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Becoming Systematically Personalized
Hear the voice of your patients
Hear the voice of your staff
Develop a strategic plan to systematically improve
assessments

Infrastructure
Development

Skill Building

Develop appropriate leadership support
Fully integrate Patient Centered approaches
Create a mechanism to include patients and staff

Reconsider how we deliver care
Learn new ways to approach old challenges
Build ability to deliver a new method
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Designation- a structured pathway

I.A: A multi-disciplinary task force is established to oversee and assist with implementation and maintenance of patient-/resident-centered practices, which includes a mix of non-supervisory and management staff and meets regularly (every 4-6 weeks) on an ongoing basis.
I.B: A patient-/resident-centered care coordinator or point person is designated who is able to commit the time required to champion related activities on an ongoing basis.
I.C: Patient/resident, family and staff focus groups are conducted on-site by Planetree or another qualified, independent vendor periodically (at 12-18 month intervals), and the results are shared at a minimum with senior management, the governing body, and staff.
I.D: Information on patient-/resident-centered care implementation and progress is shared periodically with key organizational stakeholders, cultivating an understanding of patient-/resident-centered initiatives underway in the organization. This information is communicated regularly to staff (and in continuing care environments, also to residents and
families), and at a minimum annually to the governing board of the organization.
I.E: An ongoing mechanism is in place to solicit meaningful dialogue, input and reactions from patients/residents, families, and the community on current practices and new initiatives. This may be achieved via an active patient/resident/family or community advisory council with regular meetings, or some other effective mechanism to obtain regular
input from patients/residents and community.
II.A: All staff, including off-shift and support staff, are given an opportunity to participate in a minimum of eight hours of patient-/resident-centered staff retreat experiences or an equivalent, with a minimum concurrent completion rate of 85%.
II.B: An independently administered physician experience survey is conducted at least once every five years using a validated survey instrument, and physicians are oriented and regularly educated about, and encouraged to participate in, patient-/resident-centered initiatives.
II.C: Continuing education to reinforce and revitalize staff engagement in patient-/resident-centered behaviors and practices and build competence around the community’s evolving needs is offered on a regular and ongoing basis to all staff in meaningful ways determined by the organization.
II.D: A comprehensive presentation on patient-/resident-centered care concepts, practices and initiatives is provided for all new staff (and in continuing care settings, new residents) as a part of orientation. In continuing care environments, residents and family members are included in a meaningful way in the new employee orientation program.
II.E: Active teams are in place that address patient-/resident-centered initiatives, as necessary, and include non-supervisory staff input.
II.F: A model of care delivery is adopted that embraces continuity, consistency and accountability-based care, and allows staff the opportunity and responsibility for personalizing care for each patient/resident.
II.G: A mechanism is in place to provide staff support services that include elements identified by staff as priority areas. Examples include access to concierge or amenity services such as meals-to-go, massage, space to recharge away from patients/residents and families; emotional support such as bereavement services and staff support groups; and
personal and professional development programming such as a career ladder program.
II.H: Human resource systems, including job descriptions and evaluations, reflect the organization’s patient-/resident-centered care philosophy. Other examples include behavioral standards, recruitment and retention efforts, staff selection tools and criteria. In continuing care environments, residents play a role in the hiring and evaluation of staff.
II.I: Numerous opportunities, both formal and informal, are provided for staff reward and recognition. In continuing care environments, recognition programs extend to and integrate residents and family members.
II.J: Independently administered staff surveys using a validated survey instrument, or other structured staff feedback mechanisms, are conducted at least once every two years.
II.K: a process is in place for providing support as necessary to patients/residents, families, and staff affected by an adverse event.
II.L: Processes are in place to help patients/residents anticipate the costs of care and assistance is available for those who need to make financial arrangements. Financial communications are concise, clear and respectful.
II.M: The organization has processes in place focusing on prevention of medical errors, as well as on keeping patients/residents and staff safe from harm from self and others.
II. N: Effective 24-hour shift-to ¬shift communication processes are in place to ensure patients’/residents’ individual¬ized needs are evaluated, discussed, and met. Opportunities for patient/resident and family involvement in shift-to-shift communication are addressed.
II. O: Effective communication mechanisms are in place to keep all staff (including off-site and all shifts) informed about organizational priorities.
II.P–Applies only to continuing care sites: In continuing care settings, residents are given an opportunity to participate, as appropriate, in a retreat experience or an equivalent to assist with internalizing resident-centered care concepts and to enhance sensitivity to the needs of the entire community. Resident retreats are conducted at a minimum
annually.
II.Q–Applies only to continuing care sites: Residents are provided with the choice of where they are going to live and with whom, with staff input provided as appropriate.
II.R– Applies only to continuing care sites: In continuing care settings, processes are in place for eval¬uating, identifying and effectively integrating into the care plan what is important to each resident, based on his/her identity, decision-mak¬ing ability, and mastery skills, and what is mean¬ingful to that resident in the living environment and in daily
activities
III.A: A policy for sharing clinical information, including the medical record and the care plan, with patients/residents has been approved, an effective system is in place to make patients/residents aware that they may review this information, a system is in place to monitor staff communication to patients/residents of this choice and patient/resident
participation levels, and a process is in place to facilitate patients/residents documenting their comments.
III.A-Behavioral Health Application: In behavioral health settings, decisions about the extent of the clinical information shared and the mechanism used for sharing this information are made on an individualized basis. A range of options are available for sharing such information, including the medical record and the treatment plan, to ensure that
patients of varying competency levels have access to information that will help them to understand their symptoms, diagnosis and treatment.
III.B: A community health resource library or significant consumer health collection is established, either based at the hospital, or provided by the site in partnership with other organizations. The hospital has implemented strategies to make patients/residents, families, and community members aware that the library is free and open to the public.
Printed material is available on the site’s ten most common diagnoses and there are systems in place to enable patients/residents to obtain information both with assistance and on their own.
III.C: A range of educational materials is available for patients/residents and families and is easily accessible to staff. Staff is knowledgeable about the availability of these resources.
III.D: Patients/residents are provided with meaningful discharge instructions.
III.E: A process is in place to disclose unanticipated outcomes to patients/residents (and family members as appropriate).
III. F.
The site has a process to assist patients/residents and families in managing their medical information and coordinating their care among multiple physicians, including the patient’s admitting physician, primary care provider and appropriate specialists.
IV.A: Flexible, 24-hour, patient-/resident-directed visiting hours are in place, and children are permitted to visit (exceptions for psychiatric facilities, NICU and in cases of communicable disease). In continuing care settings, accommodations are made for intimate visits by a spouse/partner.
IV.A-Behavioral Health Application: In behavioral health settings, visiting hours are consistent with the patient’s treatment plan and flexible to accommodate patient and family visitation preferences. Restrictions to visitation are determined by the treatment plan and patient preferences, and the rationale for any restrictions is clearly communicated to
patients and families.
IV.B: A comprehensive formalized approach to involving families in all aspects of the patient’s/ resident’s care, and tailored to the needs and abilities of the organization and its facility, is developed at a minimum on pediatric, oncology, medical-surgical and rehabilitation units. An example is a Care Partner Program.
IV.B-Behavioral Health Application: A comprehensive formalized approach to providing families with psychoeducation and, when clinically appropriate, involving them in the patient’s care, is developed and tailored to the needs and abilities of the organization and its facility. An example is a Care Partner Program.
IV.C: Kitchens/pantries and lounges are available for families to use
IV.D: A process is in place to encourage patients/residents and families to communicate with staff about any concerns related to their care, including any concerns related to resident/patient safety.
V.A: A system is in place to provide patients/residents, families and staff with 24-hour access to a variety of foods and beverages (unless doing so conflicts with the treatment plan). Patients’/residents’ personal preferences and routines around mealtimes are considered and accommodated to the extent possible.
V.B: The organization has a system to provide patients/residents and staff with fresh, healthy food at appropriate temperatures, and provides patients with a variety of food choices.
VI.A: Healing healthcare design standards are developed that, at a minimum, address interior finishes and lighting. In continuing care settings, these standards also provide for personalization of living areas by residents.
VI.B: The auditory environment has been reviewed and a noise control protocol is in place.
VI.C: The olfactory environment has been reviewed and odors have been addressed.
VI.D: As remodeling is done, symbolic and real barriers are removed. Examples include implementing open nurses’ stations, family lounges, unit-based kitchens, indirect lighting. In continuing care environments, each resident’s living area features a view to the outside.
VI.E: Signage both leading to facility entrances, as well as throughout the interior of the facility, is clear and understandable to patients/ residents and visitors.
VI.F: Ample parking adjacent to entrances is available. When nearby parking is limited, accommodations such as valet service or golf carts to transport visitors to and from the building, are made available.
VI.G: The environment is designed to accommodate privacy needs and provides for patient/resident dignity and modesty, particularly in common areas, patient/resident rooms and bathrooms.
VI.H: The organization considers progressive facility management practices and specifies products that promote safe, non-toxic approaches to facility cleaning, maintenance, renovation and construction, which recognize the potential health impact on patients/residents, families and staff members.
VI.I: Patients/residents have access to nature. Examples include an indoor or outdoor garden.
VI.J– Applies only to behavioral health sites: Common spaces are available and feature a sense of spaciousness and light. In addition, they satisfy patients’ needs for both private spaces and spaces that support social interaction.
VI.K– Applies only to behavioral health sites: Protocols are in place for reducing coercive intervention. Examples may include a provision of a comfort room, Snoezelen, or low-stimulation environment.
VII.A: an active arts component (music, visual arts, crafts, animal visitation, bedside reading) is in place. In continuing care environments, the array of activities is dynamic, driven by residents’ individual interests, and inclusive of family and staff. The activities program allows for spontaneity and self-directed opportunities for residents, 24-hours a day, 7
days a week.
VII.B–Applies only to continuing care sites: A flexible transportation system is provided that enables residents to satisfy personal wishes, to participate in off-site activities and to volunteer.
VIII.A: A plan is developed and implemented that recognizes the spiritual dimension of patients/residents, families and staff in the healthcare environment. In acute care and continuing care settings, this plan includes practices around death and dying.
VIII.B: The special needs of the community’s diverse cultural groups are investigated, documented and addressed in specific and appropriate ways.
IX.A: The interests and current utilization patterns of patients/residents and medical staff in the areas of alternative, complementary and integrative healing modalities, are assessed and a plan is developed to address these needs. Examples could include providing direct services, developing a process for responding to patient/resident requests for inhospital treatment by the patient’s/resident’s existing practitioner(s), and evaluation of patients/residents’ herbal remedies as part of the medication reconciliation process.
IX.B: A plan for caring touch is developed and implemented as appropriate. (Exceptions include behavioral health patients.) Examples of caring touch include massage, M technique, and Reiki.
X.A: Based on the interests and needs of the community, a plan is developed to improve community health. Examples include provision of direct services, educational information, or referral and collaboration with local agencies.
X.B– Applies only to behavioral health sites: Mechanisms are in place to give public voice to and advocate for the importance of behavioral health initiatives and the need for more comprehensive, stigma free and humane approaches to this care.
XI.A-Acute Care Application: Patient satisfaction (both inpatient and outpatient) is regularly assessed using a validated survey instrument, which includes the HCAHPS questions. Performance on each of the domains in the HCAHPS questionnaire meets or exceeds national averages.
XI.A-Behavioral Health Application: Patients’ perspectives of care (both inpatient and outpatient) are regularly assessed using a validated survey instrument.
XI.B-Acute Care Application: The hospital monitors and reports its performance on the full set of CMS Quality Measures to CMS, and shares data on all available indicators with Planetree. The hospital’s performance for the most recent twelve month period for which data is available exceeds the “National Average” performance as reported on the U.S.
Department of Health and Human Services Hospital Compare web site on 75% of the indicators for which the hospital has more than 25 eligible patients for the 12 month period (an n of >25).
XI.B-Behavioral Health Application: The hospital monitors and reports its performance on appropriate quality measures and provides benchmarks for comparison purposes. The hospital meets or exceeds benchmarks. Sites accredited by The Joint Commission may submit their ORYX Performance Measure Report, with both the control chart to
demonstrate internal trending and the comparison chart to demonstrate performance that meets or exceeds benchmarks to satisfy the criteria.
XI.C-Acute Care, Behavioral Health Application: The hospital regularly solicits information from staff about patient safety and uses the information generated to improve safety practices in the organization. The hospital has a process for encouraging staff to report quality and patient safety issues. The hospital conducts a survey to assess its patient
safety culture at a minimum once every two years.
XI.D: Applies only to continuing care sites: A system is established to broadly communicate performance improvement information to all members of the continuing care community and to the public.

I.A: A multi-disciplinary task force, including patients and family members, is established to oversee and assist with implementation and
maintenance of patient-centered practices

II.E: Active teams are in place that address patient-centered initiatives, and include participation by nonsupervisory staff and patients and
families.
II.F: Formalized processes are in place to promote continuity, consistency and accountability in care delivery, and which allow staff the
opportunity and responsibility for personalizing care in partnership with each patient/resident.

III.A : A policy for sharing clinical information, including the medical record and the care plan, with patients has been approved, staff are
educated on this policy and the process for sharing the record and care plan, an effective system is in place to make patients aware that
they may review this information, and a process is in place to facilitate patients documenting their comments.
IV.B: A comprehensive formalized approach for partnering with families in all aspects of the patient’s care, and tailored to the needs and
abilities of the organization and its facility, is developed. An example is a Care Partner Program.

I.F: Leadership exemplifies approaches that motivate and inspire others, promote positive morale, mentor and enhance performance of
others, recognize the knowledge and decision-making authority of others and model organizational values.

II.H: Human resource systems, including job descriptions and evaluations, reflect the organization’s patient-centered care philosophy. Other
examples include behavioral standards, recruitment and retention efforts, staff selection tools and criteria and conducting team interviews.
XI.D: Staff and patient/resident/family members are actively involved in the design, ongoing assessment and communication of
performance improvement efforts. The organization consistently utilizes data to identify and prioritize improvement over time.
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Finsen’s progress
• Developed an active steering committee that engages patients
Structures

• Rounding 2.0- engaging patients at a new level
• Improved physical surroundings

• Introduced patient boards for increased engagement
Practices

• Actively exploring Shared Decision Making in some units
• Informing all patients of anticipated wait times

• Introduced “Implementation Agents” to drive implementation
Culture

• Leadership are integrating patient centered care with all aspects of
the Finsen Centre i.e. Epic Implementation
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Next steps for the Finsen Centre
1) Spread all of the good you are doing
2) Deepen inclusion of the patient voice

3) Cultivate a bottom-up staff involvement model
4) Streamline infrastructure for Finsen 2.0
5) Every patient, every time
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“There aren’t enough of the
right words to praise the
work that they do here.”
-Patient

“We knew nothing about
this sickness before now.
They have guided and
informed us. For every
decision, we were included.”
-Patient

Patient Centered care is not what you do,
it’s how you do it
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