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Abstract

Patient centered care is putting the patient aeil thmily as the focus of care and making thenvaanembers
of the health care team. Although, research hawisltioat patient and family centered care (PFCQOylgibetter
outcomes, it is still being met with resistanceceimajor changes should occur which are shift auddrom
physician to patient and policy changes. In Sowtht Asian countries like Thailand and the PhiligginPFCC
is affected by cultural and socio-economic factdtgese factors either enhances PFCC or diminish€his
paper explores the insights and accounts of thearekers about PFCC in their home countries aes toi
compare it with how it is being done in the US. ddguestions were asked in order to understand PECC
What are the principles and practices of patiedtfamily centered care? 2) What are the approaftines
implementing a model of patient and family centeratk in the practice setting?3pw to measure whether or
not such a model would improve care processes atiehp outcomes?

Keywords. Patient centered, South East Asia, Thailandjgttiiles

The principles and practices of patient and and engaged, their voices will be heard and they
family centered care are truly part of their health care “team”. Tl8s i
0ﬁ‘he essence of the patient and family centered

are (PFCC) (Institute for patient and family
8entered care, 2009).

When patients visit a hospital or a clinic, most
the time they feel like they are just paying for
medical service. They are just one of th
customers with health issues or needs that afbe Institute for Patient and Family Centered
being treated by physicians and nurses. Patief@are (IPFCC) (2009) defines “Patient and
are not in control of their treatment in any waylFamily Centered Care” as “an approach to the
Physicians make all the decisions while patienfdanning, delivery, and evaluation of health care
and their families are not 100% informed of theithat is grounded in mutually beneficial
diagnoses, treatment options and prognoses. Thiartnerships among health care providers,
is the traditional way of how a patient receivepatients, and families”. PFCC practice engages
health care. When a hospital places patients atients and their families as active members of
the center of their focus, instead of puttinghe health care team, which means patients and
physicians first, patients and their families catheir families are involved in every aspect of the
feel the changes. When everyone focuses twalth care process.In a PFCC model,
patients and take them as active members of tphatients/families and the health care providers
health care team, developing care plans, arfoctors, NPs) are partners and team members
making decisions together with patients and thewith the common goal of providing quality
families, patients will feel that they are respecte
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health care to the patient with the best possibRFAC are designed to “provide ongoing input on
outcome (Reid Ponte, 2013). patient care, program planning, and

. . .. organizational priorities and decision-making”
gfr'pi%rgea(sz?ofgwiéifﬁuprﬂe rgslrézz(:etrt]fegtrgécﬂf eid Ponte, 2003). With organizational structure

dignity and respect. 2) Clinicians, researcheﬁnﬂqsyﬁtiﬂigzaggri’etrr;; s;raéngoe Cz;?e?\f(:cirn;efggt
and staff communicate complete and unbias gm Py P

information to patients and families in ways that @€

are affirming and useful. 3) Patients and familie Approaches for implementing a model of
build on their strengths by participating irpatient and family centered care in the
experiences that enhance control arpractice setting

independence. 4) Clinicians and staff prlorltleeigand et al ( 2013) described how they

knowing the patient and family while developlngaplolieol PECC for end of life care in the US. A

therapeutic relationships over time to assu ¢, o key points worth mentioning here are:

coord!nation and continui'ty in the care deli.vertPFCC is essential to high-quality care for end of
?;(rgﬁirclaesnciiir?i)cisa:r?!abga?j“O;affanggggrs ﬂ?‘t'iﬂtlife patients; it.is important that fami_lies receiv
delivery’ of care a;s well as in the work o_dlrect, hor_lest information from _con3|ste_nt health
institutional policymaking program care prowders;.a shared dgqsmn-makmg model
development, and professional’education # (ReIS fundamental in whlgh families and health care
Ponte 20135 Research has shown thét F)F(pro_\/lders n_1ake decisions together based on the
' ' patient’'s wishes. When we care for the end of

fﬁgiiz Ei\éﬁ I;gog-) St;(;&grt zin;?alzo%ug_cggﬁlife patients in our palliative care unit, we (htbal

Ponte . & Pet’erson : 2008" Ricl’<ert ’ZOlzcare pr(_)viders) n(_)rmally will caII_ a meeti_ng with

Frampton, 2008) but’ in reali:[ there a{re still the patient's family. At the family meeting, we
pton, ' Y, will tell the truth about the diagnoses, discuss

Ir?; Ofeﬁi'Stgggzu'Qeﬁﬁsgr'gﬂf tiniﬂqclgﬁ:h:giztreatment plans and options with the family as
PP 9 P soon as we know that the patient is “at end” state.

two fundamental changes have to happen: Most of patient families do not want the

concept change orfocus shift in all tear . : :
membzrs and ghospitals/clinics from physiciarphyS'C'anS or nurses to discuss the details of very
poor prognosis with the patients directly

led healthcare service to truly engage :

partnership with patients and their families, an(We|gand etal, 2013).

2) organizational and policy change to reflecThe reason for the families to withhold the
patient centered care principles. All of thesinformation to the patients is that they do not
changes will have a big impact on everyone, want to burden the patient and increase the
every aspect. PFCC will require more time to gipatient’s concern, fear, and anxiety. Also, they
patients and families involved, which translatewant to ensure that hope will not be taken away,
to more work for health care providers and “losso that the patients still have the will to figi\le

of control” by the physician in some waywill inform the family that it is our (physician
(Pollack& Koch, 2008 & Stewart et al, 2000). and nurse’s) duty to tell honest information to
patients, if the family does not want the patient t
know, we will invite a psychologist to discuss the
pros-and-cons of withholding information and
how to communicate with patients in this
situation. If the family still wants to withholdeh
truth to the patient, an immediate family member
has to sign a document to claim responsibility for
the decision. Not telling the truth causes moral
distress for many of the health care providers
) . .~ 'who believes they are being asked to lie to the
level of PFCC is to have a new Orgamzat'on‘patients, an action which they consider to be

structure which |_ncludes active patient anunacceptable and unethical ( Starzomsk, 2009).
family representatives. At Dana Farbar Cance:

Institute (DFCI) (2013), there are two Patient anth Thailand, health care providers have been
Family Advisory Councils (PFAC), one for adultpracticing PFCC for more than ten years now.
patient, the other is for pediatric patients. Th®ne example of implementing a model of PFCC

In my opinion, there are two levels of PFCC: 1
level of PFCC is to engage patients and the
families to be active members of the “team” s
that together with the healthcare providers, the
are making a complete care plan, makin
decisions, willingly being recipient of all the
treatments, and working actively with all othe
team members for the recovery. At this level, tr

changes are mostly at the process. But tife
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is our practice in the palliative care setting. | for the patient be admitted. Because of the lack
Thailand, there are many different cultures iof a universal health care system in the

different parts of the country. Most of ThaiPhilippines, poor families tend to self-medicate

people are Buddhists. They believe that the sctheir sick family members and only decide to

of a deceased will stay at the place where he/stake them to the hospital when signs and

died because the soul does not know how to 'symptoms are exacerbated. Thanks to a new
back home and how to go to heaven. In ttlegislation that penalizes hospitals for not

palliative care unit, they implemented a PFCiaccepting emergency patients without a

model. Most of “late stage” or “end of life” “deposit”, the number of these patients are

patients will tell their doctors or nurses that wheexpected to rise.

they are near death or almost dying to not he
them and to leave them to die peacefully, to n
do anything to make their body hurt. Mos
importantly, they want to die in their own home

Nonetheless, patients who are not considered
emergency cases and who are under palliative
care are still inclined to stay at home and wait
. ; until their last breath. These patients are not
?lgrg:]agymﬁ'gtsgrlzvé'lljtay there and not get IO'given a choice per se, they act'ually Qecide to just
' ' stay at home to lessen the financial burden to
In Thailand, Family meetings with the patient’<their families. Instead of spending their hard
family is a very important part of our PFCCearned money on their hospitalization, they
practice. And we try to involve patients as mucwould rather die in their homes without medical
as possible since any treatment or extent of thiattention so that they can leave some money
life has to be done by coordination with thibehind for their loved ones.
patients. We listen to the patients very carefull
especially by the bedside nurses. Most patier
have the following wishes:

The choices that patients and families are given
more often depends on their monetary

capabilities. Usually, when a poor patient comes
1) they want to die peacefully if they know theiin to the hospital, the doctor will ask if they can

illness cannot be cured anymore, they do nafford the medical bills, if not then they have to

want medical help when they almost stomove to another hospital. This practice of

breathing because they don’t want their bocrejecting patients when they are about to die can
getting hurt. They believe that in the next liftbe seen nationwide. Hospital administrators
they will have a good body. would direct their doctors to send these dying
patients to other hospitals to avoid a loss of
reputation and to defer the hospital’s morbidity

rates.

2) They want to offer food to Buddhist monks
(whom were invited by hospitals to visit anc
comfort in the hospital) and to do merit ever
day until they die. They believe that this “doin(Often times, doctors can be seen scolding
good” behavior can make the patient go tpatients and families since they are being
heaven. 3) Before they stop breathing, they wapersistent for the hospital to accept their dying
their family to take them back to their home¢patients. This results to patients and families
because they believe that it makes their soul stsuffering more and being stressed out. It adds on
at home so that it will not get lost. Based on trto the sorrow and guilt of the family members

PFCC principle, we decided to honor all of thossince they cannot do anything about the situation.
requests because we think that it will not affectHowever, if the patient has the financial means
the treatment plan and the hospital. We think ththen the health care workers include the patient
the PFCC is important in taking care of thiand their families in health care decisions.

patient at the end of their lives as well as fcAlthough, proper PFCC is practiced in well-

other patients with acute or chronic illness. known and expensive private hospitals, majority
of public hospitals are notorious to not practice

However, PFCC in the Philippines is thethiS

complete opposite of that in Thailand. It i
affected by socio-economic factors. Usually, thHow to measure whether or not such a model
end-of-life patient of poor families opts to stay ewould improve care processes and patient
home and will only be taken to the hospital ioutcomes

they are about to die in hopes that they can In Thailand, they have a clinical practice

revived. One reason for this |§ hOSpI"[?l.S requweguideline (CPG) of using a model of PFCC for
large amount of money as a “deposit” in order
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end of life patients. They built a team includin(care, like DFCI did in late 1990s (Reid Ponte,
the physician, the nurses, and the psychologist 2003).
work together. The way they measure,
. . . erences

effectiveness of the model is by using a
questionnaire to survey. After each patient passkstitute for patient and family centered care.0@0
away, they send a survey form to the family (and Institute for Patient- and Family-Centered Care *
to the health care team) to ask the family of the Et?;hﬁm pice Org%a% h?rﬁlt“eved from
?hueillgre()fsg'siifi%?jr(\a/vigfzomgi?dsgr)\//iE(e)S'FIJ'Ift]ZISIaESI'rt]g;Reid Ponte, P.(2013)_. Internal presentation ataDan

. . ' Farber, 2013 Retrieved from UMASS Boston's
of survey is to ask for suggestion from team and g|53ckpoard. November, 2013.
patient’s families. For the first 2 parts, they @se pgjiack, M. M.,& Koch, M. A. (2003). Association of
numerical scale system which forms our data. outcomes with organizational characteristics of
For example, satisfaction rated by families in 5 neonatal intensive care units. Critical Care
levels: 5 being extremely satisfied, 4 being very Medicine, 31, 1620-1629.
satisfied, 3 being satisfied, 2 being somewhdatewart, M., Brown, J. B., Donner, A., Mc Whinney,
satisfied, 1 being not satisfied. The last part is - I.. Oats, J., Westin, W. W., & Jordon, J. (2000)

summarized and submitted to hospital leadership 'mpact of patient centered care on outcomes.
team for review. Journal of Family Practice, 49, 796-804.

Reid Ponte, P., & Peterson, K. (2008). A patiant
Every six months, the health care provider team family-centere(_j care model paves the way for a
conducts a meeting to review the process and to culture of quality and safetgritical Care Nursing
improve the quality of clinical practice _ . . .
guidelines for the PFCC model in the palliative http://dx.doi.org.ezproxy.lib.umb.edu/10.1016/j.cc

care unit. One measure we took after the reviewy &-200-98.001
' Rickert, J. (2012). Patient centered care: What it

meeting is that we decided to create a prayer means and how to get there. Health Affairs Blog.
room in each ward in the hospital for Buddhist Retrieved  November 5, 2013  from:
patients because we received suggestions from http: //healthaffairs. org/ blog/ 2012/ 01/ 24/ patient-
the patients and their families that the end @& lif centered-care-what-it-means-and-how-to-get-
patients wanted to pray every day. They believe there/

that doing the prayer everyday will help theé-rampton, S. G. (2008). Patient-Centered
patients to be peaceful and will help reduce the Improvement GuidePlanetree Inc, and the Picker
stress of the patients and their families as wel], 'Nstitute.

because their families have to take the patient &t 2ude- (2013). What is patient family centeraxte

the praver room and do praver together with the Finding curse Saving children.Retrieved From:
pray pray 9 https://www.stjude.org/stjude/v/index.jsp?vgnexto

patient. In the prayer room, we provided the 4-034241673c82f110VgnVCM1000001e0215ac
video of religion and Buddha. And we also have RcRD&vgnextchannel=6772fdb506543110VgnV
“the peace of mind” Buddha temple music CM1000001e0215acRCRD

playing to help the patient relax. As a resulg th Reid Ponte, P., et al. (2003). Making Patient Gesut
survey showed that the satisfaction level of the Care alive, Achieving full integration of the

patients and their families increased for almost patient's  perspective. Journal ~ of  nursing
30% in the last 5 years. administration. Vol. 33, No. 22.USA.

_ Weigand, et al.( 2013). Family centered end ofilife
Even though they have started PFCC practice  ICU, Journal of Gerontological Nursing. Vol. 39,

our hospital for ten years, we are still at th  No. 8, USA.

initial phase since complete PFCCsStarzomsk, R. (2009). Truth telling at the endif&. |
implementation requires change of organization Ethic Issue in the CANNT journal. Columbia. Vol.
and leadership structure to get patients and 19 (2). P.36-37. _

families involved in the planning, programKrongyuth P, Campbell C, Silpasuwan P (2014) .

. Palliative care in Thailand. Int J Palliative Nyrs
development and other aspects of the patient 20 (12): 6007,

https://doi.org/10.12968/ijpn.2014.20.12.600
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