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3 INTEGRATION OF PALLIATIVE CRITERIA 

The American Heart Association (AHA) (2012) reported that 5.7 million people in the 

United States are currently diagnosed with heart failure (HF) and over 670,000 new cases are 

identified each year. This rise in the incidence of HF is attributed to the aging population as well 

as advances in cardiac care such as coronary angioplasty and stenting of narrowed coronary 

arteries which have allowed early medical intervention and have prolonged life (American Heart 

Association, 2012). However, compared with other patients, HF patients incur greater costs 

through increased physician visits, hospital admissions and the need for prolonged length of stay 

(Beckelman, Havranek, Becker, et aL, 2007). For example, annually HF costs the United States 

$34.4 billion (Centers for Disease Control and Prevention, 2010). Yet, the AHA (2012) reports 

that 20% ofHF patients die within 1 year of diagnosis. Much of the cost of this care occurs in the 

final days and weeks ofa patient's life (Yourman, Lee, Schonberg, Widera, & Smith, 2012). 

Over the years, there have been minimal improvements in the prognosis ofHF. Existing 

therapies slow, but infrequently reverse, the disease progression. As a result, the prevalence of 

symptomatic HF has increased, including a prolongation of the advanced end stage of the disease 

(Adler, Goldfinger, Kalman, Park, & Mier, 2009). A diagnosis ofHF confers significant physical 

and psychological burdens for patients and their families over an extended period of time (Hopp, 

Thornton, & Martin, 2010). 

However, a new focus ofHF care has begun to move away from care quantity to care 

quality with goals focused on decreasing readmissions, improved quality of life and improved 

patient outcomes. The updated guidelines of the American College of Cardiology and the AHA 

(2009) highlight the importance ofan ongoing discussion with HF patients about prognosis, 

advanced directives, quality of life, and palliative care (PC) support ( Jessup, Abraham, Casey, et 

al.). 
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A PC approach should run parallel with conventional HF management (Jaarsma, Beattie, 

Ryder, et al., 2009). PC aims to reduce suffering and improve quality of life by an 

interdisciplinary approach to address the needs of the patient and caregivers (Adler, et aI., 2009). 

An important challenge to the use of PC among patients with HF lies in the fact that this disease 

is difficult to prognosticate (Hunt, Abraham, Chin, Feldman, Francis, et aI., 2009). HF is 

characterized by recurrent exacerbations, a high prevalence of sudden death and difficulty 

anticipating the tenninal phase of illness (Jaarsma, Beattie, Ryder, et aI., 2009). These 

characteristics prove to act as a barrier to timely PC referrals. In addition, discussions centered 

on poor prognosis and future care options are challenging and difficult for many providers to 

initiate (Gadoud, Jenkins, & Hogg, 2013). Many providers justify not initiating these discussions 

because they do not want to rob patients and their families of hope (Gawande, 2014). These 

conversations require time, training, and an individualized approach and may appear daunting to 

some providers (Allen, Stevenson, Grady, Goldstein, et aI., 2012). 

To assist with this, various criteria have been created to identify objective, clinical factors 

to grade the severity of illness. These act as end- stage disease indicators to highlight symptoms, 

co-morbidities and clinical signs of progressive physical deterioration in organ function (Adler, 

et al., 2009). Despite limitations in these criteria, they are generally more accurate than clinical 

provider intuition and identify important subtle clinical markers for deterioration in a patient's 

health status (Adler, et aI., 2009). 

Although recommendations generated from evidence support the use ofHF severity 

criteria to assess signs and symptoms of organ function deterioration, HF continues to be the 

most prevalent readmission diagnosis in a rural 298 bed acute care hospital. Chart audits of 30 

day readmitted end-stage HF patients perfonned over a 3 month period (October to December, 
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2014) revealed that 18% of these readmitted patients were subsequently referred to hospice in the 

final weeks of life. Current medical practice involves individual provider assessment of patient 

status combined with clinical judgement to create an individualized treatment plan with the 

patient. The plan of care is then documented in the Physician Care Manager section of the 

electronic health record (ERR). PC I Hospice Care referrals, if elected, are subsequently made 

through order entry as a Request for Consultation by the provider. No guidelines or decision 

support systems are used to assist with decision making. 

Evidence-Based Practice 

Review of the literature supports the importance of PC in end-stage chronic disease to 

improve quality of life, mood, and longevity. Evidence-based literature review focused on the 

role of PC in end-stage HF disease management, screening criteria to identify HF patients 

appropriate for PC referral, and integration of screening criteria into the EHR. 

In a randomized control study over a 3 year period, Temel, et al. (2010) examined the 

effect of early PC intervention after diagnosis on symptoms and end of life care among 151 

ambulatory patients with newly diagnosed metastatic non-small-cell lung cancer. Patients were 

randomly assigned to receive standard oncology care or standard oncology care with palliative 

support. Patients assigned to the early PC group reported a better quality of life at 12 weeks than 

the group that did not receive the palliative support (95% CI, 0.7 to 10.0; p=0.03). In addition, 

the PC group reported less symptoms of depression (16% vs 38%; p=0.01) and received less 

aggressive treatment at end of life (33% vs. 54%; p=O.05). Despite receiving less aggressive end 

of life care, patients in the palliative group lived longer than those in the standard care group 

(median survival, 11.6 months (95% CI, 6.4 to 16.9) vs. 8.9 months (95% CI, 6.3 to 11.4; 
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p=0.02). The authors concluded that early PC led to significant improvements in quality of life, 

mood, and length of life. 

Similarly, Beyea, Fischer, Schenck and Hanson (2012) focused a different approach by 

highlighting the role of PC discussions in clinical practice. Case managers assigned to a network 

of primary care medical practices in North Carolina participated in an educational intervention 

developed by PC professionals. The case managers were assigned to patients diagnosed with 

serious, chronic illnesses and were instructed to discuss advance care planning and refer patients 

for supportive care when appropriate. The authors report that communication about palliative 

care increased from 8% high risk chronic disease Medicaid patients (209 of 2732) to 41 % (1559 

of3823) over a one year period. This study demonstrates that an educational and quality 

improvement initiative targeting case managers is effective to enhance communication about 

advance care planning and to increase palliative care and hospice referrals for seriously ill 

patients (Head, et aI., 2010; Meier, et aI., 2004; Pfeifer, et aI., 2006). 

There are many validated HF risk prediction models that include specific screening 

criteria that help to prognosticate mortality (Aaronson, et aI., 1997; Bernabeu-Wittel, et aI., 2013; 

Burke, et aI., 2013; Cardona-Morrell & Hillman, 2015; Chyu, et aI., 2013; Lee, et aI., 2003; 

Levy, et aI., 2006; O'Callaghan, et aI., 2014; Peterson, et aI., 2009; Walter, et aI., 2001). These 

models, though, require advanced knowledge of multiple patient criteria that may not be readily 

apparent to providers when admitting a HF patient to the hospital. Additionally, Alba, Agoritsas, 

Janowski, et ai. (2013) report that these validated HF models show inconsistent performance and 

that their ability to predict has not been compared to the intuitive predictions of providers. 

However, the Kamofsky Performance Status (KPS) is a widely used, affordable point of care 

model that is less complicated to the user. It was developed in 1948 to rate a patient's functional 
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status and can be used in any care setting to follow the course of illness to identify mortality and 

quality of life (Peus, Newcomb, & Hofer, 2013). In a hallmark study of cancer patients, Schag, 

Heinrich, and Ganz (1984) reported very good interrater reliability of the KPS to the overall 

functional assessments made by oncologists and primary care physicians (r= .89, p<0.05). In 

addition, they specifical1y reported high correlation between criteria noting evidence of disease 

progression (weight loss, pain, reduction in energy) and quality of life (ability to groom, drive a 

car, working at ajob, completing daily activities) to the physicians' selections of the KPS (r= 

.67, p<0.05). This study concluded that while the KPS is a statistically reliable model, there does 

need to be guidelines for its use. 

The inclusion of clinical guidelines for palliative criteria was investigated by Johnson, 

Bland, Davidson, et al. in their 2013 study of the relationship between the KPS and the New 

York Heart Association Classification scale (NYHA) used by cardiologists as standard clinical 

guidelines to grade HF severity. Linear regression was performed and a relationship was noted 

between KPS and NYHA (p <0.0001; R2 = 0.3) with a moderate strength of association 

(Kendall's Tau-b coefficient -0.49; p = <0.0001). The authors felt that the NYHA discriminated 

poorly between clinical functional status in people with advanced HF and that the KPS was more 

useful in identifying their functional abilities. 

The End-Stage Disease Indicators, a set of core guidelines developed by the National 

Hospice Organization (1996), are still used by many hospice organizations to guide primary care 

providers with criteria for physical decline, dependence in activities of daily living, and multiple 

comorbidities (Stuart, Herbst, Kinzbrunner, et al.). They incorporate the KPS score to alert 

providers of decline in disease trajectory. 
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The importance of the need to alert providers when these guidelines or screening criteria 

highlight this decline in disease trajectory is at the center of the study performed by Eapen, 

Liang, Fonarow, et al. (2013). They reported a retrospective analysis ofhospitahzed HF patients 

and the use of clinical screening criteria available in the electronic record through the AHA's 

'Get with the Guidelines' national registry and Medicare claims data. This study demonstrated 

good discrimination in 30-day mortality (c-index 0.75) and demonstrated that prediction models 

can be developed from clinical screening criteria obtained as part of routine clinical care to 

identify patients at risk for short-term adverse outcomes before discharge. In a derivation and 

validation cohort study, Amarasingham, Moore, Tabak, et al. (2010) reported that an electronic 

model demonstrated good discrimination for 30 day mortality in HF patients within 24 hours of 

admission (C statistic 0.86; p<0.05). This model characterized risk based upon 18 clinical 

variables of laboratory and vital signs found in the patient electronic record. 

The best practice is use of affordable point-of-care criteria that incorporate easily obtained 

assessment criteria at the time of admission through an automated system in the EHR and allows 

validation by the provider's clinical intuition (Alba, et at, 20 13;Amarasingham, et al., 2010; 

Eapen, et at, 2013). 

Method 

Project Design 

Katharine Kolcaba's Comfort Theory (2001) provided a framework for this project 

(Appendix A). Kolcaba developed the Comfort Theory as a patient and family centered theory to 

extend 'holistic comfort' beyond physical needs. The Comfort Theory notes that patients and 

families uniquely define comfort as interventions that are performed to provide relief from 
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physical demands, spiritual needs, social concerns or financial burdens. This framework 

provided a valuable structure for communication among health care providers as well as with the 

patient and family. It also guided shared decision making and action within the treatment plan for 

a focus on what the patient and family identified as important contributions to the patient's 

comfort and goals of care. 

The Core Guidelines for End-Stage Disease, developed by the National Hospice 

Organization (1996) (AppendixB), include physical decline, dependence in most physical 

activities of daily living (ADLs), and a KPS score less than 50% as recommendation for PC 

(Appendix C). These criteria point to a functional decline in the patient's disease trajectory 

(Eapen, Liang, Fonarow, et aI., 2013). A KPS Score ofless than 50% indicates that a patient is 

bedridden or in a chair more than 50% of the time or completely bedridden and dependent upon 

extensive nursing care by professionals or family and caregivers (Appendix D) (Peus, Newcomb, 

& Hofer, 2013). These domains of poor functional capacity, physical decline, and dependence in 

ADLs are hallmark to Pc. 

Case Managers routinely assess for functional capacity, physical decline, and dependence 

in ADLs when evaluating a patient upon hospital admission. In addition, the Level 1 admission 

assessment screens for active diagnosis ofHF, readmission within 30 days, three or more 

hospitalizations within the past six months, and three or more emergency room visits within the 

past six months ( Appendix D). Integrating screening criteria that reflects the patient's functional 

decline into the Levell admission assessment performed by case managers would facilitate an 

assessment of the disease trajectory of advanced HF patients based upon established guidelines. 

Incorporation of this assessment into the EHR would facilitate recommendation for PC services 

for appropriate patients to the health care provider based upon evidence based practice. 
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The quality improvement project was developed to assess whether integration of 

functional screening criteria into the Level 1 Case Manager's admission assessment of 30 day 

readmitted HF patients would facilitate PC referrals by providers. After integration of the 

screening criteria into the Level 1 assessment in the electronic record, education was directed to 

case management in the use of the new assessment screen and understanding of the functional 

criteria. Education was directed to medical and nursing staff to increase provider and clinical 

staff understanding of the role of PC in advanced HF and treatment strategies that can augment 

the patient's current plan of care. Medical records were reviewed for appropriate referrals that 

resulted from the Case Management Level 1 recommendation. 

Setting and Sampling Approach 

The quality improvement project was conducted in an acute care hospital in rural 

Maryland during a 52 day period. Medical record review was perfonned for all adult patients 

readmitted to inpatient or observation status within 30 days of discharge with a diagnosis of HF. 

Patients currently receiving Hospice Services, placed in emergency department "holding" status, 

or admitted to the Behavioral Health Unit or Maternal Child Health Unit were excluded. This HF 

convenience sample represented typical HF patients that would readmit within 30 days of 

hospital discharge. There were 187 medical records reviewed and of these, 49 met inclusion 

criteria. 

Procedures 

Following institutional review board (lRB) review, implementation of this project was 

perfonned in two phases. The first phase was development. Feasibility of the clinical practice 

change was evaluated by assessment oforganizational context using the Context Assessment 

Index (CAl) (Newhouse, 2010). This instrument assessed domains of culture, leadership and 
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evaluation (Cronbach's a~ 0.78 ~ 0.91). Barriers for the quality project were medical staff 

resistance to change and rigidity in automation in the hospital computer interface (Appendix E). 

Incorporation of the KPS into the Level 1 Assessment Screen was performed by Information 

Technology. Educational programs were conducted prior to project implementation. Case 

managers were educated to use the new components of their Levell Assessment and understand 

the functional criteria including the KPS (Appendix F). Physicians received education on the 

appearance of the physician summary screen and how to interpret the recommendation. They 

were also educated in the difference between PC and Hospice as well as the services offered to 

their patients when referrals are made (Appendix G). Nursing in-service education was 

conducted to focus on the new criteria being incorporated into the case manager assessment as 

well as the care strategies of PalliativelHospice services and the nurses' role in the 

interdisciplinary care team (Appendix H). Additional education was provided to community 

providers, skilled nursing facilities and home health care agencies to facilitate communication in 

care strategies for the post-discharge treatment plan. 

The second phase of the project implementation involved the completion of the Levell 

Assessment in the electronic record by the case manager upon interaction with the readmitted HF 

patient. Positive criteria selected in the screen triggered an automatic 'Recommendation for 

Palliative Care Services' message to appear on the Physician Summary Screen. 

Recommendations were also forwarded to the Project Nurse Practitioner. The physician was 

directed to respond by subsequently referring the patient to the PC team. A notation was then 

placed in the patient's Summary Header that Palliative Services had been ordered. The Physician 

and Nursing status boards in the EHR noted that PC services were initiated. The Physician also 

noted the discussion that was held with the patient and family in the progress notes. If the 
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physician did not feel that a referral was appropriate, the recommendation was 'declined' and a 

reason provided. The palliative screen was printed at the end of the patient's discharge summary 

as communication to community providers. 

Variables and Measures 

A medical record review tool was developed to record data and variables (Appendix L). 

The effectiveness of the educational intervention was measured through assessment of the 

outcome variable- provider compliance in referring the patient for PC services. The independent 

variable was the criteria integrated into the case manager's Level 1 assessment that 

recommended the PC referral. The outcome variable, or dependent variable, was provider 

compliance and was operationally defined and measured through the presence of a referral made 

for PC team consultation. 

Data Collection and Analysis 

Patient demographic and PC referral data were collected via the medical record review 

tool in a retrospective audit by the nurse practitioner investigator. 

Statistical analysis in Statistical Package for the Social Sciences (SPSS version 21) was 

conducted using descriptive and frequency analyses of continuous, nominal and dichotomous 

data. The proportion of eligible medical records during the 52 day period with and without 

referrals for PC was analyzed for rate change. The rate of proportional change (percentages) of 

medical records after the integration of the criteria into the medical record was analyzed. The 

proportion of medical records that were recommended and subsequently referred to PC was 

compared before and after the integration of the screening criteria using the McNemar test. The 

McNemar test was used to test differences in proportions for dependent groups in a 2X2 within

subjects design to measure changes in rates of provider compliance to the PC recommendation. 
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Results 

Out of 187 medical records retrospectively reviewed during the project's initial 52 day 

implementation period, 49 patients met inclusion criteria. Most patients were male (57.1 %), with 

chronic obstructive pulmonary disease (COPD) as their primary co-morbidity (40.8%) and had a 

mean age of74.9 years (±SD = 13.2, range 29-99 years). The primary HF diagnosis was diastolic 

(51.0%) with a mean ejection fraction of 43.5% (± SD = 16.3, range 10-75%) (Table 1). 

For this revisit, the mean length of stay (LOS) was 5.9 days (± SD = 3.9, range 1-16 days) and 

87.8 % readmitted from home or an assisted living facility (ALF). Of the 49 patients studied, 

57.1 % (28 patients) did not have a return visit for observation, emergency room or re

hospitalization within the subsequent 30 days post discharge and only 4.1 % (2 patients) were 

subsequently referred to hospice care (Table 2). 

Comparison with the same 52 day period of time in the previous year (2014) to the current 

study period (2015), demonstrated that there was a decrease in census from 2014 to 2015 of 

8.7% while there was an increase in total PC referrals of 147% (Table 3). Prior to criteria 

integration, PC could only be ordered by the physician as a PC consult order. After the criteria 

integration, 93.9% of PC consults were ordered in response to the Case Manager 

recommendation and only 6.1 % were the PC consult order (Table 4). Table 5 ret1ects the 

increase in PC referrals for this patient group. A statistically significant change (p= .000) in 

referrals was found as evidenced by an increase from 6.1 % (3 out of 49) prior to criteria 

integration to 40.8% (20 out of 49) post criteria integration into the ERR. 
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Discussion 

With an educational intervention and system procedural change that incorporated 

objective, reliable and valid functional criteria into the EHR, the project demonstrated that 

education with system changes increases provider compliance in referring appropriate patients 

for Pc. There was a statistically significant (p=.OOO) improvement in referrals (as measured by 

change in percentage) for PC, pre- and post- criteria integration and system procedural change. 

This project demonstrated that the best practice was use of affordable, point-of-care criteria that 

incorporated easily obtained assessment criteria at the time of admission through the EHR to 

validate the provider's clinical intuition. The use ofcase managers performing a PC screen in the 

Level 1 assessment enabled objectivity and standardization through a valid, reliable set of 

screening criteria at the time of the patient's admission. This facilitated physician assessment of 

the need for PC early on in the course of treatment and afforded the patient and family 

opportunities in shared decision making for HF care. Improved patient outcomes were seen in 

reduced return visits (57.1 % did not return) and in decreased referrals to hospice (4.1 % 

compared to 18%). 

The specific data in the quality improvement initiative will help other smaller hospitals to 

perform point-of-care screenings with affordable, accessible, valid and reliable criteria. Quality 

of care will be enhanced by incorporation of PC strategies into the ongoing medical treatment 

plan. 

Strengths and Limitations 

An important strength of this quality improvement project was the integration of 

evidence-based practice, national guidelines and systematic reviews to bring about change in 

provider practice. A standardized assessment was created to facilitate objective 



15 INTEGRATION OF PALLIATIVE CRlTERIA 

recommendations to providers for care early in the patient's hospitalization. A culture change 

was initiated with increased awareness and understanding of the differences between palliative 

services and hospice care. In addition, an interdisciplinary focus on shared decision making was 

incorporated into clinical practice and brought into patient rounds and discharge planning. The 

criteria reflected an affordable manner of assessment that did not require subscriptions or 

specialized computer software and could be utilized by any institution and applied to all 

diagnoses. 

A limitation of the project was the short study time of 52 days and the number of 

participants. This points to the need for a longitudinal study to follow these 49 participants who 

reflect a 'snapshot' of a greater patient population. In time, will they readmit, have decreased 

length of stay, or transition to hospice? What is their reported quality of life? In addition, the 

findings may not be generalizable across populations to other chronic diseases and other hospital 

settings. These questions also reflect the concern of sustainability. There is concern, as well, that 

a Hawthorne Effect may be the cause of the increased PC referrals. It is plausible, however, that 

the education resulted in increased awareness and understanding of the role of palliative 

treatment modalities that caused a culture shift which resulted in increased referrals. 

Conclusion 

This quality improvement project demonstrated the effectiveness of integration of 

validated, reliable, and affordable point-of-care palliative screening criteria into the EHR to 

facilitate PC referrals to improve health outcomes and enhance standards of care for end stage 

HF patients. It also guided shared decision making and action within the treatment plan for a 

focus on what patients and family identified as important contributions to the patient's comfort 

and goals of care. 
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Appendix A 

Katharine Kolcaba's Conceptual Framework of Comfort 
This figure illustrates the key concepts and relationships in The Comfort Theory. 
Source: http://comfortcareinnursing. blogspot. comJp/comfort -theory-maj or-concepts. html 
Reprinted with pennission Katharine Kolcaba PhD v·,rww. TheComfortLine.com 
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Appendix B 

Common Indicators of Ena-~ital1~e Disease: Core Indicators 

These are guidelines only. for each use. 

Dependence in Most Activities Living (ADLs) 

Kamofsky Scale Score <50% 

Would You Be Surprised Death in the Next Year? 

Reprinted from National I-In.' .....I£''''' Organization Medical Guidelines for 
(1999). No permission is to use guideline. 
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Appendix C 

Karnofsky Performance Status Scale 

The Kamofsky Perfonnance Scale allows patients to be classified as to their functional 

impainnent. The lower the Kamofsky score, the worse the survival for most serious illnesses. 

Shaded areas represent functional decline in disease trajectory. 


KARNOFSKY PERFORMANCE STATUS SCALE DEFINITIONS RATING 

(%) CRITERIA 

100 Nonnal no complaints; no evidence 
of disease. 

Able to carry on nonnal activity and to work; no 
special care needed. 

90 
Able to carry on nonnal activity; 
minor signs or symptoms of disease. 

80 Nonnal activity with effort; some 
signs or symptoms of disease. 

70 
Cares for self; unable to carry on 
nonnal activity or to do active work. 

Unable to work; able to live at home and care for Requires occasional assistance, but is 
most personal needs; varying amount of assistance 60 able to care for most of his personal 
needed. needs. 

50 
Requires considerable assistance and 
frequent medical care. 

40 
Disabled; requires special care and 
assistance. 

Severely disabled; hospital 
30 admission is indicated although death 

Unable to care for self; requires equivalent of not imminent. 

linstitutional or hospital care; disease may be Very sick; hospital admission 
progressing rapidly. 20 necessary; active supportive 

treatment necessary. 

10 
Moribund; fatal processes 
progressing rapidly. 

o Dead 

References: 

Doyle, D., Hanks, G. & MacDonald, N. (1993). Oxford Textbook of Palliative Medicine (p. 

109). New York, NY: Oxford University Press. 

No pennission is required to use the Kamofsky Perfonnance Scale. Two versions of this measure 

can be found at http://www.acsu.buffalo.edu/~drstall/assessmenttools. html under the "functional 

ability tools" section. 


http://www.acsu.buffalo.edu/~drstall/assessmenttools
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Appendix D 

Sample of Proposed Case Manager Levell Assessment 

Shaded areas indicate for Palliative Care Recommendation 

Ho~nitQIiL."~iuu History Y N Score 
Readmission within 30 Days 
Observation Visit within 30 Days of Inpatient Stay 
3 or More Hospitalizations within Past 6 Months (In + Obs) 
3 or More ED Visits within Past 6 Months 

Active Dh'i li~ on Current Admit 
Heart Failure 
COPD 
Asthma 
Diabetes 

Palliative Care 
Patient Has Advanced or Progressive Serious Illness 
Karnofsky Score 

Is the patient able to carry on normal ADLs? 
IF NO- Is the patient bedridden/chair restricted more than half 

the day? 
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Appendix E 
Barriers and Enablers for Implementation of Palliative Care Criteria Integration as Identified 

by The Context Assessment Index (CAl) 


Dimension Barriers Enablers 

Strategic 

Cultural 

Technical 

Time & resources 

Medical staff support 

Dedicated champion 

Lack of patient 
participation on 
committees 

Communication 

Lack of authority to 
change practice 

Medical staff 
resistance 

MDs not supportive of 
new research 

Lack of knowledge 

Rigid computer 
inter/ace 

Restricted reporting 
capability 

Palliative care service 
support 

Support of Case Managers 
& clinical staff 

Aligns with Patient Family 
Centered Care model 

CMS measures of 
morbidity/mortality/quality 

Multidisciplinary culture 

Respect for patient 

Patient Family Centered 

Strong Palliative care 
program 

Case Manager support 

Community support with 
Parish nurses/ Hospice 

Ability for screening tool to 
be initiated by case 
manager 

New computer upgrade 

Source: Shortell, Bennett & Byck, 1998; Newhouse, 2010 
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Appendix F 

Outline 

Services and Hospice Care Recommendation 

In Level 1 Case Management Assessment 

At the conclusion this education module, the case manager will: 

1. 	 understanding of the Kamofsky Performance Status and 

Indicators as criteria for functional decline in advanced/chronic and 

2. "''''..'0....... of Level 1 assessment for Palliative Care. 

Outline: 

1. 1 ...."'."''''.. Components for Palliative Care Recommendation 

A. OIUill1ZiaUCm History Screen 

L L""'."....Ull""lVll within 30 


3 or more HV~'U1Lal within the past 6 months 


3.3 or more within 6 months 


Active Screen· primary or secondary 


1. 

2. comorbidities 

1. Advanced or serious illness 

2. on most activities ofdaily living 

a. 	 < 50% 


(1). bedridden more than half the day? 
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(2). Does assistance in grooming/toileting/eating/ambulating? 

Confirm Kec:;onlm<maatlcm for Consideration 

A. Recommendation to Physician Summary 

B. Physician Will Palliative Care with Patient 

C. Referral for Services Made by Physician 

1. Order entered as Consult in Physician Order ""..."'.." by Physician 
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Appendix G 
Physician Education Outline 

Understanding Palliative Care Services and Hospice Care 
Provider Education Module 

Objectives: 
At the conclusion of this education module, the provider will: 
1. differentiate between palliative and hospice services; and 
2. describe the specific treatment modalities offered with palliative care and hospice 

services; and 
3. demonstrate comfort in discussing end of life concerns with patients and their families ; 

and 
4. acknowledge understanding ofRecommendation for Palliative Service in the electronic 

record. 

Outline: 
I. Palliative Care Philosophy 

A. Palliate means to ease 
1. Focus is to ease suffering 
2. Improve quality of life 

B. Patient centered relationships through the disease process 
C. Communication and support for patient and family 

1. Assistance with medical decisions 
2. Advise in choice of treatments 
3. Shared decision making centered on patient's goals 

II. Who Benefits from Palliative Services? 
1. Patients with advanced/ chronic illness 
2. Patients and families benefit from improved sense of well-being 

III. What is the Difference Between Palliative Care and Hospice? 
1. Palliative Care 

a. apporopriate at any time during advanced/chronic illness 
b. can be provided at the same time as treatment that is meant to prolong life 
c. incorporating Palliative Care with conventional treatment prolongs survival 

2. Hospice Care 
a. incorporates palliative care 
b. focused on care of terminal illness that no longer seeks a cure 
c. limited prognosis of 6 months or less 

IV. Palliative Care Multidisciplinary Team 
1. Board Certified Palliative Care Physicians 
2. Advanced Practice Nurses 
3. Social Workers 
4. Chaplains 
5. Therapists 
6. Volunteers 

V. Palliative Services 
1. Pain and symptom management 
2. Advance care planning 
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3. and spiritual support 
4. Complimentary therapies 

a. 
b. Reflexology 
c. Acupuncture 

Kelconlm<maat1()n by Case Manager from Admission , ~".''''.;",.u,'u 
Core Indicators 

KarnOltSl<:y Function! Performance Scale 
IUCU<lVU for Palliative referral will 
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Nursing Education Outline 

Objectives: 


At the conclusion of this education module, 


1. differentiate between iJLW....... 


2. describe the "'1-""''''....''' treatment care and hospice 

services; and 

3. demonstrate comfort in discussing end concerns with patients and their families; 

and 

4. acknowledge understanding ofRecommendation in the electronic 

record. 

Outline: 

I. Palliative Care Philosophy 

A. Palliate means to ease 

1. Focus is to ease suffering 

2. Improve quality of life 

B. Patient centered relationships through the ....."''"'..."" Dirocess 

C. Communication and support for patient and 

1. Assistance with medical decisions 

2. Advise in choice of treatments 

3. Shared decision making on .......... "'... 
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II. Who Benefits from Palliative 

I. Patients with advanced! chronic 

2. Patients and families benefit sense wen-being 

III. What is the Difference Between PaHiative and 

1. PaHiative Care 

a. appropriate at any time during advanced!chronic 

b. can be provided at the same time as treatment that is to prolong life 

c. incorporating Palliative Care with conventional treatment prolongs survival 

2. Hospice Care 

a. incorporates palliative care 

b. focused on care of terminal illness that no a cure 

1. symptom management 

2. Advance care planning 

3. Emotional and spiritual support 
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4. Complimentary therapies 

a. Reiki 

b. Massagel Reflexology 

c. Acupuncture 

VI. Making a Referral 

1. Recommendation by Case Manager from Admission Assessment 

a. End Stage Core Indicators 

b. Kamofsky Functional Performance Scale 

c. Recommendation for Palliative referral will flag on Physician Summary Screen 

d. Order for Palliative Care or Hospice entered by provider in Order Entry as 

consult in electronic record 

(1). Palliative Carel Hospice Care will highlight on patient summary header of 

electronic record 
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Appendix I 

Heart Failure Palliative Care Recommendation Review Tool 

Patient Identifier (De-identified patient) ________________ 
Patient Visit Date: 

Fill in blank and/or circle: 

Medical Record Review Date: _______ Length of 

Age (years) Gender: Male Female 

Diagnosis'" Ejection Fraction: ________ 

Readmitted From: Home I ALF SNF I LTC 

Palliative Care Recommendation Prior to Integration**? y N 
Palliative Care Referral Made Prior to Integration"""? y N 

Palliative Care Referral Post Integration""""'? Y N 
Referral Made by: Specialist PCP Hospitalist 

Palliative Care Referral Declined Post Integration***? Y N 

Referral Declined by: Specialist PCP Hospitalist 

Reason Declined: Not Appropriate PtlFamily Declined 

Recommendation ignored: Y N 

ED visit(s) after this DC? Y N 

Readmission after this DC? Y N 

Expire? Y N 

Hospice? Y N 

CT Referral? Y N 

*As determined by ICD-9 code by Facility Coding post-discharge and/or Discharge Summary! 
Consultation Progress Note by Attending Provider or Cardiologist 

"''''Prior to Integration: Prior to incorporation of screening criteria into EHR 

"'* "'Post Integration: After incorporation of screening criteria into HER 
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Table I 

Heart Failure (HF) Participant Characteristics 

N % Range Mean(SD) 
Age (years) 49 29-99 74.9(13.2) 
Gender 

Male 28 57.1 
female 21 42.9 

Ejection Fraction 49 10-75 43.5(16.3) 
Type of HF 

Diastolic 25 51.0 
Systolic 22 44.9 
Biventricular 2 4.1 

Primary 
CO-Morbidity 

COPD 20 40.8 
OM 9 18.4 
ESRD 8 16.3 
CA 6 12.2 
Dementia 3 6.1 
Other 3 6.1 

Note. COPD = chronic obstructive pulmonary disease; DM = diabetes mellitus; ESRD = end
stage renal disease; CA = cancer; Other = chronic neurological disorders, cerebrovascular 
disease. 
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Table 2 

N % Range 

LOS 49 1-16 
Readmit From 

Home/ALF 43 87.8 
SNF/LTC 6 12.2 

30d Post DC 
No Return 28 57.1 

Readmit 16 32.7 

Expired 4 8.2 

ED Visit(s) 1 2.0 


Hospice 
No 47 
Yes 2 4.1 

Note. LOS length of ALF = assisted living facility; SNF = skilled nursing facility; 
long term discharge; ED = emergency 
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Table 3 

Comparison a/Total Palliative Care Consultations 2014 to 2015 

Consultations Average Daily Census 
(N) 

8/10 to 9/30 
2014 32 136.4 

8/10 to 9/30 
2015 79 124.6 
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Table 4 

Palliative Care Referral Source 

Frequency Percent 
Case Manager 
Recommendation 46 93.9 

Palliative Care ConsuJt 
Order 3 6.1 

Total 49 100.0 
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Table 5 

Comparison ofFrequency ofHF Referrals for Palliative Care Made on PRIOR Admission to 
Frequency ofHF Referrals on Readmission POST Criteria Integration (N-49) 

Frequency Percent 

Referral Prior to Integration 
Yes 3 6.1 
No 46 93.9 

Referral Post Integration 
Yes 20 40.8 
No 29 59.2 

Test Statistics u 

Before & After 

N 49 

Exact Sig. (2-tailed) .OOOb 

a. McNemar Test. 

b. Binomial distribution use 
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.Early PC improved 
Quality of life, mood and 
length of life (p<O.Ol) 

.Quality Improvement 
Study 
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proQreSSf1re serious Illness 
Js the patk=ot able to 
carry on normal ADl57 
IF NO-Pt bedridden/chair 
rKbictad more t:hat'l hitlf 

@ 

lli!J 
Yes 

@) 

No 

No 
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No 

the d!lv? 
Heart: Failure No 
Asthma No 
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Dementia 
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Clr.ce< (StAge III or . 
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Suoo4K;tlons Action Tr!gger ~~lJJ.t~Tl'~ eM RecoItIrnei'IcItlon for P81U8t;-'~ C8-~ der;-'''i:NOw Read ''''~·ly " ''-j !ISslon within I. .. 0 Yese-;;; <lr' ''''''''---;--:;-··re m_~ Order ~o Order care Transitions Social Work Med Order Now Patient has advanced . ., Yes 
, Order Hl!lIrt Failure Education consult Order Now Heart Failure Yes 

:0 Order Patient Meets Palliative Care Consult ~eue for Order Relldmlsslon within I. .. 0 Yes 

Triaaered8y 
~r Answer ReIlSOO 

-Re - -ISs on - lffiiOlast 30 days? .-------< ~ q7-:ua51"it'::'0"<Yi::es- adm - I- - w · y;::es='----rEc: ::; 
ESRD (hemodialysis dependent) Yes Equal to Yes 
Cancer (Stage III or greater) Yes Equal to Yes 
Heart Failure Yes Equal to Yes 
COPD Yes Equal to Yes 
Patient has advanced or progressive serious ~ Iness Yes Equal to Yes 

Select Action 1 
Do Not order or Remind Agllin I 
Order Now I 

. "~-~...- ~ ...tL::~_.\t'_.Idoo_._.~_
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Assessment 
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Ord.r Status Start/Stop 
CM Recommendation for Palliative Care 

o R"~I U np New 
• " w vlder Mr ,t~~O I rKH 
• Source Written 

'!S '!!:.e Trans!l:I~.'!5.?oC~Med _ ____ 

HIlOrder 

start/Stop Status 
Toe Oct 27 15:10 

RclIdmlsslon within last J() days? y~ 

3 or ~ hosplt"lizations within p.:Jst 6 month5 {In .. Ob5)7 Yel> 
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ESRD (hRmodialV$OiS dependent) Ye~ 
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PatIent has advanClld 01 progressive 5ef1ous Illness Yes 
Is the pal}ent able to anry on flOI:mal AOL.s7 No 
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Is the plitiMt l'Iblc to (lJrr, OCt norm.!!1 ADls? No 

stat O;,te Today 
SlOIt 1'm! l~;lO 
fr&q Rout ine 
Slop Oate 
stop lime 
w...t 

Sta tus 
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Allergy/Ad... ; Not Recorded 
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Start/stop 
Tue OCt 2} 15:10Patient Meels Palliative Care CQ!lsult Routine 

------------------------------~ 

ftetldmisSion within 1".!Il JO d~ys7 Yes 

J Of more hosoltllUzatlons ",,'!thk1 past (I months (In + Ob-s)? Y@." 

iieaJt FlIillre Yes 

.Asthma Yes 

Diatft1,t~ ..-::---=- - - - -'---:-- --c;::o-1 

()emeotla 

E5RD (hemadlDlysl5 oepondent) 

cancer {SlIge III , .. gr ter) i ) The folkrwill9 EWflex Sets ".8 IotlldtKi; 

COPO 'y Palll6tlve ClWi! Consult 

Plbffit has ti tJ....ar1cl"d Qt ttr OlJ(t~~5i ....e 'Sl!fiOU$ . 

15 the patient able- to c.JIrr'f' on normal ADls7 


~t~re Today 
smrt Timc 1:;--: 10 
Req Routine 
Sb:Jp Date 
stop Time 
Cou~t 

_..-,... 
--~~-.r------------------------~~------~~~~~-------~~~s tf"St~~~----~,~ m 

p.a.tient I4et:ts PaUllltlve Care Consult 
~ ~ .. 'f,lfll ( t "1)"1_] 

r Routine Active Tue JuJ 14 13:40 
"'.... 
- bRcIC Orde.... 

paUi.tiv. CIt,.. Con.ult 
Pa lJ latl"'E CMe Con .lIt 

;;.. ~QI.,I"NI ..... P ' l~'" ,. ' I ~~: 1 ~ Rout,ne ____ Aeth. T~ Jut l413:43 
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(CU.ren< OrdeRIT_ ardors) Gi!!!!i)(__I_ _ I_SotsI_..-) 

Categ.ofy •~~no p.:~lder Start' RenewlStop • Status 
Care TraIning, Physl, MD 10/12/1516:J2 Acttve 

Discharge PeI'!iiOMI Pr•.. Co•• TraIning. PhYSl, MD 10/12/15 16:37 ActIVe 

Dy$p1'18D1It- Sl:reenlng . Co.. Tra1n1no. PhYSl. HO 10/05/15·09:26 Active 

[)ysphl'glll ScreenIng . Co", Training. Physl. NO 10/05/1509:28 Active 

VUel SigM .As Ordered Co", TrrJining, Physl. NO 07/15/15 15:35 Active 

-I Consults 
HospltBlist Admit (()n ... Cons Tmlnlng, Phyal, NO 08117/1515:20 Ordered 

PzllllaUve One Consul •.. 
~Provklw:w,Jad'. 

Cons 	 Training, Physl. HO 07/14/15 1):') Active 
CIDnN~PrcwId.r:"""~ 

Pzliliauve care Consul. .. Cons 	 10/27/1515:1. Ordered 
~ 	 ~'~~,HOProYldot; a.t>.&c 

Physfchm CONIUIt 1 R ... Cons 	 Training.. Ph'tSI. MD 08117/1515:20 Orde<ed
~PI'OYktlr:IUd.SMwn 

::J _roe ....n &. ""guIMIons 

Discharge Patient Ro... DC (\ Reo Bush, Eric, MO 10/12/15 16:02 Orde<ed 

Discharge Pzlt1ent Ro ... DC (\ Reg TraIning, Phys t, HO 10/12115)6:12 Orde<od 

DC" Reg Tmrnlno. Physl, NO 10/12/15 16:37 Ord8fed 

0," 	 Training. Phys I, HO 07/14/15 13:40 Active 

Training
Oth 	 lOJ'17/1~ t5:10 OrderedPhva 11, HD 

07/14/15 10:09 Active 

Ot~ S ...nmlll<)l (outl"l)MR.·_ 

OVT (d.-p ~nou. thrombosla) (Acute) "~3."O 
UQhydretion (Acute) 276.51 . 
~rw::,...ttc= c.nc.er ".,eun..stzed to hye. (Acute) lS7.9 
Tochyc.rdi. (AaJt.) 785.0 

DI_~ .... Talllr.~ 
Addtuon.l :In.tfVC1tiontil 
notne medlGllllion. pe.. ha.plcll 
p.tt_", to b. followed by hasplee 
ActlVftyI As TOIIllor.t_
""-.rr.'e. 
AJrJI:,S.ued. MO rprtm.• ...,. ClIr. Provider] 

pp"'.Uye Cem 
Adv.nce Okec::~. ND 
".~Ion _....,lIn ".11 30 d • .,.... Y_
:a or _ h_................ _tth'" ....d. ~nth. (In + Ok,... Yet> 
~ .... ..aiv• ..ced or ~I__rtou. IlIn_e. v_ 
Ie the peti.eftll ...... 110 c.rry Dn ~. AD'--"'P: No 
... No-Pt bedrlcl-.n/ct..Jr r_hictlecl _ ""_n ....., ,he "'y'P, Yea 
Cenc.r <-.- II. or gre.ter). Yew 
PWfW.t:tv. C.re cI'-c..-lon, Co,",ye.J,allon h ..d/docurnent.c:t 
P ...lat:tv. C.re eon.ult ..1.c~1 v_ 

"",cSlgnelur. on FI_~'" 

0"",.,. A &Y«i Mb 
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28 57.1 

21 42.9 

49 10-75 43.5(16.3) 

25 51.0 

22 44.9 

2 4.1 

20 40.8 

9 18.4 

8 16.3 

6 12.2 

3 6 .1 

3 6 .1 
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3 6 .1 
46 93.9 

20 40.8 
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