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Beyond the Assessment: Communicating and 
Addressing Patient and Family Engagement 
(PFE) and Health Equity Needs
Tara Bristol Rouse, MA
Patient and Family Engagement Project Consultant
AHA Center for Health Innovation

June 12, 2019, 10-11 am MT/11 am – 12 pm CT

In the Chat Box…

Please share your:

▪Name

▪Title

▪Facility

Do this for everyone in the room with you!
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After this session, you will be able to:

• Describe how PFE intersects with health equity

• Discuss common challenges related to communicating 
health equity findings in partnering with the patient and
family in quality improvement efforts

• Identify strategies and tools that can be used to address 
both PFE and health equity as part of your current quality 
improvement efforts

Objectives

WHAT THIS IS NOT
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WHAT THIS IS 

THIS IS ALSO…
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Where Are We Now? Health Equity

Colorado

Where Are We Now? Patient and Family Engagement

Colorado
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What is health care quality?

▪ “The degree to which health care services for individuals and populations 
increase the likelihood of desired health outcomes and are consistent with 
current professional knowledge.” *

▪ Quality domains include:
▪ Safety (actual or potential harm)

▪ Timeliness (reducing waits and harmful delays)

▪ Effectiveness (care supported by scientific evidence)

▪ Efficiency (avoid waste of supplies, ideas, energy)

▪ Equity (quality is equal even when there are differences in personal characteristics) 

▪ Patient centeredness (respectful, responsive care that meets needs and preferences)

* Institute of Medicine
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Definition of PFE in the Partnership for Patients

Persons, families, their representatives, and health 
professionals (clinicians, staff, leaders) 

▪ working in active partnership

▪ at various levels across the health care system—point of 
care; organizational design, policy, and procedure; 
organizational governance; and community/policymaking

▪ to improve health, health care, and health equity

13

PFE and Readmissions

• N = mean of 98 
hospitals

• High PFE performers 
meet 4 or 5 of the 
PFE metrics

• Low PFE performers 
met 3 or less of the 
PFE metrics

Vizient, 2017 – Confidential Information
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HEALTH EQUITY AND 

PATIENT AND FAMILY ENGAGEMENT

What are health disparities?

▪ Inequalities that exist 
when members of 
certain population 
groups do not benefit 
from the same health 
status as other groups

▪ Disparity affects the 
health of individuals 
and communities
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Outcomes Tell the Story

Source: Improving Population Health

CHALLENGES TO TRANSPARENCY
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CHALLENGES TO PARTNERSHIP
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American Institutes for Research PFE Metric 5—7 

Appendix B. Sample Role Description: Patient or 
Family Representative on the Board of Directors  

Person and Family Engagement in Partnership for Patients 

PFE Metric 5: Patient or Family Representative on the Board of 
Directors - Sample Role Description 

To support hospitals in their efforts to meet PFE Metric 5 (Patient Representative(s) on Board of 

Directors), the Patient & Family Engagement Contractor (PFEC) for Partnership for Patients 

(PfP) has developed the following sample language.4 This language is intended to help hospitals 

understand and communicate desired characteristics, qualifications, and responsibilities of 

individuals who will represent patient and family interests on the Board. Additional strategies 

and tactics to meet PFE Metric 5 are included in the PfP Strategic Vision Roadmap for PFE. 

Board Member Position: Patient or family representative on [insert Hospital/Medical Center 

name] Board of Directors 

4 Much of this language draws from the following sources: (1) American College of Healthcare Executives (ACHE) 

Basic Responsibilities of a Board and Its Members, (2) PfP August 2017 PFE Learning Event, featuring St. Francis 

Medical Center (Health Services Advisory Group HIIN), and (3) The Valley Hospital (New Jersey Hospital 

Association HIIN) Patient and Family Advisor job description. 

Important Notes: How to Use this Role Description 

• Begin with your hospital’s existing position description for Board members. Then

include language specific to the patient or family representative role to meet the intent of

this metric. Although these members will represent the patient and family perspective,

this position should serve in the same capacity as all other full voting Board members.

• PFE Metric 5 is intended to ensure that a Board member has the specific
responsibility of representing and/or presenting the patient and family perspective
in governance decisions. However, hospitals may vary in how this perspective is
incorporated into its existing Board structure. The requirements, duties, and
qualifications outlined below may inform a hospital’s approach, but should be adapted to
fit the structure and format of the Board’s unique configuration. For example, you may
add a seat to your existing Board or delegate a current position on the Board to focus
solely on representing the patient and family perspective.

• As with any role description, the below example outlines an idealized candidate.
Hospitals should be flexible and realistic as they consider potential candidates for the
position. Ideally, the position should be filled by a patient or family member who has
received services from the hospital, but this individual also should meet all other
qualifications required of other Board members.
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 Guide to Patient and Family Engagement 

As a patient and family advisor at [insert hospital name], you will be trusted with information about our hospital and the 

patients we serve. This may include information about patient care experiences, diagnoses, hospital quality and safety, and 

other sensitive information. It may also include protected health information about patients.  

Protected health information includes any information about a patient’s visit at [insert hospital name]. This information 

includes, but is not limited to, a patient’s name, address, phone number, date of birth, financial information, diagnosis, and 

treatment. 

A Federal law called HIPAA (pronounced “hip-uh”) explains what health care providers must do to safeguard protected 

health information. HIPAA stands for the Health Insurance Portability and Accountability Act. The law requires us to define 

the minimum necessary information to which employees, volunteers, contracted agencies, and other individuals can have 

access. 

As a patient and family advisor, you may have access to protected health information about our patients. It is important for 

you to know that protected health information can only be used and disclosed as permitted by law. This means that 

protected health information cannot be shared outside the hospital or health care facility, and it cannot be shared in any 

written, verbal, or email communications with friends or family unless specifically permitted by law. 

The easiest way to remember what this law means is the saying, “What you hear or see here must remain here.” We 

require your cooperation in following these rules. 

Please sign below to let us know that you have reviewed this information, understand it, and agree to it. Signing your 

name means that you have read and understood the information above, that you have had a chance to ask questions, and 

that you agree not to share protected health information outside the hospital or health care facility in any written, verbal, 

or email communications. 

Name (please print) ___________________________________________  

Signature ___________________________________________________  

Date _______________________________________________________  

 

Sample Confidentiality Statement, 
Strategy 1: Working with Patients and Families as Advisors,
AHRQ Guide to Patient and Family Engagement in Hospital Quality and 
Safety

CROSS CUTTING STRATEGIES
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PFE Strategies for Achieving Equity of Care

Measurement & 
Research: 

Identifying & 
Understanding Disparities

Collect data and examine quality and 
safety performance indicators, as 

well as PFE measures, by 
demographic and socioeconomic 

subgroups of patients.

Use a community health needs 
assessment to identify the most 
pressing social determinants of 

health for the community and link 
them to impacts on health and 

health care.

Assess whether the staff 
composition accurately reflects the 

patient populations and 
communities served by the hospital. 
Document and monitor the use of 

services and supports related to the 
provision of culturally and 

linguistically appropriate services.

Based on the above information, 
identify gaps in care delivery and 
other factors that may influence 

health outcomes.

Organizational 
Partnership: 

Working with Diverse 
Partners to Identify 

Problems & Potential 
Solutions

Identify cultural and community 
leaders through social services 

agencies, nonprofit organizations, 
and community and social 

institutions (e.g., churches and 
schools) in the public sector.

Collaborate with identified partners 
to address disparities in care quality 

and safety.

Create effective and sustainable 
partnerships by intentionally 

including as many diverse partners 
as possible, acknowledging their 

perspectives and values, establishing 
clear and consistent communication, 

and demonstrating willingness to 
tackle issues collaboratively.

Care, Policy, and 
Process Redesign:

Adapting to Meet 
Identified Needs Better

Assess the changes that are 
necessary, the hospital’s readiness to 

implement those changes, and the 
resources and infrastructure 

necessary to execute changes 
successfully.

Recognize that improving care 
delivery processes to ensure that all 

patients receive the same level of 
quality and safety in care may 

require greater investment in the 
hospital’s infrastructure and 

workforce.

Consult with community, patient, 
and family partners to help identify 
low- or no-cost alternative methods 

for addressing barriers.

Make tangible changes that improve 
care experiences for patients, 

particularly those from vulnerable 
populations.

Clinician, Staff, 
and Leadership 

Preparation:

Delivering Patient-
Centered Care

Encourage providers and leaders to 
self-assess conscious and 
unconscious biases and 

assumptions in their behaviors, as 
well as in their approach to data 

collection and care delivery.

Provide education and training in 
culturally competent 

communication and care practices.

Patient and 
Family 

Preparation:

Empowering Patients to 
Engage Actively

Provide tailored educational 
materials and resources, with clear 
examples of what engagement in 

care means, at critical points of care 
(e.g., admission, immediately prior 

to procedures, discharge). 
Incorporate adult learning 

principles and use relatable and 
plain language examples.

Create support opportunities (e.g., 
sign or language interpreters, 

patient navigators, or community 
partners) and make them accessible 

to all patients and their families.

Transparency and 
Accountability:

Communicating Open & 
Consistently

Collect and share data on quality 
and safety measures with patient, 

family, and community partners on 
an ongoing basis.

Provide organizational rewards for 
meeting quality and safety 

performance goals.

How Person and Family Engagement (PFE) Can Help Hospitals 
Achieve Equity in Health Care Quality and Safety. 
American Institutes of Research (AIR)
March, 2017
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Example Tactics: Patient and Family Preparation

Example Tactics: Patient and Family Preparation
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Example Tactics: Patient and Family Preparation

30
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Questions & Feedback

Resources and Tools
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Questions to Consider

• How does your organization connect health care equity and 
patient safety? 

• How can your leadership and board reflect the 
people/community served?

• How do you engage the diverse voices and input of the 
patients and families you serve?

• What is your organization doing to meet the changing 
needs/expectations of the people/communities served?

• How will your organization gauge progress on diversity, equity, 
and patient safety and quality efforts? 

Moving Forward with Intention
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HRET	HIIN	PFE	Metric	4	Action	Plan	

	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	

	
	

	
	

	

	
	
	

	
	
	
	
	

CMS	PfP	PFE	Metrics		
PFE	Metric	4:	
Hospital	has	an	active	
Patient	and	Family	
Advisory	Council	(PFAC)	
OR	at	least	one	patient	
who	serves	on	a	patient	
safety	or	quality	
improvement	
committee	or	team	

What	do	you	need	to	do	to	get	a	patient	or	family	advisor	
involved	in	a	safety	and	quality	initiative	in	the	next	three	
months?		

Which	individuals	or	
units	may	be	able	to	
support	this	metric?	

What	tools	or	resources	do	you	need	to	recruit,	select,	orient	
and	engage	the	advisor?	

What	are	three	action	steps	you	will	take	to	achieve	a	“YES”	for	
this	metric?	

	

	

	
	

PFE	Metric	5	
Current	

Performance	
	

	

	

HRET	HIIN	PFE	Metric	5	Action	Plan	

	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	

	
	

	
	

	

	
	
	

		
	
	
	
	

CMS	PfP	PFE	Metrics		
PFE	Metric	5:	
Hospital	has	one	or	
more	patients	who	
serve	on	a	governing	
and/	or	leadership	
board	as	a	patient	or	
family	representative	

What	do	you	need	to	do	to	get	the	patient/family	perspective	
represented	on	a	governing	and/or	leadership	board	in	the	
next	three	months?		

Which	senior	leader	
will	help	you	achieve	
this?		

What	tools	or	resources	will	help	reinforce	integration	of	the	
patient/family	perspective	at	the	governance	level?		

What	are	three	action	steps	you	will	take	to	achieve	a	“YES”	for	
this	metric?	
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Key Strategy and Implementation Resources

▪PfP Strategic Vision Roadmap for Person 
and Family Engagement and Health Equity 
Addendum
▪ https://www.healthcarecommunities.org/Resour

ceCenter/PartnershipforPatientsLibrary/Catego
ryID/836894/EntryID/107862

▪AHRQ Guide to Patient and Family 
Engagement in Hospital Quality and Safety
▪ https://www.ahrq.gov/professionals/systems/ho

spital/engagingfamilies/guide.html

How Person and Family 
Engagement Can Help Hospitals 
Achieve Equity in  
Health Care Quality and Safety 

A Supplemental Resource for Hospital 
Improvement Innovation Networks 

Person and Family Engagement Contractor for 
Partnership for Patients 3.0 

MARCH 2017 

Understanding Our Attitudes and Beliefs

https://implicit.harvard.edu/impl
icit/takeatest.html

https://www.healthcarecommunities.org/ResourceCenter/PartnershipforPatientsLibrary/CategoryID/836894/EntryID/107862
https://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/guide.html
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A Gardeners Tale – An Allegory of Racism

▪ Institutionalized Racism

Structural barriers, differential 

access, inaction in face of 

need, privilege

▪ Personally-Mediated Racism

Intentional or unintentional,                        

commission, omission

▪ Internalized Racism

Erodes individual sense of    

value
August 2000, Vol. 90, No. 81212 American Journal of Public Health

Going Public

Camara Phyllis Jones, MD, MPH, PhDA B S T R A C T

The author presents a theoretic

framework for understanding racism on

3 levels: institutionalized, personally me-

diated, and internalized. This framework

is useful for raising new hypotheses

about the basis of race-associated dif-

ferences in health outcomes, as well as

for designing effective interventions to

eliminate those differences.

She then presents an allegory about

a gardener with 2 flower boxes, rich and

poor soil, and red and pink flowers. This

allegory illustrates the relationship be-

tween the 3 levels of racism and may

guide our thinking about how to inter-

vene to mitigate the impacts of racism

on health. It may also serve as a tool for

starting a national conversation on

racism. (Am J Public Health. 2000;90:

1212–1215)

The author is currently with the Department of Health

and Social Behavior, Department of Epidemiology,

and the Division of Public Health Practice, Harvard

School of Public Health, Boston, Mass. She will soon

begin working with the Centers for Disease Con-

trol and Prevention, Atlanta, Ga.

Requests for reprints should be sent to Camara

Phyllis Jones, MD, MPH, PhD, Centers for Disease

Control and Prevention, 4770 Buford Hwy, MS K45,

Atlanta, GA 30341.

This article was accepted April 12, 2000.

Race-associated differences in health out-

comes are routinely documented in this coun-

try, yet for the most part they remain poorly

explained. Indeed, rather than vigorously ex-

ploring the basis of the differences, many sci-

entists either adjust for race or restrict their

studies to one racial group.1 Ignoring the eti-

ologic clues embedded in group differences

impedes the advance of scientific knowledge,

limits efforts at primary prevention, and per-

petuates ideas of biologically determined dif-

ferences between the races.

The variable race is only a rough proxy

for socioeconomic status, culture, and genes,

but it precisely captures the social classification

of people in a race-conscious society such as

the United States. The race noted on a health

form is the same race noted by a sales clerk, a

police officer, or a judge, and this racial clas-

sification has a profound impact on daily life

experience in this country. That is, the variable

“race” is not a biological construct that reflects

innate differences,2–4 but a social construct that

precisely captures the impacts of racism.

For this reason, some investigators now

hypothesize that race-associated differences in

health outcomes are in fact due to the effects of

racism.5,6 In light of the Department of Health

and Human Services’ Initiative to Eliminate

Racial and Ethnic Disparities in Health by the

Year 2010,7,8 it is important to be able to ex-

amine the potential effects of racism in causing

race-associated differences in health outcomes.

Levels of Racism

I have developed a framework for under-

standing racism on 3 levels: institutionalized,

personally mediated, and internalized. This

framework is useful for raising new hypothe-

ses about the basis of race-associated differ-

ences in health outcomes, as well as for de-

signing effective interventions to eliminate

those differences. In this framework, institu-

tionalized racism is defined as differential ac-

cess to the goods, services, and opportunities

of society by race. Institutionalized racism is

normative, sometimes legalized, and often man-

ifests as inherited disadvantage. It is structural,

having been codified in our institutions of cus-

tom, practice, and law, so there need not be an

identifiable perpetrator. Indeed, institutional-

ized racism is often evident as inaction in the

face of need.

Institutionalized racism manifests itself

both in material conditions and in access to

power. With regard to material conditions, ex-

amples include differential access to quality

education, sound housing, gainful employment,

appropriate medical facilities, and a clean en-

vironment. With regard to access to power, ex-

amples include differential access to informa-

tion (including one’s own history), resources

(including wealth and organizational infra-

structure), and voice (including voting rights,

representation in government, and control of

the media). It is important to note that the as-

sociation between socioeconomic status and

race in the United States has its origins in dis-

crete historical events but persists because of

contemporary structural factors that perpetuate

those historical injustices. In other words, it is

because of institutionalized racism that there is

an association between socioeconomic status

and race in this country.

Personally mediated racism is defined as

prejudice and discrimination, where prejudice

means differential assumptions about the abil-

ities, motives, and intentions of others accord-

Levels of Racism: A Theoretic Framework
and a Gardener’s Tale

Levels of racism: a theoretic framework and a gardener's tale.
C P Jones
Am J Public Health. 2000 Aug; 90(8): 1212–1215.

Resources to Support Improvement
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