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ADDRESSING PATIENTS’ STRESS AND SUFFERING

Seriously ill patients and their family members often experience stress, depression, and 

anxiety that affects their lives and causes suffering . Most hospitals have a specialized 

team of clinicians that provides comfort care and emotional support while the medical 

team concentrates on getting the patient past the medical crisis . In this issue, we 

discuss hospice care, which focuses on patients at the end of life . You’ll learn how to 

help patients get the care they need, ways to overcome your reluctance to think about 

death, and what family members need to know about hospice services . In next month’s 

Hospital Case Manager, we’ll tell you about the benefits of palliative care, which 

improves the quality of life by managing pain and other symptoms for patients who are 

being treated for a serious illness . We’ll describe which patients are appropriate for the 

services, and details of successful palliative care programs .  n

Help patients and families as they 
struggle with end-of-life issues
Hospice care allows patients to be cared for at home

More than 80% of patients 
say if they have a terminal 
illness, they don’t want to 

spend their last days in the hospital, 
according to the Dartmouth Atlas of 
Healthcare.1

But a large percentage of patients 
expire in the ICU, hooked up to 
multiple monitors, and often on 
a ventilator, says Toni Cesta, RN, 
PhD, FAAN, partner and consultant 

in North Bellmore, NY-based Case 
Management Concepts.

“This is difficult for family members 
and for patients, many of whom prefer 
being at home,” she adds.

When patients die in the hospital, 
they often are denied an opportunity 
for closure, a chance to see friends 
and family members, to spend their 
remaining days in closeness with their 
spouse, and to enunciate their final 
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EXECUTIVE SUMMARY

When patients appear to be reaching the end of life, case managers should 

find out their wishes, alert the treating physician and the rest of the staff, and 

ensure that patients’ wishes are carried out .

• In an effort to encourage discussions about end-of-life care, the Centers 

for Medicare & Medicaid Services (CMS) has begun paying physicians for 

consultations on advance care planning .

• CMS’ push toward pay for performance and bundled payments creates 

financial incentives for hospitals to consider alternatives to admitting patients 

as inpatients .

• Providers’ feelings sometimes make them hesitant to talk about end-of-life 

issues with patients and family members .

• Case managers should take a patient-centered approach and find out 

patients’ goals before bringing up hospice care, and educate family members 

on what to expect when they get home .

wishes, says Ellen J. Windham, 
LVN, AAS, BAAS, a hospice nurse 
for more than 15 years and author of 
Hospice: The Last Responder, a guide 
to hospice for patients and family 
members.

“The average stay in hospice 
is seven days, a figure that hasn’t 
changed in years. Hospice services 
have been available since 1974, but 
people still don’t understand the 
concept,” she adds.

The Centers for Medicare & 
Medicaid Services (CMS) has 
agreed to pay for physicians to have 
consultations with patients on how 
they would like to be cared for as 
they are dying. The rule, which took 
effect Jan. 1, pays for an initial 30 
minutes of advance care planning in 
the doctor’s office or in the hospital 
and for each additional 30 minutes 
of consultation.

“This could result in a lot more 
patients having an end-of-life 
consultation and it’s obviously what 
CMS wants to happen. Since the rule 
just went into effect a few months 
ago, it’s too early to know whether 
it’s happening,” says Linda Sallee, 
RN, MS, CMAC, ACM, IQCI, 

director for Huron Healthcare, with 
headquarters in Chicago.

As advocates for patients, case 
managers should educate patients 
about end-of-life options and help 
initiate a conversation with their 
loved ones, adds Patrice Sminkey, 
RN, chief executive officer for the 
Commission for Case Manager 
Certification.

Start by including questions 
about advance directives in the 
comprehensive assessment, she says.

“Case managers are highly trained 
communicators and facilitators 
and they should use those skills to 
benefit patients. Regardless of how 
challenging it is, case managers 
should never walk away from patients 
with difficult decisions to make,” she 
says.

Although some patients are eager 
to have the conversation about end 
of life and hospice if invited, others 
are afraid to go there, adds Joseph 
D. Rotella, MD, MBA, HMDC, 
FAAHPM, incoming chief medical 
officer of the American Academy of 
Hospice and Palliative Medicine, 
and a palliative care and hospice 
physician for 15 years. “Some 
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patients don’t want to think about 
the possibility they might die and 
as long as nobody is having the 
conversation, they don’t have to think 
about it. These conversations can be 
challenging for both patients and 
healthcare providers,” he adds.

Case managers should be 
having a conversation about 
hospice with patients who might 
benefit from hospice care and their 
family members during the entire 
hospitalization, Sallee says.

“I think that many people are 
ready to talk about end of life before 
the family members are, but they 
hesitate so they don’t upset the family. 
In that case, they may not get closure 
and may die without tying up the 
loose ends,” she says. (For more about 
how to talk to patients and physicians, 
see related article on page 65.)

Educating patients and family 
members about hospice and palliative 
care and gaining their acceptance 
takes a great deal of time, and case 
managers don’t have the time if they 
have large caseloads, Cesta points out.

“This is a good example of where 
a social worker and a nurse case 
manager can work collaboratively. 
The nurse handles the clinical needs 
and the social worker concentrates 
on the psychosocial needs,” she says. 
“Social workers may be able to sit 
down with the patient and family and 
spend the time that’s needed. It takes 
more than just one conversation.”

Before the hospital staff can 
arrange for hospice services, patients 
and their families have to be willing 
to consider hospice care. Then they 
have to be eligible and willing to 
make tradeoffs in order to qualify for 
the services, Rotella points out.

There are numerous other 
roadblocks that may impede eligible 
patients from receiving hospice 
care, Sallee says. Physicians may be 
reluctant to tell patients they can’t 

help them any more because they 
fear they will lose their patient to a 
hospice physician, or because they 
have a sense of failure or a sense of 
sadness, she adds.

Physicians are sometimes blamed 
for delaying hospice when they 
simply are trying to ensure that 
patients can receive the services as 
long as they are needed, Windham 
adds. “Two physicians have to certify 
that they believe a patient is unlikely 
to live longer than six months for 
Medicare to pay benefits at 100%, so 
physicians wait to order the services 
to make sure the patient qualifies and 
can benefit from the services without 
the risk of interruption in care,” she 
says.

Patients with Medicare who 
choose hospice care give up some 
of their other benefits, Rotella says. 
For instance, hospice benefits do not 
cover room and board at a skilled 
nursing facility.

“While we encourage people 
to consider hospice, the rules and 
regulations sometimes put us in a 
bind,” he says.

Healthcare professionals have 
more than just a moral imperative 
to educate patients and their family 
members on hospice care and to 
consider referring appropriate patients 
for hospice services, Cesta says.

With CMS’ increased emphasis 
on pay-for-performance and quality 
of care, there is also a financial 
imperative to include hospice care in 
the list of discharge options, she adds.

“CMS is trying to stop hospitals 
from admitting patients at the end 
of life and encouraging them to 
provide patients with an alternative 
to hospitalization, such as hospice 
services or palliative care,” she says.

For instance, patient mortality 
is a part of the outcome domain 
under value-based purchasing, Cesta 
points out. The measure includes 

patients hospitalized for acute 
myocardial infarction, heart failure, 
or pneumonia who expire within 30 
days of admission to the hospital in 
any location. If patients have been 
enrolled in Medicare or Veterans 
Administration hospice programs 
within 12 months of the admission 
or are designated for hospice care on 
the first day of hospitalization, their 
deaths are not included. In 2016, the 
outcome domain represents 40% of 
a hospital’s value-based purchasing 
score.

In addition, CMS’ Hospital 
Compare website includes 30-
day mortality rates for patients 
hospitalized for chronic obstructive 
pulmonary disease, heart failure, 
acute myocardial infarction, 
pneumonia, stroke, and coronary 
artery bypass graft.

As CMS moves toward bundled 
payments, providers may be 
prompted to look a different way at 
providing care to terminal patients, 
Sallee says.

“In the future, more and more 
hospitals and external providers will 
be collaborating and sharing financial 
risk for the care. As providers become 
more responsible for the entire cost 
of care, hospice is going to come 
into play more frequently as a cost-
effective level of care. Providers are 
going to start to think about if they 
are doing patients a favor if they 
perform an invasive treatment that 
isn’t going to improve the patient’s 
health,” she says.

As they develop discharge plans, 
unit-based case managers also have 
to think beyond the hospital walls, 
particularly if a patient is approaching 
the end of life, Cesta says. “Talk to 
the family and develop plans to avoid 
unnecessary admissions or visits to 
the emergency department,” she says.

Cesta suggests that case 
management directors work with the 
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ED team to develop a plan to avoid 
hospitalizing patients who could 
benefit from hospice services provided 
at home, rather than admitting them 
to the hospital.

“This is another discharge 
planning, utilization management, 
and ethical issue that should be dealt 
with at the front door. It’s placing 
the patient in the right level of care 
from the beginning,” she says. “This 
is another strong argument for having 
case management staff the emergency 
department 24 hours a day, seven 
days a week,” she says.

“As patient advocates, it’s part of 
the case management role to help 
patients decide what kind of care they 
want at the end of life, to remind 
the rest of the team of the patient’s 
wishes, and reassure them that they 
are carrying out the patient’s wishes,” 
Sminkey says.

But even when patients make 
their wishes clear, the healthcare team 
may be hesitant to carry them out, 
says Catherine M. Mullahy, RN, 

BSN, CCRN, CCM, president and 
founder of Mullahy and Associates, a 
Huntington, NY, case management 
consulting firm.

When Mullahy’s father was 
dying, he already had signed advance 
directives with very specific details, 
but Mullahy says she had an uphill 
battle to get the hospital staff to carry 
them out. She encountered the same 
roadblocks when her mother died.

“The healthcare system pushed 
back. The culture in the hospital is 
just to keep going and try one more 
thing. All too often, I had to intervene 
to ensure that their suffering was not 
made more protracted by treatment 
for this symptom or that abnormal lab 
value,” she says.

As the family left the hospital after 
her mother’s death, Mullahy’s sister 
asked: “How do other families do this 
without a case manager?”

“As case managers, we can do 
so much to help patients and their 
families as they struggle with end-
of-life issues. We need to educate 

ourselves and then educate our 
colleagues and support patients and 
families through this difficult time,” 
Mullahy says.

The Commission for Case Manager 
Certification (CCMC) has published 
an issue brief with information case 
managers can use to assist their patients 
who are facing end-of-life issues. To read 
the brief, visit www.ccmcertification.
org and click on “issue briefs.” CCMC 
has added The Conversation Project’s 
tools that can be used to support end-
of-life conversations. The Conversation 
Starter Kit can be found at https://
ccmcertification.org/webinar-library. 
There also is a learning module 
and free toolkit available at www.
cmbodyofknowledge.com/content/
conversation-project-toolkit.

REFERENCE
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Get in touch with your own feelings before 
talking to patients
Case managers often feel uneasy about end-of-life issues

When Catherine M. Mullahy, 
RN, BSN, CCRN, CCM, 

presents educational seminars to case 
managers, she always asks how many 
people in the audience have advance 
directives. Typically about 5% to 10% 
raise their hands, she reports, adding 
that the usual reason people do not is, 
“It’s not time yet. I’m too young.”

“The biggest barrier to having end-
of-life discussions is not necessarily 
the patient’s reluctance to talk about 
the issue, but healthcare professionals 
who are concerned about their own 
mortality and are unwilling to discuss 

it,” adds Mullahy, president and 
founder of Mullahy and Associates, a 
Huntington, NY, case management 
consulting firm.

There is a stigma attached to 
hospice, Mullahy points out.

“We live in a youth-obsessed 
culture that does not value old 
people. Everybody wants to be young 
and most people, even healthcare 
professionals, are reluctant to accept 
that they are going to die,” Mullahy 
says.

Case managers have to be 
comfortable with end-of-life issues 

before they can have a meaningful 
conversation with patients and 
families, adds Patrice Sminkey, 
RN, chief executive officer for the 
Commission for Case Manager 
Certification.

“When you are uncomfortable 
about a topic, it may be hard to bring 
it up. Clinicians aren’t uncomfortable 
talking about hygiene, and they 
shouldn’t be uncomfortable talking 
about end-of-life care,” Sminkey says.

When people think of hospice, 
often the image of dark rooms with 
patients moaning come to mind, 
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Mullahy says. “Hospice isn’t like 
that. We have medication, relaxation 
techniques, massage, and so many 
other modalities that make the 
patient comfortable,” she says.

Before case managers have the 
conversation about end of life 
with patients, they should start by 
discussing the subject with their own 
families, Mullahy says. “How can we 
expect to advocate for patients if we 
are afraid of the experience and have 
not yet thought about our own end-
of-life issues?” she says.

Case managers need to educate 
themselves about advance directives 
and end-of-life issues, Sminkey says. 
Share the information with your 
loved ones and make your own wishes 
known, she adds.

Participate in education and 
training about end-of-life care. 
Become familiar with hospice 
services, what they are, and what 
they aren’t. Otherwise, you won’t be 
able to accurately describe them to 

patients, she says.
“There are a lot of misconceptions 

about what hospice is and what it 
is not and what advance directives 
mean,” Mullahy says. Hospice care 
isn’t aggressive or curative, she said. 
It’s appropriate when providers have 
tried everything and the patient isn’t 
getting better. The goal of hospice is 
to keep people comfortable in their 
own home whenever possible, she 
adds.

Only a small percentage of case 
managers have had experience with 
patients at the end of life, Mullahy 
says. “Whatever knowledge nurses 
have is probably dated. Many nurses 
and physicians have been taught to 
be optimistic and to always look 
for another treatment possibility,” 
Mullahy says.

“If you don’t know what a piece 
of equipment looks like, you can’t 
include it in a discharge plan. At the 
same time, if you don’t know what 
hospice care is like, how can you 

discuss it with patients?” Mullahy 
asks.

She recommends that case 
managers make the time to visit a 
hospice facility in their area and meet 
with the staff. Talk to organizations 
that provide hospice services in the 
home to find out what they can do 
for patients. Invite someone from a 
hospice facility to a lunch and learn 
to educate other case managers.

Once case managers get a 
significant amount of knowledge 
about hospice and confront their 
own feelings, talking with patients 
and their families gets easier, Mullahy 
says. “One of the greatest roles a 
case manager can play occurs when 
a patient approaches death. End-
of-life situations entail formidable 
need, emotion, understanding, and 
advocacy. Case managers are uniquely 
positioned to take a leading role 
in making this most difficult time 
more compassionate, peaceful, and 
dignified,” she adds.  n

Find out patients’ goals before introducing the 
idea of hospice
Educate them about options at the end of life

Take a patient-centered approach 
when you talk with patients 

and family members about end-
of-life options and find out what 
they need and want before making 
suggestions, says Joseph D. Rotella, 
MD, MBA, HMDC, FAAHPM, 
incoming chief medical officer of the 
American Academy of Hospice and 
Palliative Medicine and a hospice 
and palliative care physician for 15 
years.

Start the discussion by asking the 
patient and family members what 
they understand about the illness 

and treatment and if there are gaps 
in their knowledge, give them the 
information they need. Explore their 
goals, hopes, fears, and needs and 
come up with a care plan with the 
help of the medical staff.

Address their primary goals, 
Rotella says. A patient’s goal might 
be to spend more time at home or to 
have more support for his wife as the 
family copes with the illness. There 
may be closure issues or relationships 
they want to rekindle.

“So many things could be going 
on. When you find out what patients 

want, it’s easy to connect the dots 
and talk about how the palliative 
care team or hospice services can 
help,” Rotella says.

Many times, when Rotella’s 
team has been called for a hospice 
consultation, patients say that their 
goal is to go home. “They say they 
would like to be comfortable but not 
too drugged and not have to go right 
back to the hospital. We tell them 
that hospice is perfect for them,” he 
says.

Case managers are aware of 
patients’ clinical conditions, 
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psychosocial issues, and family 
dynamics, which puts them in a 
good position to identify patients 
who could benefit from hospice care, 
says Linda Sallee, RN, MS, CMAC, 
ACM, IQCI, director for Huron 
Healthcare, with headquarters in 
Chicago. Since they already have a 
relationship with the patient and 
family, they are the obvious person 
to bring up the subject once the 
physician has communicated the 
diagnosis, she adds.

Start the conversation by saying, 
“This has to be a very difficult time 
for you and your family,” suggests 
Catherine M. Mullahy, RN, BSN, 
CCRN, CCM, president and 
founder of Mullahy and Associates, a 
Huntington, NY, case management 
consulting firm.

Then ask if the patient has 
thought about how he or she 
would like to be treated. Explain 
that patients have a right to refuse 
or accept treatment and bring up 
advance directives as a tool to help 
them plan.

“Most advance directives are 
prepared at a lower reading level, but 
patients still might not understand. 
Case managers should explain the 
document and what it means,” 
Mullahy says. Explain what could 
happen if they don’t have a plan in 
place, she suggests. For instance, 
when patients have an acute episode 
and come to the ED, they will 
be treated and possibly admitted 
unless they have something in 
writing stating they no longer want 
aggressive treatment.

“A question about advance 
directives should be part of the 
case management assessment, but 
case managers also should make 
it a part of their everyday practice 
to ask open-ended questions of 
patients and their family members,” 
says Patrice Sminkey, RN, chief 

executive officer for the Commission 
for Case Manager Certification. For 
instance, ask patients about their 
healthcare goals over the next weeks, 
months, and years.

If patients are reluctant to 
discuss their end-of-life wishes, 
point out that if they don’t make 
a decision about what happens at 
the end of life, someone else will. 
Remind them that they will be 

relieving their loved ones of the 
responsibility to make a decision, 
Sminkey says.

Describe the benefits and the 
risks so people can make informed 
choices, Mullahy says. Get as 
specific as you can. For instance, 
say, “Your oncologist says that if 
you have more chemo, this is the 
likelihood of it working,” she says. 
Make sure they understand that if 
they don’t choose chemo, it doesn’t 

mean they are going to die in pain, 
she adds.

Case managers cannot order 
palliative care or hospice care. That 
is why case managers need to work 
closely with physicians and suggest 
those patients who might benefit 
from one of these services, Sallee 
points out. But not all doctors are 
comfortable with an end-of-life 
discussion, she says.

“It’s a tricky conversation and 
case managers need to develop a 
close relationship with physicians 
to have that conversation. Case 
managers need to be assertive and 
communicate in a collaborative 
way, but be comfortable making 
suggestions that would lead 
to improved patient care and 
outcomes,” she adds.

Start by talking to the treating 
physician about the diagnosis 
and comment that the patient 
appears to be nearing the end of 
life. Mention that the patient and 
family are having trouble coping 
and could use some help.

“Point out that patients prefer 
being at home instead of in a 
hospital and that hospice care 
provides a lot of support in the 
home from nurses, counselors, 
and aides. Point out that when 
patients at the end of life don’t have 
a referral for hospice, they lose the 
benefits of having support as they 
near the end of life,” Sallee says.

Rotella advises care managers to 
take a patient-centered approach 
when they talk to physicians 
about a hospice or palliative care 
consultation. Make sure you are 
informed about the patient’s goals 
and work with the physician to 
come up with a plan that takes 
what is important to the patient 
into consideration and goes beyond 
just taking care of the disease, he 
suggests.  n

“A QUESTION 
ABOUT ADVANCE 

DIRECTIVES 
SHOULD BE PART 

OF THE CASE 
MANAGEMENT 
ASSESSMENT, 

BUT CASE 
MANAGERS ALSO 

SHOULD MAKE 
IT A PART OF 

THEIR EVERYDAY 
PRACTICE TO ASK 

OPEN-ENDED 
QUESTIONS OF 
PATIENTS AND 
THEIR FAMILY 
MEMBERS.”
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Make sure patients, families are informed 
about hospice
Tell them what services it does and does not provide

When patients choose hospice 
care, case managers should 

prepare them and their families for 
what they are going to receive and 
what they won’t receive when the 
patient goes home, says Patrice 
Sminkey, RN, chief executive 
officer for the Commission for Case 
Manager Certification.

“If patients know what to 
expect, they will be less afraid. Case 
managers should be very specific and 
very precise explaining hospice care 
and make sure that family members 
understand that hospice care keeps 
patients comfortable but doesn’t 
provide treatment,” she says.

Social workers and case managers 
can play a big part in ensuring that 
patients have a smooth transition to 
hospice care by making sure nothing 
falls through the cracks, says Ellen 
J. Windham, LVN, AAS, BAAS, a 
hospice nurse for more than 15 years.

Make sure that everything the 
patient will need has been delivered 
or is in the hands of the caregivers 
before the patient is discharged. 
Check to see that the needed 
equipment is in place and that the 
patient has the comfort medication 
and other supplies needed. “Nothing 
is worse for a hospice nurse than 
starting a case late in the afternoon 
and when you get to the patient’s 
home, you find that the patient 
arrived by ambulance with no 
comfort medication for pain and 
nausea. The patient is in pain, the 
family is stressed, and it’s hard on 
everyone,” Windham says.

When you talk to the patient and 
family members about hospice, slow 

down and take as much time as the 
family needs, Windham says. “We’re 
all rushed, but it’s so important that 
patients be fully informed about 
what hospice does and doesn’t 
provide and what the family will be 
expected to do for the patient,” she 
says.

The biggest misconception people 
have about hospice is that someone 
will be at the home providing care 
24 hours a day, Windham says. 
“Patients and families get upset when 
they find out that, while hospice 
providers are on call by telephone 24 
hours a day, staff visit the home only 
periodically,” she says.

In some instances, nurses visit 

the home for crisis care, Windham 
says. “We see patients for medication 
management to deal with symptoms 
such as uncontrolled pain, nausea, 
vomiting, and fever. The nurses often 
stay eight to 24 hours shifts until the 
symptoms are on control,” she says.

“It has to be stressed that this 
is for short term only. The most 
difficult things for families to grasp 
is that death is not a crisis. It is a 
natural part of life, especially when 
patients die peacefully at home on 
hospice care,” she says.

Make sure that family members 
talk to a hospice representative 
before the patient is discharged, 
Windham suggests. When the 
hospice admissions nurse is talking, 
have a family member write down 
what services the hospice provider 
offers.

Ask the family how often they 
would like to have a home health 
aide to come in to bathe a patient 
and take care of other needs.

Find out if they want a visit from 
a chaplain, their pastor, or a priest.

Encourage the family to find out 
in what room the patient wants to 
be and have the hospital bed placed 
there. Perhaps the patient would 
like to remain in his or her own bed, 
Windham suggests.

“Some people want to limit 
visitors during the patient’s last 
days, but a lot of patients want to 
be in the living room so they can 
see their family and friends. This is 
their last chance to catch up with 
friends, reminisce, laugh, and get 
closure and their wishes should be 
met,” she says.  n

“IT HAS TO BE 
STRESSED THAT 

THIS IS FOR 
SHORT TERM 

ONLY. THE MOST 
DIFFICULT THINGS 

FOR FAMILIES 
TO GRASP IS 

THAT DEATH IS 
NOT A CRISIS. 

IT IS A NATURAL 
PART OF LIFE, 

ESPECIALLY 
WHEN PATIENTS 
DIE PEACEFULLY 

AT HOME ON 
HOSPICE CARE.”
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Indicators measure quality of hospice, palliative 
care providers
Goal is to improve care for patients, families

Two organizations of 
professionals who provide 

palliative and hospice care 
developed a series of indicators 
to gauge the quality of care that 
patients receive.

Measuring What Matters is 
a joint project of the American 
Academy of Hospice and Palliative 
Medicine and the Hospice & 
Palliative Nurses Association.

“Patients deserve to get the very 
best palliative and hospice care no 
matter where they live or receive 
the care, and our goal was to choose 
the measures that should be used to 
ensure that is the case,” says Joseph 
D. Rotella, MD, MBA, HMDC, 
FAAHPM, incoming chief medical 
officer of the American Academy 
of Hospice and Palliative Medicine 
and co-chair of the Measuring 
What Matters Clinical User Panel.

The panel included experts 
in the field who used input from 
patients, their families, physicians, 
nurses, social workers, grief 
counselors, and other providers of 
palliative care. The 10 measures 
were selected from 75 indicators 

largely based on what is important 
to patients and families.

The measures are intended for 
use by hospice and palliative care 
providers for self-assessment and 
quality improvement, Rotella says. 
He suggests that case managers 
might want to add the measures 
to their organization’s quality 
improvement programs.

The following are the 10 
Measures that Matter:

1. Palliative care and hospice 
patients receive a comprehensive 
assessment (physical, psychological, 
social, spiritual, and functional) 
soon after admission.

2. Seriously ill palliative care 
and hospice patients are screened 
for pain, shortness of breath, 
nausea, and constipation during the 
admission visit.

3. Seriously ill palliative care 
and hospice patients who screen 
positive for at least moderate pain 
receive treatment (medication or 
other) within 24 hours.

4. Patients with advanced or life-
threatening illnesses are screened 
for shortness of breath and, if 

positive to at least a moderate 
degree, have a plan to manage it.

5. Seriously ill palliative care and 
hospice patients have a documented 
discussion regarding emotional 
needs.

6. Hospice patients have a 
documented discussion of spiritual 
concerns or a preference not to 
discuss them.

7. Seriously ill palliative 
care and hospice patients have 
documentation of the surrogate 
decision-maker’s name (such as the 
person who has healthcare power of 
attorney) and contact information 
or absence of a surrogate.

8. Seriously ill palliative 
care and hospice patients have 
documentation of their preferences 
for life-sustaining treatments.

9. Vulnerable elders with 
documented preferences to 
withhold or withdraw life-
sustaining treatments have their 
preferences followed.

10. Palliative care and hospice 
patients or their families are asked 
about their experience of care using 
a relevant survey.  n

Swing shift case managers facilitate discharges 
late in the day
In the past, patients would stay overnight

F aced with patients who were 
ready for discharge but were 

staying overnight due to glitches and 
holdups, UCLA Health developed the 
position of swing shift case manager 
to facilitate discharges that occur late 

in the day.
“We had a significant number of 

patients whose discharges were being 
held up at the end of the day due to 
details that had to be handled after 
our regular case managers went home. 

Our organization is experiencing 
high occupancy on a daily basis, and 
we needed to get these patients out 
in a timely manner so we could get 
more patients admitted,” says Marcia 
Colone, PhD, ACM, LCSW, system 
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EXECUTIVE SUMMARY

Swing shift case managers start work at 2 p .m . at UCLA Health and facilitate 

discharges that need to occur late in the day .

• An occupancy rate that consistently is 95% or higher makes it imperative for 

the hospital to have good patient throughput .

• Day shift case managers refer cases with last minute details that could delay 

the discharge until the next day .

• The swing shift case managers cover the house and divide up the pending 

discharges among themselves .

director for care coordination at 
UCLA Health in Los Angeles.

UCLA Health includes two acute 
care hospitals: Ronald Reagan UCLA 
Health, a 520-bed Level 1 trauma 
center located in Los Angeles, and 
Santa Monica UCLA Health with 
266 beds. The system also includes 
Resnick Neuropsychiatric Hospital 
and Mattel Children’s Hospital.

The hospitals experience 45,000 
emergency department visits and 
25,000 admissions each year and 
consistently have an occupancy rate 
of 95% or higher.

“Our high occupancy rate makes 
it imperative for us to move patients 
out when they are ready for discharge 
so we can free up beds and avoid 
boarding patients in the emergency 
department,” Colone says.

There are two swing shift RN case 
managers at UCLA Ronald Reagan 
Medical Center and one social 
worker case manager and one RN 
case manager at UCLA Santa Monica 
Medical Center. The case managers 
work from 2 p.m. to 10:30 p.m. five 
days a week and coordinate discharges 
that are referred to them by the unit 
case managers who are leaving at 5 
p.m.

The swing shift case managers 
cover the house. Any of the case 
managers can refer a case to the swing 
shift staff, either by phone or email, 
and ask to facilitate the discharge.

The goal is to catch any issue that 
otherwise would be a problem and 
discharge all patients who are ready, 
Colone says.

There are myriad reasons why 
discharges are delayed, Colone points 
out. In some cases, an ambulance that 
is scheduled to pick up the patient 

doesn’t arrive and nobody calls to 
check on it. Other times, the case 
manager needs to get a decision from 
the family about the discharge plan 
and the family can’t come in until 
after work in the evening, or the case 

manager may be waiting for a call 
from a facility that doesn’t confirm 
until the afternoon.

In the past, if something happened 
to delay the discharge, the patient 
stayed until the next day.

Frequently, the case managers 
don’t get the discharge orders until 
2 p.m. or later and depending on 
the complexity of the case, it’s a rush 
to coordinate all of the facets of the 
discharge, Colone says. Now the case 
managers, who get off at 5 p.m., can 
refer the case to the swing shift case 
managers and ask them to finish all 
the details.

“We think this is a game changer. 
The swing shift case managers are 
experienced staff who can make sure 
plans are moving along because they 
know what to do and who to call and 
can handle all the last-minute details. 
It has been extremely effective in 
making sure everything is in place for 
a timely discharge,” Colone says.

UCLA Health started the swing 
shift in November and has only 
anecdotal outcomes information so 
far, Colone says. “We do know that 
we have been able to correct problems 
and facilitate discharges that in the 
past would have waited until the next 
day,” she says.

The people who were hired for 
the swing shift like the hours, Colone 
says. The daytime case management 
staff loves the new arrangement 
because they can turn over the last 
minute end-of-day discharge tasks 
to the swing shift case managers, 
rather than staying late or leaving the 
discharge until the next day.

“My staff is raving about it. 
Everybody wonders how we were able 
to manage without the swing shift 
staff. The case managers who work 
days tried to make sure everything 
happened and did what they had to 
do, but there were a lot of things that 
fell between the cracks,” she says.  n

“THE SWING 
SHIFT CASE 

MANAGERS ARE 
EXPERIENCED 

STAFF WHO 
CAN MAKE SURE 

PLANS ARE 
MOVING ALONG 
BECAUSE THEY 

KNOW WHAT TO 
DO AND WHO TO 

CALL AND CAN 
HANDLE ALL THE 

LAST-MINUTE 
DETAILS.”
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Hospital LOS confirmed to worsen hip fracture 
outcomes

Hospital length of stay has been 
thought to affect a patient’s 

odds of surviving a hip fracture, and 
investigators from the University of 
Rochester Medical Center (URMC) 
Department of Orthopedics created 
a new research tool to determine just 
how much.

The researchers built analytics 
software to mine New York’s 
Statewide Planning and Research 
Cooperative System (SPARCS) 
database. SPARCS contains all payers’ 
records of virtually every patient case 
in New York, making it a rich source 
of information to study and compare 
patient treatments and outcomes. 
They published the results of their 
study recently in The BMJ. (The study 
is available online at http://tinyurl.com/
hpz8hox.)

Questions about fragility fractures 
and length of hospitalization are of 
particular interest at URMC because 
it is home to an internationally 
renowned Geriatric Fracture Center 
that improved patient outcomes 
while reducing patients’ time in the 
hospital. The center’s research over 
the past decade has suggested that 
patients do better with a shorter 
hospital length of stay. But a January 
2015 study of Swedish hip fracture 
patients published in The BMJ 
offered a seemingly opposite finding: 
After reviewing nearly 120,000 
patients from 2006-2012, authors 
concluded that patients with shorter 
hospitalizations had an increased risk 
of death. For Swedish hip fracture 
patients hospitalized less than 10 
days, each one-day reduction in 
length of stay increased their odds of 
death within 30 days of discharge by 
8% in 2006, and the risk rose to 16% 
in 2012.

Hip fractures are among the most 
common and disastrous of orthopedic 
injuries: More than 250,000 older 
adults suffer a hip fracture in the 
United States each year and the 
number is expected to rise as the 
population ages. It’s a given that 
the injury can compromise an older 
patient’s overall health and greatly 
increases risk of death within one 
year.

John C. Elfar, MD, associate 
professor in the Department of 
Orthopedics, was struck by the 
study findings. He had been leading 
orthopedics residents in a journal club 
dedicated to reviewing and critiquing 
emerging orthopedics papers; when 
the Swedish study surfaced, the team 
launched a study of New York state 
patients to test its findings. Elfar is 
the New York study’s senior author.

Using the SPARCS database 
information, Elfar and his colleagues 
conducted a retrospective cohort 
study of 188,208 patients age 50 and 
older who were admitted to a hospital 
with a hip fracture in New York 
from 2000-2011. They found that 
longer hospital stays spelled worse 
results for U.S. patients. Compared 
to patients with a hospital stay of 1-5 
days, patients with a hospital length 
of stay of 11-14 days was associated 
with a 32% increase in odds of 
death within 30 days of discharge. 
The 30-day mortality risk rose to 
103% for patients with length of 
stay of 14 days or more. Researchers 
concluded that decreased length of 
stay was associated with lower 30-day 
mortality rates.

“Patients in New York spend far 
less time in the hospital than their 
counterparts in Sweden, but it does 
not mean that they are being released 

prematurely here,” Elfar says. “It 
also does not mean that being in the 
hospital for a long period of time in 
New York is a cause of complications 
or a driver of poorer outcomes.”

The analysis shows that the 
difference in hospital stays and results 
between Sweden and the U.S. is 
related to a difference in healthcare 
systems, Elfar says.

“Patients do as well here with short 
hospital stays as they do with longer 
hospital stays in Sweden because 
U.S. hospitals focus on acute care 
and transfer patients to rehabilitation 
facilities as soon as possible,” he 
explains. “Such facilities are not 
available in Sweden, so patients rehab 
in the hospital setting and spend 
longer periods of time there.”

Finding the best approach to 
care is vital because hip fractures are 
so common and older patients are 
especially vulnerable, Elfar notes. 
Women are more likely to die from 
a hip fracture than breast cancer. 
In older patients who suffer a hip 
fracture, perhaps one-third of them 
will die within a year’s time. In an 
institutional setting, they are 11 times 
more likely to die than a patient who 
has not broken a hip, Elfar explains.

Elfar says Peter Nordström, the 
corresponding author of the Swedish 
paper, reviewed URMC’s study 
and came to the same conclusion, 
“that the different systems and their 
outcomes are different for a good 
reason.” The new study findings 
validate the soundness of the Geriatric 
Fracture Center model, Elfar says. 
“Getting fracture patients out of the 
hospital quickly is the best approach 
provided you have a good place to 
send them for rehabilitative care, as 
we do here,” he says.  n
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COMING IN FUTURE MONTHS

ED nurses ID barriers to ethical end-of-life care
Dying patients in ED setting points to system failure

Emergency department nurses 
reported lack of space, time, 

and staff as challenges to providing 
good end-of-life care, according to a 
recent study.1 Researchers surveyed 
1,879 nurses and held focus groups 
with 17 nurses about care of end-
of-life patients, educational needs, 
availability of resources, and barriers 
to safe and effective care.

Nurses reported moral distress 
due to the mismatch between the 
goals of emergency care and those of 
end-of-life care. “This type of care is 
absolutely at odds with the nature 
of emergency care. What we want 
to do is fix them and get them out,” 
says lead study author Lisa Wolf, 
PhD, RN, CEN, FAEN, director of 
the Institute for Emergency Nursing 
Research of the Des Plaines, IL-based 
Emergency Nurses Association. 
Other key findings of the study 
include the following:

• ED nurses reported difficulty 
with the emotional burden of 
caring for dying patients.

Some focus group participants 
expressed that one reason they chose 
emergency nursing as a specialty was 
because they didn’t want to have 
long, painful interactions with dying 
patients.

“They said, ‘This is not the area 
of care that I would choose, which 
is why I’m not a hospice, medical/
surgical, or intensive care unit 
nurse,’” says Wolf.

While ED nurses are trained to 
“do something and do it quickly,” 
she says, in the case of terminally ill 
patients there are no interventions 
needed except for comfort care. “This 
is nearly impossible to do in the ED,” 
Wolf says says. “This is a one-to-one 

kind of patient.”
• ED nurses are knowledgeable 

and comfortable with providing 
quality end-of-life care.

The problem was that they lack 
time and resources to provide such 
care. “There was a really pervasive 
sense that emergency nurses felt 
strongly that when a chronically ill 
dying patient comes to the ED, it’s a 
failure of the system,” says Wolf.

• ED nurses reported moral 
distress stemming from the 
inability to provide time-
consuming care not only to dying 
patients, but also their families.

“They wanted to give good care, 
but were completely stymied from 
doing so because of the demands of 
other patients,” says Wolf.

A chaotic, noisy, crowded ED is 
“a terrible place to die,” says Wolf. 
“We’ve all had patients who died in 
hallways. You just feel terrible about 
it.” Here, Wolf offers the following 
possible solutions to alleviate moral 
distress of ED nurses caring for 
dying patients:

• Improve communication 
between the ED and community 
resources.

The goal is for primary care 
physicians, hospice, and visiting 
nurse services to understand the need 
to keep chronically ill patients who 
are near death out of the ED. “When 

pain or respiratory symptoms can’t 
be controlled due to lack of coverage 
in the community, it’s a failure of the 
system,” says Wolf.

• Make ED nurses aware of 
all available resources in the 
organization.

Some of the focus group 
participants were unsure if 
emergency nurses were aware of 
palliative care services, for instance.

• Have protocols in place to 
help ED nurses address the needs 
of dying patients.

ED nurses really wanted a 
protocol or process to utilize in this 
scenario, “rather than having to wing 
it on their own every time,” says 
Wolf.

For instance, ED policy might 
instruct nurses to call a social 
worker or chaplain to the patient’s 
bedside if palliative care services 
are unavailable. “Those kinds of 
procedural things were lacking,” says 
Wolf.
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CNE INSTRUCTIONS

CNE QUESTIONS

1. CMS agreed to pay for 

physicians to have consultations 

in the office or in the hospital 

on how patients would like to 

be cared for as they are dying.

A . True

B . False

2. Joseph D. Rotella, MD, MBA, 

HMDC, FAAHPM, incoming 

chief medical officer of the 

American Academy of Hospice 

and Palliative Medicine, 

suggests that case managers 

take a patient-centered 

approach when talking to 

patients and family members 

about end-of-life options. Which 

of the following should case 

managers do?

A . Find out if there are gaps in 

patients’ knowledge about the 

illness and treatment and give 

them information they need .

B . Talk about their goals, hopes, 

fears, and needs and identify their 

primary goals .

C . Talk about how the palliative 

care team or hospice services can 

help .

D . All of the above

3. According to Ellen J. Windham, 

RN, a hospice nurse for 15 

years, what is the biggest 

misconception patients and 

family members have about 

hospice care?

A . That it means patients are 

going to die within days .

B . That patients will continue to 

receive active treatment .

C . That a medical professional will 

be at the patient’s home 24 hours 

a day .

D . That patients at the end of life 

should be kept in a dark room 

with no visitors .

4. UCLA Health’s swing shift case 

managers work to facilitate 

discharges late in the day, 

freeing up beds for other 

patients. What hours do they 

cover?

A . 3 p .m . to 11 p .m . seven days a 

week .

B . 3 p .m . to 11 p .m . Monday 

through Friday .

C . 2 p .m . to 10:30 p .m . seven days 

a week .

D . 2 p .m . to 10:30 p .m . Monday 

through Friday .



Hospital Case Management
2016 Reader Survey

In an effort to learn more about the professionals who read HCM, we are conducting this reader survey. The 
results will be used to enhance the content and format of HCM. Instructions: Fill in the appropriate answers. 
Please write in answers to the open-ended questions in the space provided. Fax the completed questionnaire 
to 678-974-5419, return it in the enclosed postage-paid envelope, or complete online at https://
www.surveymonkey.com/r/HCM_2016_reader_survey. The deadline is July 1, 2016. 

19. How would you rate your overall
satisfaction with your job?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

In future issues of HCM, would you like to see more or
less coverage of the following topics?

1. CMS Conditions of Participation

A. more coverage  B. less coverage  C. about the same amount

A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C

2. discharge planning
3. outcomes management
4. denial management
5. Joint Commission requirements
6. dealing with physicians
7. staffing and caseloads
8. reducing length of stay and cost

per case

Please rate your level of satisfaction with the following items.

11. quality of newsletter A B C D
A B C D
A B C D
A B C D
A B C D
A B C D

12. article selections
13. timeliness
14. length of newsletter
15. overall value
16. customer service

A. excellent  B. good  C. fair  D. poor

20. How would you describe your
satisfaction with your subscription to HCM?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

17. On average, how many people
read your copy of HCM?

A. 1-3
B. 4-6
C. 7-9
D. 10-15

E. 16 or more

18. Do you plan to renew your subscription to HCM?
A. yes
B. no If no, why not?

9. continuum-of-care issues
10. admission status

A B C
A B C

21. What is your title?

A. case manager
B. case management director
C. discharge planner
D. utilization manager

E. other

22. How large is your hospital?

A. fewer than 100 beds
B. 100-200 beds
C. 201-300 beds
D. 301-500 beds

E. more than 500 beds

https://www.surveymonkey.com/r/HCM_2016_reader_survey


30. To what other publications or information sources about case management do you subscribe?

31. Including HCM, which publication or information source do you find most useful, and why?

29. What is the highest degree that you hold?

A. ADN (2-year)
B. diploma (3-year)
C. bachelor's degree
D. master's degree

E. other

33. Please list the top three challenges you face in your job today.

34. What do you like most about HCM?

35. What do you like least about HCM?

36. What are the top three things you would add to HCM to make it more valuable for your money?

Contact information

Please indicate yes or no for all of the areas for which you
are responsible for case management in your facility or
system.
23. discharge planning
24. social work
25. utilization management
26. quality improvement
27. patient education
28. other (please specify)

A. yes B. no
A. yes B. no
A. yes B. no
A. yes B. no
A. yes B. no

32. Which website related to your position do you use most often?
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