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• Multiple interventions across 
various platforms have 
explored ways of increasing 
process reliability to 
evidence-based practice to 
drive outcome however,  it 
remains elusive. 

Harm events are multifactorial...              
“To Err is Human” 

Completed Checklist ≠ Failed 
Outcomes 

The Quest for High Reliability: 
Are We There Yet?

Adapted from 2018 Health Catalyst: A Framework for High 
Reliability Organizations in Healthcare

https://www.healthcatalyst.com/insights/high-reliability-organizations-in-healthcare-framework
https://www.healthcatalyst.com/insights/high-reliability-organizations-in-healthcare-framework


Where is your organization 
in terms of Safe & Reliable 
Culture Maturity?

ⓘ
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Patient & 
Family 

Engagemen
t

Reluctance to 
Simplify

Sensitivity to 
Operations

Deference to 
Expertise

Preoccupation 
with Failure

Commitment 
to Resilience

Our mission is to serve, to 
teach, and to discover. 

Our vision is to be a world 
class, patient-centered, 
integrated, academic 
medical center guided by 
the principles of High 
Reliability Organizations



Patient and Family Engagement 
Improves Patient Safety, Outcomes, 
and Satisfaction

A positive effect on clinical decision 
making, self-management of 
chronic diseases and safe 

medication use. 
Coulter et al., (2007), BMJ 

Meaningful partnership with 
patients and families has been 

proven to improve care transitions 
leading to a reduction in 

preventable readmissions.                            
Steffens, (2009), Journal of Nursing 

Administration

Reduction in Hospital Acquired 
Conditions (HAC) like CLABSI, 

CAUTI, and Falls. 
Vones, (2017), BMJ Open Quality & 

Mody, (2017), JAMA Internal Medicine

Improvement in CAHPS Hospital 
Survey scores after implementing 

patient and family engagement 
strategies.

Stone, (2008), Health Environments 
Research & Design Journal
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• 2 Children’s hospital within a hospital 
within a health system

• Member of the national 
network Children's Hospitals Solutions For 
Patient Safety 150+ hospitals in North 
America with a vision to keep                    
"All Kids, All Safe !" 

• Serving as part of the leadership team for 
the NYS Regional SPS network – ‘the 
birthplace of statewide patient and family 
engagement’

• 2 Medical school – we are home to the    
NYU Grossman LI School of Medicine

NYU Langone Health – 
Long Island’s Children’s Medical Center
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2016
National Culture 

Wave 5.0
Error Prevention 

& Leadership 
Methods Training

2019
Administrative 

Daily Briefs
CoVid-19

2022
Safety 1 to 

Safety 2
Unit-based 

HRO Huddles

2015
PFAC 

NYU LI hosted 
1st NYS SPS 

regional Family 
Engagement 
Symposium
Unit-based 

Patient Facing 
QI Dashboards

2023
Relaunch, 

Reenergize 
Safety Coach

2021
Regional Culture 
Subject Matter 
Experts Team

2017
Launch of Safety 
Coach Program

K-card to Key 
Card - Family 
Engagement 
Safety card

Our High Reliability Journey…Is Our Journey to 
Exceptionalism

2024
Proactive Safety 

Huddles
Learning Teams

2013
NYULH-LI              

joins the Children’s 
Hospitals Solutions 
for Patient Safety 

(CHSPS)
HRO Journey

Establish Baseline

2014
Charter HAC teams 

with dyad 
leadership and 
Culture Support 

Team
NYS SPS 

Optimizing Root 
Cause Analysis

2020
NYS SPS regional 
Key card spread

2018
Family as 
Faculty 

Program in-situ 
Simulation 
Program to 

improve 
Patient-Centered 
Communication
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Patient & Family Advisory Council
Mission & Objectives

• Work in collaboration with the 
interprofessional team to promote 
and facilitate family-centered care

• Offer input to leadership in planning 
and evaluating services, programs, 
and policies that are responsive to 
the needs of patients and their 
families. 

• Promote a positive relationship 
between staff and the community, 
and to serve as a liaison between 
the hospital and the community. 

Liz 
Menges

Parent 
Chair

Lead 
Facilitator

Nicole Almeida
Director, Child Life 

Program 

Lead 
Facilitator

Dinah Thomas
Peds QI 

Project Manager



PFAC Engagement Across the Care Continuum to 
Partner in Quality and Patient Centered Culture



Think, Pair, Share

•Share with the peer on 
your right how your 
organization can 
leverage a PFAC 
council. 
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Family as Faculty In-situ 
Simulation Program
Liz Menges - Chair NYULI PFAC
Sean Cavanaugh, MBA, FSSH
Arsenia Asuncion, MD, FAAP, MAcMD

Patricia Janicke, MHA, RN

Jill Leavens Maurer, MD, FAAP, MA



Patient and Family Advisory Council (PFAC)

Patients and family members 
work with care teams to 
improve the quality of care 
provided by healthcare 
organizations. 

PFAC members provide 
unique insights 



Patient and Family Centered Care at 
NYU Langone – Long Island

Partnership with Patient and 
Family Advisory Council

Utilize simulation to improve 
communication skills

Sean Cavanaugh, MBA
Associate Director Simulation 

Education



Medical Simulation and the Patient and Family 
Advisory Council

Replicate real world scenarios

Healthcare providers gain 
insights into the patient and 
family perspective

 RESIDENT

INTERN

ATTENDING SENIOR 
RESIDENT

NURSE
FAMILY



Medical Simulation and Patient and Family 
Advisory Council

Simulation sessions take place in the Pediatric Inpatient Unit

Faculty debrief immediately follows the patient and family 
encounter

Arsenia Asuncion, MD 
Division Chief, Pediatric Critical Care 

Medicine



Voice of the Patient and Family

Liz Menges – PFAC Member and Standardized 
Patient

Competency based checklist



Medical Simulation and the Patient and Family 
Advisory Council

Liz Menges



Results: Patient-Family 
Centered Rounds 

Competencies 

Frontline Staff Satisfaction 
Survey



Key Card Program:
From K-cards to 

Key Cards

"Our Patients and Families 
Hold the Key"
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Implementing the Kamishibai Method

Kamishibai Cards
• Lean management tool

• Japanese form of storytelling

• Visual reminder to drive process 
reliability

• Non-punitive, active engagement of the 
frontline staff

22



Patient & Family Engagement: Key Cards
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Training for 
Frontline 

Staff

• Staff buy-in

• Training Initiatives

o Video instruction on LMS platform

o Interdisciplinary simulation

o Direct observation with K-Cards

o Competency Rubric

• Identification of Unit-based Champions

o Peer to peer process
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 Family 
Engagement 

Process 

"I PASS the Key"

Identify a 
patient at risk 

Introduce 
yourself 

Establish a 
Partnership

Acknowledge 
the patient's 
risk for harm

Summarize steps the family 
can take to prevent harm

Synthesis by 
receiver 

Pass the Key

Use of standardized language in 
establishing a partnership 

Patients and families may be 
unaware of their risk for harm

Review of the best practice bundle 
elements on the Key Card

Teach-back ensures a level of understanding 
and reinforces the content for the frontline staff

A physical Key Card is left at the 
bedside for future engagement

Be able to identify patient risk factors

Create a care team dynamic with the 
patient and their family



P

26

Kamity, R., Grella, M., Kim, M. L., Akerman, M., & Quintos-Alagheband, M. L. (2020). From Kamishibai card to key card: 
A family-targeted quality improvement initiative to reduce paediatric central line-associated bloodstream infections. BMJ Quality & Safety, 
30(1). https://doi.org/10.1136/bmjqs-2019-010666

https://doi.org/10.1136/bmjqs-2019-010666


Feedback from Patients, Families, & Staff
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"Don't forget my 
green (CurosTM) caps!"

  Jaxon, 4-year-old oncology patient every 
time a nurse enters his room

“ The pediatric staff takes 

excellent care of Sadie’s central 

line. Can you extend this 

program to procedural areas?”
Beth, mother of 10-year-old oncology patient

"Great way to keep patients and 
parents informed and involved 

with standards of care."
Loretta, mother of a 15-year-old oncology patient

”I like that I don’t get in trouble if 
there is a misstep. I get to share with 
leadership what the challenges are 

to getting this work done"
  Piera, PICU RN



• 2017 CLABSI

• 2018 Ca-UTI

• 2019 Falls

• 2020 PIVIE

• 2021 Medication Safety

• 2024 Team Discharge
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NYU Langone Health - 
Long Island Children's Medical Center
Key Card Spread

Key Card Change Package
• K card and Key cards
• Job instruction using standardized script
• Family engagement survey
• Link to video training
• Key Card communication competency rubric
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Result of 10-Year Journey to Zero Harm from 
Hospital-Acquired Conditions

Zero Harm!



Commitment from the Audience
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Patient and families are engaged in 
interdisciplinary communication to 
understand unintended consequences 
of care plan.

Through teach back, patient and family 
demonstrate understanding of medical 
condition and that they are critical team 
members.

Family and the frontline staff have a 
shared mental model of the daily plan of 
care, expectations, and outcomes.

Acknowledging the expertise of patients 
and families to develop a more holistic 
approach to patient care. 

Family and the frontline staff have a 
shared mental model of the daily plan of 
care, expectations, and outcomes.

Commitment to Resilience
People practice performing rapid 
assessment and response to 
challenging situation. 

Deference to Expertise
People in HROs appreciate that the 
people closest to the work are the most 
knowledgeable about the work 

Sensitivity to Operations
People cultivate an understanding of 
the context of the current state of work 
and what is going on around them

Reluctance to Simplify 
People have a shared understanding 
that the work is complex and dynamic

Preoccupation With Failure
Everyone is actively thinking about the 
potential for failure and are alert to 
small signs of potential problems. 

Raise patient and family’s awareness 
that risk for hospital acquired conditions 
exist

Family understands the complexity of 
teams, processes and systems and that 
they are critical team members to 
optimize outcome

Family and the frontline shares the 
understanding that harm is preventable 
and educated to proven strategies for 
prevention as part of the team

Family as part of the frontline closest to 
the Gemba. Family are empowered to 
speak up about potential safety 
problems.

When deviation from safety practice 
standard  are observed patient and 
family provides a fresh set of eyes and 
cross-monitors

Family as Faculty HRO Principles K-Card to Key Card 
Solution

        Alignment of our Patient-Family 
        Programs with HRO Principles



In 5 words or less, how do you plan to 
engage patients and families in harm 
reduction strategies?

ⓘ
Click Present with Slido or install our Chrome extension to activate this 
poll while presenting.
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Thank You
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Maria Lyn Quintos-Alagheband MD, FAAP
Lyn.Quintos-Alagheband@NYULangone.org

Melissa Grella, PhD(c), RN, CPN, NPD-BC
Melissa.Grella@NYULangone.org



Q&A
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