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INTRODUCTION

Palliative care is an approach that improves the quality of life of patients and
their families facing the problem associated with life-threatening illness,
through the prevention and relief of suffering by means of early identification
and impeccable assessment and treatment of pain and other problems,
physical, psychosocial and spiritual. It is often confused by health care
professionals with hospice which is a facility or program designed to provide
a caring environment for meeting the physical and emotional needs of the
terminally ill.

Co-morbidities have consistently contributed to 7 and 30-day readmission
rates (i.e. HF, COPD) being above the benchmark and nursing has been
attempting to identify solutions to help address this issue. This is a population
of individuals who would quality for palliative care services, yet are never
offered palliative care services. Nurses are the caregivers at the bedside of the
patient who can help to identify those individuals needing palliative care
services in order to help prevent readmissions and provide for better symptom
management in these individuals.

With this information in mind, potential solutions to address the barriers that
exist to getting the individuals who need palliative care services to them were
evaluated. The two most identified barriers were: not identifying individuals
early on that would qualify for palliative care services; and the process that
exists that requires a nurse to obtain a physician consult prior to consulting
with palliative care.

OBJECTIVES

Identify diagnosis that are problematic with 7 and 30 day readmission rates.
Understand the difference between palliative care and hospice services.

Discuss how using a tool that is nurse driven can help to identify patients
who are appropriate for palliative care sooner than the normal referral
process.

RESEARCH QUESTION

METHODS

TARGET POPULATION AND SAMPLING:

The target population was all patients admitted to the Cardiac Surveillance
(CSU) and Progressive Care (PCU) units from April 1%, 2016 to July 31%,
2016. This was a convenience sample with the number of participants
determinant on the number of admissions to these two nursing units during the
specified timeframe.

PROCESS:

Criteria that needed to be included on the palliative care screening tool was
compiled based on the literature and guidelines. Once the tool was agreed
upon by all stakeholders, a trial of ing new admissions was ducted
for 30 days to ensure that the tool was efficiently identifying the patients
appropriately based on the scoring system.

In order to ensure that the nursing staff on the identified units understood the
tool and process, education was conducted with them that included what
palliative care is, how to complete the palliative care screening tool, what to
do with the results of the palliative care screening tool . Those patients that
were not directly admitted on the identified nursing units for this study were
excluded (i.e. surgical patients admitted through Surgicare/transfers) as the
admission process is conducted prior to the patient’s arrival to the unit. While
the nurse on either CSU or PCU was ing the individual’s admissi
they also started to complete a Palliative Care Screening Tool. (see Picture A)
Based upon the score of the screening tool, nursing then took one of the two
options:

1. Ascore of 4-5 on the screening tool prompts for a NURNI order (nurse no
interface) to send a notification to the Palliative Care Advanced Practice
Nurses that a patient qualifies for a consult (see Picture B).

2. Ascore of greater than 6 on the screening tool a message will appear to
“Notify case management for possible hospice eligibility”.

Case management then reassessed the patient every 48 hours to determine if
the patient situation has changed and the score is different. Subsequent

RESULTS

DATA COLLECTION METHODS:

Data was collected through an electronic report that tracked readmitted
patients, their palliative care screening scores and if a palliative care consult
was completed when deemed appropriate based on the score of the screening.
Readmission information was obtained from the Quality Resource
Department (QRD) who routinely tracks this data for both 7 and 30 day
readmissions.

DATA & FINDINGS:
Upon completion of the first 90 days of data collection, a comparison of data
was done to determine if the palliative care screening tool on admission was
having an impact. The 30 day overall readmission rate did not show any
significant improvement as shown in the graph below (Graph A). Since data
for the remainder of the months was not considered complete yet by QRD,
any data after April was not able to be included.

30 Day Overall Readmission Rate
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Does the use of a nurse driven palliative care ing tool on
identify patients in need of palliative care services sooner, resulting in a

decrease in readmissions to the acute care setting?

HYPOTHESIS

The use of a palliative care nurse driven screening tool upon admission will
identify patients sooner who are in need of a palliative care consult to provide
them with the necessary to prevent additional readmi to the
hospital setting.

LIMITATIONS

Only using two units in the hospital, instead of all adult care areas limited the
study as well as the staffing limitations of the number of Advanced Practice
Nurses in the Palliative Care office and case manager turnover. Thirty day
readmission data is not all available yet at the time of this data evaluation

scores would result in the same actions as above. Graph A

Y In eval of the 7 day readmission data the only disease process that had
"m:::‘ I e e any change was that of heart failure (Graph B). Data was only available from
P e QRD for the first two months which showed a positive decrease, though it
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Picture B

cannot be excluded that this is due to normal variation until the remainder of
the data is complete. It could be concluded that if heart failure is the only
disease process that had a change that it was due to the two units selected for
the initial research were both the primary cardiac units at the hospital where
the research is being done.

CHF 7 Day Readmission Rate
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CONCLUSIONS

After completion of the initial parts of this research, it is determined that a
longer timeframe is needed to continue to collect the readmission rates in
order to conclude if conducting a palliative care ing on admission to an
acute care setting can have an impact on readmission rates over an extended
period of time. The next steps will be to expand the palliative care screening
tool to all adult inpatient units so that a larger population of patients can be
included in the data. Having a larger population of patients be included may
impact the readmission rates more globally than just the use of the tool on the
two specified units.

Of note, nurses who were able to use the palliative care screening tool felt
more empowered to get the services needed for their patients because they had
the ability to initialize the consult nurse-to-nurse verses having to obtain a
physician order to have this process started. There was also an increase in
palliative care consults by 15.1% when compared to the previous year at the
same time.
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