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Abstract 

Objective 

Examine outcomes for hospitalized adults age 65 and older with advanced chronic obstructive 
pulmonary disease or heart failure admitted to either a Special Care Unit (SCU) or Intensive Care 
Unit (ICU) within an urban community hospital. 

Background 

Advanced chronic conditions when treated in the ICU versus a SCU can cause lengthy 
hospitalizations that reduce quality of life and increase costs. 

Theoretical Framework 

Donabedian' s Structure-Process-Outcome Conceptual Model 

Methods 

Retrospective descriptive chart review explored and compared differences in health care 
utilization, length of stay (LOS), and documented goals of care (GOC) and end-of-life (EOL) 
planning conversations within the two units . Outcomes were analyzed using independent sample 
t-test, chi-square and Fisher's exact test. 

Results 

Eighty-eight percent of SCU patients had decreased utilization compared to 8% in the ICU 
(p<0.001). GOC and EOL documentation was statistically significant (p<0.001). Eight percent of 
ICU patients had documented EOL planning discussions compared to 100% in the SCU. The 
sample t-test was not statistically significant ( t ( 48) = 1.4, p = 0.16), but SCU LOS was higher. 

Conclusion 

The redirection of resources from an ICU setting to a more appropriate environment could be 
beneficial in improving quality of care and lead to improved outcomes and reduce costs. 
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In 2017, the Coalition to Transform Advanced Care (CTAC), defined advanced illness as 

one or more conditions becoming serious enough that general health and functioning begin to 

decline, curative treatments loses its effectiveness, and care becomes increasingly oriented towards 

comfort; this process extends to EOL. The psychological and financial burden on families and 

society that advanced illness and EOL care imposes can be very costly and quite overwhelming 

(Dunlay & Strand, 2016). The Center for Disease Control and Prevention (2105) reported that 

chronic obstructive pulmonary disease (COPD) and heart failure (HF) are among the top ten 

leading causes ofdeath and hospitalization for adults aged 65 and older in the United States. COPD 

and HF are chronic progressive illnesses associated with significant physical and psychological 

burdens, high morbidity, mortality, and increase health care utilization (Gelfman, Bakistas, Warner 

Stevenson, Kirkpatrick, & Goldstein, 2017). Twenty percent of all Medicare beneficiaries have 

five or more chronic conditions, and two-thirds of Medicare spending goes to cover their care 

(Center to Advance Palliative Care, 2018). The increasing number of elderly Americans with 

multiple chronic illnesses and functional limitations add to the growing concern for the quality of 

EOL care in this country (Institute of Medicine, 2015). According to Halpern (2015) in the last 

month of life, one in two Medicare beneficiaries visits an emergency department, one in three is 

admitted to an ICU, and one in five has inpatient surgery. Advanced chronic conditions often lead 

to unfavorable health outcomes, increased health care needs, and high medical costs which add a 

burden to the overall national healthcare expenditure (Hansson et al. , 2016). Patients with 

advanced COPD and HF have special palliative care needs characterized by progressive functional 

decline, reduced quality of life (QOL), worsening dyspnea, recurrent disease exacerbation, and 

increasing dependency on caregivers and the healthcare system. Although hospitalization of older 

adults often results in poor outcomes, Medicare patients account for over 50% of hospital days at 
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the cost of over one trillion dollars per year (UnitedHealth Center for Health Reform and 

Modernization, 2013). Lyngaa et al. (2015) discussed how intensive care at EOL is not associated 

with better survival or improved QOL, and many older adults are dying following unwanted care, 

in distress, and with their treatment preferences not discussed or adequately documented. Unless 

we learn how to present patients with informed consent and realistic treatment options, the default 

is to do everything even if the result is no different from doing less. 

Significance of Problem & Gap in Practice 

This capstone project compared outcomes for adult patients age 65 and older with advanced 

COPD or HF in the SCU and ICU within a 312-bed community hospital in Queens, NY that serves 

an aging population to which traditional models of care are no longer beneficial in meeting their 

complex needs. Seriously ill patients are vulnerable and at high-risk for receiving potentially 

unwanted interventions; especially at EOL. Aslakson, Curtis, & Nelson (2014) discussed how 

some patients spend their final days in the ICU because planning for care in a more suitable or 

preferred setting is inadequate. Terminally-ill patients are no longer predominately cancer patients, 

and now include elderly patients with multiple chronic conditions and complex needs that must be 

appropriately addressed. These patients need intensive, open, and honest conversations about their 

diagnosis, prognosis, and treatment preferences. The idea that GOC and EOL planning 

conversations should only be reserved for patients with terminal cancer is a misunderstanding that 

prevents people with non-malignant life-limiting illnesses (LLI) from receiving the felicitous care 

they deserve. Chiarchiaro, Olsen, &Tulsky (2013) discussed how multiple studies have shown that 

interventions such as intensive communications, proactive palliative care, and ethics consultations 

can decrease ICU LOS without adverse effects on mortality. The most significant impact can be 

made by improving patients ' understanding of their disease process and providing assistance with 
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making informed decisions. Heyland et al. (2013) suggested that educating patients and family 

members regarding diagnosis, prognosis, and appropriate treatment options will help to improve 

both patient and system outcomes by decreasing hospital admissions, re-admissions, and health 

care utilization; especially at EOL. 

Intensive Care Unit 

The ICU in this urban community hospital has 18-beds and serves critically ill adults age 

18 and older who require life support or intensive monitoring and therapies. The unit is led by 

an intensivist and has a 1 :2 nurse patient ratio. A considerable amount of elderly patients with 

end-stage chronic disease and poor prognosis were observed occupying a substantial number of 

the ICU beds. Critical care resources are limited and expensive and the appropriate utilization of 

ICU beds is essential. Improving value in critical care is of vital importance as it represents a 

significant portion of health care spending, has high rates of adverse events, and inconsistently 

delivers evidence-based practices (Murphy, Ogbu, & Coopersmith, 2015). 

Special Care Unit 

The SCU is a six-bed nurse practitioner (NP)-led unit created in 2015 to decompress the 

ICU and designate a space for patients with advanced illness who would likely benefit from 

palliative interventions. The goal of this unit is to improve care and outcomes by aligning 

treatment and services with patients ' GOC preferences. Older adults with advanced illness often 

have multiple comorbid conditions, a high symptom burden, and limited life expectancy. The 

intensive patterns of care that many of these patients receive during disease exacerbation and 

EOL are not always aligned with their values and preferences. Inappropriate utilization of 

needless surgery, artificial nutrition, antibiotics, and cardiopulmonary resuscitation (CPR) 

including intubation and mechanical ventilation can unnecessarily drive up costs and cause 
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unwarranted pain and suffering. The SCU is a strategy designed to reduce overuse of resources 

while promoting efficient use of health care services. Health care utilization variables for this 

project include LOS, use of antibiotics, surgery, central lines, vasopressors, hemodialysis, 

artificial nutrition, cardiopulmonary resuscitation (CPR), intubation, and mechanical ventilation. 

Delivery of care in the SCU focuses on patients ' needs and wishes. It is an environment based 

on effective communication, empathy, and partnerships between the interdisciplinary team, 

patients, and family members. These seriously ill patients have complicated requirements that 

exceed the capability of the medical floor, but still not medically appropriate for ICU level of 

care. Before the SCU, the average LOS in the ICU was 9.4 days. Some patients choose to pursue 

life-sustaining therapy while not wanting or requiring aggressive medical care in an ICU setting. 

SCU patients receive patient-centered care that combines curative and palliative measures from 

a multidisciplinary team that includes chaplaincy. The SCU provides an opportunity to offer 

appropriate care to patients who are burdened with serious illness but not yet imminently at EOL. 

SCU candidates are identified with the aid of the SCU screening tool (Appendix A) that risk

stratifies patients based on advanced illness criteria consisting of LOS, readmissions, 

comorbidities, functional status, and emergency department utilization. Initially reserved for 

select patients in the ICU, the SCU now accepts patients who meet the requirements for advanced 

illness from the emergency department and medical-surgical floors. Measurable goals include: 

• Reduction in ICU LOS 
• Increase number and quality of GOC and EOL planning discussions 
• Decrease health care utilization (Do not Resuscitate (DNR), Do not Intubate (DNI), use 

ofvasopressors, hemodialysis, antibiotics, IV hydration, artificial nutrition, central lines, 
and surgery) 
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Statement of Purpose 

The purpose of this capstone project is to analyze and examine the efficacy of the SCU in 

improving the experience of seriously ill hospitalized patients aged 65 and older with advanced 

COPD and HF. Also, to increase advanced practice nurses ' awareness and knowledge of the 

benefits ofpalliative interventions on patient and system outcomes when integrating palliative care 

with standard care for patients with non-malignant LLis. The specific aims of the SCU model 

include: 

• Increase palliative measures and referrals through the initiation of early and compassionate 
conversations regarding treatment options and prognosis. 

• Increase the number and quality of GOC and EOL planning discussions in the ICU with 
the intent to not only improve communication but also to change the advanced illness 
paradigm. 

• Decompress the ICU 

Capstone Question 

What is the relationship between the SCU when compared to the ICU on outcomes ofLOS, 

health care utilization, and GOC and EOL planning conversations among hospitalized adults aged 

65 and older with advanced COPD and HF? 

Literature Review 

The articles presented in this literature review matrix (Appendix B) aimed to analyze the 

effect of palliative care interventions on outcomes for adults with advanced chronic disease; in 

particular, older adults with COPD and HF. Each article included in this literature review matrix 

was published within the past five years. Most of the articles examined the impact of palliative 

interventions on outcomes of QOL, health care utilization, and EOL care for older adults with an 

advanced chronic illness. Three studies discussed the need to establish guidelines and improve 

referral criteria for patients with advanced chronic disease in need of palliative interventions 

(Ambias-Novellas et al. , 2016; Gelfman, Bakistas, Warner Stevenson, Kirkpatrick, & Goldstein, 
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2017; & Siouta et al. , 2016). Although palliative care historically focused on the care of patients 

with cancer, Siouta et al. (2016) discussed how several studies empirically showed that palliative 

interventions could significantly improve QOL for patients with advanced chronic conditions. 

Doorenbos, Levy, Curtis, & Dougherty (2016) compared outcomes of patients with advanced 

illness who received palliative interventions against those who didn't. There was a statistically 

significant increase in GOC conversations for the patients who received palliative interventions. 

The authors also found a higher quality of EOL communication in the GOC group. Duenk et al. 

(2017), Fawole et al. (2013), and Gelfman et al. (2017) discussed and emphasized the significant 

impact of enhanced communication on outcomes for this patient population. Studies by Ambias

Novellas et al. (2016), Bostwick et al. (2017), Kavalleratos et al. (2016), and Schroedi et al. (2014) 

discussed the importance of identifying specific symptoms as early indicators for timely palliative 

interventions as well as the benefits of early referral. Orford et al. (2016) aimed to describe the 

prevalence, characteristics, long-term outcomes, and GOC discussions for patients with objective 

indicators of LLis referred to the ICU. The researchers performed a prospective, observational, 

cohort study of all adult inpatients referred to the ICU by the medical emergency team or through 

direct referral during the period August 2012 to February 2013 at a tertiary teaching hospital in 

Australia. The primary outcomes measured were mortality, LLis, discharge destination, and GOC 

conversations in the medical record. The most common LLis were heart disease (52.2%), COPD 

(24.8%), and frailty (23 .7%). The authors discovered that a high proportion of patients referred to 

the ICU had an LLI associated with prolonged hospital LOS and high I-year mortality, and only 

one-quarter had documented GOC discussions . Bostwick et al. (2017) compared the palliative care 

needs ofnon-cancer patients to that of cancer patients. The authors found that patients with COPD 

and HF were less functional and more likely to be hospitalized at the time of referral to palliative 
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care than cancer patients. Seventy percent of the studies used in this review discussed the effect of 

GOC and EOL care planning discussions on improving patient outcomes. Most of the studies 

addressed QOL and health care utilization as primary outcome measures of effectiveness. Overall, 

the results from these studies suggest palliative interventions are associated with improvement in 

patient outcomes and is rapidly integrating into the care ofpatients with non-cancer serious illness. 

Even though studies by Duenk et al. (2017) and Doorenbos et al. (2016) found that palliative care 

practices did not result in improved in QOL among patients with advanced chronic illness, both 

studies found that more advanced care planning choices were made which ultimately may lead to 

improved quality of care, improved QOL, and improved EOL care. Ambias-Novellas et al. (2016) 

described how early access to palliative care could help to clarify GOC and treatment preferences, 

improve care delivery and symptom control, reduce distress, reduce use of non-beneficial 

aggressive care, lower spending, and possibly lengthen survival. Most of the studies reported that 

palliative interventions increased engagement in advance care planning among hospitalized 

patients with end-stage chronic illness. There were a variety of methods used to measure these 

interventions. Most of the methods were qualitative and mixed measures. A limitation of several 

studies in this review was that the heterogeneity of populations, interventions, and outcomes did 

not allow for quantitative synthesis. Designs of the studies in this review included retrospective, 

cross-sectional, and pragmatic cluster control. Several articles were systematic reviews that 

analyzed studies with various research designs that included prospective and retrospective 

randomized controlled studies along with descriptive and interventional studies. The many 

heighten appeals to incorporate palliative care into standard care for adults with advanced illness 

and near EOL warrants a systematic re-examination of the evidence base. The findings from these 



14 SPECIAL CARE UNIT 

studies support the need for more programs designed to improve patient-centered care, 

communication, and palliative measures for critically chronically ill hospitalized patients. 

Conceptual Framework & Justification 

Donabedian's Structure, Process, Outcome (SPO) conceptual framework was chosen to 

help guide this capstone project. Dr. Avedis Donabedian, a physician, and public health pioneer is 

known as the founder of the study of quality in healthcare and medical outcomes research. In his 

landmark article entitled, Evaluating the Quality of Medical Care (1966), Dr. Donabedian 

suggested using the triad of structure, process, and outcome to evaluate the quality of healthcare. 

He proposed that relationships exist between structure, process, and outcome and each component 

is directly affected by the former. According to the SPO model, improvements in the structure of 

care should lead to improvements in clinical processes that should, in tum, improve patient and 

system outcomes (Jones, 2016). Each domain in the SPO model has specific characteristics that 

are useful when identifying metrics. 

Structure 

Delivery of care for patients in the SCU and that provided in the ICU involves inherent 

structural differences. These fundamental differences may explain why vulnerable patients could 

experience compromised quality ofcare. Elderly patients with advanced COPD and HF in the ICU 

often receive aggressive treatments that yield no benefit and are subject to increase pain and 

suffering as a result of these treatments. The focus of care in the ICU is to prolong life. The focus 

of treatment in the SCU is to promote comfort with less health care utilization. The SCU model 

alters the care setting to provide a more appropriately balanced alternative to address the physical, 

social, and emotional needs of critically chronically ill patients who would benefit from palliative 
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interventions. The SCU aims to provide appropriate care through the use of palliative 

interventions, collaboration, and education. 

Process 

Once patients are downgraded, transferred, or admitted to the SCU, the SCU 

comprehensive care guidelines (Appendix C) are followed. The SCU NP along with members of 

the interdisciplinary team will meet with patients and their health care proxy or surrogate to 

establish personalized treatment goals and ensure goals are aligned with appropriate treatment 

options and discharge dispositions. GOC and EOL planning conversations involve more than just 

establishing code status. It necessitates in-depth discussions about diagnosis and prognosis to assist 

patients and their family members determine appropriate medical, social, economic, and spiritual 

treatment options in both the hospital and community setting. SCU patients fall into one of two 

categories; patients for whom medical treatment have lost their effectiveness and EOL care is now 

the priority, or patients who are experiencing an exacerbation of their advanced illness, will likely 

recover, but require careful discharge planning back to the community. Emphasis is placed on 

providing patients with the necessary services in the community for a safe and appropriate 

discharge. Attention is also placed on ensuring patient's treatment preferences are properly 

documented and communicated to community providers and caregivers. Palliative consults are 

encouraged for patients with complex symptom management or decision-making needs. Great 

effort is placed on improving patients ' understanding of their disease process and finding out what 

matters most to these patients and their family. The process in the SCU allows for decompression 

of the ICU, enhanced communication, relief of symptoms with less health care utilization, and 

improvement in clinical outcomes which ultimately may lead to reduced costs. The goal is to foster 

an environment based on effective communication, empathy, and partnerships, and not just treating 
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and treating until death. The processes in the SCU helps to protect vulnerable patients from 

inappropriate and unnecessary treatments that yield no benefit. 

Outcome 

Important structure and process metrics are closely associated with important outcomes 

such as decrease LOS and mortality, reduce costs, satisfaction, and improved function (Murphy et 

al. , 2015). Kelley et al. (2017) revealed that undesirable outcomes may be modifiable with 

specialized clinical interventions and are frequently associated with inadequately managed 

symptoms, low patient satisfaction, and preference-discordant treatments. Furthermore, Kelley et 

al. (2017) also pointed out that a large number of seriously ill patients are not quite at EOL when 

identified so time may allow specialized interventions to improve the quality and preference 

concordance of care provided. Planning for transitions of care is vital to achieving best outcomes. 

A substantial number of SCU patients have improved outcomes as evidenced by their lengthened 

survival, improved symptoms, clarification of GOC preferences, and successful discharge 

dispositions. The SCU comprehensive care guidelines are helpful in establishing appropriate post

discharge resources and care settings. Examining the impact of interventions on processes 

alongside outcomes can provide a balanced picture of health care delivery as well as determine 

whether successful implementation of processes positively impacts the delivery of care and 

outcomes (Waller, Dodd, Tattersall, Nair, & Sanson-Fisher, 2017). 

Justification 

Donabedian's SPO model provides a roadmap to enhance quality by illustrating that there 

must be a focus on metrics as well as improving structure and process to enhance patient and 

organizational outcomes (Naranjo & Kaimal, 2011). Also, the SPO model provides a framework 

that will help influence the consistent use of evidence-based practice, provide transparency 



17 SPECIAL CARE UNIT 

surrounding patient outcomes, and focus efforts on improving the quality of outcomes. This 

conceptual framework enables understanding of the importance ofmetrics and can also assist with 

improving the appropriateness of the care delivered. Figure 1 demonstrates how well this 

framework fits within the SCU model. 
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Structure, Process, Results (Infographic). Retrieved from 
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6-386-g00l.png 
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Methods 

Study Population & Design 

A retrospective descriptive chart review was used to explore the relationship between LOS, 

GOC and EOL planning conversations, and health care utilization in the SCU compared to the 

ICU to help answer the research question. Information for this study was collected using the 

electronic medical record (EMR). Each chart was searched for the use of progress notes and or 

Medical Orders for Life Sustaining Treatment (MOLST) forms to document treatment preferences 

and GOC and EOL planning conversations. The data were de-identified and abstracted from the 

EMR for analysis in IBM Statistical Package for the Social Sciences (SPSS) software. A collection 

tool (Appendix D) was used to gather the information. A unique ID entered in numeric order was 

applied to code patients. All information was verified at the time of collection for accuracy, and 

patients ' data was validated to ensure the inclusion criteria were met: 

• Patient in the ICU between January 2012-January 2014 or SCU between January 2015-
January 2018 

• Age 65 or older 
• Diagnosis of COPD or HF 

The first 25 charts that met the inclusion criteria for each unit were selected; N=50. Collected 

material was de-identified so that there could be no possible way the information could be linked 

to a patient and there was no need to re-access the data. Protected health information (PHI) was 

not abstracted beyond what exists in the EMR. The data was only shared in the aggregate. Medical 

records or patient account numbers were only used to access the chart in the EMR and was not 

collected. The data were abstracted into a health insurance portability and accountability act 

(HIPP A) compliant database that was password protected and encrypted. This study was approved 

by the Institutional Review Board (IRB) of the University of Buffalo, IRB assurance ID # 

FWA00008824. 
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Study Variables 

Patients ' charts in the ICU meeting the inclusion criteria from January 2012-January 2014 

(before the development of the SCU) were reviewed and compared to charts ofpatients in the SCU 

meeting the inclusion criteria from January 2015-January 2018. The charts were evaluated against 

hospital billing data to confirm an HF or COPD diagnosis. Appendix D details the data collection 

tool used to gather the information about age, gender, race, ethnicity, unit, discharge disposition, 

diagnosis, and the primary outcome variables of health care utilization, LOS, and GOC and EOL 

planning documentation. 

Statistical Analysis 

Descriptive analysis (mean, standard deviation), and frequencies graphs and tables were 

used for visualization and organization of the demographic data. An independent sample t-test was 

used to compare LOS between the SCU and the ICU, and a chi-square test was conducted to 

examine GOC conversations in the ICU to GOC conversations in the SCU. 

Box 1 

Analysis plan to compare unit outcomes 

Statistical Test ICU scu 

Independent Samples t-test LOS-days LOS- days 

Chi-Square GOC andEOL GOC andEOL 

Results 

The sample consisted of 50% males and 50% females with an average age of80.6 (SD=9.1) 

years. The sample was primarily Caucasian (n=36,72%) with diagnosis of COPD (n=29, 58%) or 

HF (n=20, 40%). Ten percent of the sample was Multi-racial followed by 8% African American, 

4% Asian, and 2% Egyptian and 2% Native American. The characteristics of the study population 
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are presented in Table 1. This study measured and compared LOS, health care utilization, palliative 

consults, and MOLST form and progress note documentation in the two units. An independent 

sample t-test was conducted to analyze the difference in LOS (see Table 2). The results of the 

independent sample t-test were not statistically significant (t (48) = 1.4, p = 0.16), but there was 

higher LOS in the SCU. 

Table 1 

Patient Demographics 

Variable 

Gender 
Female 
Male 

Race 
African American 
Asian 

Caucasian 
Egyptian 
Multi-Racial 
Native American 
Missing 

Ethnicity 
Hispanic 
Non-Hispanic 

Diagnosis 
COPD 
CHF 
Missing 

n 

25 

25 

4 

2 

36 
1 
5 
1 

1 

7 

43 

29 
20 
1 

% 

50.0 

50.0 

8.0 

4.0 
72.0 
2.0 
10.0 
2.0 

2.0 

14.0 

86.0 

58.0 
40.0 
2.0 
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Table 2 

LOS Comparison ICU vs. SCU 

Variable X SD 

ICU 8.4 7.6 

scu 11.6 8.3 

Health care utilization (use of artificial nutrition, antibiotics, surgery, hemodialysis, CPR, 

intubation and mechanical ventilation, central lines, vasopressors) was examined for all patients 

(see Figure 2). Eighty-eight percent of the SCU patients had decreased health care utilization 

compared to only 8% of patients in the ICU. The difference in health care utilization was 

statistically significant using Fisher's exact test (p<0.001). 

The second analysis to determine differences between documentation of GOC and EOL 

planning conversations, palliative care consultations, and MOLST form documentation were 

analyzed using chi-square. Due to sample sizes of less than five in some cells, Fisher's exact test 

was used. Table 3 illustrates the results of the GOC and EOL planning comparison. Differences in 

GOC documentation was statistically significant (p<0.001). Thirty-six percent of patients in the 

ICU were found to have GOC documentation compared to 100% of the SCU patients. Eight 

percent (n=2) ofpatients in the ICU had documented EOL planning discussions compared to 100% 

(n=25) in the SCU. Chi-square was utilized to analyze palliative care consults and was statistically 

significant (x2=5.7, p<0.05). In the ICU, 8% (n=2) of patients had palliative consults compared to 

36% (n=9) of patients in the SCU. Lastly, Fisher's exact test was used to examine differences in 
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MOLST form documentation between the two units and was statistically significant (p<0.001). No 

patients in the ICU had a completed MOLST form compared to 80% (n=20) in the SCU. 

100% 

0% 

~ 60% 
~ 

s:::: 
u 
~ 403/c 
~ 

20% 

0% -
I (n= 2 ) (n= 25 

Figure 2. Health Care Utilization. Eighty-eight percent of the SCU patients had decreased 
health care utilization compared to only 8% of patients in the ICU. The difference in health 
care utilization was statistically significant (p<0.001). 
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Table 3 

Goals of Care Comparison 

Variable 

Goals of Care Conversation 
Documented 

No 

Yes 

EOL Planning Discussion 

No 

Yes 

Palliative Care Consult 

No 

Yes 

MOLST Form Completed 

No 

Yes 

ICU 
n(%) 

16 (64%) 

9 (36%) 

23 (92%) 

2 (8%) 

23 (92%) 

2 (8%) 

25 
(100%) 

0 

Discussion 

scu Probability 
n (%) P value 

p<0.001 

0.0 

25 (100%) 
p<0.001 

0.0 

25 (100%) 
p<0.05 

16 (64%) 

9 (36%) 
p<0.001 

5 (20%) 
20 (80%) 

An absence of communication between clinicians, patients, and family members about 

GOC and EOL planning can result in unnecessary and costly hospitalizations and treatments. The 

SCU was developed to help fill a void in caring for hospitalized elderly patients with serious illness 

and poor prognosis. This capstone study examined variables related to LOS, health care utilization, 

and GOC and EOL planning discussions to determine if the SCU model result in better outcomes. 

The results from this study support previous findings that early discussions about GOC are 
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associated with better QOL, reduced use ofnon-beneficial medical care near death, enhanced goal

consistent care, positive outcomes, and reduced costs (Stanek, 2017). The two patients in the ICU 

with decreased health care utilization had documented GOC conversations during the end of their 

ICU stay or on the day of expiration; obviously too late for successful intervention. Results from 

this study suggest that the redirection ofresources from the ICU to a more appropriate environment 

such as the SCU could be beneficial in addressing the complex needs of vulnerable patients. The 

SCU model resulted in an increase in the number of documented GOC and EOL planning 

discussions, increased in palliative referrals, and decreased health care utilization, all ofwhich was 

statistically significant. The results indicate that treatment that incorporate palliative measures 

early in the disease trajectory can improve the experience and quality of care for chronically ill 

patients, and in addition, could also provide substantial cost savings. 

A financial analysis revealed a reduction in total variable costs of $703 ,337 in 2015 , 

$1 ,031 ,868 in 2016, and $1 ,090,213 in 2017 (see Table 4). This cost saving was a function of 

variable supply (medications, supplies) cost reduction which equaled $447,250 in 2015 , 

$583 ,436 in 2016, and $803 ,815 in 2017, and variable labor (equipment, salary) costs which 

equaled $256,087 in 2015 , $448,432 in 2016, and $286,398 in 2017. Between the years 2015 and 

2017 there has been a total cost saving of $2,825 ,418 by avoiding unnecessary ICU utilization. 

The high costs associated with inpatient care are mostly related to buildings, equipment, salaried 

labor, and overhead, which are fixed costs. These high fixed costs stress the necessity of 

allocating resources for appropriate utilization to maintain efficiency. Study findings indicate 

that patient and family-centered discussions regarding GOC and EOL planning are as crucial in 

cost-savings as the reduction of unnecessary tests and treatments. The findings from this study 

also support Ambias-Novellas et al. (2016) statement that palliative measures possibly lengthen 
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survival. This is evident as only 8% (n=2) of the sampled SCU patients expired, 40% were 

discharged to a skilled nursing facility, and 28% was discharged home with home care services 

(see Figure 3). Palliative interventions are consistently associated with lower intensity of 

treatments and costs in hospitals, better QOL, and less aggressive care in outpatient settings 

(Miller et al. , 2016). Understanding patients ' care goals in the context of advanced illness is an 

essential element of high-quality care that allows clinicians to align the care provided with what 

is most important to the patient. The processes in the SCU has resulted in significant 

improvements in patient and family centeredness of care as well as greatly enhanced the quality 

of clinician-family communication. The success of the SCU model is evidenced by the increase 

in GOC and EOL planning discussions as corroborated by the increased use ofMOLST forms , 

increased palliative consults, increased hospital-wide referrals, and decreased healthcare 

utilization which is substantiated by significant cost savings. Figure 4 demonstrates how the 

number of patients referred to the SCU has increased over time, and since the creation of the 

SCU ICU LOS has decreased from 9.4 days to 4.5 days. Figure 4 also display the relationship 

between ICU LOS and SCU census. As the LOS in the ICU decreased, the census in the SCU 

increased. Findings from this study suggest that when care goals are aligned with patients ' values 

and preferences it permits an easier transition to comfort care. In addition, the decompression of 

the ICU afforded by the SCU has allowed increased bed availability for patients whose GOC 

preferences and medical conditions are more likely to benefit from intensive care treatments. 

Inherently, the SCU model is about change; changing the attitudes, skills, and knowledge of all 

involved stakeholders. 
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Table 4 

Yearly and Total Variable Cost Savings 

2015 2016 2017 Total 

Labor 
$447,250 583,436 $803,815 $1,834,501 

Supply 
$256,087 448,432 286,398 990,918 

Total $703,337 $1,031,868 $1,090,213 $2,825,418 

o C r 

Fl or 

• 

Figure 3. SCU Discharge Disposition. 8% expired, 40% discharged to a skilled nursing 
facility, and 28% discharged home with home care services 
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Figure 4. Relationship between SCU Census & ICU LOS. Illustrates how since the 
development of the SCU in 2015, ICU LOS has decreased from 9.4 days to 4.5 as of 2017. As 
the census in the SCU increased, the LOS in the ICU has decreased. 

Limitations 

A limitation of this study is that its focus was elderly patients with COPD or HF in one 

community hospital and may not be generalizable to larger acute care settings or other non-cancer 

serious illnesses. More research is needed to determine how disparities limit access to palliative 

care and to understand the effect of socioeconomic status, ethnicity, culture, and education on 

outcomes of patients with advanced illness. 
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Strengths 

Findings from this project can be helpful in assisting policymakers in developing 

appropriate health services, as well as providing researchers with a theoretical framework for 

future research. The SCU model provides patients with advancing chronic illness an elevated level 

of care designed to meet their complex needs in a cost-effective and supportive environment. 

Future implications for nursing practice includes using integrative palliative approaches in daily 

nursing practice to help improve patient and system outcomes, as well as establishing more 

palliative educational programs for all levels of nursing. 

Conclusion 

In this capstone study with a sample size of 50, the SCU model resulted in an increase in 

the number and quality of documented GOC and EOL planning conversations, a decrease in ICU 

LOS, and a decrease in health care utilization. This model outlines a process for designing 

programs that provide quality care that is responsive to all involved stakeholders and is financially 

and operationally sustainable. Quality care for people with advanced illness should be patient

centered and encompass physical, emotional, social, and spiritual aspects of care that is respectful 

and delivered by a competent interdisciplinary team. This model successfully uses palliative 

interventions to optimize the care of adults hospitalized with serious illness by anticipating, 

preventing, and alleviating suffering across the care continuum. The SCU is an innovative strategy 

designed to meet the unique needs of hospitalized patients with serious illness by improving 

communication, collaboration, and care coordination to help enhance patients' experience and 

QOL. 
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Appendix A 
Special Care Unit Screening Tool 

Does the patient meet two or more of the following criteria for Advanced Illness? 

Please check all that apply: 

Chronic Illness 
Declining Functional Status 

Loss of greater than two ADL's over the past three months 
__ Complex care requirements (including but not limited to functional dependency, 

PEG feedings, and chronic ventilator) 
Malnutrition 

Unintentional weight loss in the past six months 
Poor oral intake or failure to thrive 

Evidence of organ dysfunction 

Neurology: CVA, Dementia 
Cardiac: EF less than 30%, CHF, Cardiac Arrest 
Pulmonary: Stage III or IV COPD, tracheostomy, vent and/or oxygen dependent 
(high-flow or bipap) 
Renal: dialysis, Chronic kidney disease 
Cancer, advanced or metastatic disease (whether continuing treatment or not) 

__ Frequent Readmissions 
__ Greater or equal to three admissions over the past six months 

Does the patient meet one or more of the following criteria to be admitted to the SCU? 

Please check all that apply: 
Previous SCU patient 
Meets advanced illness criteria and one of the following: 
Requires close monitoring but does not meet ICU criteria 
Mechanical ventilation with tracheostomy tube or trach-collar patient 
Complex symptom management needs but not yet in-patient hospice eligible or refusing 
in-patient hospice 

Does the patient meet the criteria for the SCU? 
YES NO 

Call for I CU Consult 
(Final determination by ICU attending) 
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APPENDIXB 

Literature Review Matrix 

Article 
Citation 

Ambias-Novellas, J., 
Murray, S. A., 
Espaulella, J., 
Oller, R., Martinez-
Munoz, M., 
Molist, N. , ... Gomez-Batiste, X. 
(2016). Identifying 
patients with advanced 
chronic conditions for 
a progressive 
palliative care 
approach: a cross-
sectional study of 
prognostic indicators 
related to end-of-life 
trajectories. The BMJ 
Journal, 6(9), 
e012340. 
doi: I 0.1136/bmjopen-
2016-012340 

Design, Method. 
& 

Theoretical 
Framework 

Design: A cross-sectional 
study 

Method: The authors used 
the NECPAL CCOMS-JCO 
tool to identify advanced 
terminal patients in need of 
palliative care. 

Conceptual Framework: 
Early identification of 
patients with pall iative care 
needs and end-of-life 
trajectories associated with 
advanced chronic illness 
could improve the care for 
patients with advanced 
chronic illness. 

Qualitative 

Study Purpose 

This study explored the 
re lationship between 
end-of-life indicators 
used to identify patients 
with advanced chronic 
conditions and the three 
archetypal end-of-life 
trajectories: acute 
intermittent and gradual 
dwindling to determine 
which indicators most 
consistently identify 
patients for palliative 
care consu lts 

Sample 
& 

Setting 

Sample: 782 patients 
(61.5% women, 38.5% 
men; mean age: 80.89) 
with a positive NECPAL 
CCOMS-JCO test. Case 
selection was undertaken 
from November 20 IO to 
October 2011 

Setting: Three primary 
care services, an acute care 
hospital, an intermediate 
care center, and four 
nursing homes in a mixed 
urban- rural district in 
Barcelona, Spain. 
523 (66.9%) residents in 

the community, 154 
( 19.7%) in nursing homes, 
55 (7%) at the intermediate 
care center and 50 (6.4%) 
at the acute care hospital 

Findings, Limitations, 
& 

Conclusions 

Findings: The common 
indicators associated with 
early end-of-I ife identification 
were functional (44.3%), 
nutritional progression 
(30.7%), emotional distress 
(21.9% ), and geriatric 
syndromes, (15.7%), 
delirium, and falls (11.25%). 

Limitations: Heterogeneity 
in the collection of variables 
due to the multiple 
assessments from all 
healthcare system resources 
and the number of missing 
data in some variables. Also, 
since this study was based on 
health professionals ' 
assessment and routine data, 
patients' perspectives were 
not included. 

Conclusion : Dynamic 
indicators are present in the 3 
trajectories and are especially 
useful to identify patients 
with advanced chronic 
conditions for progressive 
pall iative care approach 
purpose. 

Future Implications for 
Nursing Practice 

Create new measuring systems for 
frai lty, and alternative conceptual 
models, in order to provide better 
end-of-life care. 

Analysis of the characteristics of 
end-of-life indicators to know 
which indicators most consistently 
identify patients for pall iative care. 

Gaps in Nursing Knowledge & 
Science 

(capstone/dissertation relevance) 

Future research is needed to 
corroborate these findings for 
clinical decision-making, to assist 
policymakers in designing 
appropriate health services, and to 
provide researchers with a theoretical 
framework for future research. 

More research to explore new end-
of-life trajectories, in order to 
provide better end-of-life care. 
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Bostwick, D., Wolf, S 
Samsa, G., Bull , J., 
Taylor D.H, J. R., 
Johnson, K., ... 
Taylor Jr, D. H. 
(20 17). Comparing 
the pall iative care 
needs of those with 
cancer to those with 
common non-cancer 
serious illness. 
Journal ofPain and 
Symptom 
Management, 53(6), 1079-

1084.e l. 
doi: I 0. 10 16/j.jpainsym 
man.2017.02.014 

Doorenbos, A. , 
Levy, W., Curtis, R., 
& Dougherty, C. 
(2016). An 
intervention to 
enhance goals-of-care 
communication 

Design: A cross-sectional, 
retrospective 
analysis 

Meth od: provider-
centered, point-of-care 
quality assessment and 
reporting tool designed for 
data collection during 
clinical encounters in 
pall iative care. Quality Data 
and Collection Tool for 
Pa ll iative care (QDACT-
PC). 

Theoretica l Framework: 
To compare functiona lity, 
advance care planning, 
hospital admissions, 
prognosis, QOL, and 
symptoms between these 
groups to better understand 
gaps in treatment, and 
appropriate services and 
expertise to the right 
populations. 

Quali tative 

Design: Randomized two-
group study design 
Method: Comparison ofa 
goals of care intervention to 
usual care. The goals of care 
intervention were a pre-visit 
patient activation-

This study compared 
cancer and non-cancer 
patients at the time of 
fi rst palliative care 
consultation with an 
emphasis on 
functionality to generate 
hypothesis and provide 
data for the benefit of 
pall iative practices for 
non-cancer patients. 

To determine the effects 
of a goals-of-care 
intervention compared to 
usual care on the number 
of goals of care 
conversations, quality of 
communication between 

Sample: Between October 
I, 2012 and November 25 , 
20 14, there were 2,3 12 
patients referred to 
pall iative care in the 
QDACT registry. Of these, 
879 patients had 
primary diagnosis of 
cancer, COPD, ESRD, or 
HF. Of these, 250 patients 
(28%) had a non-cancer 
primary diagnosis of 
ESRD, COPD, or HF. 
Mean cancer age 64 vs. 75 
years for non-cancer; 

Settin g: Data were 
obtained from 13 
participating sites in the 
United States. 

Sample: n=80 
(6 1 men and 19 women) 

Settin g: Outpatient HF 
cl inic in an academic 
medical center in the 
Pacific Northwest. 

Findings: More cancer 
patients could complete all 
self-care activities, were fully 
conscious, and mostly 
ambulatory. 
More non-cancer patients 
were totally bed-bound, 
req uiring total care. More 
non-cancer patients had an 
estimated prognosis greater 
than six months. Non-cancer 
patients' understanding of 
their prognosis was more 
congruent with their 
providers. 
More non-cancer patients 
were discharged in the last 30 
days. More cancer patients 
were fu ll code at time of 
pall iative care consultation. 
Most patients in both groups 
identified a surrogate 
decision-maker. More non-
cancer patients re- ported a 
good qua lity of life (QOL). 
Cancer patients had higher 
rates of severe pain. Non-
cancer patients had higher 
rates of severe dyspnea. 
There was no statistically 
significant difference in the 
number of patients reporting 
high degrees of fatigue or 
depression. 
Limitations: Self-reported 
cross-sectional data and also 
limited because of its 
exploratory nature. 
Conclusions: Patients with 
non-cancer serious illness are 
less functiona l than those 
with cancer at time ofreferral 
to pall iative care. 
Findings: There was a 
significant increase in goals-
of-care conversations and 
quality of end-of-life 
communication in the goals 
of care group compared to 
usual care after the 

Aim to improve functiona lity and 
implement strategies to help 
decrease 
frequency of hospital admissions 
for non-cancer seriously ill 
patients. 

Employ education to help identify 
symptoms that indicate need for 
palliative referrals. 

Employ education that helps to 
increase awareness of importance 
of integrating palliative care in HF 
patients. 

Employ strategies that encourage 
early access to pall iative care 

Most literature informing pa ll iative 
care practices stems from the care of 
cancer patients. 

More studies which focus on patients 
with non-cancer serious illness to 
help inform practice and improve 
care for this population. 

Few studies about goals of care 
interventions in the HF population. 

Further studies are needed to 
determine whether th is intervention 
changes longer-term healthcare 
received and other patient outcomes. 
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between heart fai lure education, te lephone-based 
patients and heart intervention deli vered by a 

fai lure providers. nurse. 
Journal of 
Pain and Symptom Quali tative 
Management, 53(6), 

353-360. Theoretical Fra mework: 
doi: IO. I016/j.jpainsy Improving communication 
mman.20 16.03.0 18 between patients and 

providers about goals of 
care has the potential to 
improve patient-provider 
communication and patient 
outcomes. 

Duenk, R. , Design: A pragmatic cluster 
Verhagen, C., controlled trial (quasi-
Bronkhorst, E. M., experimental) 
Van Mierlo, P. , 
Broeders, M. , Mixed 
Collard, S. M., ... 
Engels, Y. (2017). Method: Patients with 
Proactive pall iative COPD with poor prognosis 
care for patients with were recruited during 
COPD (PROLONG): hospitali zation for acute 
A pragmatic cluster exacerbation. All patients 
controlled trial. received usual care while 
international Journal patients in the intervention 
ofChronic group received additional 
Obstructive proactive palliative care in 
Pulmonary Disease, monthly meetings with a 
12, 2795-2806. specialized palliative care 
doi: 10.2 147/COPD.S team (SPCT). Outcomes 
141974 were measured using the St 

George Respiratory 
Questionnaire (SGRQ). 

Theoretical Fra mework: 
Early or proactive palliative 
care can improve patients' 
QOL, but little is known 
about the effects of 
proactive palliative care in 

patients and providers, 
referrals to pall iative 
care services, and 
completion of advance 
care di rec ti ves. 

The aim of this study 
was to assess the effects 
of proactive palliative 
care on the well-being of 
patients with chronic 
obstructive pulmonary 
disease (COPD) 

Sample: Patients recruited 
from 
January 6, 2014 thru 
January 8, 2015. n= 228 
(90 
intervention and 138 
control) 

Setting: Six general 
hospitals in the 
Netherlands (three 
intervention and three 
control) Hospitals were 
selected for the 
intervention group based 
on the presence of a SPCT. 

intervention. There were no 
differences between groups 
on the other outcomes. 

Limitations: Study took 
place in one region of the 
U.S. at a tertiary care 
academic medical center and 
may not generalize to other 
regions or settings. 
Also, setting was a single HF 
clinic where providers had 
patients participating in both 
groups of the study 
simultaneously. 
Conclusion: The goals of 
care intervention resulted in 
more conversations and 
higher quality communication 
between HF patients and 
providers without increased 
anxiety or depression. 
Findings: 
Patients who received 
proactive palliative care 
experienced less impact of 
their COPD at 6 months and 
more often made advance 
care planning choices. Other 
secondary outcomes were not 
significantly different. 
Limitations: Design was 
subject to selection bias at 
hospital level. 
level. Also, twenty-two 
percent of patients identified 
as having a poor prognosis 
died possibly suggesting the 
author' s criteria for poor 
prognosis were too broad. 
Conclusion: Proactive 
palliative care did not 
improve the overall quality of 
life of patients with COPD. 
However, patients more often 
made advance care planning 
choices which may lead to 
better quality of care toward 
the end of life. 

services for patients with HF. 

Employ strategies to increase 
collaboration between primary and 
secondary health care professionals 
to improve outcomes for these 
patient. 

More Emphasis on supporting 
patients through advance care 
planning conversations to improve 
their quality of care toward the end 
of life. 

The intervention warrants testing in 
other settings with larger samples of 
HF patients. 

Little is known about the effects of 
proactive palliative care in COPD, so 
more research is needed to be able to 
improve care for this patient group. 

Studies analyzing the impact of 
education and social economic status 
on health outcomes for patients with 
COPD. 
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Fawole, D. , Dy, S. , 
Wi lson, R., Lau, B., 
Martinez, K., 

Apostol, C., & 
Aslakson, R. (20 13). 
A systematic review 
of communication 
quality improvement 
interventions for 
patients with advanced 
and serious illness. 

Journal ofGeneral 
internal Medicine, 
28(4), 570-577. 
doi:10. 1007/s l 1606-0 12-2204-4 

COPD. 

Design: A systematic 
review of prospective, 
controlled studies 

Method: Analysis of 
studies that included a 
majority of patients that 
were seriously ill or had 
advanced disease and who 
were unlikely to be cured, 
recover, or stabilize with the 
focus of the intervention on 
communication between 
providers and patients 
and/or fami lies, and which 
measured the impact of the 
intervention on patient 
and/or fami ly-centered 
outcomes, including 
satisfaction, qua! ity ofl ife, 
symptoms, and hea lthcare 
utilization. All studies had a 
comparison group of usual 
care, except for one study 
where all patients were seen 
by palliative care 
physicians. 

Qualitative 

Theoretica l Framework: 
Communication is a key 
e lement of quality of care 
for patients with advanced 
and serious illness and their 
family members. 
Suboptimal provider-
patient/family 
communication is common, 
with negative effects on 
patient/family-centered 
outcomes. 

To systematically review 
the evidence for 
effectiveness of 
communication-related 
quality improvement 
interventions for patients 
with advanced and 
serious illness and to 
explore the effectiveness 
of consultative and 
integrative palliative 
interventions. 

Sample: Twenty studies. 

Setting: Thirteen studies 
were conducted in an 
intensive care setting with 
one in a neonatal ICU. The 
remaining seven studies 
were conducted as follows: 
one nursing home, two 
ambulatory and four 
inpatient hospital units. 
Majority adult patients 
with mean age ranged 
from 40 to 87 years. Most 
of the studies (n = 15) 
included patients with 
mixed illnesses. 

Findings: The authors found 
four intervention types: (I) 
family meetings with the 
usual team (11 studies, 77 % 
found improvement in 
healthcare utilization), (2) 
palliative care teams (5 
studies, 50 % found 
improvement in healthcare 
utilization), (3) ethics 
consultation (2 studies, I00 % 
found improvement in 
healthcare utilization), and (4) 
physician-patient 
communication (2 studies, no 
significant improvement in 
healthcare utilization). 
Among studies addressing the 
outcomes of patient/family 
satisfaction, 22 % found 
improvement; among studies 
addressing healthcare 
utilization ( e.g., length of 
stay), 73 % found 
improvement. 
Limitations: 
The heterogeneity in 
populations, interventions, 
outcomes, and measurement 
tools did not a llow for a 
quantitative synthesis of the 
literature. Also, the authors 
on ly included studies that 
focused on communication 
and consequently multi -
faceted studies that included 
communication as one of 
multiple targets were not 
addressed. 
Conclusion : Communication 
in the care of patients with 
advanced and serious illness 
can be improved using 
quality improvement 
interventions, particu larly for 
healthcare utilization as an 
outcome. Interventions may 
be more effective using a 

Employ strategies for quality 
improvement interventions to 
enhance communication between 
healthcare providers and these 
patients for improving quality of 
care and patient/family-centered 
outcomes. 

Employ integrative palliative 
approaches in daily nursing 
practice to help improve outcomes. 

Establish links between healthcare 
utilization and patient/family-
centered outcomes. 

Employ strategies that improve 
communication outside of the acute 
care setting, and bridge 
communication between outpatient 
and inpatient settings. 

Future studies should focus on 
cultural issues in communication at 
the end of life and on reducing 
disparities in outcomes and access to 
care. 

Further research is also needed to 
examine the impact of 
communication interventions on 
outcomes other than health-care 
utilization. 



SPECIAL CARE UNIT 40 

Gelfman, L. P., 
Bakistas, M., Warner 

Stevenson, L., 
Kirkpatrick, J. N., & 

Goldstein, N. 
E. (2017). The state of the science 

on 
integrating pall iative 
care in heart fai lure. 
Journal ofPalliative 
Medicine, 20(6), 592-
603. 
doi: IO. I 089/jpm.20 I 7.0 I 78 

Kavalleratos, D. , 
Corbell i, J., Di, Z., 
Dionne-Odom, J. N., 
Ernecoff, N. L. , 
Hanmer, J. , ... 
Zhang, D. (20 16). 
Association 
between pall iative 
care and patient and 
caregiver outcomes: 
A systematic review 
and meta-ana lysis. 

Design: Literature review 

Method: Using a nominal 
group technique (NGT), a 
structured ranking process 
of important issues, the 
team performed three 
conference call s to create a 
ranked list of priorities. The 
authors then convened an 
interdisciplinary working 
group at a National 
Institutes of Health/National 
Pall iative Care Research 
Center (NIH/NPCRC) 
sponsored workshop to 
review the evidence base 
and develop a research 
agenda to address these 
gaps. 

Quali tative 

Theoretica l Fra mework: 
Despite the demonstrated 
benefits of pall iative care in 
other populations, evidence 
for palliative care in the HF 
population is limited. 

Design: Randomized 
Clinical Trial 

Method: Randomized 
clinical trial (RCT) 
investigating palliative care 
interventions 
targeting adult patients with 

life-threatening illness that 
reported on at least I of9 
patient-level outcomes: 

To describe the current 
evidence and the gaps in 
the evidence that wi ll 
need to be improved to 
demonstrate the benefits 
of integrating pall iative 
care into the care of 
patients with advanced 
HF and their fami ly 
caregivers. 

To determine the 
association of palliative 
care with quality of li fe 
(QOL), symptom 
burden, survival, and 
other outcomes for 
people with life- limiting 
illnesses and for their 
caregivers. 

Samp le: The highest 
ranked responses from the 
NGT call s were used to set 
the two-day symposium 
agenda: ( I) Current 
Research Examining the 
Integration of Pall iative 
Care and Heart Failure 
(HF), (2) Clinical Models 
Integrating Pall iative Care 
into the Care of Patients 
with HF, (3) Guidelines, 
Quality Metrics, and 
Policy, and (4) 
Development of an Action 
Plan and Commitment to 
Next Steps. 

Setting: An 
interdisciplinary working 
group at an NTH/NPCRC 
sponsored workshop in 
Birmingham, Alabama. 

Sample: 
Fifty-six articles describing 
43 trials involving 12,731 
patients (mean age 67) and 
2,479 caregivers. Thirty 
trials included patients 
with cancer and 14 trials 
included patients with 
heart failure (HF). 
Thirty-five trials used 
usual care as the control 

consultative approach. 

Findings: Four key research 
priorities to improve 
pall iative care for patients 
with HF and their fami lies 
were identified: ( I) to better 
understand patients' 
uncontrolled symptoms, (2) 
to better characterize and 
address the needs of the 
caregivers of advanced HF 
patients, (3) to improve 
patient and fami ly 
understanding of HF disease 
trajectory and the importance 
of advance care planning, and 
(4) to determine the best 
models of pall iative care, 
including mode ls for those 
who want to continue life-
prolonging therapies. 

Limitations: Lack of patient 
and/or caregiver perspectives. 

Conclusion : There are 
unmet needs for pall iative 
care in patients with HF. The 
goals of pall iative care 
research should be to design 
and integrate palliative care 
with recommended HF 
treatments to maximize the 
qua lity and length of survival 
in accordance with the 
patients ' goals and 
preferences. 
Findings: Palliative care was 
associated with 
improvements in QOL and 
symptom burden, but not with 
improved survival. Of the 
outcomes narratively 
synthesized, palliative care 
was associated with improved 
advance care planning, 
greater patient and caregiver 
sati sfaction with care, and 
lower health care utilization . 

Employ educational 
interventions for earl ier 
identification of symptoms of 
advanced HF (fatigue) to prompt 
in itiation of earlier pall iative care 
services. 

Design effective communication 
tools and techniques for conducting 
timely and effective goals of care 
discussions. 

Employ opportunities for 
enrollment in pall iative care 
training programs. 

Create care models that are tai lored 
to patients ' specific needs and 
disease stage. 

Employ strategies to help 
disti nguish between specific 
palliative care processes and 
outcomes. 

Estab lish optimal models of 
palliative care delivery that help 
caregivers in addition to patients. 

More research is needed for learning 
about models oftelehealth and tele-
monitoring to meet pall iative care 
needs of homebound patients. 

There is also a need for studies 
focused on developing primary 
palliative care model tai lored for 
patients with HF. 

Little data exist to describe how 
disparities limit access to pall iative 
care for patients with HF and their 
fami li es. 

There are no interventions in the 
I iterature that are known to increase 
hospice uti lization among patients 
with advanced HF. 

Studies to help better understand the 
individual elements of a specialist 
pall iative care intervention and 
determine the impact of each of these 
elements on outcomes important to 
clinicians, patients, and family 
caregivers. 

Future research should aim to 
identify the efficacious components 
of palliative care. 

Trials are needed to establish optimal 
models of palliative care delivery 
that help caregivers in addition to 
patients. 

Additional studies are needed to 
evaluate the role of palliative care in 
chronic nonmalignant illnesses. 

https://089/jpm.20
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Journal ofthe QOL, symptom burden, Settings: Four- teen trials There was mixed evidence of 
American Medical mood, survival, advance (32.5%) were in associations of palliative care 
Association, 316(20), care planning, site of death, ambu latory settings; 18 with site of death; patient 
2104-2114. resource utilization, health (41.8%), home-based; and mood; health care 
doi: IO. I 001/jama.20 I care expenditures, and 11 (25.6%), hospital-based. expenditures; and caregiver 
6.16840 satisfaction with care. Thirty- one trials (72.0%) QOL, mood, or burden. 

Interventions were included were conducted in the Limitations: 
if they comprised at least 2 United States. The diversity of the 
of 8 possible domains of interventions may have 
palliative care, as defined by introduced heterogeneity into 
the National Consensus this meta-analysis. 
Project for Qua! ity Also, this review excluded 
Palliative Care. A narrative quasi-experimental studies, 
synthesis was conducted for several of which have 
all trials. demonstrated benefits of 

palliative care. Additionally, 
Systematic review and several trials could not be 

meta-analysis included in this meta-
ana lyses, because missing 

Theoretical Framework: data remained even after 
Improving quality oflife in contacting authors. 
serious illness has become a Conclusion: Palliative care 
priority. The authors sought interventions were associated 
to provide data regarding with significant 
the effect of palliative care improvements in QOL and 
on outcomes. symptom burden but not 

survival. Also, findings for 
caregiver outcomes were 
mixed. 

Schroedi, C. J. , Design: Qualitative analysis To identify the unmet Sample: 20 English- Findings: Six themes were Employ educational activities to Little is known about what 
Yount, S. E., of in-depth, semi-structured, healthcare needs of speaking patients with a identified: (I) understanding help increase awareness of signs interventions may help relieve the 
Szmuilowicz, E., Hutchison, P. one-on-one interviews with patients with COPD history of disease (diagnosis, and symptoms such as social emotional distress and isolation 
J. , Rosenberg, S. R. , & Kalhan , R. patients admitted for an hospitalized for of COPD admitted for an severity, and prognosis), (2) isolation that may warrant a experienced by these patients. 
(2014). A qualitative acute exacerbation of exacerbation. acute exacerbation. uncontrolled symptoms, (3) palliative care referral. 
study of unmet chronic obstructive Median age 69 years, 11 physical limitations, (4) It is unknown if palliative care for 

healthcare needs in pulmonary disease (COPD). (55%) were women, and emotional distress, (5) social patients with COPD improves 
chronic obstructive 12 (60%) were black. isolation, and (6) concerns symptoms of depression. 
pulmonary disease. A Method : about the future. 
potential role for Transcribed interviews were Setting: This study was Limitations: The themes 
specialist palliative eva luated using thematic conducted at a large, identified in this study may 
care? Annals ofthe analysis. urban , academic medical not adequately reflect 
American Thoracic The aim of the interview center in Chicago from the healthcare needs of a 
Society, I I (9), 1433- was to provide a description 2012 to 2013. larger population. 
1438. of patient understanding of 
doi: I 0.1513/AnnalsA diagnosis and prognosis, Conclusion: There are many 
TS.201404- I SSBC effect ofCOPD on daily life unmet healthcare needs 

and social relationships, among patients hospitali zed 
symptoms, healthcare needs, for COPD exacerbation. 
and preparation for end of Relief of symptoms, physical 
life. limitations, emotional 
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The interview guide was di stress, social isolation, and 
developed in an iterative concerns about the future 
fashion in collaboration may be better managed by 
with two pulmonologists integrating specialist 
and one clinical health palliative care into current 
psychologist with expertise usual care model. 
in qualitative research 
methods. 

Qualitative 

Theoretical Framework: 
To determine which aspects 
of palliative care are most 
beneficial for patients with 
COPD. 

Siouta, N. , Van Design: A systematic To assess guidelines and Sample: n= 19 studies; 17 Findings: Eighteen of the 19 
Beek, K. , Preston, N., review pathways for integrated guidelines and 2 pathways. studies determined that 
Hasselaar, J. , palliative care in patients Eleven guidelines and palliative care shou ld focus 
Hughes, S., Method: Used a four- point with advanced HF and pathways were concerned on reducing suffering through 
Garralda, E., & Likert scale tool (high COPD in Europe. with COPD and eight with medications and 
Menten, J. (2016). quality (4) to very low CHF. psychological support. 
Towards integration quality (1)) and a narrative Recommendations for 
of palliative care in synthesis to evaluate current Setting: eleven studies discussions about illness 
patients with chronic levels of integration of originated from UK, five prognosis and limitations 
heart fai lure and palliative care practices and from the Netherlands and were found in 15 out of 19 of 
chronic obstructive recommendations among one from more than one the included guidelines and 
pulmonary disease: A patients with COPD and European country. pathways. A holistic 
systematic Iiterature heart failure . Of the two pathways, one approach was recommended 
review of European pathway originated from in 13 out of19 gu idelines and 
guide lines and Spain and one from UK. pathways however, on ly 8/ 19 
pathways. BMC Qualitative included instructions on when 
Palliative Care, these assessments should take 
/5(18). Theoretical Framework: place. Recommendations 
doi:10.1186/s12904- Implementation of palliative concerning the involvement 
016-0089-4 care in non-cancer health of a palliative care team were 

care delivery in Europe. reported in 13/ 19. All of these 
13 guidelines and pathways 
additionally promote the 
composition of a 
multidisciplinary palliative 
care team that involves 
professionals from different 
disciplines. Seven guidelines 
and pathways recommend the 
involvement of personnel that 
are additionally trained in 
palliative care. The utilization 
of advance care planning and 
the assessment of the 

Employ educational strategies that Need for more guidelines regarding 
enables practitioners to distingui sh referral criteria, advanced care 
palliative care from end-of- li fe planning, and recommendations on 
care. the last hours of Iife and 
Develop more care models bereavement care. 
involving a holistic approach in the 
care of patients with advanced 
COPDand HF. 

Establish specific referral criteria 
for initiating palliative referrals. 
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patients' goals of care were 
mentioned in 11/19 and 12/ 19 
guidelines and pathways 
respectively. Twelve of the 
19 guidelines and pathways 
discussed referral criteria. 
Only 4/ 19 used the specific 
referral criteria mentioned 
from national organiz.ations. 
The timing as to when to 
initiate palliative care varied 
with 3/19 recommending the 
last six months. Four of the 
19 guidelines and pathways 
discussed grief and 
bereavement care and 7/ 19 
gave recommendations on 
how to treat the patient in the 
last hours of life and with 
continued goal adjustment 
mentioned in 8/19 of the 
examined documents. 

Limitations: 
Lack of a standardized and 
universally accepted 
definition of integrated PC 
constitutes a limitation of this 
study. 
A second limitation is 
linguistic and refers to the 
restriction to European 
guidelines/pathway published 
in Dutch, English, French, 
German, Hungarian and 
Spanish. The authors admit 
that additiona l information 
could have been obtained if 
they would have included 
studies from other continents 
as well. 
Conclusion: The results of 
this systematic study illustrate 
that there is a growing 
awareness for the importance 
of palliative care in patients 
with advanced CHF and 
COPD. There is also a need 
for the development of 
standardized strategies so that 
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Waller, A. , Dodd, N. , 
Tattersall , M. H., 
Nair, B., & Sanson-
Fisher, R. (2017). 
Improving hospital-
based end of life care 
processes and 
outcomes: a 
systematic review of 
research output, 
quality and 
effectiveness. BMC 
Palliative Care, 16, 
34. 
doi: I 0. 1 I 86/s 12904-
017-0204-1 

Design : Descriptive, 
measurement, or 
intervention studies. 

Method: Studies 
were assessed as to 
determine whether the 
experimental design was 
one of the four types 
allowed by the Effective 
Practice and Organization of 
Care (EPOC) 
design criteria. For those 
studies meeting minimum 
design criteria, 
methodological quality was 
then assessed using EPOC 
risk of bias criteria. Studies 
were categorized according 
to whether the primary aim 
was to improve end of life 
processes or outcomes. 

Systematic review 

Theoretical Framework: 
Need to ensure that ensure 
that end-of-life care is 
guided by patient centered 
research. 

A systematic review was 
undertaken to examine 
the quantity and quality 
of data-based research 
aimed at improving the 
processes and outcomes 
associated with 
delivering end-of-life 
care in hospital settings. 

Sample: n=416 
publications; 
Descriptive studies n= 351 
Measurement studies n= 
17 
Intervention studies n= 48. 
Only 18 intervention 
studies (4%) met EPOC 
design criteria. 

Setting: Medline, 
EMBASE and Cochrane 
databases were searched 
between I 99 5 and 2015 for 
data-based papers. 

Almost all of these studies 
were conducted in the 
USA with one in the UK, 
one in Italy, and one in 
Australia 

existing barriers are 
alleviated. 

Findings: Most studies 
reported benefits for end-of-
life processes including end-
of-life discussion and 
documentation. The impact of 
end-of-life care was mixed. 

Limitations: The search 
strategy may have resu lted in 
publication bias, as the 
authors did not include non-
published studies or grey 
I iterature and there is 
different terminology used in 
different countries. Also, the 
authors excluded studies of 
provider-directed 
interventions when an 
assessment of impact on 
patient outcomes or processes 
was not included 

Conclusion : Publications 
examining end-of- life care in 
hospitals are predominately 
descriptive in nature, with 
few rigorous tria ls of 
interventions aimed at 
improving the care of the 
dying. More high-qua lity 
intervention trials in hospitals 
are required to make clear 
recommendations about 
which strategies are most 
effective in improving end-
of- life care processes, and 
whether these improvements 
translate to improved end-of-
life outcomes. Interventions 
targeting both the patient and 
their substitute decision 
maker, and those strategies 
with the potential to change 
practice patterns at a system 
leve l shou ld be explored. 

Future implications for nursing 
includes ensuring that end-of-life 
care is guided by patient-centered 
research for improved 
interventions aimed at improving 
the care of the dying. 

More high-quality intervention trials 
in hospitals are required to make 
clear 
recommendations about which 
strategies are most effective in 
improving end-of-life care processes, 
and whether these improvements 
translate to improved end-of-li fe 
outcomes. 

There is a lack of methodologically 
rigorous studies in this field. 

Future research efforts should also be 
focused on evaluating consu ltative 
pall iative care interventions that aim 
to ensure patients are getting the 
right care. 
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APPENDIXC 

Special Care Unit 
Communication Comprehensive Care Guidelines 

1. Family meeting within 48 hours of SCU transfer/admission- Goal setting meeting 
• Document GOC in EMR 
• Identify health care proxy (HCP) or surrogate 
• Complete MOLST form 

2. Communicate with the SCU team and different specialists involved in patient' s care. 
• Include the PMD if patient has one 

3. Order social work consult and involve case management for comprehensive transitions of care 

4. Assess for spiritual needs and order chaplaincy consult 

5. Assess if patient needs a palliative consult 
• Complex symptoms (intractable pain, dyspnea, or nausea/vomiting) 
• Complex decision-making 

6. When patient is nearing discharge: 
• Clear communication with caregiver/HCP/surrogate about plan of care 
• Contact the community provider -

All SCU patients must have: 

• Complex care notes in the EMR to identify these patients; ifreadmission is necessary, then 
these patients will be readmitted to the SCU 

• MOLST form completed 
• GOC documentation 
• Advance care planning documentation in progress notes 
• Provider to provider communication 
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APPENDIXD 

Data Collection Tool 

Unique ID 

Age 

Gender 
• Male 
• Female 

Race 
• African American 
• Asian 
• Caucasian 
• Other 

Ethnicity 
• Hispanic 
• Non-Hispanic 

Diagnosis 
• COPD 
• CHF 

Was a Goals of Care Conversation documented? 
• No 
• Yes 

Was a MOLST form completed? 
• No 
• Yes 

IfMOLST form completed or progress note documentation, indicate treatment preferences: 
Length of Stay (Days) 

Discharge Disposition 
• Home 
• Home with Home Care 
• Skilled Nursing Facility 
• Hospital 
• Hospice 
• Expired 
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875 Ellicott St. I Buffalo, NY 14203 
UB Federal wide Assurance ID#: FW A00008824 

For more information on exemption criteria and categories, see the IRB Toolkit Worksheet: 
Exempt Determination (HRP-312). Ifyou have any questions about this determination, please 
contact the IRB. 

Full HIP AA Waiver 

Based on the information you have provided in the "University at Buffalo Human Research 
Protections Program Request for Full Waiver of Individual Authorization for Use of Individually 
Identifiable Health Information" form (waiver request) , the UBIRB has determined a full waiver 
of the individual authorization required by 45 CFR § 164.508 for use or disclosure of protected 
health information is warranted based on the following criteria as specified in 45 CFR 164.512(i) 
(2). Accordingly: 

A) The use or disclosure of protected health information involves no more than a minimal risk to 
the privacy of individuals, based on, at least, the presence of the following elements: 

1) An adequate plan to protect the identifiers from improper use and disclosure; 

2) An adequate plan to destroy the identifiers at the earliest opportunity consistent with 
conduct of the research, unless there is a health or research justification for retaining the 
identifiers or such retention is otherwise required by law; and 

3) Adequate written assurances that the protected health information will not be reused or 
disclosed to any other person or entity, except as required by law, for authorized 
oversight of the research study, or for other research for which the use or disclosure of 
protected health information would be permitted by this subpart; 

B) The research could not practicably be conducted without the waiver or alteration; and 

C) The research could not practicably be conducted without access to and use of the protected 
health information. 

A brief description of the Protected Health Information for which this alteration or waiver has 
been granted is provided on the "Request for Waiver of the Authorization for Use oflndividually 
Identifiable Health Information" or "Request for Limited Waiver of the Authorization for Use of 
Individually Identifiable Health Information for Study Recruitment" which is part of this 
approval. IfHIV information is requested, this waiver is only valid for disclosures consistent 
with New York Code Public Health Article 27-F. 

As principal investigator for this study involving human participants, you have responsibilities to 
the SUNY University at Buffalo IRB (UBIRB) as follows: 
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Office of Research Compliance I Clinical and Translational Research Center Room 5018 

875 Ellicott St. I Buffalo, NY 14203 
UB Federal wide Assurance ID#: FW A00008824 

1. Ensuring that no subjects are enrolled prior to the IRB approval date. 

2. Ensuring that the UBIRB is notified of all reportable information in accordance with the 
New Information SOP (HRP-024). 

3. Ensuring that the protocol is followed as approved by UBIRB including minor changes 
which can be made if they do no impact the exempt determination. 

4. Ensuring that the study is conducted in compliance with all UBIRB decisions, conditions, 
and requirements. 

5. Bearing responsibility for all actions of the staff and sub-investigators with regard to the 
protocol. 

6. Bearing responsibility for securing any other required approvals before research begins. 

If you have questions, please contact the UBIRB at 716-888-4888 or ub-irb@buffalo.edu. Please 
include the project title and number in all correspondence with the UBIRB. 
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Background & Significance 

Advanced chronic conditions lead to: 

Unfavorable health outcomes 

Increased health care need 

High medical costs 
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Background & Significance 

Chronic obstructive pulmonary disease (COPD) and heart failure 
(HF) are chronic progressive illnesses 

Significant physical and psychological burdens 

High morbidity and mortality 

Increase health care utiliution 
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Background & Significance 

In 2017 The Coalition to Transform Advanced Care defined 
advanced illness as one or more conditions becoming serious enough 
that general health and functioning begin to decline, curative 
treatments loses its effectiveness and care becomes increasingly 
oriented towards comfort; this process extends to the end of life 
(EOL). 

The intensive patterns of care that many of these patients receive 
during disease exacerbation and EOL are not always aligned with 
their values and preferences. 
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Study Significance 

Aslakson, Curtis, & Nelson (2014) discussed how some patients spend their 
final days in the intensive care unit (ICU) because planning for care in a more 
suitable or preferred setting is inadequate. 

Improving value in critical care is of vital importance as it represents a 
significant portion of health care spending, has high rates of adverse events, 
and inconsistently delivers evidence-based practices (Murphy, Ogbu, & 
Coopersmith, 2015). 
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Capstone Purpose 

Analyze and examine the efficacy of the special 
care unit (SCU) 

Increase advanced practice nurses' awareness 
and knowledge of the benefits of palliative 
interventions on patients with chronic 
conditions 
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Project Focus 

Outcomes for hospitalized adult patients age 65 and older 

Advanced COPD or HF 

Special Care Unit vs Intensive Care Unit 

312-bed community hospital in Queens, NY 

Determine if the processes in the Special Care Unit resulted in 
better system and patient outcomes 
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Research Question 

What is the relationship between the SCU when compared to the ICU 
on outcomes of length of stay (LOS), health care utilization, and goals 
of care (GOC) and EOL planning conversations among hospitalized 
adults aged 65 and older with advanced COPD or HF? 
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Intensive Care Unit 

18 Bed Unit Special Care Unit 
1:2 nurse patient ratio 

Adult Medical Patients Special Care Unit 
Critically ill patients who require life support Nurse Practitioner (NP)-led six bed unit 
for organ failure or intensive monitoring, 
and therapies. • 1:4 nurse patient ratio 1:4-6 NP patient ratio 

Invasive ventilation 

Continuous renal replacement therapies 

Invasive hemodynamic monitoring 

Patients with risk factors for postoperative 
instability or decompensation 
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Special Care Unit Screening Tool 

Literature Review 
□ -.f-lt>!us 

□ Louo1....,.. ,i.m,,..,..,,,,_ ,w.,",,.._...,_ 
□ '°"""",ea,,._""'"'l""'""""""""°'"""'..,._,.. _,,.,-, ,.G-...,,,nd 

Ten articles published within the past five 
a __,_.,...., , • ..,._, ,~,_.,.. 

years. 

Quality of life, health care utilization, and 
0 ....................... ,.,..... 

□ •---IIO<IVOJPO.-, ..ntond/0<-00""..S.n!l~;plkn,o.-t;pooJ EOLcare. 
□ lloooU~t,,;,,O.-,;,.,.yo;,..,. 

□ c..-,od. , ,_,., .....,=··,.,1- · ''"''"""'"'""I Seventy percent of the studies discussed the 
□ - ................., ___,...,.....,__,., "--- effect of GOC and EOL planning discussions 

on improving patient outcomes. 0- thepollant mnt o no O<fflON olt"" followl r-c crt- "' IHtodmm.dtothe SCU? 

Ple.ose ched< ollthot oppty, 

O Meet> AlaMrio,nd one al t h< followicc· 
D Requl,es<losemonlto,1nc.l>ut<loesoot,,_ICUCrl\etla 

□ M<'<h•n><• lv,ntilotionwith troc:h<eostom; tut,,ortro<h-<oll>rpotient 

□ Comple.S.,.ntptontM•n•cementnffdsbutootvetin-potlent,,.,..,.,.,licibl<or 

reltlSi"l ln•p.ilentho•?>«O 

Does 1hepatien1meetthecriteriafortheSCU? 

□ YES □ NO 

Call for ICU consu lt 

(Flnal de,.,rmlnatlonbylCUattendln«:J 
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Literature Review 

Palliative interventions are associated with 
improvement in patient outcomes and should be 
integrated into the standard care of patients with 
non-cancer serious illness. 

Findings from this literature review support the 
need for more programs designed to improve 
patient-centered care, communication, and 
palliative measures for critically chronically ill 
hospitalized patients. 
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Structure (S) 

The setting in which care is delivered including adequate facilities and equipment, 
qualification of care providers, administrative structure, and operation of programs. 

15 
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Donabedian's Quality Framework 

Characteristics of institutions What is done to the patient What happens to the 
& pra.,iders patient 

Donabedian A. (1966) Donabedian S Quality Framework (Jnfographic) Retrieved from : 
https;/flearn.bu.edu/bbcswebdav/pid-2477978-dt-content-rid-
8392784_ 1/courses/ 14fallme thc750 _ol/course_images/methc750_ W06_donabedian.jpg 
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Process (P) 

The activities that constitute care including diagnosis, treatment, prevention, and 
education. It also examines how care is provided regarding appropriateness and 
acceptability. 

16 

4 

https://Lniverr.ty
https://https;/flearn.bu.edu/bbcswebdav/pid-2477978-dt-content-rid


'(eumvers1tyatBuffalo TheSta1et;,;ve,sityofNewYorl< 

Special Care Unit 
Comprehensive Communication Care guidelines 

t. Family meeti ■ & with I■ 48 II ours of SCU tra ■ sfer/ ■ dmlsslon - Go■ l ..ettin& meeti ■ & 

O0(:ument in GOC Sunrise on plan of care and identify HCP/surrogate 
Complete MOLST form 

:z. Communk■ te with primary (ICU team) wltlll different spedallsts Involved In patient's ure, 
Include the PMOifthereisone 

3. Order SW consult and l ■ volve CM for comprehensive tra ■ sitlon s of care 
4. Asklfpatient ■ eed sasplrltuala ■ dpsychosod a lcon s ult 

5. Assess If patient needs a Palliative Consu lt Comp le:,; symptoms (pain, dyspnea, nausea/vomiting, etc.) 

Comple:,; decision-making 
6. Wlllenpatie ■ tls ■ earln&dhchar&e, 

Clear communication with caregiver/HCP/surrogate about plan of care 
Contact the doctor that wi\l be taking care of the patient 

Ifto SNF/LTC, contact facility to speak with doctor 

Ifto home, contact PMD 

All SCU patie ■ ts must have 
Comple;\'. care note on SCM for ER to identify these patients - on readmission, all SCU patients to be 
readmitted to SCU 

MOL ST for completed 
GOC documentation in SCU 
Advanced Care Planning documentation in progress notes, 
Provider to provider communication 

17 

'(a Umvers1ty at Buffalo The State lkliversity of New York 

Justification 
Provides a framework that influence evidence-based practice 
provide. 

Transparency surrounding patient outcomes. 

Enables understanding of the value of metrics 
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Outcome (0) 

The endpoint of care, such as improvement in 
function, recovery, symptom management, and 
survival. 

LOS 

Costs 

Discharge disposition 

Increase in SCU referrals 
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Design and Method 
• Retrospective descriptive chart review 

Information for this study was collected using the electronic medical 
record (EMR). 

Analysis was conducted using IBM Statistical Package for the Social 
Sciences (SPSS) software 

19 20 
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Study Sample 

Special Care Unit 

Intensive Care Unit 

Inclusion Criteria: 

Patient in the ICU between January 2012.January 2014 
Patients in the SCU between January 2015-January 2018 

Age 65 or older 

Diagnosis of COPD or BF 
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Statistical Analysis 

Statistical Test ICU scu 

Independent Samples LOS-days LOS-days 

t-test 

Chi-Square GOCandEOL GOCandEOL 
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Measurable Goals 

Reduction in ICU WS 

Increase in the number and quality of GOC and EOL planning discussion 

Decrease use of health care utilization (DNR/DNI, artificial nutrition, antibiotics, IV 
hydration, vasopressors, hemodialysis, central lines, surgery) 
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Table 1 

Patient Demovranhics 
% 

Geooer 
Female 25 50.0 
Male 25 50.0 

Rm 
Mricsn American 8.0 
Asum 2 4.0 

Caucasian 36 72.0 

Egyptian 2.0 

Multi-Racial 10.0 
2.0 

MJs.,iog 2.0 
Native American 

FAb.nicity 
llispaoic 14.0 

Noo-llispaoic 43 86.0 
J)u,gnosis 

COPD 29 58.0 
CHF 20 40.0 
MJs.,iog 2.0 

Note. Study poplll•rion eharacteristk11. 50o/• males and 50% fem.aks; averace ace of8(1.6 years. 7o/• Caucasian, 10-/o Muldraclal, !!
23 

Africa ■ American., 4°/o Asia■ , and 2o/o El)'ptia ■ and NadveAmerican; COPD 583/o and HF 40 °/o, 
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Table2 

100% 
90% 

LOS Comparison IWvs. SCTJ 80% 

l;,:
• SO%Variable X SD 1 40% 

30% 
ICU 8.4 7.6 20% 

10% - I
0% 

ICU(n=2S) SCU(n"'25) 

Note, The resullll of tile Independent sample t-test ana l~n& differe ■ee I■ LOS betwee ■ tile 
two unlb, were not statlstkaJly sic■ lflea■ t (t (48) • l.4, p • 0.16). but t llere Wllll hf&ber WS Fig~ 1. Healtll Care UtUl.urion. Elc llty~la;bt pen:ent of the SCV patlenllJ had deereased health tare utilization 
In the SCV eompared to that In the ICU. ~:i1:r~:~,::i~:e::~~:i~ the ICU. The dJfferente In llealtll care udllurion was st:lltistita11y si i:; ■ lfk:ant 
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Table3 

GoalsofOueCollll)(U'Uf)n 

ProbabUltyVariable ICU scu 
Pvalue 

Goab of Ca re Co■ ve rsadon Doeumented p<0.001 

~led Nrni.. f acility No 16(64%) 0.0 
YH 9(36o/.) 25(100%) 

EOL Plannini:; Ot,cusdon p<0.001 

No Ill 
23(!>2 %) 0.0 

YH lW/o) 25(100%) 
PaU btiveCareCo■sul t p<0,05 

No 23(!>2%) Hi(64o/o) 
YH lW/o) 9(36°/o) 

MOLST Forna Completed p<0.001 
Flg11re 2. SCU Dbdla ri::e Oispoddon, So/. upired, 40% dbeh•ri::ed to• skilled ■uni■ & faellity, and 28% diteha l'lfll !tome wltll home 
careserviees, 

No 

15(100%) 5(20°/o) 
YH 0 l0(80o/o) 

Note, G0C and EOL plannin& wmparison. Dlffere ■ ees In G0C doeumentatlon was statistically slp.lflcant. 
Medical Orders for Life SustalnJn1 'lnatment (MOIST) 27 28 
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250 i'!i IO 
9.4 

N 9 

200 le 

ISO 

.,
100 

so 

Baseline 2015 2016 2017 

- scuCensus - rcuws 

FlgllTt J, Relationship between SCU Census & ICU WS. IUustrates llow since the development oftlle SCU In 2015, 
ICU WS llas decreased from !>.4 days to 4,5 as of 1017, As tile census In the SCV Increased, tlle LOS I■ tlle ICU has 
dm....._ 
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Conclusion 

The SCU is an innovative strategy that has successfully met the 
unique needs of hospitalized patients with serious illness through: 

Early integration of palliative measures 
Enhanced communication 
Careful planning for transitions of care 

31 
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Findings 

Table4 

Yearly and Total Variable Cost Savings 
2015 2016 2017 Total 

Total $703,337 $1,031,868 $1,090,213 $2,825,418 
Labor $447,250 $583,436 $803,815 $1,834,501 
Supply $256.087 $448,432 $286,398 $990,918 

TIils cost savini:; was• function ofvariabk supply cost reduction wllkh equaled $447,150 I■ 2015, $583,436 In 1016, and 
$803,815 In 1017, and vuiable labor cosllJ whkh equaled $156,0871 ■ 2015, $448,432 In 1016, and 5286.3'8 In 2017. Between 
years 2015 a■d 2017 tlwre Ila, been a total cost savin1 ofSl,825,418 by avokfln& unaeeessary ICU utUlurion. 
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Conclusions 

Results from this study suggest that the redirection of resources from the 
ICU to a more appropriate environment such as the SCU could be 
beneficial in addressing the complex needs of vulnerable patients. 

32 
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Limitations 

Focus is elderly patients with end-stage COPD or HF in one community 
hospital and may not be generalizable to larger acute care settings. 

May not be generalizable to other non-cancer serious illnesses. 

More research is needed to determine how disparities limit access to 
palliative care. 

Research is needed to understand the effect of socioeconomic status and 
education on outcomes of patients with advanced illness. 

There is also a need for studies examining the impact of ethnicity and 
culture on health outcomes for this population. 
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Strengths 

Findings from this project can be helpful in assisting policymakers in developing 
appropriate health services. 

Results provide researchers with a theoretical framework for future research. 

This model provides patients with advance chronic illness an elevated level of care 
designed to meet their complex needs in a cost--effective and supportive 
environment. 

Future implications for nuning practice include using integrative palliative 
approaches in daily nuning practice to help improve patient and system outcomes, 
as well as establishing more palliative educational programs for all levels of nuning. 
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Thank You 
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