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EXECUTIVE SUMMARY

With a rapidly growing elderly population, healthcare professionals need to learn 

how to handle geriatric patients . Their care is different from the care of middle-aged 

or younger patients .

• The Geriatric Workforce Enhancement Program (GWEP) seeks to train clinicians to 

handle older patients .

• Falling is one of the most serious issues geriatric patients face . Training teaches 

all healthcare professionals and workforce about the physiological changes that 

happen as people grow older and covers fall risk .

With GWEP, Health Network 
Keeps High-risk Elderly Healthier
Pennsylvania organization sees success

The nation’s elderly population is 
growing at a rate of 10,000 peo-
ple per day, and the healthcare 

industry will have difficulty handling 
their medical needs optimally without 
more clinicians trained in geriatric care. 
This was part of the reason for the Geri-
atric Workforce Enhancement Program 
(GWEP), which seeks to train clinicians 
to handle the oldest and most frail of 
patients.

“The volume of patients who are 

turning 65 is 10,000 per day, and what 
that means for our health systems across 
the nation — as well as locally — is 
that it’s a looming issue for our nation,” 
says Laura J. Benner, RN, BSN, ACM, 
CCTM, population health manager–
GWEP at Lehigh Valley Health 
Network in Allentown, PA.

The big questions for the healthcare 
industry and for Lehigh Valley Health 
Network, in particular, is how to address 
the needs of the geriatric population, 
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how to manage them — especially 
those with dementia — and how to 
create a sustainable model in primary 
care provider offices, Benner says.

“We’re focused on developing 
primary care services for geriatric 
patients, specifically to improve the 
education and delivery system of care 
at the primary care level for geriat-
rics,” says Julie Dostal, MD, vice 
chair of education in the department 
of family medicine at Lehigh Valley 
Health Network.

Lehigh Valley Health Network, 
which is involved with GWEP, has a 
family medicine residency program 
and is based in an internal medicine 
residency.

“We have the opportunity to 
both improve the delivery of care to 
elderly patients, and to improve their 
education and what they need to do 
to meet primary care needs of geriat-
ric patients,” Dostal says.

“Across the country, they say there 
are not enough geriatricians to take 
care of all of those elderly patients,” 
she adds. “But not all elderly patients 
need a geriatrician if they have a pri-
mary care clinician who knows how 
to take care of geriatric patients.”

The purpose of the GWEP grant 
at the 40 or so sites nationwide is to 
figure out different approaches and 
find what works best, Dostal says.

Training teaches all healthcare 
professionals and workforce about 
the physiological changes that hap-
pen as people grow older. It covers 
performing functional assessments 
for fall risk, activities of daily living 
(ADLs), and social isolation.

“Their understanding of how 
to treat a 50-year-old with diabetes 
is different than how to treat an 
80-year-old,” Dostal explains. “The 
risks of low blood sugar are much 
worse for the older person than with 
the younger patient, where the goal is 
to prevent long-term complications. 

With an 85-year-old, you are trying 
to prevent them from falling.”

Before GWEP, Lehigh Valley 
Health Network had broadened its 
care management services for high-
risk populations through its com-
munity care teams (CCTs) that work 
with high-utilizing patients in prima-
ry care offices, says Cathryn Kelly, 
RN, LDN, CCCTM, manager with 
the population health department at 
the network.

“Beginning in 2012, our organiza-
tion implemented a new, multi-tiered 
care management approach, pilot-
ing the specialized community care 
team model,” Kelly says. “This team 
includes nurse case managers, social 
workers, behavioral health specialists, 
and a pharmacist.”

The CCT program was the first 
layer, and GWEP was added to it, 
Benner says.

CCTs work with the top 5% 
highest-risk, highest-utilization 
populations, determined by an algo-
rithm that uses risk data from clinical 
indicators, including chronic condi-
tions, polypharmacy and utilization, 
inpatient and ED visits, and social 
determinants of health.

“These were the indicators we 
looked at to prompt a physician to 
refer a patient to this community 
care team resource,” Kelly says.

The health network’s program is 
showing success. It saw a reduction 
in inpatient admissions by 27.4% 
in 2015, within six months post-in-
tervention with the community care 
team. There was a 15% reduction in 
ED utilization, Benner says.

The following are some of the 
ways they achieved the positive out-
comes:

• Address behavioral health is-
sues. “If a care manager was referred 
a patient who had underlying behav-
ioral health needs that were prevent-
ing this person from engaging in their 
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care, the team would first connect 
the patient to the behavioral health 
specialist to address these needs,” Kelly 
says.

• Work collaboratively with 
primary care offices. “We are work-
ing collaboratively within a primary 
care office to help patients better 
self-manage,” Kelly says. “We started 
in six physician offices and now are in 
almost 40, and we also branched out 
to specialty practices.”

As the program evolves, there will 
be efforts to better connect patients in 
the outpatient arena, she adds.

Case managers work side-by-side 
with primary care doctors and nursing 
staff, communicating directly with 
clinicians, Dostal says.

“They share the same medical re-
cord and develop care plans together, 
so they’re learning as they go, and we 
provide the practice with education 
about advance directives and demen-
tia,” Dostal says. “A social worker or 
pharmacist who is family medicine, 
board-certified in geriatrics does the 
education.”

• Engage with and educate 
elderly patients and caregivers. “We 
chose to focus on patients ages 60 
and older as part of a geriatric health 
resource grant,” Benner says.

“We’ve focused on patients with 
Alzheimer’s, providing a way for them 
to age in place and be maintained at 
home,” Benner says. “They receive 
services at the appropriate home 
and provide a support system for 
caregivers.”

One of the program’s goals is to 
reduce caregiver stress, she adds.

CCTs also can educate caregivers 
about geriatric medicine. For instance, 
Dostal recalls the case of an 85-year-
old patient who had three medications 
for her blood pressure, a high dose of 
medicine for diabetes, and when she 
was moved to a new area, she and her 
children wanted all of the medication 

prescriptions renewed.
“I thought there was a lot of medi-

cation for someone her age, and her 
blood pressure was on the low side of 
normal and her blood sugar was in the 
normal range, on the low side,” Dostal 
says. “So I wanted to start reducing 
some of her medications and talked 
with her sons, who said they wanted 
to keep her blood sugar in the range 
of 70 to 110.”

Dostal successfully taught the 
patient’s family the risks of mainte-
nance under too strict of control. For 
a person of her age, the blood pressure 
and glucose levels should be higher to 
prevent her from becoming dizzy and 
falling.

“If she falls, she breaks a hip. Falls 
are the number one preventable thing 
that happens to our elderly patients, 
and that starts a whole cascade of 
hospitalization, broken hips, and a 
downhill slide,” Dostal says.

“Her life expectancy isn’t 15 years, 
so we don’t have to worry about what 
will happen in 15 years, but if we 
manage it really well right now, we 
can prevent that fall and then maybe 
she might make it another 15 years.”

• Follow Guided Care model. 
“We’re trying to work as an interdis-
ciplinary team and utilize a model, 
called Guided Care, from Johns 
Hopkins,” Benner says. “It’s a model 
that has shown to make some true 
impact on patients and their caregiv-
ers, relieving some of their stress, and 
it promotes interdisciplinary team 
collaboration.”

Using a tool, care teams can moni-
tor caregivers’ stress index, getting an 
understanding of where they’re at, 
Benner says.

“We developed a plan that consid-
ers what the patient needs, as well as 
the caregiver, and we developed care 
plans,” Benner says. “It might be the 
caregiver is having trouble getting the 
patient to doctors’ appointments and 

is physically unable to do it, so we set 
them up with transportation.”

Likewise, if caregivers need help 
with bathing or dressing patients, the 
program helps them find community 
partners and programs that can help, 
she adds.

“Caregivers are not trained health 
professionals, so we’re coaching them 
through it,” Benner says. “As an indus-
try, we’re asking them to do more and 
more at home.”

• Use community health workers. 
Nonmedical professionals, called com-
munity health workers, link people to 
community resources, Benner says.

“They’re from the community and 
are aware of what’s out there for their 
clients, and they provide a lot of ser-
vice support and connection to those 
community resources,” she says.

Community health workers often 
are multilingual and can work with 
non-English-speaking populations, 
Kelly says.

For example, one community 
health worker who speaks the same 
language and has the same cultural 
background as patients is received 
with fewer barriers than case manag-
ers, Benner notes.

“She gets invited into the kitchen, 
while I get the living room,” she says. 
“They’re under the supervision and 
guidance of our social workers on the 
team, and if there is a high-level ques-
tion or concern or issue, then it does 
go to the social worker.”  n
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EXECUTIVE SUMMARY

Advance care planning education can provide patients and their families with 

valuable information for making decisions about patients’ care at times of 

health crisis, or end of life .

• One healthcare organization saw that readmission rates for skilled nursing 

facility patients who were not educated on advance directives was 21%, and it 

was 12 .5% for people who had advance directives .

• Also, the advance directive cohort had a decline in healthcare encounters 

and a drop in total costs of 66% .

• The organization’s advance care planning work group provided community 

education through outreach to nursing homes, assisted living centers, and 

independent living locations, as well as through community events, civic 

organizations, and the media .

Advance Care Planning Education is Invaluable 
for Case Management Patients
Ask tough questions as lead-in to conversation

C ase managers might ask 
themselves, “If you had three 

months to live, what would you give 
yourself permission to do?”

It’s an uncomfortable question and 
topic to ponder, but it’s a situation 
that many at-risk patients face — 
whether they know it or not. And 
it’s a way to introduce the concept of 
advance care planning.

Nationally, only about 30% of 
people have sought advance care 
planning, says Jackie Dinterman, 
MA, LBSW, ACM, manager of care 
management for Frederick Regional 
Health System in Frederick, MD.

The health system developed 
advance care planning education 
for patients and their families, for 
healthcare providers, and for the 
Frederick community.

The program was started after 
a health system leader attended 
a conference and heard about a 
Wisconsin initiative in which 96% of 
patients at the time of their death had 
advance directives, Dinterman says.

“Our CEO was interested in how 
they do that and what the response 
has been,” she explains. “We learned 
that they had trained professional 
facilitators who would take the time 
involved to sit down and talk with 
patients about their goals of care.”

From Frederick Regional 
Health System’s perspective, this is 
a conversation that needs to take 
place before a frail or at-risk adult is 
admitted to the hospital — before 
they are in a critical and stressful 
situation.

Two years ago, Dinterman began 
to look at what they could do in the 
community to provide advance care 
planning education so medical terms 
and forms would be understood prior 
to admission.

The first step was to form a 
multidisciplinary advance care 
planning committee, including 
community partners, to discuss 
how to move advance care planning 
education out into the community.

The advance care planning 

initiative working group consisted of 
Dinterman as chair, and 21 additional 
members.

The committee’s main goal was 
to provide education and awareness 
to Frederick County residents about 
communicating their preferences for 
end-of-life care. Another goal was 
to improve the understanding of 
palliative vs. hospice care. (See table 
with definition of advance directives, 
page 30.)

“We were looking at our high 
skilled nursing facility [SNF] 
readmission rates and discussing 
with them what we could do to 
help,” Dinterman says. “The nursing 
facilities felt that if a thorough 
discussion was held with the patient 
and family about advance care 
planning, palliative care, or hospice 
prior to admission to the nursing 
home, then there would be less of 
a chance for readmission to the 
hospital.”

The advance care planning work 
group decided to provide community 
education through outreach to 
nursing homes, assisted living centers, 
and independent living locations, as 
well as through community events, 
civic organizations, and the media.

After the committee researched 
national programs and free advance 
care planning resources, Dinterman 
created a community education, 
titled, “Advance Care Planning: 
Igniting ‘The Conversation’ in our 
Hospital and our Community.”

They have also met with the 
hospital’s community partners, 
including monthly meetings with 
nursing homes and assisted living 
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facilities, where advance care planning 
was sometimes discussed.

These round table discussions at 
skilled nursing facilities and assisted 
living homes include talk of different 
issues, including readmissions rates 
and how to reduce them.

“We’ve provided over 85 to 90 
presentations in two years, and we’ve 
all worked together to develop a 
comprehensive, successful program,” 
Dinterman says.

One of the best resources that 
has helped with their success is 
the Conversation Project, which 
provides free resources for community 
education and information on how 
to start a conversation about advance 
care planning, including asking 
questions such as, “What matters to 
me at the end of life is…”

The following are some other 
questions to jump-start the advance 
care planning discussion:

• “As a patient, I’d like to know 
only the basics about my condition 
and treatment, or… all the details 
about my condition and treatment.”

• “If I had a terminal illness, 
I would prefer to not know how 
quickly it is progressing, or… I would 
prefer to know my doctor’s best 
estimation for how long I have to 
live.”

“We try to keep all of our 
presentations on a positive note,” 
Dinterman says. “I see a lot of 
literature where people do Death 
Cafés and things with nuances and 
titles that we didn’t think would 
work well in our community, so we 
tried to look at how we were sharing 
the message and how to get people 
involved.”

The outreach appears to be 
working. Nursing facility staff has 
offered positive feedback, as well 
as constructive suggestions. “They 
said we were not having the advance 
directives conversations at the 

hospital, and so when they started 
the conversation [at the nursing 
home], they were starting from 
scratch,” Dinterman says.

“So we did a pilot with a social 
worker who sat down with every 
patient who was going to a skilled 
nursing facility to make sure they 
understood advance directives and 
the MOLST [Medical Orders for 
Life-Sustaining Treatment] form, and 
who completed advance directives 
or the MOLST if they wanted to,” 
she explains. “When patients were 
made aware of their options and 
understood palliative care or hospice 
care more fully, they made different 
choices about the treatment they 
received and whether to return to the 
hospital for care.”

As a result, they saw an increase 
in patient satisfaction surrounding 
their choices, and a reduction in the 
readmission rate with this population 
of patients, she adds.

The health system’s senior 
leadership has now supported a 
full-time social worker position to 
provide those conversations, she 
adds.

“For example, a heart failure 
patient who comes from the nursing 
home would have a conversation 
here about advance care planning 
with the social worker, and then the 
physician,” Dinterman says. “Maybe 
they won’t complete the paperwork 
here, but then they’ll hear the same 
information again in the nursing 
home and feel a sense of comfort that 
they’re hearing it in both settings.”

Discussing advance care planning 
issues helps patients engage with care 
planning sooner than they would 
without the conversations.

The pilot project showed an 
increase in advance directives discus-
sions from 1% upon admission to the 
health system in April 2015 to 75% 
among nursing facility discharges by 

the time the pilot ended six months 
later, Dinterman says.

The readmission rate for SNF 
patients who were not educated on 
advance directives was 21%, and 
it was 12.5% for patients who had 
advance directives, she says.

“We also saw an increase to 43 
days for patients’ days in hospice 
among the advance directives group,” 
Dinterman says. “For those without 
an advance directive, the average days 
in hospice care was 14 days — so 
they didn’t receive a lot of benefits 
that you can get from the hospice 
program.”

Also, the advance directive cohort 
had a decline in healthcare encoun-
ters and a drop in total costs of 66%, 
Dinterman says.

“So in the pilot, those patients 
transferring to a nursing facility, who 
had an advance directive, had less en-
counters and less healthcare charges,” 
she adds.

The educational program includes 
advance directive packets of informa-
tion distributed to people and used at 
meetings. Educators answer all ques-
tions and help people complete an 
advance directive, if they desire. They 
also scan, using a mobile scanner, the 
advance directive into the hospital 
medical record, as appropriate, Din-
terman says.

“At our last community event, we 
found that a lot of people had ques-
tions for attorneys, so we now have 
an attorney on our advance directives 
committee,” she says. “And we’ve 
found an attorney group in Frederick 
County that does a pro bono law day 
with information for the community, 
and advance care planning is one 
thing they cover, so we have collabo-
rated with them.”

The educational events always end 
with a personal family testimonial or 
story, and that’s often the attendees’ 
favorite part, Dinterman notes.  n
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Health System Defines Chief Advance Directives
Also defines hospice vs. palliative care

The Frederick Regional Health 
System in Frederick, MD, has 

created an advance care planning 
educational program for people and 
providers in the community. Below 
are the health system’s definitions of 
palliative care vs. hospice care, and its 
definitions of advance directives.

• Palliative (Supportive) Care
- Care focused on improving the 

quality of life of patients with serious, 
chronic, or life-threatening disease.

- Provided across the continuum 
of the disease, not just at end of life.

- Focus is on symptom manage-
ment and overall wellness.

- Can include treatment for side 
effects, psychological, social, and 
spiritual needs.

- Often used interchangeably (in-
correctly) with hospice care.

• Hospice
- Care focused on quality of life, 

but for patients with a prognosis of 
six months or less.

- Provides comfort-oriented care 
that neither hastens death nor pro-
longs life.

- Manages symptoms, eases physi-

cal, emotional, and spiritual pain.
- Embraces the patient and family.
- Volunteers provide patient sup-

port and caregiver respite.
- Provides grief support and coun-

seling for bereaved.
• Living Will
- Provides instructions for future 

treatment at end of life.
- Directs that life-sustaining treat-

ment be withdrawn or withheld when 
person is (a) in a terminal condition, 
or (b) in persistent vegetative state, or 
(c) end-stage condition.

- Does not guide EMS personnel.
- Guides inpatient treatment.
- Does not need to be notarized in 

Maryland.
- Generally is portable from state 

to state.
• Healthcare Agent
- A person(s) (Agent) to make 

healthcare decisions for you when 
you are unable to make decisions for 
yourself.

- Able to consult with doctor, 
view medical records, and make all 
decisions related to healthcare of 
patient.

- Is bound to make decisions 
according to wishes of the patients.

• MOLST: Medical Orders for 
Life-Sustaining Treatment

- Medical orders for current 
treatment. It is intended to stay with 
the patient as he/she moves into/out 
of various healthcare facilities and 
settings (e.g., assisted living, home 
with home healthcare, nursing home, 
hospital, hospice).

- Needs to be signed by a 
physician, physician’s assistant, or 
nurse practitioner.

- Does guide EMS personnel.
• Financial Power of Attorney 

(POA)
- A person who will conduct 

business on your behalf if you should 
become unable to do so (e.g., pay 
bills, sell property, etc.).

- Does not apply to making 
healthcare decisions — the Durable 
Medical Power of Attorney is required 
for that.

- The same person can be your 
Financial POA and your Medical 
POA, or they can be two separate 
individuals.  n

Will New Healthcare Regulations Go into Effect 
— Or Be Shelved?
AHA writes Trump about ACA

P resident Donald Trump’s execu-
tive order of Jan. 30, 2017, has 

created a great deal of uncertainty for 
healthcare organizations and a major 
challenge for the FDA.

The “one-in, two-out” order 
created a regulatory cap for fiscal year 
2017. “Unless prohibited by law, 

whenever an executive department 
or agency publicly proposes for 
notice and comment or otherwise 
promulgates a new regulation, it 
shall identify at least two existing 
regulations to be repealed,” states 
the Presidential Executive Order on 
Reducing Regulation and Controlling 

Regulatory Costs.
All agency heads are directed 

that the total incremental cost of all 
new regulations, including repealed 
regulations, to be finalized this year 
shall be no greater than zero, it states.

It also states that any new incre-
mental costs associated with new 
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regulations shall be offset by the 
elimination of existing costs associat-
ed with at least two prior regulations. 
Heads of agencies will receive guid-
ance on how to implement this order, 
including processes for standardizing 
measurement and estimation of regu-
latory costs.

Any proposed rulemaking notices 
that were not yet finalized would 
appear to be indefinitely stalled. 
Also, any new regulations published 
before Trump’s inauguration could 
be repealed. The order also will make 
it difficult for implementation of the 
21st Century Cures Act, which was 
signed into law in December.

As of Case Management Advisor’s 
press time, the full implications of the 
executive order were not fully under-
stood. CMA will provide updates in 
April.

The Trump Administration’s move 
to repeal the Affordable Care Act also 

has created uncertainty for hospitals 
and other providers, and the Ameri-
can Hospital Association (AHA) ad-
dressed its concerns in a letter to the 
president on Jan. 27, 2017.

The letter, signed by 72 hospi-
tal associations and organizations, 
outlined hospitals’ and health systems’ 
top priorities as the president delib-
erates the future of the ACA. These 
priorities include the following:

• “If the ACA is to be repealed, the 
potential repeal and replace should 
be done simultaneously, and ensure 
that the 22 million people receiving 
coverage continue to receive adequate 
coverage.

• “If repeal and replace cannot 
be accomplished simultaneously, 
the reductions to hospitals and 
health systems included in the ACA 
should be restored to ensure there are 
sufficient resources to provide to the 
uninsured.

• “Further reductions to 
hospitals and health systems should 
not be considered during either 
reconciliation or the replace debate.

• “Any Medicaid restructuring 
should continue the federal-state 
partnership that ensures beneficiaries 
and providers continue to have access 
to high-quality healthcare coverage, 
provides sufficient funding, and treats 
expansion and non-expansion states 
in an equitable manner.

• “Significant regulatory reform to 
address the burden faced by hospitals 
and health systems needs to be 
implemented by both the legislative 
and executive branches.

• “Continued efforts to improve 
the healthcare system and make care 
more affordable should be supported 
by moving to fee-for-value-based 
payment that provides incentives 
for clinically integrated coordinated 
care.”  n

Are Lengthier Interviews on Readmission 
Worth the Time?

Some hospitals are implementing 
more in-depth patient interviews 

on readmission, seeking to collect 
more and better data that can help 
identify quality issues that might be 
addressed. But these interviews are 
time- and resource-intensive, so do the 
results justify the investment?

They can be, if you make good 
use of the resulting data, says Donna 
Hopkins, MSN, RN, CMAC, vice 
president with Novia Strategies, a 
healthcare consulting firm based 
in Poway, CA. Historically, hospi-
tals have looked at readmissions by 
diagnoses, with anecdotal reasons for 
readmissions and without patient-spe-
cific reasons as to why the readmission 
occurred. That produces data that is of 

limited value.
A better approach is for hospitals 

and health systems to develop and 
implement risk stratification checklists 
and in-depth patient questionnaires, 
she says. Readmission-risk criteria 
can be easily extracted by data in the 
electronic medical record, such as pa-
tient visit history, polypharmacy, and 
comorbid diagnoses, she says. Those 
can trigger high-risk identification 
and flow into the daily census used by 
clinicians.

In addition, nursing and case man-
agement can use in-depth question-
naires for deeper dives and interviews 
to determine actual reasons for read-
mission. Many of those reasons will be 
not be clinical, Hopkins notes, related 

instead to issues such as having no 
electricity at home, unfilled prescrip-
tions, or no transportation.

“Unfortunately, the operational 
flaw has been that hospitals are 
sometimes unsure what to do with 
the information, either for an indi-
vidual patient or in the aggregate for a 
patient population, in order to ensure 
interventions and access to ambula-
tory or community connections are 
available,” she says. “Without an 
enterprise-wide strategy and available 
resources to employ outside of the 
acute care organization, it is not un-
usual to see a ‘so what?’ attitude about 
these tools and readmission data.”

With drivers, such as Medicare 
Spending per Beneficiary and the 
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Quality Improvement Organization 
renewing their focus on readmissions 
in the 11th Scope of Work, Hopkins 
says hospitals are beginning to see an 
increase in collaborative efforts. Many 
healthcare systems are even proactively 
collaborating with needed resources 
such as transportation, home modifi-
cations, and access to nutritional food 
sources, she says.

Deep-diving into readmission 
interviews may not address the true 
problem, says Bryan R. Cote, manag-
ing director of the Berkeley Research 
Group in New York City. There is 
nothing wrong with gathering more 
data, but there can be other problems 

no amount of interviewing will solve, 
he says.

“Often, hospitals won’t even know 
that they’re dealing with a readmis-
sion, that the patient has been there in 
the past 30 or 60 days, unless a care-
giver recognizes the patient and says 
so. And if they were at another hospi-
tal, that’s even harder to know,” Cote 
says. “The hospital doesn’t know until 
the patient has been there a while, and 
that night they start looking at records 
and put the pieces together.”

Identifying the returning patients 
early should be a goal for any 
hospital, he says. Readmissions are 
most common and most costly with 

heart and lung patients, he notes, 
and intensive interviews with those 
patients are unlikely to yield better 
data.

“I don’t think real-time interviews 
are the answer at all for that. They’re 
in a pattern and asking them more 
questions won’t help,” Cote says. “The 
real answer is in better documentation 
and clarity from the hospital to the 
skilled nursing facility that gives them 
more clarity, a better picture of this 
patient. They need to know as much 
as possible about medications, history, 
comorbidities, everything under the 
sun, and they don’t feel like they’re 
getting that picture in most cases.”  n

Worried About Staff Burnout? Here Are 
Prevention Strategies

Most healthcare organizations 
have to deal with staff burnout 

and stress, but there are healthy 
strategies and policies that can 
help staff deal with these common 
workplace woes.

For instance, it’s important to 
cross-train staff and vary schedules 
with both full-time and part-time 
nurses, says Kristine Kilgore, RN, 
BSN, administrative director at 
Surgical Care Center of Michigan, 
an ophthalmology center in Grand 
Rapids. Kilgore spoke about staff 
burnout at the Becker’s ASC 23rd 
annual meeting, held Oct. 27-29, in 
Chicago.

“I have a good mix of full-time 
and part-time,” Kilgore says. “On 
lighter days, I say to the full-time 
staff, ‘Would you like to go home 
early today?’”

Part-time nurses are very happy 
because they won’t lose hours, and the 
full-time nurses often are thrilled to 
be able to leave early, she says. “One 

person told me, ‘You wouldn’t believe 
what I got done — I got the house 
cleaned and I made a full dinner for 
the family.’”

Kilgore doesn’t worry about 
whether the full-time employees’ 
hours dip below full-time hours, and 
she doesn’t make them use vacation 
time. Instead, she sees this as a 
positive for her, as well as for them.

“I look at it that they are helping 
me out by going home early,” she 
explains.

Another strategy is to focus on 
wellness and holistic solutions to 
stress, notes Adrienne Schultz, RN, 
HN-BC, assistant vice president 
of patient care services at Cancer 
Treatment Centers of America in 
Zion, IL. The organization, which 
sees 5,000 patients annually, has 
a 73-bed inpatient facility as well 
as outpatient services, ambulatory 
surgery, and clinics. Schultz also 
spoke about stress at the Becker’s ASC 
23rd annual meeting.

“One of the most exciting things 
we’ve done is an initiative to support 
holistic nursing,” Schultz says. “I’m a 
board-certified holistic nurse, so we’ve 
sponsored cohorts of nurses — about 
20 at a time — to undergo training in 
holistic nursing.”

The benefits of this additional 
training are huge, she says. “It benefits 
both patients and stakeholders.”

The Cancer Treatment Centers 
of America will have four cohorts of 
nurses going through holistic nursing 
training by the end of this month. 
The organization has dedicated 
resources to the training because it 
fits in well with its vision. Holistic 
nursing can benefit both the nurses, 
who learn more about self-care, and 
patients, Schultz says.

Physician burnout also can be an 
issue for ambulatory surgery centers, 
although not every site has this worry, 
Kilgore notes.

“For our organization, physician 
burnout is not as much of an issue 
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because the physicians are owners of 
the company,” she explains. “So they 
set the agenda and the pace. They 
determine how many cases they can 
do in a half-day.”

Kilgore is more concerned about 
the staff: “Last week, we had a 
physician in the morning do 16 cases, 
and then a physician came in the 
afternoon to do 22 cases. They might 
think 22 cases is not that big of a 
deal, but for the staff it’s 16 plus 22.”

Full schedules and a fast pace can 
contribute to stress and burnout, but 
there are ways to buffer staff from 
the effects. Kilgore and Schultz offer 
the following ideas for reducing staff 
stress:

• Make sure new employees can 
handle the workload. Everyone 
hired at the Surgical Care Center of 
Michigan is trained based on what 
they need, given their own experience 
and education, Kilgore says.

“I tailor it to what the person 
needs,” she says. “I start with pre-
op because it’s the most consistent, 
depending on the doctor, and the 
last part is circulating because it’s the 
hardest thing to learn and you need 
to learn each doctor’s preferences.”

One critical step in hiring new 
staff is to have them spend a day job-
shadowing, Kilgore says.

“This is to make sure they’re 
even interested in the work,” she 
explains. “They come in for a half-day 
and shadow a nurse to see pre-op, 
circulating, and recovery.”

The goal is to make sure the job 
is a right fit for that particular nurse. 
“This is a fast-paced environment, 
and it’s not for everyone.”

• Offer access to wellness 
activities. Larger organizations 
can provide employee assistance 
programs, along with wellness 
activities, including gym membership 
discounts and staff exercise sessions, 
Schultz says.

“We have exercise sessions that 
people can sign up for and that are 
available at all different times to 
accommodate all of our stakeholders,” 
Schultz says. “We also have an onsite 
yoga room that people can go to 
during their lunch time, and there are 
open, instructor-led sessions.”

• Cross-train nurses. Registered 
nurses at the Surgical Care Center of 
Michigan are trained to work in each 
area of the surgery center.

“They can work in the pre-op 
area, take care of patients to get them 
ready, and they also can circulate 
and recover patients,” Kilgore says. 
“I make sure they go to each area 
throughout the month.”

A nurse might work in the pre-op 
area for one week and then work in 
the recovery area.

“They are learning ophthalmology, 
one specialty,” Kilgore notes. “They 
are not having to learn 20 different 
specialties.”

• Stagger shifts and include 
nurses for the breaks. “The pre-
op nurses are staggered, starting at 
6:30 a.m., 6:45, 7, 7:15 — every 15 
minutes, depending on how many 
nurses I need,” she says. “It’s usually 
three to five people.”

At 7, the circulators start to arrive 
and the nurses in recovery arrive at 
8 or 8:30 a.m. The surgeons start 
at 8 a.m., except on the busiest of 
mornings when they’ll begin at 7 or 
7:30, Kilgore says.

“The surgeons have a four-hour 
block and go until noon, and the 
afternoon surgeon starts at 12:30 
p.m.,” she says. “Then I bring in a 
nurse that does all the breaks for the 
nursing staff, and I have an extra 
scrub tech to turn rooms over.”

The biggest challenge is finding 
a good scrub tech, Kilgore says. “It 
takes a long time to train a good 
scrub tech.”

The last staff will arrive at 8:30 

or 9 a.m. and be one of the recovery 
people, relieving the last late person 
and following up on the last patients, 
she adds.

• Attend to employees’ emotional 
health. At the Cancer Treatment 
Centers of America, employees can 
attend a panel session to discuss an 
issue that concerns them, Schultz 
says.

“About once a month, our folks 
come to speak on a panel about a 
particular instance or issue they need 
to share with others,” she explains. 
“This is multidisciplinary with nurses, 
physicians, pharmacists, and others 
who want to debrief or talk about 
something very personal for them or 
to share how they handled it.”

For instance, one session involved 
a long-term patient who died. Some 
employees were very close to the 
patient and wanted to share their 
feelings about the loss, Schultz says.

“We have one topic per event, and 
usually different people can share at 
the event,” she adds.

The sessions are held in a large 
meeting room, which sometimes has 
standing room only. Attendees can 
bring their lunch with them, as the 
meeting takes place at lunch time.

“People want to share,” Schultz 
says. “They want that ability to garner 
input and support from their co-
workers.”

• Create nice surprises. “The day 
the physician had 22 patients, starting 
at 12:30, he said, ‘I’d like to get a 
treat for the nurses in the afternoon 
— I know it’s going to be a long 
day,’” Kilgore says. “Those little things 
are huge, and it comes from me or 
the surgeons.”

Other nice surprises will be 
a catered lunch for staff after a 
particularly busy week or month, she 
says.

“I try to acknowledge everyone,” 
she says. “I’ll do a nurses’ week and 
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bring in lunch or breakfast.”
• Recognize employees. “Our 

company does an employee recogni-
tion day, usually on a Friday in June,” 
Kilgore says. “We feel it’s important 
to recognize every employee, so we 
close the surgery center early.”

After closing at noon on a Friday, 
all surgery center employees head 
across the street to a botanical garden 
called the Frederik Meijer Gardens for 
a holiday luncheon. Employees from 
the surgery center are joined by staff 
from the company’s various clinics, as 
well.

“We have over 300 employees, 
and it’s fun because everyone gets to 
see everyone,” Kilgore says. “Also, 
we have fun activities planned that 
change each year.”

For example, one activity was a 
game show led by the management 
team.

• Keep staff aware of how they’re 
doing. Merit reviews typically occur 

at the end of the year, but these 
reviews should not have any surprises 
for employees, Kilgore says.

“Hopefully, if there are issues, you 
are not waiting until the year end to 
go over them,” she explains. “If some-
thing is identified by a staff member 
or an anesthesia provider or a physi-
cian, I try to raise it when it occurs so 
at the review time it’s not a surprise.”

Giving employees real-time assess-
ment makes it easier to discuss issues 
with them at the annual review. “You 
know their strengths and weaknesses,” 
Kilgore says.

“I always ask employees what 
their goals are for the next year,” she 
adds. “I ask, ‘What do you want to 
accomplish in a year?’ and sometimes 
you find out interesting things from 
them.’”

• Take employees’ suggestions 
seriously. Kilgore learned when 
talking with nurses during one 
evaluation that they wanted to be 

trained to use one new surgical 
device: a laser that required a certified 
trainer to come in and show staff how 
to use it. A couple of nurses said that 
next time there was a class, they’d like 
to have the trainer train four nurses at 
a time, she recalls.

“I had no idea they were even 
interested,” she says. “What I’ve 
learned over time is to listen to my 
staff. People might think they’re 
just complaining, and there is some 
complaining, but sometimes you pick 
up little pearls that could work.”

Listening to staff also can prevent 
misunderstandings. For example, 
Kilgore brought in an ancillary 
employee to help the RNs. The idea 
was to ease some of their burden, but 
some nurses were worried they were 
going to be replaced by LPNs.

“I said, ‘No, I’ve listened to what 
you say and you need help, so I’m 
bringing in someone to help you,’” 
she says. “It’s a balancing act.”  n

C. Difficile Reduced 75% With 
Targeted Interventions

A hospital in Medford, OR, 
reduced its rates of C. difficile 

infections by three-quarters with 
a targeted approach intended to 
identify exactly what strategy is the 
most effective after previous attempts 
left hospital leaders wondering which 
of several interventions had worked.

Asante Rogue Regional Medical 
Center, the largest of three hospitals 
in the Asante system, experienced 
unacceptable rates of C. difficile 
infections. The trend continued 
upward, and hospital leaders tried 
to address the problem in 2013, says 
Holly Nickerson, RN, BSN, director 
of accreditation at the largest of 
three Oregon hospitals in the Asante 

system. They saw some success, but 
they implemented many different 
strategies in a “shotgun approach,” 
she says, so they didn’t know which 
affected the infection rate. Thus, the 
improvement was short-lived.

“We tried a ton of things all at 
the same time, so we had no idea 
what worked,” Nickerson says. “We 
changed our cleaner, we were doing 
hand hygiene campaigns, all sorts of 
things that we thought would lower 
the infection rate. The rates fell some 
but we couldn’t sustain it, and after 
we changed our cleaner, the infection 
rate actually increased.”

In late 2014, the vice president of 
medical affairs declared the hospital’s 

C. difficile rate a critical issue and 
sought strategies for reducing the 
weekly infection rate, which was 
about four per week at that time. 
The Asante system formed a “Green 
Team” to study recent C. difficile cases 
and develop possible interventions. 
Green was chosen because the Asante 
metrics scorecard use that color to 
indicate good results.

The system-level team was 
multidisciplinary, bringing together 
nursing staff and leadership, infection 
prevention, pharmacy, environmental 
services, performance improvement, 
electronic charting, clinical nurse 
specialists, nursing professional 
development, and purchasing. The 
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other two hospitals in the Asante 
system were outperforming Rogue 
Regional on C. difficile prevention, 
so the team looked to them for best 
practices.

The team found that the infections 
stemmed from three sources: inap-
propriate testing, healthcare worker 
transmission, and environmental 
services issues. The Green Team then 
developed strategies for addressing 
each of those sources of infection. 
For the inappropriate testing, the 
team determined that the hospital’s 
multidrug-testing protocol could be 
at fault. The protocol allowed nurses 
to order C. difficile testing any time, 
which was intended as a good proac-
tive step toward detecting infections. 
“Test early and test often” was the 
school of thought.

But it seemed that some positive 
results were classified as hospital-
acquired when they were present 
on admission, Nickerson explains. 
Poor communication among nurses 
sometimes led to a C. difficile test 
being performed after a patient had 
received laxatives or medications 
causing diarrhea, and no C. diff 
test was performed on admission, 
a positive test during the hospital 
stay might automatically be deemed 
hospital-acquired.

“We know that many patients, 
especially patients that kind of live in 
the healthcare system, are colonized 
with C. difficile, so you may have 
someone who is shedding spores but 
who does not have active C. difficile,” 
Nickerson explains. “By giving them 
laxatives, we might be just capturing 
some normal flora that lives in 
their bowel. We had to help staff 
understand when to test.”

To address that issue, hospital 
leaders discontinued the policy of 
testing for C. difficile under the 
multidrug-resistant organism protocol 
at any time, instead encouraging 

physicians to order specimen 
collections only when the patient 
fit appropriate criteria. This was a 
turnaround from previous hospital 
policy, so it took some effort to 
re-educate nursing staff, says Bella 
Lucas, RN, BSN, manager of 
infection prevention at Asante Rogue 
Regional Medical Center.

“It was very much ingrained in 
the staff to use proactive thinking 
and wonder if a problem could be C. 
difficile. They were taught to test early 
and isolate it to prevent the spread 
of infection,” Lucas says. “The staff 
were perplexed by the idea that now 
the testing would require a physician 
consult and buy-in.”

Infections originating from 
healthcare workers were addressed 
with daily enteric precaution audits 
that provided real-time feedback to 
staff regarding their compliance with 
procedures for entering and leaving 
enteric precaution rooms. In addition 
to immediate feedback, the compiled 
audit results are provided to staff 
on a regular basis. When a C. dif-
ficile infection is traced to healthcare 
worker transmission, frontline staff 
are gathered for an immediate huddle 
to discuss the case and what precau-
tions may have failed.

For the environmental services is-
sues, the Asante Green Team deter-
mined that terminal room cleans were 
not meeting expectations, with only a 
55% passing rate. The root cause, the 
team discovered, was that the envi-
ronmental services teams followed no 
protocol for terminal room cleans. 
Morale and commitment to the job 
also were lacking, Nickerson says.

“When I had one of our continu-
ous project improvement leaders meet 
with that group, it was very apparent 
they had no standardized process for 
cleaning their rooms. We use the fluo-
rescent gel dot system that is placed 
in key areas to test how well the room 

is cleaned, and it consistently showed 
poor performance,” she says. “The 
environmental services team knew 
where the dots were placed and still 
were failing the room. That was a 
pretty big red flag for us that they did 
not have a process and did not know 
how to clean the room.”

Those problems were addressed 
through weekly meetings with a per-
formance improvement project leader 
to establish a standardized process 
for terminal room cleans and retrain 
all staff. The leader also worked to 
improve their morale by emphasizing 
the importance of their jobs and how 
attention to detail can have a direct 
effect on individual patients.

The chief of quality and safety met 
with the environmental services team 
to emphasize the importance of their 
roles in patient safety. News items 
in the hospital newsletter praised 
cleaning teams for their work and 
promoted them as vital to protecting 
patients.

“It was a big retraining process, a 
big commitment from our environ-
mental services leaders in monitoring 
and coaching their staff,” Nickerson 
says. “It came to the staff receiving 
disciplinary action if they did not 
clean the rooms properly. We also 
went to great lengths to stress that 
they don’t just clean rooms — they 
help people keep from getting infec-
tions.”

The effort was successful, raising 
terminal room cleaning performance 
from a 55% passing rate to 100%.

Over the course of nine months, 
the hospital’s C. difficile infection rate 
fell from four per week to one per 
week.

“The effort showed us that you 
can’t really reduce infections if you 
don’t have a full understanding of 
why they’re occurring, and what 
variables could have an influence,” 
Lucas says.  n
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1. With an elderly diabetic patient, 

which of the following is the 

chief concern in treatment, 

according to a geriatrician?

a . Keep blood glucose levels 

within the normal range to reduce 

long-term complications .

b . Reduce salt intake and keep 

blood pressure low .

c . Prevent falls caused by 

dizziness and low blood sugar or 

low blood pressure .

d . All of the above

2. About how many people are 

turning 65 each day in the 

United States?

a . 2,000

b . 5,000

c . 8,100

d . 10,000

3. A focus on advance care 

planning with at-risk, elderly 

patients in the hospital before 

they are discharged to a skilled 

nursing facility setting can 

produce which of the following 

positive results when they have 

advance directives?

a . Readmission rates are cut 

nearly in half .

b . Hospice length of stay 

increases .

c . Total costs decline significantly .

d . All of the above

4. Which of the following is not a 

definition of palliative care?

a . Care focused on improving 

the quality of life of patients 

with serious, chronic, or life-

threatening disease .

b . Provides comfort-oriented care 

that neither hastens death nor 

prolongs life .

c . Provided across the continuum 

of the disease, not just at end of 

life .

d . Focus is on symptom 

management and overall 

wellness .


