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Learning Objectives

At the end of this session, participants will be able to:

1. Learn more about how to use patient-centered design for best care. 

2. Share examples of how codesign and coproduction can lead to the Quintuple 

Aim.

3. Learn from new models from across the globe that can be replicated and shared.
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ItҲs Time to Co-design with Patients



Eudaimonia

Eudaimonia - human flourishing, 
happiness, focusing on doing 
good and compassion. 



JackieҲs Journey to Health 



Tempo

Teamwork
Trust

Touch



See the whole person 

Map the assets of the community

Redesign care with the 4Ts

Ask patients, families, communities ҵWhat Matters To YouҶ



Transitional Care Nursing Service Model

Source: Macklin, N., Morris, C., Dowell A., (2022, April 11). Hearing the patient voice: a qualitative interview study exploring the patient experience of a nurse-led initiative to integrate and enhance primary and secondary healthcare pathways. Integrated Healthcare Journal 

Goals:

Å Greater support for patients to self-manage 

their health journey

Å Enhanced safety and quality of patient health 

services

Å Improved service efficiencies & greater patient 

care coordination

Å Patient-centered model that is flexible and non-

prescriptive approach

Å Services provided are based on what the 

patients and their families needed/wanted to 

self-manage their health
*Non-governmental organizations





Transitional Care Nursing Service Model

Outcomes:

Transitional care nursing service positively influenced patient experience, self-reported 
outcomes and quality of life following hospitalization and during the transition period 
between hospital and home
ÅRelieves aspects of loneliness and isolation
ÅSupports health literacy and knowledge
ÅSupports appropriate medication usage
ÅSupports families
ÅCoordination care and access to services
ÅTransitional care nurse was perceived as empathetic/kind, accessible/responsive 

and had higher level of communication skills

Source: Macklin, N., Morris, C., Dowell A., (2022, April 11). Hearing the patient voice: a qualitative interview study exploring the patient experience of a nurse-led initiative to integrate and enhance primary and secondary healthcare pathways. 
Integrated Healthcare Journal



Transitional Care Nursing Service Model

Source: Macklin, N., Morris, C., Dowell A., (2022, April 11). Hearing the patient voice: a qualitative interview study exploring the patient experience of a nurse-led initiative to integrate and enhance primary and secondary healthcare pathways. 
Integrated Healthcare Journal

Patient-centered approach that illustrates the positive impact of the TCN role a 
patientҲs recovery

Feedback Themes:
1. Sense of having someone on their healthcare team who cares, listens, & is easily 

accessible
2. Continuity of contact and a supportive and enabling link to accessing support 

from other members of their hospital and general practice teams.
3. Having a person to help them tie all the different aspects of their care together 

and reduce the fragmentation of different services involved in caring for them. 
4. Someone who traverses boundaries and services to make things easier for the 

patient. 



Abridge

Å Mission: bring more understanding and follow -
through to every medical conversation-
technology and touches for best care and 
more efficient work

Å Outcomes: Improves communication 
accuracy, saves clinician time, builds a bridge 
between patientҲs clinical and social 
situations and care recommendations, 
follows up to keep patient and clinician 
connected and coproducing best care.

Source: Abridge https://www.abridge.com/

https://www.abridge.com/


HMC System Wide Patient Flow Collaborative
Program Overview

This Collaborative uses proven approaches and changes that lead to improvement by fostering collaboration and shared learning.

Collaborative members will participate in three learning sessions, in monthly webinars, monthly progress reports and receive

coaching from faculty as needed. The Institute for Healthcare Improvement with HHQI and the Collaborative faculty provide

subject matter expertise and its application; as well as process improvement ïboth during and between Learning Sessions.

Focus Area

Patients with complex & long-term care

Å Reduce length of stay in Medical and Surgical Units

Å Enhance discharge planning and actively engage  

patients and family members

Å Utilize/ leverage case management interventions and  

cross continuum teams to create and test solutions  

for timely transfers to home or community-based  

care facilities

Å Build capacity and capabilities for staff within  

community-based care facilities

HMC System Wide Patient Flow Collaborative



National Patient Safety
Collaborative

Program Overview

Å Tailored from IHIôs Breakthrough Series Collaborative Model  

which provides platform for networking and knowledge  

sharing where teams can learn from each other and from  

recognized subject matter experts to advance the patient  

safety mission and to enhance the delivery of safe care  

through quality improvement.

Å There were 33 teams across 4 healthcare organizations -

Hamad Medical Corporation, Primary Health Care  

Corporation, Qatar Red Crescent and Sidra Medicine.

National Patient Safety Collaborative



Reimagining Wellness Together

ÅThe Center for Bone & Joint Health at UPMC Magee-Womens
Hospital provides non-operative treatment and programs for 
people with chronic and/or painful conditions like arthritis and 
osteoporosis.

ÅPatients work together with providers to co-create a personalized 
plan based on what matters to them.

Source: Kim Chessey, CRNP, Jessica Carlson, MSN, RN, Center for Bone & Joint Health  - Shaping Care Around What Matters



Center for Bone & Joint Health - Mission

Source: Kim Chessey, CRNP, Jessica Carlson, MSN, RN, Center for Bone & Joint Health  - Shaping Care Around What Matters

CO-DESIGN BONE AND JOINT 

CARE PROGRAMS WITH 

PATIENTS SO WE CAN BETTER 

ADDRESS THEIR NEEDS.

IDENTIFY AND REDUCE 

DISPARITIES IN CARE.

DEVELOP EDUCATIONAL 

PROGRAMS WITH AND FOR 

PATIENTS, THE COMMUNITY, AND 

PROVIDERS.



Why?

The care delivery system -
especially for prevention 

and wellness - is 
uncoordinated and 

fragmented, and many 
times nonexistent.

Å1 in 2 women, and 1 in 5 
men will experience a 
broken bone due to 
preventable conditions 
like osteoporosis in their 
lifetime.

Patient needs are not 
always heard or factored

into treatment plans for 
bone and joint care.

ÅAbout 1/3 of Total joint 
replacement surgeries in 
the US are inappropriate 
or poorly timed resulting 
in suboptimal outcomes 
and high cost

There are disparities 
across gender, race and 

other personal 
characteristics.

ÅOsteoarthritis affects 
26% of women and 18% 
of men.

ÅAfrican American and 
Latina women are almost 
twice as likely as white 
women to have activity 
limitations, severe joint 
pain, and work 
limitations.



Asking ҵWhat Matters to YouҶ"in the Center for Bone and Joint Health

Bridge gaps of care by putting patients at the center of 
care. Develop patient, community, and provider 
education that leads to prevention and wellness.

Eliminate 
Care Silos

Personalize care and meet patientsô unique needs to 
reduce disparities.

Reduce 
Disparities

Ensure patients are feeling safe and seen by actively 
seeking their input and acting on their feedback. 

Establish 
Trust



HowҲd We Do It

Source: Kim Chessey, CRNP, Jessica Carlson, MSN, RN, Center for Bone & Joint Health  - Shaping Care Around What Matters

Ask

Ask ñWhat 
Matters To 
You?ò to 
understand 
patient 
priorities and 
establish 
measurable 
goals.

Connect

Connect to 
services and 
coordinate care 
that includes 
physical activity 
guidance, 
nutritional 
counseling, 
mental health 
resources, and 
womenôs midlife 
health services.

Move

Use 
Motivational 
Interviewing 
to help 
patients move 
past barriers 
and tap into 
their personal 
motivation to 
change.

Co-create

Involve 
patients as 
co-creators 
of their care 
pathways so 
that they feel 
heard and 
understood 
by providers.



Å 7th most common cause of 
death in older adults.   

Å Every 13 seconds an older adult 
is treated in the ED for a fall 
related injury. 

Å Every 20 minutes (72 times 
each day) an older adult dies
due to a fall related injury. 

Å Over 300,000 hip fractures 
occur per year, with falls 
responsible for 95% of these 
fractures. 

Falls in Older Populations are the Most Common Cause of 
Unintentional Injury Death  



What If We Gave Patients and Caregivers Easy to Use Tools to Self 
Screen, Assess and Choose Evidence Based Interventions? 

Patient/caregiver APP to screen for 
risk, assess status and choose 
evidence. 

Connects patient to EMR and health system 
to provide real time data and allow medical 
intervention and support if needed. 

Supports intervention with self directed 
exercise program and connection to 
community -based programs.  



Age-Friendly Health Systems Collaborative

Program Overview

ÅAimed for HMC to become an

Age-Friendly Health System

which entails reliably providing a

set of
elements

four evidence-based  

of high-quality care

which is known as the ó4Msôto all

geriatric patients

Å Tailored from IHIôs Breakthrough

Series Collaborative Model which

has been designed as a platform

where teams can easily learn from

each other and from recognized

subject matter experts on the 4Ms

Framework



Building the movement

of communities caring

for our mental health



Fundamental questions to consider about workforce 

Source: Kohrt et al. 2018, Int J Environ Res Public Health.



Community
defined and designed

StrengthIn.Usis a collaborative that builds, 

shares, and grows community initiated 

care efforts to strengthen how we support 

mental health and well-being.



Source: https://thinkbiggerdogood.org/enhancing -the-capacity-of-the-mental-health-and-addiction -workforce -a-framework/

https://thinkbiggerdogood.org/enhancing-the-capacity-of-the-mental-health-and-addiction-workforce-a-framework/


What is Care in Community, By Community, and For Community?

Å The core hypothesis behind Community Initiated Care  (CIC) is that by 
better equipping trusted community agents* with skills to help, we can 
change the trajectory of a personҲs mental health journey. This includes 
more immediately addressing mental health needs, reducing overall 
demand on the clinical enterprise, complementing traditional care that may 
be given, and positively impact outcomes at both a micro and macro level. 

Å This means the field needs to develop strategies that, with an asset-based 
respectful approach, equips community residents and organizations with 
the skills and resources to be their own first response. 

*helper, human, neighbor, coworker, barista, 



Care companions will receive an onboarding  
packet that includes the following:

Orientation Guide

ƺ Supports planning shared responsibilities

ƴ Together, the patient and care companion 

will decide what each are comfortable

with.



ǒ Assistance/facilitation with

communication  between caregivers

ǒ Increased responsiveness to patient 

needs by assuming responsibility with 

support and comfort tasks.

ǒ Patient autonomy

ǒ Partner in care leading to increased safety 

&  collaboration.

ǒ Provide critical information

ǒ Reduce anxiety

ǒ Reduce redundancy

ǒ Provide extra support

Together We Care: Care Companion Benefits & Attributes

ǒ The Care Companion will have access 

to visit whenever is right for patients 

and Care Companion.



Care companions will receive an onboarding  packet 
that includes the following:

Preference Card

ƺ Supports planning shared responsibilities

ƴ Together, the patient and Care Companion  will 

decide what each are comfortable with.

ƴ The nurse will review and delegate  

accordingly.

ƴ The preference card will be reviewed at each  

change of shift.



The Care Companion packet will include the  benefits below. 
Call OPE for support if needed.

Visit Pass/Bracelet

Parking Pass

Meal Card



Care Companion: UnitFamiliarity

ǒ Amenity Kit/ Space to pick up άbasketέ items at  
nurseΩs station

ǒ Food/ nutrition options for Care Companion (provide  
meal voucher as a thankyou)

ǒ Nursing Leadership-Provide contact information  
(Business Card), Offer support, Addressconcerns,  
Answerquestions

ǒ Review clinical alarms (άwhatΩsbeeping?έ)

ǒ Review clinical alarms and appropriate responses  
and/or escalation

To promote a collaborative and supportive experience, please ensure the  
Care Companion knows where to find the locations or items noted below:

ǒ White Board

ǒ Call bell

ǒ TV services

ǒ Meal times and process

ǒ Feeding of patient by Care

Companion

ǒ Pantry

ǒ Linen Cart

ǒ Restroom



PATIENT + FAMILY CENTEREDCARE



Mission Statement

Craig advocates for and provides exceptional patient- and family-centered care for  

those affected by spinal cord and brain injury. Together we bravely strive for optimal  

health, independence and life quality with unyielding determination.



TYPES OF INJURIES WE TREAT LEADING CAUSES OF INJURIES

All levels of  
spinal cord  

injuries

Neu romusc ular
Disorders

Brain  
injuries

Vehicular  
Ac cide nts

Falls Medical  
Com plications

Sports

ETIOLOGY Each year Craig treats

patients from all over

the U.S. and several other  

countries



FULL CONTINUUM OF CARE



OUR SYSTEM OF  

CARE: PATIENT- AND  

FAMILY-CENTERED  

INTERDISCIPLINARY  

TEAMS WITH DEPTH,  

EXPERTISE AND  

EXPERIENCE



PEAKCENTER



PEER MENTORPROGRAM



© 2022 Press Ganey Associates LLC

Lessons Being Learned re: Building Trust Among Patients

Theme Example

Reduce friction for patients Reducing the chaos that patients experience BEFORE even walking in the door

Build sense of safety Transparency re: work to measure and improve safety on outpatient basis

Teamwork on steroids Creating great teams so that patient-team relationship deserves trust

Build trust in new models Recognize that traditional health care is low frequency-high stakes; so new models must begin 

with high frequency-low stakes interactions.



Going from a question to a movement



Not only ҵYjcvҲu"vjg"

ocvvgtAҶ"but also 

ҵYjcv"ocvvgtu"vq"

{qwAҶ

Jennifer Rodgers



Understanding What Matters





© 2022 Press Ganey Associates LLC





Sources: Northern Health & Social Care Trust



Sources: Northern Health & Social Care Trust



What Matters to You (Our Patients) Heart Hospital

Aim Statement (1) : To sustain 95% patient satisfaction (Happy 
Face) 

for CICU patients in Coronary Intensive Care Unit, Heart Hospital.

Aim Statement (2): To sustain 95 % Patient Engagement in the plan 

of care for CICU patients in the Coronary Intensive Care Unit, Heart 

Hospital.



This visual noise signal tool 

lets the group know when 

noise levels are getting too 

high. It resembles a traffic 

signal with red, yellow, and 

green lights. By giving 

everyone a visual cue, 

employees can take 

responsibility and correct the 

volume of their voice.

Patient comments about 
CICU service



Heart Hospital -Change of practices implemented - WMTY

1. Reduction in noise level of CICU

2. Implementation of Quiet time for patients to have enough rest 

3. Partnering with patient and schedule time for patient education

4. Availability of working telephone at patient bedside to contact family members and friends

5. Offering a welcome kit and introducing the unit to the patient and family to develop trust and 

reduce fear of hospitalization 

6. Liaise with catering department to offer the food in patient preferred temperature  

7. Frequent survey from patient and family to express their concerns.

8. Considering patient and family wishes.



CICU 
team


