
358          Journal of Hospital Medicine    Vol 13  |  No 5  |  May 2018� An Official Publication of the Society of Hospital Medicine

EDITORIAL

Engaging Families as True Partners During Hospitalization
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Communication failures are a leading cause of sen-
tinel events, the most serious adverse events that 
occur in hospitals.1 Interventions to improve patient 
safety have focused on communication between 

healthcare providers.2-4 Interventions focusing on communica-
tion between providers and families or other patient caregivers 
are under-studied.5,6 Given their availability, proximity, histori-
cal knowledge, and motivation for a good outcome,7 families 
can play a vital role as “vigilant partners”8 in promoting hospi-
tal communication and safety.

In this month’s Journal of Hospital Medicine, Solan et al. con-
ducted focus groups and interviews of 61 caregivers of hospi-
talized pediatric patients at 30 days after discharge to assess 
their perceptions of communication during hospitalization and 
discharge home.9 They identified several caregiver themes 
pertaining to communication between the inpatient medi-
cal team and families, communication challenges due to the 
teaching hospital environment, and communication between 
providers. Caregiver concerns included feeling out of the loop, 
excessive provider use of medical jargon, confusing messages 
on rounds, and inadequate communication between inpatient 
and outpatient providers.

The manuscript serves both to uncover family concerns that 
may be underappreciated by clinicians and suggest some po-
tential solutions. For instance, caregivers can be apprehensive 
about whom to call for postdischarge advice because they are 
sometimes uncertain whether their outpatient providers have 
sufficient information about the hospitalization to properly ad-
vise them. The authors propose using photo “face sheets” to 
improve caregiver identification of healthcare provider roles, 
including families in hospital committees, improving transition 
communication between inpatient and outpatient healthcare 
providers through timely faxed discharge summaries and tele-
phone calls, and informing families about such communica-
tions with their outpatient providers.

These are important suggestions. However, in order to move 
from promoting communication alone to promoting true part-

nership in care, there are additional steps that providers can 
take to fully engage families in hospital and discharge com-
munications.

Meaningful family engagement in hospital communica-
tions—eg, during family-centered rounds (FCRs)—has been 
associated with improved patient safety and experience.10-12 To 
further enhance family partnership in care, we would make the 
following 3 suggestions for hospitals and healthcare providers: 
(1) focus on health literacy in all communications with families, 
(2) work towards shared decision making (SDM), and (3) make 
discharges family-centered.

HEALTH LITERACY 
In order to partner with one another, families and healthcare 
providers need to speak a common language. A key way to en-
sure that families and providers speak a common language is 
for providers to espouse good health literacy principles. Health 
literacy is the “capacity to obtain, process, and understand ba-
sic health information and services to make appropriate health 
decisions.”13 Health literacy is dynamic, varying based on med-
ical problem, provider, and healthcare system.14 Overall, only 
12% of United States adults possess the health literacy skills 
required to navigate our complex healthcare system.15,16 Stress, 
illness, and other factors can compromise the ability of even 
these individuals to process and utilize health information. Yet 
health literacy is routinely overestimated by providers.17-19

To optimize communication with families, providers should 
use “universal health literacy precautions”16 with all patients, not 
just those believed to need extra assistance, in both verbal (eg, 
FCRs) and written communications (eg, discharge instructions).16 

Providers should speak in plain, nonmedical language, be spe-
cific and concrete, and have families engage in “teach-back” (ie, 
state in their own words their understanding of the plan). They 
should focus on what families “need to know” rather than what 
is “good to know.” They should use simpler sentence structure 
and “chunk and check”20 (ie, provide small, “bite-sized” piec-
es of information and check for understanding by using teach-
back).21 In writing, they should use simpler sentence structure, 
bullet points, active statements, and be cognizant of reading 
level, medical jargon, and word choice (eg, “has a fever” instead 
of “febrile”). It is worth recognizing that even highly educated, 
highly literate families—not least of all those who are physicians 
and nurses themselves—can benefit from universal health liter-
acy precautions because the ability to process and grasp infor-
mation is dynamic and can be markedly lower than usual when 
faced with the illness of a loved one.

*Address for correspondence: Alisa Khan, MD, MPH, Boston Children’s Hospi-
tal, 21 Autumn St., Rm 200.2, Boston, MA 02215; 

Telephone: 617-355-2565; Fax: 617-730-0957; E-mail: alisa.khan@childrens.
harvard.edu

Received: October 6, 2017; Accepted: October 15, 2017

Published online first January 18, 2018.

2018 Society of Hospital Medicine DOI 10.12788/jhm.2920



Engaging Families as Partners   |   Khan et al

An Official Publication of the Society of Hospital Medicine	 Journal of Hospital Medicine    Vol 13  |  No 5  |  May 2018          359

At a systematic level, medical schools, nursing schools, res-
idency training programs, and continuing education should 
include health literacy training in their curricula. While learn-
ing to speak the language of medicine is an important part of 
medical education, the next step is learning to “unspeak” it, 
a challenging but important charge to promote partnership.

SHARED DECISION MAKING
SDM is the process by which providers and patients make de-
cisions together by balancing clinical evidence with patient 
preferences and values.22 However, despite providers believ-
ing they are engaging in SDM,23,24 families report they are often 
not as involved in SDM as they would like.24-26 Indeed, most 
hospital communications with families, including FCRs and dis-
charge instructions, typically emphasize information sharing, 
not SDM. SDM tends to be more commonly applied in out-
patient settings.27 To encourage SDM in the hospital setting, 
patients and families should not only understand communica-
tion during FCRs and at discharge but should be encouraged 
to be active participants in developing care plans,26 no matter 
how minor the decisions involved.28 SDM can be applied to a 
variety of discussions, both during hospitalization (eg, initiation 
of antibiotics, transition from intravenous to oral medications, 
pursuing imaging) and at discharge (eg, assessing discharge 
readiness, deciding duration of therapy, formulating follow-up 
recommendations). Providers will benefit from incorporating 
information from personal and medical histories that only fam-
ilies possess, resulting in more informed and potentially safer 
care plans that may be more likely to fit into the family’s life at 
home. SDM can also ensure patient and family “buy-in” and 
increase the likelihood of compliance with the shared plan.

FAMILY CENTERED DISCHARGES
Discharge processes often involve multiple redundancies and 
parallel processes that fail to actively involve families or pro-
mote transparency.29 Discharge summaries are typically written 
in medical jargon and intended for the outpatient provider 
(who may not receive them in a timely fashion), not the fam-
ily.30-32 Separate discharge instructions are often provided to 
families without sufficient attention to health literacy, contin-
gency planning, or individualization (eg, a generic asthma fact 
sheet).30 Outpatient providers are not always contacted direct-
ly about the hospitalization, nor are families always informed 
when providers are contacted, as Solan et al. describe.

Providers can apply lessons from FCRs to discharge pro-
cesses, pursuing a similar family-centered, interprofessional 
approach promoting partnership and transparency. Just as 
providers engage families during discussions on FCRs, they 
can engage families in discharge conversations with outpa-
tient providers and nursing colleagues. Indeed, Berry et al. 
propose a discharge framework that emphasizes involvement 
of and dialogue between patients, families, and providers as 
they systematically develop and assess plans for discharge 
and postdischarge care.33 To accomplish this, inpatient pro-
viders can copy families on discharge summaries and other 
correspondence with outpatient providers (eg, through secure 

emails or open-source notes such as OpenNotes34-36). More-
over, particularly for complex discharges, inpatient providers 
can call outpatient providers in the family’s presence or invite 
outpatient providers to join—via telephone or videoconfer-
ence—day-of-discharge FCRs or discharge huddles. Such ef-
forts require logistical and pragmatic considerations, as well 
as culture change, but are not insurmountable and may help 
address many family concerns around peridischarge communi-
cation and care. Such efforts may also promote accountability 
on the part of families and providers alike, thereby ensuring 
that families are truly engaged as vigilant partners in care.

As one of us (SC) reflected once when considering her ex-
perience navigating healthcare as a parent of 2 children with 
cystic fibrosis, “We have to make it easier for families to be a 
true part of their children’s care. When patients and families 
are true members of the medical team, care is more informed, 
more targeted, and more safe for everyone.”
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