healthcare design. Journal of Nursing Administration,
41(12), 503-506. doi:10.1097/NNA.0b013e3182378a3b
Tompkins, C. P., Higgins, A. R., & Ritter, G. A. (2009). Measuring outcomes and efficiency in
Medicare value-based purchasing. Health Affairs (Millwood),28(2), w251-w261.
doi:10.1377/hlthaff.28.2.w251.
Van Gorder, C. (2014, November 17). Creating a strong culture requires leaders who are
accountable. Modern Healthcare. Retrieved from
http://www.modernhealthcare.com/article/20141115/MAGAZINE/311159978
Weberg, D. (2012). Complexity leadership: A healthcare imperative. Nursing Forum, 47(4),
268-77. doi: 10.1111/j.1744-6198.2012.00276.x.

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

77

Weingart, S. N., Zhu, J., Chiappetta, L., Stuver, S. O., Schneider, E .C., Epstein, A. M., …
Weissman, J. S. (2011). Hospitalized patients' participation and its impact on quality of
care and patient safety. International Journal of Quality in Health Care, 23(3), 269-277.
doi:10.1093/intqhc/mzr002
Wolf, J. A., Niederhauser, V., Marshburn, D., & LaVela, S. L. (2014). Defining patient
experience. Patient Experience Journal, 1(1), 7-19.
Zarubi, K. L., Reiley, P., & McCarter, B. (2008). Putting patients and families at the center of
care. The Journal of Nursing Administration, 38(6), 275-281.
doi:10.1097/01.NNA.0000312789.95717.81
Zhao, M., Haley, D. R., Spaulding, A., & Balogh, H. A. (2015). Value-based purchasing,
efficiency, and hospital performance. Health Care Manager (Frederick), 34(1), 4-13.
doi:10.1097/HCM.0000000000000048
Zimlichman, E., Rozenblum, R., & Millenson, M. L. (2013). The road to patient experience of
care measurement: Lessons from the United States. Israel Journal of Health Policy
Research, 2(1), 35-41. doi:10.1186/2045-4015-2-35

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

Appendices

78

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

Appendix A
USF Statement of DeterminationIRB Application Approval Form

79

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

80

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

81

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE
Appendix B
Patient Experience of Care Concept Map

82

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

Appendix C
MRHS Letters of Approval, Support, and Permissions

83

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

84

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE
Appendix D
MRHS Organizational and Operational Charts
Figure 1. Organizational Chart

85

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE
Appendix D (Continued)
Figure 2. MRHS Operational Schematic Chart
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Appendix G
Glossary of Terms
Consumer Assessment of Healthcare Providers and Systems (CAHPS)
A program of the Agency for Healthcare Research and Quality (AHRQ) to develop and
support the use of standardized surveys that ask consumers and patients to report on and
evaluate their experiences with health care. The original name was Consumer
Assessment of Health Plan Study.1
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
A standardized survey instrument for measuring patient satisfaction with hospital care,
designed to permit comparisons among hospitals. It has a core set of questions, which
may be combined with customized hospital-specific questions. It was developed by CMS
and the Agency for Healthcare Research and Quality (AHRQ). HCAHPS is one of the
National Hospital Quality Measures.1
Patient-Centered Care (PCC)
Health care that takes into account the patient’s preferences, values, lifestyle, family,
expressed needs, and fears; care approached from the patient’s point of view. Such care
includes education, physical comfort, emotional support, coordination of care,
involvement of family and friends, and help with transitions. The Institute of Medicine’s
Health Care Quality Initiatives names “patient-centered care” as one of six domains of
quality. Also known as Patient- and Family-Centered Care (PFCC) or Person- and
Family-Centered Care (PFCC).1
Patient- and Family-Centered Care (PFCC)
Another term commonly used for Patient-Centered Care. Patient- and family-centered
care is an approach to the planning, delivery, and evaluation of health care that is
grounded in mutually beneficial partnerships among health care providers, patients, and
families. It redefines the relationships in health care. The core concepts of patient- and
family-centered care are respect and dignity, information sharing, participation, and
collaboration. Also known as Person- and Family-Centered Care (PFCC).3
Patient Engagement
The actions that patients, as individuals, take to obtain the greatest benefit from the health
care services available to them. It is a focus on behaviors of individuals relative to their
health care, rather than the actions of professionals or policies of institutions.
Engagement is not synonymous with compliance, but signifies that a person is involved
in the process through which he harmonizes robust information and professional advice
with his own needs, preferences, and abilities in order to prevent, manage, and cure
disease.4
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Appendix G (Continued)
Patient Experience (PE)
The sum of all interactions, shaped by an organization’s culture, that influence patient
perceptions across the continuum of care.2
Patient and Family Advisory Council (PFAC)
The formal organized group of former patients and family members that serve in an
advisory capacity to assist health care leaders in planning and evaluating health care
services and care delivery practices and processes. The PFAC may be assigned to
specific projects or service lines to facilitate improving health care delivery practices
within an organization.3
Patient Satisfaction
Patient’s perception or opinion of health care received or delivered from a health care
organization.1
Value Based Purchasing (VBP)
Obtaining the highest quality health care at the most reasonable price. The concept links
the payment for care with the quality of care, including patient outcomes and health
status and rewards cost-effective practices. For example, the employer or other purchaser
of health care services contracts with the provider to pay for care that meets specific
standards of quality, such as performance measures. This initiative is also known as Payfor-Performance (PfP or P4P).1
Sources
1

Slee, D. A., Slee, V. N., & Schmidt, H. J. (2008). Slee’s health care terms (5th ed.). Sudbury,
MA: Jones and Bartlett.

2

Beryl Institute. (2014). Defining patient experience. Retrieved from
http://www.theberylinstitute.org/?page=DefiningPatientExp

3

Institute for Patient- and Family-Centered Care. (2010). Frequently asked questions. Retrieved
from http://www.ipfcc.org/faq.html
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4

Center for Advancing Health. (2010). A new definition of patient engagement: What is
engagement and why is it important? Retrieved from
http://www.cfah.org/pdfs/CFAH_Engagement_Behavior_Framework_current.pdf
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Appendix H
Evidence Tables
Topic: Patient Experience
Author/Date

Method

Sample

Outcomes

Evidence
Strength
IV

Evidence
Quality
B

AnhangPrice et al.,
2014

Systematic
review

368 articles

Patient experience of care scores were related to
organizations that report high-levels of patientcentered care practices. Higher levels of
prevention and adherence to recommended
safety practices are also reported.

Berger et al.,
2014

Systematic
review

6 studies
meeting
inclusion
criteria

Links of patient safety practices and patient
experience (specifically patient engagement) is
weak and may be related to self-perception,
patient-physician relationship, healthcare
environment, and organizational culture.
Interventions promoting patient safety and
engagement vary among patients and settings.

IV

C

Beryl
Institute,
2015

Professional
association
survey/
White Paper

1,500
respondents
from 21
countries

Study showed that among health care leaders,
there is an increased level of focus on improving
the patient experience and rated it as a major
focus for their organizations.

IV

A

Bleich, et
al., 2009

2003 World
Health
Survey

21 European
hospitals

Study measured improvements within the eight
domains of patient experience as represented by
responsiveness and satisfaction with the health
care delivery system. A 10.4% difference
among patients defining the concept of a
positive patient experience. Other variations
included health status, type of care received, and
other social factors. This study concluded that
satisfaction with the health care system depends
more on external factors rather than direct care
experiences.

II

A

Doyle et al.,
2013

Systematic
review

55 studies
with positive
associations

Strong association between patient experience
scores, patient safety culture, and clinical
outcomes and effectiveness

IV

B

Elliott et al.,
2015

HCAHPS
scores and
probability
sample

4,822,960
adult
inpatients
discharged
from 3,541
hospitals of
all types
compared
between the
years 2208
and 2011

Study demonstrates improvements from all
types of hospitals between 2008 and 2011. The
average improvement was 19% over a 3-year
period. This research showed that larger
facilities have less improvement scores, with a
variance in geographic area and between
specific patient age and educational levels. This
study showed greater increase in those hospitals
with lower scores initially.

III

A
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Sample

Outcomes
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Evidence
Strength
IV

Evidence
Quality
B

Fung et al.,
2008

Systematic
review

45 peerreviewed
articles from
1986 to
present (27
were
published
since 1999)

No evidence that public reporting of patient care
performance data improves the quality of care
within an organization. Difficult to synthesize
data across various years and settings. While
data is not related, those organizations that focus
on quality and patient experience may have
better results, since the organization supports a
culture of quality and outcome improvement.

Isaac et al.,
2010

HCAHPS
scores and
clinical
outcomes
data and
clinical
outcomes
data from
Hospital
Quality
Alliance
(HQA)
(decubitus
ulcers,
failure to
rescue, &
medical
infection
rates)

927
hospitals
(864
hospitals
have
completed
data from
both
HCACHPS
and clinical
outcomes)

Strong correlation between high levels of
quality outcomes of care and HCAHPS scores
reporting willingness to recommend to others.
Differences were reported by hospital size,
geographical location, hospital ownership type,
and presence of specialty ICU services offered.

III

A

Jackson et
al., 2001

Surveys
(Medical
Outcomes
Study &
PRIME-MD,
and RAND)

500 adult
patients
from 38
clinical
providers

Strong correlation among expectations and
unmet needs, communication patterns, and
clinical outcomes/symptom resolution, and
improvement in health status.

III

A

Jha et al.,
2008

2429
hospitals
reporting
HCAHPS
data and
clinical
outcomes

4032
hospital
survey and
clinical
outcomes
(AMI,
pneumonia
heart failure,
and surgical
complication
prevention)

Compared between 2429 reporting hospitals
versus 1603 non-reporting hospitals, strong
relationship between those patients that gave
hospitals “top-box” scores and the quality of
clinical care. Results were evident that hospitals
that provide high patient satisfaction tended to
provide higher levels of clinical care as rated by
patients. Differences were reported in hospital
location, size, and urban versus rural setting.

III

A

Kvist et al.,
2014

Crosssectional
survey

1909
patients and
929 nurses
from 4
hospitals in
Finland

High levels of patient experience and
satisfaction were positively related to the levels
of nursing staff satisfaction and engagement
with in the hospital unit level. Strong
correlation between nurse’s level of satisfaction,
the patient’s age and needs, and the
organization’s structure, leadership and support.

III

A
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Evidence
Strength
III

Evidence
Quality
A

Lehrman et
al., 2010

HCAHPS
scores,
hospital
demographics, and
clinical
process
measures
from
Hospital
Quality
Alliance
(HQA)

Discharged
patients
from 2583
hospital

Top performers from patient experience only
tended to be smaller hospitals located in
suburban or rural areas. Top performers in
clinical indicators only were larger and in urban
areas. Top performers on both patient
experience and quality indicators were either
small or large in the New England or North
central areas, and not-for-profit.

Luxford et
al., 2011

Qualitative
study of
interviews

40 person
interviews
from 8
health care
facilities

Successful qualities of PCC instructions
consisted of strong senior leadership, clear
communication patterns, active engagement of
patients and family members, adequate
resources to support care initiatives, strong staff
accountability and rewards for participation,
and a culture that supports changing health care
delivery systems.

III

B

Manary et
al., 2014

Survey and
HCAHPS
data

Chief
experience
officers of
143 VHA
hospitals

68% of hospital boards and 81% CEOs rated
patient experience as very important, while
only 15% of physicians and 34% of nursing
staff rated it as important. Hospitals with
interdisciplinary working cultures and higher
employee and physician engagement had higher
HCAHPS scores.

III

B

Prey et al.,
2014

Systematic
review

17 articles

Identifies categories supporting patient
engagement within health care (entertainment,
information, communication tools, and decision
support)

IV

B

Ryan et al.,
2014

Systematic
review

89 articles

Identifies economic and conceptual concepts
that have stronger correlation with higher levels
of patient experiences. No strong evidence of
standardized instrument to measure expected
outcomes.

IV

B

Small et al.,
2008

Qualitative
study/randomized
controlled
trial

220 patients
for study of
qualitative
factors; RTC
of 13
patients

Mix of technology, strong communication, and
care delivery support proves to provide the best
patient experience within community hospitals.
Cost effectiveness, better outcomes, and
efficiency played significant roles in long-term
assessment of positive patient experiences.

I

B

Stein et al.,
2014

Survey

4605
hospitals

71% of hospital-acquired conditions and 62%
patient safety indicators present were either
strongly or significantly associated with
associated with lower HCAHPS scores

III

A

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE
Author/Date
Sorra et al.,
2014

Method

Sample

Outcomes

Hospital
CAHHPS
survey data
and Hospital
Survey on
Patient
Safety
Culture
(Hospital
SOPS) data

15 hospitals

Hospital safety data were higher when patient
experience data survey data was high,
demonstrating that facilities with higher patient
experience scores tended to report higher safety
scores and an intense safety culture presence.

106
Evidence
Strength
III

Evidence
Quality
B

Evidence
Strength
IV

Evidence
Quality
B

Topic: Patient-Centered Care/Patient- and Family-Centered Care
Author/Date

Method

Sample

Outcomes

Fredericks et
al., 2015

Systematic
review

40 studies
published
between
1995 and
2014

Review to determine variations among
participant and PCC interventional
characteristics viewed as successful. Majority
of interventions were related to education or
support with decision-making or transition of
care; individual interventions were more
successful than group interventions. Most
successful programs were involved with
specifics of health care delivery and not general
in nature.

Mohammed
et al., 2014

Systematic
review

36 studies

Research identified 10 characteristics patients
identified as important in a quality health care
delivery system: communication, access, shared
decision making, provider knowledge and skills,
physical environment, patient education,
electronic medical record, pain control,
discharge process, and preventive services. For
an organization to be seen as patient-centered,
most or all of these characteristics must be
perceived to be present, active, and available to
patients upon demand.

IV

B

Rathert et
al., 2013

Systematic
review

40 articles
through
2012

Findings support the implementation of patientcentered care activities. Strong evidence for
improving satisfaction and self-care and
compliance was found supporting the
implementing of PCC This may result in
improved quality of care, overall cost savings,
compliance, and efficient use of services.

IV

B
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Evidence
Strength
III

Evidence
Quality
B

Sidani et al.,
2014

Surveys

154 surveys
from APNs
in acute care
facilities in
Canada

To determine the characteristics of PCC and its
implementation, surveys were evaluated to
determine if elements of holistic care,
collaborative care, and/or responsive care
provided elements of PCC. Content Validity
Index results showed that an overall majority
responded that PCC represented a combination
of all three types of care elements and resulted
in a positive measure of PCC implementation.

Stewart et
al., 2000

Observational cohort
study, using
the Medical
Outcomes
Study, selfreported
health status,
and service
utilization
rates

315 patients
and 39
family
physicians in
Canada

To determinate the outcomes of PCC,
observational interviews were conducted to
inquire about the patient-centeredness of care
provided. A positive correlation with PCC
resulted in fewer procedures and tests, referrals,
and rated the communication stronger. Number
of visits was not impacted. Patients rated their
health status better and better efficiency of care
delivery if deemed to be more patient centered
and patient-provider relationships stronger.

III

B

Weingart et
al., 2011

Random
sample
telephone
survey from
U.S. hospital
patients

Survey of
2025 U. S.
hospital
patients

99.9% of surveyed patients reported positive
responses to at least one out of seven measures
of patient’s participation. A strong inverse
association between patient participation and
adverse events correlates that patients who are
involved in their care have fewer or less adverse
events while hospitalized.

III

A

Research Evaluation Guidelines
Strength of Evidence:
Level 1: (Highest quality of evidence)
Experimental study/randomized controlled trial (RCT) or meta-analysis of RCT
Level II:
Quasi-experimental study
Level III:
Non-experimental study, qualitative study, or meta-synthesis
Level IV:
Opinion of nationally recognized experts based on research evidence or expert
consensus panel (systematic review, clinical practice guidelines)
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Level V: (Lowest quality of evidence)
Opinion of individual expert based on non-research evidence. (Includes case
studies; literature review; organizational experience, e.g. quality improvement and
financial data, clinical expertise, or personal experience)

Quality of Evidence (Scientific Evidence):
A

High Quality - consistent results, sufficient sample size, adequate control, and
definitive conclusions; consistent recommendations based on extensive literature
review that includes thoughtful reference to scientific evidence

B

Good Quality - reasonably consistent results, sufficient sample size, some control,
and fairly definitive conclusions; reasonably consistent recommendations based
on fairly comprehensive literature review that includes some reference to
scientific evidence.

C

Low Quality or Major Flaws in Research Quality - little evidence with
inconsistent results, insufficient sample, and conclusions cannot be drawn.

Newhouse, R., Dearholt, S., Poe, S., Pugh, L. C. & White, K. (2007). Johns Hopkins evidencebased practice appraisal. Indianapolis, IN: Sigma Theta Tau International.
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Appendix I
The iCare Model: Creating a Positive Patient Experience using the iCare Model

i - Integrity: We say what we mean and we mean what we say.
- Doing the right thing for the right reasons.
C - Compassion: We show concern and compassion for others.
- I understand that my job is to serve others, and I will do my job willingly and
with compassion to those I serve.
a- Accountability: We are answerable for our actions and decisions.
- I will hold myself and others accountable for unacceptable behavior,
performance and actions.
r - Respect: We care about the well being, dignity and uniqueness of everyone.
- I will be responsive to the needs of those we work with and serve by treating
them with the same courtesy.
e - Excellence: We deliver our best every day and encourage innovation to
continuously improve.
-

I will take ownership in meeting the needs of those we serve. If I am not
capable of meeting the need, I will find someone who can and I will follow-up
to ensure the needs are met. This includes responding promptly and being
receptive to all requests.
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Appendix K
Project Budget
Figure 1: Overview
2014

2015

Implementation
(12 months)

Implementation
(3 months)

actual
EXPENSES
Personnel 1, 2
Benefits (10% total benefit cost) 3
Total personnel expenses
Supplies (printing, lapel pins)
Rewards and Recognition 4
Patient and Family Advisory
Council formation/operation 5
Total Expenses

2016

2017

2018

& Year 1

Year 2

Year 3

Year 4

projected

projected

projected

projected

$ 12,500
$ 4,480
$ 16,980
$ 300
$ 450
$ 250

$ 12,750
$ 4,480
$ 17,230
$ 300
$ 450
$ 250

$ 13,005
$ 4,480
$ 17,485
$ 300
$ 450
$ 250

$ 13,265
$ 4,480
$17,745
$ 300
$ 450
$ 250

$ 13,530
$ 4,480
$18,010
$ 300
$ 450
$ 250

$ 17,980

$ 18,230

$ 18,485

$ 18,745

$ 19,010

FINANCIAL ASSUMPTIONS
1

2

3

4
5

Executive leadership of 10% total effort of $140,000/year prior to 35% bonus payment.
Projected 2% Performance Review increase each year.
No front-line staff time and salaries were included in this budget because cost occurred for
presentations was conducted during regularly-scheduled shifts and did not incur addition
monies or time.
No change in benefit costs from present rate. Rates are static for full-time and part-time
employees.
No change in rewards and recognition costs or programmatic changes within category.
No change in cost or new membership orientation, training, or operations.
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Table 2: Detailed Salary Budget for Project Executive Sponsor
Theoretical Model Stage
Item
Unit
Total
STRUCTURE
Design of iCare program
Executive time
10 hours **
$ 670
Receive administrative approval
Executive time
2 hours
$ 134
Presentation to Department Managers
Executive time
2 hours
$ 134
Presentation to Hospital Board
3 hours
$ 201
Sub-total
17 hours
$1139
PROCESS
Process –Phase I: iCare components into organizational value statement
Rewrite MRHS value statement
Executive time
2 hours
$ 134
Meeting with all departments
Marketing and Executive time
12 hours
$ 804
iCare program to orientation
HR Department and Executive
4 hours
$ 268
Review Nursing Prof Practice Model
Executive time
10 hours
$ 670
Present iCare -clinical affiliates
Executive time
2 hours
$ 134
Sub-total
30 hours
$2010
Process –Phase II: Employee recognition and rewards
Redesign employee R& R
Executive and Marketing
4 hours
$ 268
Select Employee of Quarter
Leadership Council
*** 6 hours
$ 402
Select Department of Quarter
Leadership Council
*** 1 hours
$ 67
Select Employee of Year
Leadership Council
1 hour
$ 67
Sub-total
12 hours
$ 804
Process – Phase III: Review and Revision of Documents
Review/ revision of documents
Department Managers
25 hours
$1675
Annual document review
Department Managers
*** 3 hours
$ 201
Sub-total
28 hours
$1876
Process – Phase IV: Patient-Centered Care Implementation & Patient &Family Advisory Council
Receive Admin. Approval
Executive Sponsor
3 hours
$201
Present to Board of Commissioners
Executive Sponsor
5 hours
$335
Develop Scope of Work
Executive Sponsor
5 hours
$335
Select membership
Executive Sponsor
3 hours
$201
Hold inaugural meeting
Executive Sponsor
3 hours
$201
Semi-annual meetings/project assign.
Executive Sponsor
*** 5 hours
$335
Sub-total
24 hours
$1608
OUTCOMES
Identify baseline survey data
Executive Sponsor
2 hours
$134
Interventional survey data
Executive Sponsor
*** 2 hours
$134
Final data collection/analysis
Executive Sponsor
8 hours
$536
Sub-total
12 hours
$804
Executive/Administrative Time:
Executive Sponsor
5 hours /
$5025
Coaching, mentorship, and
month
communication related to project
X 15 months
Sub-total Executive Sponsor
75 hours
$5025
$12,462
GRAND TOTAL – Executive Sponsor Salary
* Based on $67/hour base salary rate 2014
** No benefits were added into these calculations
*** Multiple intervals included
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Strategic Communication and Messaging Plan
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Appendix M
Example Work Structure Breakdown
Phase IV: Implementation of Patient and Family Advisory Council
Project Objective
1.

2.

3.

4.

Educate Senior
Leadership Team

Obtain Board approval
and elect Board Sponsor

Develop and create
Scope of Work
documents for PFAC

Select and invite
members for the PFAC

5.

Hold inaugural meeting
with orientation to
mission, scope of work,
and individual projects

6.

Assignment individual
projects

7.

Schedule and conduct
semi-annual meetings
of entire council
membership

Project Details
1. Present concept, goals, and budget to Senior
Leadership Team
2. Obtain approval
3. Assign reporting schedule
1. Present and discuss concepts, goals, and
process with Board of Commissioners
2. Obtain Board approval
3. Select Board Sponsor
1. Create scope of work
2. Create council documents
a. Position description
b. Privacy, confidentiality, and HIPAA
consent
c. Volunteer consent document
3. Develop orientation materials
1. Develop roster
2. Create letter of invitation
3. Mail letters
4. Receive acceptances
1. Introduction of members
2. Issue thanks from Board and Administration
3. Review mission and Scope of Work
4. Present orientation
5. Determine individual projects
6. Develop work plan
1. Begin working with groups on individual
projects
2. Meet with members assigned to individual
projects monthly
3. Provide support and answer questions about
how to best accomplish tasks
4. Help groups develop report to Council
1. Convene 2nd semi-annual meeting of entire
council
2. Present reports from individual assignments
3. Plan next steps

Date Due &
Status
11/14 – 12/14
COMPLETED
12/14
COMPLETED
12/14-1/15

COMPLETED
1/15-2/15
COMPLETED
2/15

COMPLETED
4/15-ongoing

COMPLETED
6/15 –ongoing

COMPLETED
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Appendix N
MRHS Patient and Family Advisory Council Charter and Bylaws

Mena Regional Health System
Patient and Family Advisory Council
Charter and Bylaws

Article I.

Formation

Section 1. Creation.
A council of former patients and family members will be created to serve as
advisors to the Health System to improve the patient experience.
Section 2. Name.
The name of the council will be the Mena Regional Health System Patient and
Family Advisory Council.
Section 3. Council Composition
The Patient and Family Advisory Council (PFAC) will consist of at least 6
community members and 1 executive sponsor. Staff from the organization may be
invited to be included in the membership but are limited to 2 positions. A member
from the Board of Commissioners will serve as an ad hoc member.
Article II.

PFAC Authorization and Sponsorship

Section 1. Authorization
The council is authorized by the Senior Leadership Team and supported by the
MRHS Board of Commissioners.
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Section 2. Sponsorship.
The sponsor of the PFAC will be the Chief Nursing Officer of the organization.
This individual will coordinate the membership process, develop the orientation
process, set meeting dates, and participate in the assignment of projects to individual
council members.
Article III.

Mission

Section 1. Goal.
The goal of the council is dedicated to working with the organization to assist in
developing processes to assure the delivery of high-quality patient and family-centered
care to patients and families receiving care and services within the organization.
Section 2. Value Statement.
The PFAC consists to uphold the values of the organization including: integrity,
caring, accountability, respect, and excellence.
Section 3. Scope of Work
The scope of the PFAC is advisory only. Members have no authority or ability to
initiate change, make financial decisions for the organization, or have an oversight of
personnel or property.
Article IV.

Membership

Section 1. Selection
Members will be selected based on their previous role as a patient or family
member of an individual receiving services within the organization. Members will be at
least half-time residents of Polk County, Arkansas and be willing to attend the called
meetings and participate as members to work on assigned projects. Additional
qualifications will be the ability to work in an advisory-capacity with a group of
individuals to fulfill the mission and goals of the program. Previous experience or
expertise in a service-delivery capacity or work within a community organization is
preferred.
Section 2. Invitation
Members will be introduced to the goals and objectives of the PFAC program and
invited to participate. Potential members will have the program explained to them and
have the opportunity to ask questions about the program in order to make the decision to
participate.
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Section 3. Acceptance
Upon acceptance to the PFAC program, members will be asked to attend an
orientation session and receive training and instruction to enable them to perform their
duties
Section 4. Requirements
Members are required to attend an orientation session, attend scheduled meetings,
and be available and willing to work on special, assigned projects related to patient and
family engagement.
Section 5. Term of Service
Members will agree to serve on the PFAC for a term of two years. Members in
good standing are eligible to be reappointed to a second consecutive term. Membership
shall not be for more than two consecutive terms without special permission from the
Executive Sponsor.
Section 6. Orientation
Members are required to attend an orientation to the PFAC and receive instruction
on topics such as a brief orientation to health care, health care reform, privacy,
confidentiality, and HIPAA requirements, infection control practices, and working as a
committee. Specific training will reinforce the advisory nature of this committees
function.
Article V.

Officers

Section 1. Election of Chairperson
The office of Chairperson will be elected by the Volunteer Advisors.
Section 2. Role of Chairperson
The primary role of the Chairperson is to preside over the general meeting.
Additional duties include the participation of selection of new members, assist in the
orientation of members, and support the Executive Sponsor in addressing any issues or
behaviors of Advisors that might occur in the course of their volunteer service.
Section 3. Term of Office
The term of the Chairperson will be two years. If for some reason that individual
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can not fulfill the entire tenure, the Executive Sponsor will preside at the election of a
new Chairperson to complete the tenure. That individual will be eligible to be elected for
a full 2-year tenure after serving a partial term for the previous Chairperson.
Article VI.

Meetings

Meeting will be held every six months to report on status of individual projects.
Meetings will also be used to deliver additional training and identify new projects for
consideration.
Article VII.

Assignment to Projects

Section 1. Assignments
Individual project assignments will be identified by the Executive Sponsor,
Chairperson, or from membership at large. Projects will be reviewed for consideration
and appropriateness by the Executive Sponsor. Projects will be assigned by the
Chairperson and status reported at the semi-annual meetings.
Article VIII. Addressing Service Issues
Section 1. Service Issues
Members having issues related to service, including attendance at meeting, unable
to function within the committee structure, or unable to perform duties within set
boundaries will be counseled. If behaviors are unable to be changed, members will be
asked to withdraw from membership on the council.

Original Document – October 2014
Approved by Senior Leadership Team – December 2014
Approved by Board of Commissioners – December 2014
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Appendix O
MRHS SWOT Analysis

Strengths


Strong community support for the
healthcare organization



Geographical isolation



Excellent employee morale



Strong employee engagement with low
employee turnover



Strong employee work ethic



Excellent facility with updated
equipment



Excellent quality scores

Opportunities


Improve public image



Develop new service lines



Improve HCAHPS scores



Change from volume-based to qualityand experience-based mentality



Recruitment of new providers



Staff receptive to new models of care
delivery and open to change

Weaknesses


Lack of full service line availability



No local competition



Limited wide-range healthcare
experience among staff

Threats


Strong competition from larger
facilities within 90 miles



Decreasing reimbursement models



Increasing competitive creep from
tertiary facilities in western Arkansas
seeking to increase volume



Past focus on volume-based operations



Weak staff “servant” attitude



Continued EHR costs and expenses



Limited new leadership potential



Changing model of physician
employment with decreased
engagement and productivity

MRSH Executive Leadership Council, September 2013
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Appendix P
GANTT Project Chart
Improving the Patient Experience by Implementing Patient-Centered Care

Objectives

2013
2014
O N D J F M A M J J
c o e a e a p a u u
t v c n b r r y n l
STRUCTURE – Planning Phase

A S
u e
g p

O N D J
c o e a
t v c n

Strategic Planning Assignment
Meeting with key front-line staff and leaders
Selection of project model/designed project
Receive administrative support for project
Presentation /Approval Hospital Board
PROCESS - Implementation Phase – Introducing PCC into Organizational Culture
Phase 1: Implement iCare program into organizational culture
Develop new core values and logo
Present to Senior Leadership team
Present to Department Managers
Add to on-boarding/orientation program
Revise Nursing Professional Practice Model
Present to front-line staff departments
Implement service recovery training for staff
Phase 2: Implement employee reward/recognition program
Design R&R program
Publicize R&R program
Implement program
Recognize employee/department
Phase 3: Review and revise organizations documents to implement PCC into organization
Select elements of PCC to implement
Identify documents to revise
Revise documents
Re-educate staff on revisions
Annual document review/revision
Phase 4: Implement Patient/-Centered Care and Patient & Family Advisory Council
Educate leadership team & Board
Implement division-wide PCC elements
Implement unit-based PCC elements
Obtain Board approval and sponsor PFAC
Develop scope of work documents
Select members and invite to join PFAC
Develop orientation materials
Convene inaugural meeting
Assign projects
Schedule semi-annual meetings
OUTCOMES - Evaluation
Identify baseline HCAHPS scores
Complete AHA Pre-Self-Assessment tool
Provide communication/feedback to staff
Provide status reports to Board
Collect interval HCAHPS scores
Collect AHA Post-Self-Assessment tool
Collect Post-HCAHPS Scores
Analyze results
* ongoing future scheduled tasks

F
e
b

2015
M A J
a p u
r r n

J
u
l

*

IMPROVING PATIENT EXPERIENCE WITH PATIENT-CENTERED CARE

121

Appendix Q
MRHS GAP Analysis
Analysis
Political

Current State





Economic







Social




Technological




Legal



Environmental




Desired State

Current city-owned
status provides limits
for Board Membership
State-wide Medicaid
Expansion program
may change within
next two years
Community-wide weak
support for Affordable
Care Act
Changing models of
reimbursement
Large number of rural
critical access hospitals
with different models
of reimbursement
Physician employment
model lacks incentive
for high productivity
Increasing business
competition from
neighboring hospitals



“Bigger is Better”
mentality from public
Lack of wide
innovation and change
leadership



Increasing
requirements and cost
of IT components
Lack of
interoperability



City ownership
provides legal
protection and stability
Maintain organization
infrastructure
Increasing pressure for
partnership, merge, or
acquisition


















New Commissioners
with change and
financial leadership
abilities
Continuation of
Medicaid Expansion
program
Full support for
Affordable Care Act



Stabilization of
reimbursement models
Changing all hospitals
to Value-Based
Purchasing model
Changing physician
employment contracts
to add productivity
incentive to increase
production
Maintaining financial
security to avoid
competition from
neighboring hospitals
Improved patient
experience of care and
quality to recruit and
hold loyal customer
base
Increased number of
change and innovation
leaders in organization
Obtain funds to
support the
improvement of IT
plan
System-wide IT
platform alignment
Maintain city
ownership



Continue to perform
maintenance to
maintain infrastructure
Manage financials to
prevent required
mergers or
acquisitions




















Interventions Required for
Desired State
Continue working with Mayor
promoting new Commissioners
with change and financial
leadership
Lobby current political
membership to continue
Medicaid Expansion program
Continual community education
about benefits of Affordable
Care Act highlighting benefits
Develop methods to transition
from volume to value
Build surgical specialty service
line
Lobby association and
legislators to change CHA
reimbursement methods
Develop and negotiate new
employment contracts for
employed physicians
Develop strategic alliances and
partnerships with regional
competing organizations to
build service lines
Implement patient-centered care
practices within organization
Develop recruitment plan to
recruit new leaders when
positions become vacant

Obtain bond revenues to
support 5-year plan for IT
development
Develop plan for IT platform
alignment and implement
within next 3 years
No action necessary

Follow maintenance plan for
organizational infrastructure
Continue to reduce operating
costs to reserve cash and
prevent financial hardships
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Appendix R
Financial Proforma and Return on Investment

REVENUE
Revenue from Medicare
Value-Based Purchasing
Incentive withholding %
Total revenue after incentive
Earn-back (VBP threshold) 3, 4
Additional incentive bonus
@0.3%
Total Incentive Payment plus
Bonus Payment @0.3% 2,3

EXPENSES
Total Expenses

Project Financial Benefit
Implementation year
Project years 1-4
Return on Investment Ratio 6
Cumulative ROI year 1 to year 4

2014

2015

2016

2017

2018

Implementation

Year 1

Year 2

Year 3

Year 4

actual

projected

projected

projected

projected

2,604,3912
1.50%

2,604,3912
1.75%

2,604,3912
2.0% 5

2,604,391
2.0%

2,604,3911
1.25%
$ 32,555

$ 39,066

$ 45,577

$ 52,088

$ 52,088

$ 7,813

$ 7,813

$ 7,813

$ 7,813

$ 7,813

$ 40,368

$ 46,879

$ 53,390

$ 59,901

$ 59,901

$ 17,980

$ 18,230

$ 18,485

$ 18,745

$ 19,010

$ 28,649
2.6%
$ 51,037

$ 34,905
2.9%
$ 85,942

$ 41,156
3.2%
$ 127,098

$ 40,891
3.2%
$ 167,989

$ 22,388
2.0%

FINANCIAL ASSUMPTIONS
1
2
3
4

5
6

Actual revenue after withholding prior to incentive and reward payments.
Future payer mix and volume unchanged from 2014 volume and revenue.
Assuming that VBP threshold levels are met.
Meeting the Patient Experience of Care metric assumes also meeting all domain measures
within the CMS Value-Based Purchasing program.
2% incentive withholding constant in all succeeding years.
ROI based on withholding/payment-recovery model from project year to years 1-4.
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Appendix S
MRHS Patient-Centered Care Self-Assessment Inventory Outcomes
Table 1. Pre- and Post-Intervention Inventory Results
Patient and Family-Centered Care: A Hospital Self-Assessment Inventory©

Inventory Categories

Leadership
Mission and Definition of
Quality
Charting and
Documentation
Patient and Families as
Advisors
Patient and Family
Support
Patterns of Care
Quality Improvement
Information/Education
for Patient and Families
Personnel
Environment and Design
Totals
TOTAL SCORE

Pre-Intervention
January 2014

Post-Intervention
July 2015

85.7
96.5

Number
of
question
7
17

Total
points
possible
35
85

Total
Points
10
19

28.6
22.3

Total
Points
30
82

3

15

4

26.7

5

33.3

19

95

19

20.0

32

33.7

7

35

12

34.3

19

54.3

29
3
16

145
15
80

45
3
31

31.0
20.0
38.8

76
3
43

52.4
20.0
53.8

9
19
129

45
95
645

12
53

26.7
55.8

24
58

53.3
61.0

208

32.2

372

57.7

%

Overall Improvement

%

25.5%

Scoring Matrix:
Inventory based on scoring matrix from 1 through 5 points: 1 = not at all
3 = OK
5 = very well
American Hospital Association (2004). Patient- and Family-Centered Care: A Hospital SelfAssessment Inventory. Chicago: American Hospital Association. Retrieved from http://
www.aha.org/content/00-10/assessment.pdf.
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Figure 1. Pre- and Post-Interventional Survey Results

AHA Self-Assessment Inventory Results
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80
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20
0

Pre-Intervention
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Appendix S (Continued)
Figure 2. PCC Self-Assessment Inventory Improvements
70
60

AHA Self-Assessment Inventory
57.7
Summary Results

50
40

32.2
30
20
10
0
Pre-Intervention
Pre-Intervention

Post-Intervention
Post-Intervention
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Appendix S (Continued)
Figure 3: Self-Assessment Inventory Summary of Greatest Improvement Categories
120

Summary Results - Greatest Changes
96.5

100
85.7
80

60

53.3

52.4

40

33.7
28.6
22.3

31

26.7

20

20

0
Leadership

Mission - Design Patient/Family as Patterns of Care
of Quality
Advisors

Pre-Intervention - November 2013

Personnel

Post-Intervention - July 2015
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Appendix T
MRHS Patient Experience HCAHPS Survey Outcomes
Table 1. Summary of HCAHPS Survey Results

Survey Categories
Communication of nurses
Communication of providers
Communication about medications
Responsiveness of staff
Discharge information
Pain management
Cleanliness of environment
Quietness of environment
Care transition
Willingness to recommend
Overall rating
Interval Changes
OVERALL CHANGE

Q2 2013
Preintervention
79.1
67.0
53.9
66.2
79.4
68.4
76.7
69.1
48.6
51.0
63.0

Q4 2013
Planning
Phase
79.9
82.5
62.4
67.0
89.9
68.0
73.0
69.0
59.7
64.0
67.6

Q3 2014
Interim 1

Q1 2015
Interim 2

86.0
84.1
70.4
80.7
79.0
71.0
64.0
73.3
56.0
70.2
69.0

78.3
84.0
79.6
73.0
88.0
74.0
63.4
76.2
62.1
70.1
74.4

+4.6

+1.4

+5.4

Q2 2015
Postintervention
76.4
86.0
70.0
72.1
76.0
63.5
60.0
71.0
46.0
61.0
72.5
-1.9
+9.5%
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Appendix T (Continued)
Figure 1. HCAHPS Survey Results by Question Category and Survey Date

HCAHPS Scores - PCC Demonstration Project
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Appendix T (Continued)
Figure 2. HCSHPS Survey Results – Overall Satisfaction Scores

PCC Demonstration Project
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Appendix T (Continued)
Figure 3. HCAHPS Survey Results Improvement throughout the Project

PCC DEMONSTRATION PROJECT
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Appendix U
Patient Experience Awards

Figure 1. Avatar Solutions 2014 Most Improved Hospital for Inpatient Services

Award received in July 2015 from Avatar Solutions awarded to Mena Regional Health System
for 2014 most improved hospital HCACHPS and patient experience of care measures for
inpatient services, medium-sized hospital.
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Figure 2. MRHS iCare/Patient Experience awards display

132

