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“IT IS VERY 
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TO DEAL WITH 

THEIR GRIEF, BUT 
IF THE STAFF IS 
NOT DEALING 

WITH GRIEF, THEN 
THEY END UP WITH 

BURNOUT.”

Case Managers May Carry Grief 
Over Loss of Patients
Organizations should provide support

When a patient dies, case 
managers and other 
healthcare workers (HCWs) 

can experience grief that might be 
underestimated or misunderstood by 
their organization and managers. Their 
emotional distress 
can be compounded 
by insufficient 
bereavement support 
in their workplace. 
The result can 
be bereavement 
overload.1,2,3

Nurses, 
administrative staff, 
and doctors are 
among the healthcare 
professionals who 
might experience 
bereavement 
overload, which is 
when losses mount and 
there is too little time for normal grief.3

“It is very important for patients and 
family members to deal with their grief, 

but if the staff is not dealing with grief, 
then they end up with burnout,” says 
Jennifer Gray, PhD, MPP, associate 
professor of public health in the School 
of Health Studies at Northern Illinois 
University.

Gray’s research 
into HCWs’ grief 
found that they 
generally need more 
bereavement support 
and resources from 
their organizations.1

When HCWs 
are not supported 
in their grief, they 
could experience 
disenfranchised grief 
in which they delay 
addressing their 
emotional distress as 
they go straight back 

to work, she notes.
“The staff might go on the next day 

to a new patient, and there’s no time to 
process their loss,” Gray says.
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EXECUTIVE SUMMARY

Case managers and other healthcare workers carry heavy burdens of grief 

when it is unacknowledged and they have not learned coping skills .

• Bereavement overload can result in employee burnout .

• Studies show that healthcare workers generally need more bereavement 

support and resources from their organizations .

• Healthcare workers are vulnerable to disenfranchised grief in which they 

delay addressing their emotional distress as they return to work .

People who have lost a family 
member typically receive grief 
support from their family, friends, 
and community organizations. 
There is little to no support for 
case managers and other healthcare 
professionals who experience a 
patient’s death, she says.

“It can be so hard because 
we were providing excellent case 
management while the person 
was living, but then what is our 
relationship [to the patient’s family] 
after the patient passed away?” says 
Eboni Green, RN, PhD, co-founder 
of Caregiver Support Services in 
Omaha, NE.

Case managers sometimes can 
experience a loss related to losing 
close contact with the patient’s 
family.4 For instance, in situations 
where a case manager is working 
with a disabled or chronically ill 
patient over a number of months, 
the case manager gets to know the 
family very well. When the patient 
dies and the case manager no longer 
visits the home, he or she may 
experience grief or concern from 
the loss of contact with the patient’s 
family as well as the loss of the 
patient. The case manager might 
experience regret that the family is 
no longer receiving help.

“I’ve thought about those families 
and what it looks like to go through 
all they’re going through, and then 
the relationship just ends,” Green 

says. “If you don’t have any way to 
provide support or follow-up, then 
the relationship between you and 
that client ends.”

The case manager’s support 
services were helping everyone in the 
household, and now that support is 
gone, she adds.

In some situations, case managers 
might look for signs that other 
healthcare staff helping the patient 
are grieving. Home health aides in 
particular can become very close 
to their clients and experience an 
emotional loss when a client dies, 
Green notes.

“Their clients become like 
family,” she says. “Case managers 
are the ones coming in and doing 
supervisory visits and making sure 
care is provided according to the 
plan of care.”

But case managers might also 
watch for signs that staff caregivers 
are grieving: “When they lose a 
client, that can be a reason why 
they don’t want to stay in healthcare 
— because of the grief they feel,” 
Green says. “We have to support the 
frontline people who are going into 
the home every day.”

The nature of the workplace 
makes little room for any employee’s 
grief. Even when people lose a 
parent or close family member, they 
typically are given a few days off of 
work for bereavement, Green says.

“That amount of time does not 
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begin to cover the feelings you have 
about loss of a family member,” 
she says. “And rarely do I hear of 
organizations that give case managers 
or home care staff time off when a 
client passes away.”

Healthcare professionals are 
expected to keep moving, going 
immediately into a new home to care 
for a new patient. The more a case 
manager invests in a patient’s care — 
both emotionally and in work — the 
more difficult is the loss when the 
patient dies.

For example, Green recalls 
working with a patient who needed 
assistance programs. “I remember 
working closely with the patient’s 
daughter for quite some time,” she 
says.

“I contacted all of the 
pharmaceutical companies and 
applied for medication assistance for 
each medication,” she explains. “We 
really worked hard together, and 
when we got everything completely 
set, her mother passed away, and 
it was just so hard because we had 
worked so hard on it.”

These types of losses and grief 
compound over time, adding 
complexity to the grieving process.

“If we don’t have time to express 
our sadness and realize we’re doing 
something that improves quality 
of life for someone we’re serving, 
then we do end up having more 
burnout,” Green says. “And there is 
a disconnect because we’re human 
and need to be able to express our 
feelings.”

One reason why healthcare 
organizations sometimes find it 
difficult to address grief is because it 
varies so much between people. One 
person could grieve heavily over a 
patient’s death, while another person 
might be able to move on quickly.

“Grief is so individual in how 
people manage it,” Gray says. 

“It depends on how close the 
relationship is between the staff 
member and the patient/client.”

The solution is for healthcare 
organizations to recognize the risk 
of staff grief and provide support 
and programs for case managers and 
others who need it. In some settings, 
such as pediatric cancer units, there 
should be ongoing intervention 
programs and mourning rituals.5

One study of HCW grief in a 
pediatric oncology ICU found that 
4% of professionals in areas of high 
pediatric complexity experienced 
burnout related to grief and 71% 
were at risk of suffering from 
burnout.5

The study concluded that 
professionals in this setting were 
at risk of burnout partly because 
of greater emotional exhaustion. 
The staff needed concrete support 
strategies and mourning rituals.5

“In general, organizations do not 
take enough time to give staff the 
resources people need or the policies 
that help staff heal from their grief,” 
Gray says.

Resource examples include 
holding a tradition or service to 
acknowledge the loss of a patient. 
In some places, this could be a 

painted rock with the patient’s 
name, placed in the facility’s garden 
or landscaping. Others might hold 
a ritual of lighting a candle and 
an informal service in which staff 
members can share their feelings 
and experiences with patients. Still 
other organizations might offer a 
support group and make individual 
counseling available, Gray says. (See 
story on how to help staff cope with 
grief, page 40.)

Case managers are very good at 
attending to their patients’ needs, 
but they also should pay attention to 
their own needs: “I think one of the 
first things you can do is recognize 
how you feel,” Green says.  n
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“IN GENERAL, 
ORGANIZATIONS 

DO NOT TAKE 
ENOUGH TIME 
TO GIVE STAFF 

THE RESOURCES 
PEOPLE NEED 

OR THE POLICIES 
THAT HELP STAFF 

HEAL FROM 
THEIR GRIEF.”
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Healthcare Organizations Can Support Staff  
in Times of Grief
Acknowledging grief can help prevent burnout

C ase managers and other 
healthcare workers (HCWs) 

are dealing daily with patients 
experiencing difficult health 
situations. When a patient dies, case 
managers may experience grief that 
they barely acknowledge because they 
know their role is to move on to the 
next patient. But over time, such grief 
can build up and contribute to stress 
and burnout.

There are different dimensions of 
burnout, including the state in which 
someone freezes and is no longer 
able to communicate in a normal, 
personable way. This is known as 
depersonalization, says Jennifer 
Gray, PhD, MPP, associate professor 
of public health in the School of 
Health Studies at Northern Illinois 
University.

Younger staff in particular might 
need mentorship opportunities 
that discuss grief and bereavement. 
Without support and some training, 
they might lack skills that help them 
cope with losing patients, Gray says.

A focus on handling grief and 
patients’ deaths should be part of 
any healthcare organization, but it is 
especially important in nursing homes 
and other settings where staff will lose 
many patients to death, she adds.

Healthcare organizations can 
help their staff cope with grief and 
prevent workplace burnout with the 
following:

• Change policies to 
acknowledge emotional needs of 
staff. Organizations also could adopt 
a policy of allowing staff time off to 
attend patients’ funeral or memorial 
services.

“Give them time to attend a 
service so they do not have to use one 
of their vacation days,” Gray says.

Employees who spent a lot of 
time with the deceased patient and 
are having difficulty with their grief 
might need a few days off, she adds.

One simple change is to provide 
staff with as-needed resources such as 
grief support and counseling.

• Encourage co-worker support. 
Sometimes a healthcare professional 
grieving over a patient’s death can 
be helped by co-worker support. 
Organizations can encourage this 
natural support network by teaching 
staff a few skills in communication 
and listening.

“Gauge whether or not that 
person needs more time, and be a 
good listener,” suggests Eboni Green, 
RN, PhD, co-founder of Caregiver 

Support Services in Omaha, NE. “Let 
that person express sadness.”

Case managers can look out for 
one another by noticing when a 
colleague who used to be happy on 
the job now seems negative, Green 
suggests. Co-workers who have major 
changes in mood and attitude could 
be in pain and do not know how to 
tell anyone about it — so ask them 
what’s going on, she says.

“Ask, ‘Why are you so angry?’ And 
then it will start flooding out,” Green 
says. “It’s not that these are not loving 
and kind people; it’s just that there is 
a compiling of these losses.”

An organization can help 
encourage staff grief support by 
providing an in-house memorial 
service for recently deceased patients.

“If there’s a support group or in-
service that case managers can put on, 
then that provides additional coping 
skills for frontline caregivers,” Green 
says. “It would be good if they offer it 
at least annually.”

And these support services also are 
very helpful to case managers — even 
if they are not as acutely affected by 
patient loss.

• Learn self-care. “Give yourself 
permission to be sad,” Green says. 
“Maybe you could sit down with 
another case manager to talk about 
how you’re feeling. The big thing is to 
not burn out, to take time off when 
you can, and get the rest you need.”

Self-care might include taking 
breaks during the work day, 
practicing mindfulness or meditation, 
deep breathing, listening to relaxing 
music, exercising, eating well, and 
getting enough sleep.

THERE ARE 
DIFFERENT 

DIMENSIONS 
OF BURNOUT, 

INCLUDING THE 
STATE IN WHICH 

SOMEONE 
FREEZES AND 
IS NO LONGER 

ABLE TO 
COMMUNICATE 
IN A NORMAL, 
PERSONABLE 

WAY.
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“Maybe we don’t realize how 
self-care is, and so we should set a 
reminder to take time — five minute 
chunks — for ourselves each day,” 
Gray says.

“You have to learn how to es-
tablish good emotional boundaries 
so you’re not taking so much of the 
emotional overload on yourself,” Gray 
says. “You need to separate yourself 
emotionally from that patient’s life 
and have your own life that you go 
back to at the end of the day.”

One way to view this is to think 
of emotional well-being as a bank. 
Stress reduction activities increase 
the emotional bank funds. But when 
a patient dies or some other stressor 
occurs, the emotional bank loses 
funds, Gray explains.

“As a healthcare professional, 
you are drawing on those emotional 
resources to support people who 
might not be emotionally stable 
themselves,” she says. “What kind of 
tools do you have in your toolkit that 
can help you put money into your 
own emotional bank?”

• Set up a notification system. 
Case managers often work in settings 
where they see patients for limited 
periods of time. So if a patient dies 
some weeks or months after the 
last time the case manager called 
or visited the patient, then the case 
manager might not know about the 
death until it’s too late to attend a 
memorial service.

Healthcare organizations can 
create a system in which employees 

who opt in can receive notifications 
when a former patient dies, Gray 
says.

Healthcare leaders might view 
adding grief resources as yet another 
task that they do not have time 
to perform. They are focused on 
mandated training requirements and 
finding time for all of those, Gray 
notes.

“Trying to fit in grief and 
bereavement as a training topic can 
be challenging,” she says. “But it’s 
also in some cases raising awareness 
that the emotional health of staff and 
families is really important, and the 
organization needs to put resources 
into that if they want to do well as an 
organization and be successful on all 
fronts.”  n

Crisis Prevention Is Major Focus  
for Community Case Managers

Community case managers 
working with a behavioral 

health population are continually 
on the lookout for a brewing crisis. 
A missed appointment, a shift in 
behavior, or a sudden change in 
housing, job, or family situation can 
signal a potential crisis.

“If a crisis is brewing a change 
in behavior or suicidal ideation, it’s 
time to drop everything and get the 
person in front of a clinician,” says 
David Wilkinson, BSW, director of 
case management services at Central 
Behavioral Health in Norristown, 
PA.

Crises occur because of clients’ 
poverty, mental health challenges, 
past trauma, homelessness, and other 
issues. And it is up to case managers 
to help clients maintain their health 
and avoid problems.

“Our case managers work with 
caseloads of 24 people, and they 

have the opportunity to get to know 
each person,” Wilkinson says. “They 
develop a rapport with the person 
and are aware of what’s going on; 
they have good listening skills and a 
level of support.”

Case managers are part of a model 
called assertive community treatment 
(ACT), which is all-inclusive, he 
says.

ACT is an evidence-based 
practice that includes treatment, 
rehabilitation, and support services 
for people diagnosed with serious 
mental illness. (For more information, 
visit: https://on.ny.gov/2T6GBC9.)

Case managers help people 
find stable housing, handle their 
money and finances, and take their 
medication as prescribed.

“We use the term ‘recovery 
coach,’ for our case managers, and 
many times recovery coaches help 
support people with their psychiatric 

appointment and help facilitate 
communication,” Wilkinson says.

“In Pennsylvania, we work under 
the regulations called ‘blended case 
management,’ and across the state, 
there are different types of blended 
case management,” Wilkinson 
explains.

The state has moved the recovery 
philosophy forward, and part of 
that was enhancing the intensive 
case management model to include 
recovery coaches, he says.

Through brief interventions with 
patients, case managers/recovery 
coaches prevent crises of housing, 
food, medical, and other issues.

“The prevention aspect is for 
recovery coaches to be in tune to 
some of their behavior changes and 
give them support before they end up 
hospitalized,” Wilkinson says.

The ACT process works in the 
following ways:
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• Identify clients. A generic 
example would be of a middle-aged 
homeless woman with schizophrenia 
and substance use issues. In the 
woman’s county, there is a 211 
number she can call to find shelter, he 
explains.

“That shelter is familiar with the 
local mental health center and case 
management support,” he adds. “The 
woman would be referred to the 
intake department of the agency to 
get an assessment.”

The psychiatric assessment would 
include a referral to case management 
support. Within seven days, Central 
Behavioral Health would explain 
the organization’s services and how 
it could provide case management 
support. Once the woman agrees to 
receiving help, case managers can get 
started, he says.

• First meeting with case 
managers. A case manager might 
meet the woman at a coffee shop, the 
homeless shelter, or at the agency. 
If homelessness is her most urgent 
problem, then case managers will 
work with homeless outreach workers 
and the shelter system to help her 
find a home, Wilkinson says.

The first meeting is an introduc-
tion and an opportunity to build 
rapport. “If the person is not in the 
mood for a long conversation, then 
it could be the case manager saying, 
‘Hey, I’m Dave, I’d like to talk to you 
about our case management services 
and how we can support you, but to-
day looks like a bad day, so could we 
speak tomorrow?’” Wilkinson says. “If 
the person is ready, we start with five 
different documents from goal plan-
ning to strength assessment.”

Case managers assess the person 
on domains from housing to 
employability to social connections, 
looking at things they have done in 
the past but maybe have not done in 
a while, he says.

The goal is to have an 
appointment scheduled before the 
first meeting ends. The case manager 
might offer to help the person with 
transportation services or to attend a 
medical appointment with the client.

“Typically, it’s a good idea to see 
the person more frequently to develop 
that relationship and rapport,” 
Wilkinson says. “We educate our 
staff, saying, ‘If the person is at risk, 
a good practice is to have multiple 
contacts with the person each week, 
even if they’re not related to a specific 
appointment, but just to say, ‘How 
are you doing, and what’s going on?’”

• Second meeting. The next 
meeting will focus on the client’s 
priorities, Wilkinson says. “If there’s 
an urgent need to get connected to 
a particular medical or psychiatric 
appointment, then we talk about 
that.”

In the first few meetings, the goal 
is to make sure clients get to their 
healthcare appointments. This might 
require the case manager to connect 
the person with a transportation 
service.

“The goal is to be hands-on with 
how the person gets there,” he says.

The case manager also will help 
homeless and marginally housed 
clients learn about available housing 
options.

“A big thing in community 
case management is connection to 
community activities,” Wilkinson 
says. “Does the person have an 
interest in going to the library? Is that 
something we can support and help 
with registration?”

If new crises emerge related to 
a utility shut-off or medication 
obstacle, case managers investigate 
the causes. For instance, a person 
might not have been opening utility 
company or payer benefit mail out of 
fear caused by their mental illness.

“Our support is to say, ‘Let’s look 

at the mail together,’” Wilkinson 
says.

• Follow-up support. Every six 
months, case managers conduct a 
housing check, asking basic questions 
about how clients feel about their 
living situation, he says.

One item on the checklist is, “Do 
you open your mail and need support 
looking through it?”

Follow-up appointments vary 
according to how much a particular 
person needs case management 
support. Some people will be in case 
management for six to 10 months 
and meet all of their goals. Then they 
are able to maintain stability and 
independence. Other people can be 
in case management for years, often 
because they do not have family 
support and are not confident that 
they could manage without a regular 
visit, Wilkinson says.

“If they’re stable, we may see them 
every few weeks to see how they’re 
doing,” he adds.

Case management support 
includes helping clients obtain 
phones, IDs, health insurance 
cards, and sign up for utility 
programs for the winter months. 
Senior clients may be eligible for 
subsidized housing resources, and 
a case manager will help with the 
application process.

“We do a lot of basic things 
related to food, food cupboards, soup 
kitchens, and education and help 
people to be aware of community 
resources and connect with them,” 
Wilkinson says.

Case managers also help clients 
obtain job skills and find peer 
support. A career center professional 
identifies employers in the 
community that would be a good 
resource, he adds.

• End case management. The end 
could be driven by the client, the case 
management organization, or both.
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“If everything is going smoothly, 
some people will say, ‘I’m not 
interested in these frequent contacts,’” 
Wilkinson says. “A lot of time, 
it’s ended because of a mutual 
understanding that things are going 
well.”

There might be a warm handoff 
from the case manager/recovery coach 
to an in-house case manager who is 
available for walk-ins and community 
calls, he notes.

“If a person is stabilized and we’re 
moving toward closure of intensive 

case management, we’d introduce the 
person to the in-house case manager 
if there is a resource question,” he 
explains. “This reassures the person 
that if something happens and you 
need more intensive support, we can 
work with you.”  n

Policies Can Set Boundaries,  
Ensure Ethical Discharges

E thicists at University 
Health Network’s Toronto 

Rehabilitation Institute have seen 
multiple recent cases involving 
hospital discharges. All involved 
patients who wished to return home 
despite known safety risks and 
clinicians who were uncomfortable 
discharging the patient to a setting 
they viewed as unsafe.

Some recent cases involved a 
decisionally capable patient wanting 
to live at risk. Others involved 
patients who lacked decision-making 
capacity and failed to comprehend 
risks. In still other cases, an 
appropriate discharge location did 
not exist for a patient due to lack of 
caregivers or affordable housing in the 
community.

“At the heart of all of these 
potentially unsafe discharge situations 
is a conflict between differing 
values and principles,” says Kevin 
Rodrigues, BA, MTS, PhD(c), a 
clinical ethicist at the health system. 
These involve the ethical principles of 

beneficence, nonmaleficence, patient 
autonomy, and justice.

Rodrigues says these discharge 
policies can be of great help in these 
cases by providing:

• clear delineation of the 
obligations for clinicians and the 
institution at the time of discharge;

• clarity on the roles of various 
clinicians involved in the discharge, 
including physicians, social workers, 
and pharmacists;

• a conflict resolution process with 
clear guidance around escalation;

• contact information for various 
in-hospital and community resources;

• an ethical decision-making 
framework tailored to discharge 
planning. “This would be a helpful 
tool for clinicians as they attempt to 
balance stewardship of resources and 
obligations, both ethical and legal, to 
patients,” says Rodrigues.

Often, clinicians perceive the 
discharge plan is focused on the 
question of “What are we obliged to 
do?” instead of “What should we do?” 

“If a patient is capable of making a 
choice to live in unsafe conditions, 
for instance, to what extent should 
clinicians advocate for them to 
consider alternatives?” asks Rodrigues.

System pressures can lead to 
discharges that are less than optimal. 
There may be need to open beds for 
ED patients during volume surges. 
Funding models compensating 
patient flow also come into play. 
Rodrigues says policies should address 
these questions:

• What are obligations to the 
system and to the patient, and which 
take precedence?

• How can discharge practices 
be made more equitable to avoid 
perceptions of bias?

• What obligation does the 
hospital have to ensure that a 
discharge is safe and sustainable?

“Policies can set appropriate 
boundaries and the foundations 
for a more robust and better 
structured discharge discussion,” says 
Rodrigues.  n
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Wrongful Delegation Can Happen Easily; 
Consequences Are Serious

R isk managers should educate 
nurses about the potential 

liability risks from wrongful 
delegation, which could threaten the 
nurse’s career and expose the hospital.

Wrongful delegation occurs 
when a task is assigned to a worker 
who doesn’t have the credentials 
to perform the task, says Jennifer 
Flynn, CPHRM, manager in the 
Healthcare Risk Management 
division of consulting firm Aon in 
Fort Washington, PA.

“Nurses are faced with this 
situation because of the push to cut 
costs and work with fewer people on 
staff, as well as the nursing shortage,” 
Flynn says. “It becomes a liability 
issue for the nurse because even if he 
or she has been put in a situation in 
which they feel they have to delegate 
tasks to an unlicensed staff member to 
get the job done, ultimately they are 
responsible for what happens to that 
patient.”

Effective delegation frees the nurse 
to focus on providing quality care to 
the patient rather than being bogged 
down with tasks that can be carried 
out safely by someone with less 
training, Flynn notes. Tasks that can 
be safely delegated are those that do 
not require nursing judgment, Flynn 
explains.

“Each patient is a case-by-case 
basis, and sometimes it will be a 
moment-to-moment basis as to 
whether it is safe to delegate or 
not,” Flynn says. “The nurse also 
has to consider the capabilities 
of the particular person that you 
are considering delegating this 
task to. Does that person have 
the competency to do what you’re 
considering delegating?”

Communication is key to safe 

delegation, Flynn says. The nurse 
must not assume what the unlicensed 
staff member is capable of doing or 
has experience with, she says.

In most healthcare settings, the 
roles of staff members and associated 
tasks for those staff members are 
clearly defined by regulations (such as 
state nurse practice acts for registered 
and licensed nurses), organization 
policy, and job descriptions, notes 
Bette McNee, RN, NHA, clinical 
risk management consultant at 
insurance broker Graham Company 
in Philadelphia.

“Allowing care to be provided by 
an unlicensed worker who may not 
have the skills or experience with 
specific techniques is considered 
wrongful delegation and should be 
avoided at all costs,” McNee says. 
“Nurses should get in the habit of 
asking themselves, ‘Does this patient 
require special care that is beyond 
the typical or usual patient care?’ 
If the answer is yes, the nurse must 
determine if the unlicensed worker or 
CNA [certified nursing assistant] is 
competent to provide the specialized 
care or task — as many would agree 
that a ‘reasonably prudent nurse’ 
would do so.”

The nurse may always choose 
to perform the task him- or herself 
rather than determining competency, 
McNee notes.

“Typically, it is not a true 
delegation issue like we see in the 
office setting where responsibilities 
are assigned as projects are planned. 
In healthcare, the roles and 
responsibilities are clearly defined: 
nurses take orders, administer 
medication and treatment, [and] 
make observations or perform 
assessments, whereas unlicensed 

workers like CNAs or rehab aides 
feed, bathe, toilet, groom, and 
transfer patients,” McNee says.

“The question of delegation — 
who is allowed to do what — seems 
to be a simple one, but that’s not 
always the case.”

The issue can arise when a task 
that is typically and appropriately 
completed by the lesser skilled or 
unlicensed worker is not appropriate 
in some circumstances. For instance, 
CNAs feed patients; it is a core 
responsibility of their position. 
However, if the CNA is assigned to 
feed a patient who had suffered a 
stroke, the patient must be fed in a 
particular way to prevent aspiration.

“If the nurse does not determine 
if the CNA is competent enough 
to feed this patient and the patient 
aspirates, the nurse’s delegation of 
the task of feeding can come under 
fire,” McNee says. “It actually isn’t a 
delegation at all. If the nurse allows 
the CNA to feed the patient as he 
or she normally would — because 
it is their responsibility — without 
establishing the CNA’s competency, 
the nurse is failing to undelegate the 
task.”

Ambulation is also a core 
responsibility of CNAs, McNee notes. 
Issues can arise in a situation where 
a patient walks too quickly or has a 
tendency to lose balance. The nurse 
must determine whether the CNA 
has competency before allowing him 
or her to perform the task they were 
hired to do, she says. Failing to ensure 
competency before allowing the CNA 
to ambulate the patient is a liability 
risk for the organization as well as the 
nurse, she says.

Although CNAs are trained and 
assigned to feed, transfer, toilet, 
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groom, and bathe, it is the nurse’s 
responsibility to oversee the patient’s 
care, and it is something that needs 
to be taken very seriously, McNee 
says.

A risk manager can help nurses 
avoid wrongful delegation by sharing 
this potential risk with all licensed 

staff, supervisors, managers, and 
department directors within the 
organization, McNee suggests.

“To be proactive, they can ensure 
that the organization measures the 
competency of CNAs or rehab aides 
to care for patients with various 
needs,” McNee says. “It also makes 

sense to create a process so that 
CNAs or rehab aides are trained in 
the specific techniques required to 
care for each patient and are taught 
to request clarification of techniques 
before attempting to care for a 
patient who requires a specialized 
approach.”  n

Sarasota Memorial Hospital Implements 
Sweeping Initiative, Raising HCAHPS Scores
Many processes and protocols are designed with older patients in mind

Sarasota Memorial Hospital serves 
one of the oldest populations 

of any hospital in the country, with 
patients aged 80 years and older 
making up about 25% of all hospital 
admissions in 2017. However, while 
the hospital always has performed 
well on the Hospital Consumer 
Assessment of Healthcare Providers 
and Systems (HCAHPS) survey, 
analysts combing through the data in 
2012 found that the scores were not 
uniform across all age groups.1

In particular, satisfaction seemed 
to be lagging among patients 80 
years of age and older. For example, 
among patients aged 18-49 years, 
the hospital was at least meeting 
national average satisfaction scores 
in nine out of 10 publicly reported 
satisfaction measures. However, 
among those aged 80 years and older, 
the hospital was achieving average 
patient satisfaction in only two of 10 
measures.

To correct the problem, the 
hospital focused new energy on 
improving the patient experience 
among older patients with the 
creation of a project dubbed PEACE 
(patient experience for acute care 
elders). Developers first piloted 
the effort on the nursing units that 

treated the highest concentration of 
patients aged 80 years and older.

“For us, it was three cardiac units 
and our orthopedic unit,” explains 
Shawn Halls, MA, manager of 
consumer and competitive strategy 
in the Sarasota Memorial Health 
Care System, and the person who 
first discovered the discrepancy in 
satisfaction scores in the older patient 
group. “Orthopedics didn’t have 
the highest percentage, but it had 
the highest volume of patients aged 
80 and older. [The PEACE project] 
moved to a house-wide initiative 
after we became a NICHE [Nurses 
Improving Care for Healthsystem 
Elders] organization in the summer 
of 2017.”

The NICHE program, offered 
through New York University’s Rory 
Meyers College of Nursing, provides 
resources and expertise to teams 
seeking to improve the care of older 
adults. (Learn more about the program 
at: https://bit.ly/2QaOaRX.)

From the start of the PEACE 
initiative, developers focused on 
securing support from frontline staff 
members who would be critical to 
achieving project goals. As part of 
this effort, each pilot unit identified 
a geriatric resource nurse (GRN) to 

serve as the primary contact for the 
project.

“The GRNs are staff nurses who 
have volunteered to go through 
additional training to understand 
some of the specific needs of older 
adults,” explains Jackie Garabito, 
MSN, RN-BC, manager of clinical 
specialty programs at Sarasota 
Memorial. “Staff nurses can call on 
GRNs when treating patients who 
exhibit conditions that indicate they 
are at risk of developing additional 
challenges, using the Fulmer SPICES 
assessment tool for older adults.”

The SPICES tool prompts 
clinicians to consider several common 
syndromes affecting older adults, 
including sleep disorders, problems 
with eating, incontinence, confusion, 
evidence of falls, and skin breakdown. 
(Learn more at: https://bit.ly/2GJ7vtL.)

In the early days of the PEACE 
project, the GRNs followed the 
hospital’s own informal program of 
training, Garabito explains. However, 
the NICHE program has formalized 
training for the GRNs, including 
tools offered through the program.

In addition, in the ED, nurse 
leaders are GENE (Geriatric 
Emergency Nursing Education) 
certified, explains Lisa Collins-
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Brown, MSN, RN, the director 
of emergency care at Sarasota 
Memorial. “[They] play an integral 
role in training ED staff in how to 
communicate with and assess special 
needs in older adults and coordinate 
care that will help improve the patient 
experience and outcomes,” she says. 
“The majority of our ED patients are 
elderly, and so many of our processes 
and protocols are designed with the 
older adult in mind.”

Both the PEACE and NICHE 
initiatives have enhanced staff 
understanding of the challenges in 
older adults and reinforced their 
commitment to serving the needs 
of that population, Collins-Brown 
adds. “We have designed our nursing 
stations so that clinicians have a 
clear line of sight of patients in 
our ED waiting area and private 
rooms,” she says. “Our team includes 
case managers, social workers, and 
sitters who aid in the care of and 
communication with patients and 
ensure they or family members/
caregivers understand their plan of 
care, which ensures a safe discharge.”

To ensure they were on the right 
track, developers of the PEACE 
approach note that they received 
continual feedback and support for 
the project from a senior advisory 
council consisting of members from 
the community and representatives 
for local organizations that serve 
seniors. With input from this group, 
the PEACE project team decided 
to focus their efforts on improving 
communications, particularly in three 
areas: the interface between nursing 
staff and patients or family members, 
directions regarding the correct use 
of medications, and ensuring that 
both patients and caregivers fully 
understand discharge instructions.

Staff spent time learning and 
practicing the “teach back” approach, 
in which patients or caregivers are 

asked to repeat back to the clinician 
important instructions to ensure 
that they are understood completely. 
Further, the PEACE project team 
used empathy training to help 
healthcare workers understand the 
challenges that seniors face when they 
are in the hospital. This included the 
use of glasses designed to simulate 
several age-related vision problems 
and special gloves to simulate the 
effects of arthritis. Staff members 
were asked to perform common 
tasks, such as opening a pill bottle, 
while wearing restrictive gloves to 
understand what seniors sometimes 
face when trying to carry out routine 
self-care tasks.

With patients older than age 
80 years in mind, PEACE project 
developers decided to add “transport 
chairs” to the supply of wheelchairs 
on hand on the hospital’s first floor 
to help older patients or visitors navi-
gate the hospital. Experts note the 
transport chairs serve a similar func-
tion as wheelchairs but are designed 
to be less clinical-looking so users do 
not feel as though they are disabled. 
A team is on hand to direct patients 
where they need to go in the facility 
and to provide assistance when there 
are mobility constraints.

The efforts to improve patient 
experience scores among patients 
aged 80 years and older have 
occurred at the same time as 
steep volume increases at Sarasota 
Memorial. For instance, from 2013 
through 2017, inpatient volume 
increased by 30%, representing 8,000 
additional patients.

“We focused our efforts on manag-
ing capacity and adding resources to 
handle such a large increase in such a 
short period,” Halls explains.

However, despite the added capac-
ity challenges, the PEACE-driven 
changes have delivered promising 
results.

“During the same time frame, 
we saw improved scores in nine of 
11 HCAHPS domains for patients 
aged 80 and older,” Halls notes. 
“Importantly, we’ve seen a five-
point increase in responsiveness of 
staff, a six-point improvement in 
communication about medicines, 
and a four-point improvement in 
care transitions and overall rating.”

Meanwhile, HCAHPS scores 
among other age groups have 
remained robust. “Our biggest 
opportunity and focus has been 
in our 80 and older age group,” 
Halls says. “When we segment our 
HCAHPS scores by age, our patients 
under age 65 are largely satisfied, 
and the younger the patient, the 
more satisfied they tend to be. 
Even our patients aged 65 to 79 are 
overwhelmingly satisfied with their 
experience.”

For instance, Halls notes that 
in 2017, in the 65-79 age group, 
the hospital finished above national 
averages in eight of 11 HCAHPS 
domains, although Halls anticipates 
seeing some upward movement from 
this age group, too, as a result of the 
PEACE and NICHE initiatives.

“Because of the complexity of 
many patients aged 80 and older, 
we don’t expect their experience 
to be the same as their younger 
counterparts, but we’re focused on 
narrowing the gap between groups,” 
he says. “As we continue with our 
NICHE protocols and roll the tactics 
out to more of our units, we expect 
to see improvements in our 65- to 
79-year-old patients, but we’re not at 
that point yet.”

After working on the original 
PEACE project team, Halls has 
some advice for other hospitals that 
struggle with their patient experience 
scores in the ED or elsewhere.

“Each hospital has its own unique 
challenges. For us, it is that such a 
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high percentage of our patients are 
over the age of 65. Of those, 25% 
are aged 80 and older,” he says. “In 
the PEACE project, we started by 
segmenting by individual age rather 
than age group and determined 
that our experience drop-off point 
was age 80. [Another] facility’s 
drop-off age may be younger or 
older, which is important because it 
will dictate strategy and tactics for 
improvement.”

Halls also recommends that 
leaders of similar initiatives first 

take the time to review programs 
or services that are in place already 
to see what enhancements could be 
helpful and look for enthusiastic staff 
to help drive improvement efforts.

David Verinder, MBA, president 
and CEO of Sarasota Memorial 
Health Care System, adds that the 
PEACE/NICHE initiatives are not 
just about improving satisfaction.

“Older patients face greater 
challenges today than previous 
generations, [with] higher incidences 
of chronic disease, more complicated 

medical conditions, and increasingly 
complex technologies, therapies, and 
treatments,” he says.

“That’s why investing time and 
resources into these initiatives is so 
important. They not only enhance 
communication, but also promote 
the best health outcomes and 
experience.”  n
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Providers Experience Moral Distress  
in Pediatric Mental Healthcare

Of 23 reported occurrences of 
moral distress, 61% involved pe-

diatric mental health cases, found a re-
cent study.1 “Concerns stemmed from 
an influx of mental health patients 
and lack of training and experience by 
staff,” says April Kam, MD, MScPH, 
FRCPC, the study’s lead author.

Additional resources have since 
been made available to the pediatric 
ED. These include social workers and 
a mental health assessment unit. Bet-
ter communication is evident between 
psychiatrists and ED clinicians.

“There still is moral distress around 
cases where there is little either team 
can do,” notes Kam, an associate pro-
fessor of pediatric emergency medicine 
at McMaster University in Canada.

Limited community resources, 
such as lack of available inpatient 
beds, are disheartening to everyone 
involved. “Often, ED staff bear the 
brunt of the frustrations of exhausted 
family members who are finding it 
challenging to cope,” says Kam.

Douglas S. Diekema, MD, MPH, 
has seen these three pediatric mental 
health ethical issues lead to provider 
distress:

• There is a lack of resources, 
both in terms of mental health pro-
viders and inpatient beds.

“The number of patients present-
ing with mental health concerns has 
really taxed the resources that exist,” 
says Diekema, director of education 
at Treuman Katz Center for Pediatric 
Bioethics at Seattle Children’s Research 
Institute.

Many patients could benefit from 
an inpatient admission, but limited 
beds allow only those who represent 
a threat to themselves or others to be 
admitted. Outpatient therapy is simi-
larly difficult to access. “This makes 
it difficult for kids to get the kind of 
counseling and care they need during 
times of personal crisis,” says Diekema.

• Many states passed laws that 
permit teens to access mental health 
services without the consent of a 
parent.

“This is a good thing,” Diekema 
says. The problem is that the laws 
require confidentiality and disallow 
an admission or required mental 
healthcare without the adolescent’s 
consent. Some explicitly state this, 
while other laws are interpreted as 

such. Regardless, providers may feel 
restricted in their ability to notify a 
parent even when it is in the teen’s best 
interest. In some cases, the adolescent 
clearly would benefit from treatment 
or admission. “Laws that require the 
teen’s consent may hamper a parent’s 
ability to get the help they need for 
their child,” says Diekema.

• Patients with eating disorders, 
particularly anorexia nervosa, may 
refuse help.

The patients may not realize their 
behaviors represent a grave danger to 
themselves. How best to care for these 
patients is a source of great concern 
among healthcare providers.

“It is difficult to treat without 
patient cooperation,” says Diekema. 
“Forced treatment rarely improves 
long-term outcomes.”  n
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1. A study led by Jennifer Gray, 

PhD, MPP, into direct care 

workers’ experiences of 

grief found that healthcare 

workers generally need their 

organizations to provide which 

of the following?

a . More bereavement support 

and resources

b . Massage therapy and 

acupuncture

c . Stress-reduction services

d . Classes on mindfulness and 

self-care

2. In one 2018 study about grief 

support and burnout syndrome 

in professionals involved in 

pediatric health, researchers 

found that what percentage of 

professionals in a high pediatric 

complexity unit had burnout 

related to grief?

a . 4%

b . 49%

c . 58%

d . 71%

3. What is the case management-

style model of assertive 

community treatment (ACT)?

a . A program to have case 

managers assertively connect 

patients to community resources

b . An evidence-based practice 

that includes treatment, 

rehabilitation, and support 

services for people diagnosed 

with serious mental illness

c . An evidence-based practice 

that places homeless patients 

who have a chronic disease, 

such as diabetes or congestive 

heart failure, with assisted living 

housing

d . A program that places 

homeless runaway adolescents 

with group home support and 

bridging-to-adult fostering

4. According to David Wilkinson, 

BSW, which of the following 

is another term to describe a 

case manager who works with a 

psychiatric population?

a . Care coordinator

b . Mental health counselor

c . Peer supporter

d . Recovery coach


