[image: ]		    NYP/Q DSRIP PPS – Palliative Care Committee	
	Meeting Title:
	NYP/Q DSRIP
Palliative Care Project Sub-Committee
	Meeting Date:
	March 21, 2015

	Facilitator(s):
	Caroline Keane & Cynthia Pan, M.D
	Meeting Time:
	11:00 AM – 11:30 PM

	Dial in #:
	877-781-9807
	Passcode:
	1104725#



Meeting Purpose: 
	DSRIP Project Implementation



	
#
	Topic
	Document
	Responsible Person

	1.
	Welcome & Purpose
	-
	C. Keane
C. Pan, M.D.

	2.
	Approve Meeting Minutes – 12/17/15 & 3/17/16 Meeting

	



	C. Keane
C. Pan, M.D.

	3.
	EPEC Training Schedule & Registration Update
· Long Island Care Center has offered to hold the last EPEC session on April 12th 2017
· Registration forms will be prior to every session
· Update from last EPEC session at Woodside. 
	

	C. Pan, M.D.

	5.
	Palliative Care Uncovered Services 
· Identify top uncovered services from MCOs
	-
	C. Keane
C. Pan, M.D.

	6.
	Nation Health Decision Day 
	

	C. Pan, M.D

	7.
	Empowring CNAs to improve End of Life Care
	

	[bookmark: _GoBack]C. Pan, M.D 

	8.
	Questions & Open Discussion
	-
	C. Keane
C. Pan, M.D.

	9.
	Adjourn
	-
	-
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	NewYork-Presbyterian/Queens	

Project 3.g.ii – Palliative Care in SNFs

Project Committee Conference Call 

December 17, 2015 11:00 am – 11:30 am EST

	

Attendees:  C. Keane (Committee Chair, NYP/Q); C. Pan, MD (Vice Chair, NYP/Q); V. Gonzalez (Woodcrest); S. Weger (ICP); P. Rosenfeld (Margaret Tietz); E. Lishansky  (Dry Harbor); D. Murray (New Franklin Rehab & Health Care Center); D. Grayson (Calvary); L. Breuer (Parker Jewish); L. Megan (VNS); S. Kalinowski (NYP/Q PMO)

		Topic

		Discussion

		Actions



		1.  Agenda:

C. Keane

		· Welcome & Purpose

· Current State of Palliative Care

· Best Practices

· Training Plan

· Partner Engagement

· Questions





		· N/A



		2. Current State:

C. Keane

C. Pan, MD

		· Reviewed current state data from document 

· PPS is advocating partners adopt eMOLST over MOLST 

· Eliminates human error, lost forms etc. 

· Concern on MOLST paper forms don’t always include documentation, only orders

· eMOLST requires documentation included in form

· D. Murray volunteer to speak to any partner adopting eMOLST

· New Franklin did not utilize forms and went straight to eMOLST (skipped paper MOLST) recently 



		· N/A



		3. Best Practices: 

C. Keane

C. Pan, MD



		· PPS review the following best practices: 

· Education on Palliative and End of life Care (EPEC)

http://www.epec.net/

· Center to Advance Palliative Care (CAPC)

https://www.capc.org/

· Compassion & Support Advance Care Planning 

http://www.compassionandsupport.org/index.php/resource_directory/advance_care_planning

· Committee determined the EPEC models to be the best practices that will be used by the PPS

		



		4. Training Plan:

C. Keane 



		· Facilities status on implementation:

· Dry Harbor & Elmhurst: not currently using INTERACT but will be integrating it into their electronic systems when they go live (likely during DY2)

· New Franklin: begin using paper INTERACT in DY1, Q4

· Margaret Tietz: Using portions of INTERACT which are integrated into SigmaCare system; anticipate dull implementation in DY1, Q4

· No facilities currently have INTERACT champions except for Silvercrest, Parker Jewish & Pavilion

		· N//A



		5. Training Needs:

C. Keane

C. Pan, MD

		· Initial recommendation for education session on palliative and end of  life care:

· Hourly sessions to get EPEC certified

· EPEC is a seminar series to provide info on education for palliative care

· Reviewed modules on tentative training schedule

· Modules will be presented by speakers not as videos

· Goal is to repeat the program after the 1st round is completed to ensure continued training

· Calvary has palliative care institute and rounds on palliative patients 

· Calvary may be willing to volunteer to host or have a speaker present – C. Keane to follow-up offline

· CNA – cultural competency for palliative & bereavement support

· Consider as an added topic to training series

· 2- 2.5 hour sessions every other month

· PPS will consider having hospice in services on off months for patient/family education etc. 

· Partners volunteers to host: 

· DryHarbor, Margaret Tietz, Elmhurst, Woodcrest

		· C. Keane to follow-up with Calvary on potential collaboration

· C. Keane, C. Pan MD & S. Kalinowski to follow-up on next steps for kicking off training program 





		6. [bookmark: _GoBack]Engaged Patients:

C. Keane

		· C. Keane reminded participating partners to complete the actively engaged spreadsheets that were sent out

· PPS will be moving to a monthly data collection process in DY1, Q4

		· Participating partners to complete actively engaged spreadsheet 
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NewYork-Presbyterian/Queens PPS

Project –Palliative Care Sub-Committee

Project Committee Meeting

March 17th 2016 11:00pm – 11:30pm EST

	

Attendees: C. Keane (NYPQ),E. Lanchancy (Dry Harper), C. Coons (VNS), J. Garromone (NYC Rehab), C. V (QBEC), M. P. Faye (Centerlight ), C. Jennings M. D’Urso(NYP/Q), S. Kalinowski (NYP/Q), C. Pan (NYP/Q), M. Kennedy (VNSNY), D. Murray (Franklin Center), M. (Oznam Hall ) D, Grayson (Calivary ) ,S.Shuman (Parker Jewish) A. Gibbons , J. Diaz (HNY), A. Gibbons D. Murray C. Pan (NYPQ)

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Approve Meeting Minutes

· EPEC Training schedule & Registration 

· Community Resources & Collaboration Opportunities

· Palliative Care Uncovered Services

· DY1,Q4 &DY2.Q1 Deliverables

· NYP/Q Palliative Care & Geriatrics Symposium on Dementia 

		· N/A



		2. Approve Meeting minutes: 





		· Committee reviewed meeting minutes from 02/17/16 meeting.

		· Committee voted to unanimously approve the meeting minutes



		3. EPEC Training Schedule & Registration: 



C. Pan  



		·  EPEC schedule was sent out in April and registration will start in April.

· The last session was seminar style with Questions and Answer.

· There was a great participation form the attendees.

· Upon completing all sessions each attendee will be EPEC certified.

		· Partners must send PMO registration forms with attendees.



		4. Community Resources & Collaboration Opportunities

 C. Keane



		· PMO distributed a list of community resources and collaborative efforts for partners.

· The list provided complimentary services, musical massage therapy and much more.

		· Partners will email the PMO their feedback.



		5. Palliative Care Uncovered Services:

C Keane

		· Partners must identify any uncovered services from MCOs/

· Any palliative care services

· EMOLST

		· Partner will send PMO feedback



		6. DY1,Q4 &DY2.Q1 Deliverables



S. Kalinowski

		· Reviewed the Deliverables for Year 1 and future Year 2 deliverables.

· Deliverables will be made available in advance to ensure the deadlines for each metric is met.

		· N/A



		7.  NYP/Q Palliative Care & Geriatrics Symposium on Dementia

		· [bookmark: _GoBack]April 12th there will be a Dementia Meeting by Dr. Gary Kennedy with a panel to discuss “the depart of aging.” 

· The community has lack of info and doctors do not diagnose.

		· PMO will send out flyers for event. 
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EPEC Training Schedule.pdf.pdf
NewYork-Presbyterian NYP/Q PPS EPEC Training Schedule

1 Queens Project 3.g.ii Palliative Care in Skilled Nursing Facilities
Tentative Date / Time
# FLEL Title of Session Location
(2nd Wednesday of Every Other Month) Module

Wednesday, February 10, 2016

6:00 PM —7:00 PM| A |Plenary 1 |Gaps in End-of-life Care Cliffside Rehabilitation and Residential
Health Care Center

7:00 PM - 8:00 PM| B |Plenary 2 Legal Issues 11919 Graham Ct, Flushing, NY 11354

Wednesday, April 13, 2016
6:00 PM - 7:00 PM| C |Plenary 3 Elements & Models of End-of-life care  \n/00dcrest Rehabilitation
11909 26th Ave, Flushing, NY 11354

7:00 PM - 8:00 PM| D |Plenary 4 Next Steps
Wednesday, June 08, 2016

6:00 PM —7:00 PM| 1 [Module 1  |Advanced Care Planning Silvercrest Center for Nursing &
Rehabilitation
7:00 PM - 8:00 PM| 2 [Module 2 Communicating Bad News 144-45 87th Ave, Briarwood, NY 11435

Wednesday, August 10, 2016

Dry Harbor Nursing Home &
Rehabilitation Center
6135 Dry Harbor Rd, Middle Village, NY

6:00 PM - 7:00 PM| 3 [Module 3 Whole Patient Assessment

7:00 PM -8:00 PM| 4 |Module 4 Pain Management

11379
Thursday, October 13, 2016
6:00 PM - 7:00 PM| 5 [Module 5 Physician Assisted Suicide Margaret Tietz Nursing and
Rehabilitation Center
7:00 PM - 8:00 PM| 6 |Module 6 Depression, Anxiety, Delirium 164-11 Chapin Pkwy, Jamaica, NY 11432

Wednesday, December 14, 2016

St. Mary’s Hospital for Children
29-01 216th St.

Music Room — Ground Floor
Bayside, NY 11360

6:00 PM - 7:00 PM| 7 [Module 7 Goals of Care

7:00 PM - 8:00 PM| 8 [Module 8 Sudden IlIness

Wednesday, February 08, 2017

Parker Jewish Institute for Health Care
and Rehabilitation

271-11 76th Ave, New Hyde Park, NY
11040

6:00 PM - 7:00 PM| 9 (Module 9 Medical Futility

7:00 PM - 8:00 PM| 10 |Module 10  |Common Physical Symptoms

Wednesday, April 12, 2017

Long Island Care Center

6:00 PM —7:00 PM| 11 |Module 11  |Withholding, Withdrawing Therapy 144-61 38th Ave, Flushing, NY 11354

7:00 PM - 8:00 PM| 12 |Module 12  [Last Hours of Living

Updated March 4, 2016
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"It Always Seems Too Early, Until It's Too Late"
Conversations Change Lives. Start Your Conversation Today! 

 Please forward this email

















										Tomorrow is the 9th annualNational Healthcare Decisions Day (NHDD) , a day set aside to encourage everyone age 18 & older to have family discussions about personal values & beliefs, to choose a spokesperson, & to complete a health care proxy (known in some states as a durable power of attorney for health care). NHDD is a call to action.

"It always seems too early, until it's too late." JoAnn unfortunately knows this & was willing to share her family story with us in 2007. JoAnn's story& PSA align with this year's NHDD theme.













		[image: http://image.s4.exct.net/lib/ffcf14/m/1/spacer.gif]

								Who: You, your family, loved ones & friends. Everyone 18 years of age & older! 

What: Speak with your husband, your wife, your loved ones & your doctor about your values, beliefs & what is important to you.  

Where: Your home, around the kitchen table or wherever your family gathers to discuss important issues. 

When: April 16 (NHDD) or any time your family gathers, likeour family's annual Thanksgiving tradition since 1992!

Why: Anyone can face acute illness or injury & lose the ability to make medical decisions. "It Always Seems too Early, Until It's Too Late." Starting advance care planning discussions early will ensure your care & treatment is directed by someone you trust to make decisions on your behalf. Early conversation eases anxiety for your loved ones & provides peace of mind.

How: Real stories can help you start the conversation. Share your story or use the Advance Care Planning videos on the CompassionAndSupport YouTube Channel, including JoAnn's story & PSA.





















						Start Your Conversation Today:  Read about the difference between advance directives & medical orders. Review the Advance Care Planning resources on CompassionAndSupport.org. Check out ReachMD's podcast series on the 2014 Dying in America report, & reviewConversation Resources that align with the report. Share resources with family & friends. 

 

Raise Awareness Through Social Media: Follow @PatBombaMD, @KatieGOrem &@MOLSTMeg on Twitter. Use #NHDD & #NHDDNY in your tweets. Like CompassionAndSupport on Facebook & encourage friends to do so.


Consider Joining The NHDD NYS Coalition: While NHDD is just 1 day, the coalition works year-round to promote the value of advance care planning, health care proxies & MOLST. If you live in New York State & are interested in sharing your skills & expertise while growing professionally & creating sustainable community education on advance care planning, please join the NHDD NYS Coalition by contacting Meg today!



Thank you for your support of NHDD! Please forward this email to colleagues, family & friends.

Pat

Patricia A. Bomba, MD, FACP 

Vice President & Medical Director, Geriatrics

Excellus BlueCross BlueShield & MedAmerica Insurance Company

Chair, MOLST Statewide Implementation Team & eMOLST Program Director

Chair, National Healthcare Decisions Day NYS Coalition 
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www.medscape.com

Empowering Nursing Assistants to Improve End-
of-Life Care |

Dorothy Wholihan, DNP, ACHPN; Robyn Anderson, MSN, ACHPN |

Journal of Hospice and Palliative Nursing. 2013;15(1):24-32.

Abstract and Introduction
Abstract

Nursing assistants are integral to palliative care and are often the most deeply involved and consistent care providers to
dying patients. Yet the contributions of nursing assistants are often unrecognized and underappreciated. They are frequently
marginalized when it comes to professional education activities, particularly in the acute care setting. This article describes
an educational initiative based on the Hospice and Palliative Nursing Association nursing assistant core curriculum. A
daylong educational intervention was provided to a voluntary convenience sample of nursing assistants from a variety of
inpatient units. Presurveys and postsurveys about knowledge, attitudes, and awareness of ethical issues were administered
to those attending the class, as well as a control group of nursing assistants. The results of this pilot study showed that a
daylong conference on end-of-life care was associated with improved measures of knowledge, attitudes about care of the
dying, and awareness of ethical issues. Interesting points of discussion concerned the points of tension identified by nursing
assistants in the care of dying patients, the need for ongoing support for these staff members, and the practical issues of
how to best educate and integrate nursing assistants into the palliative care team.

Introduction

Nursing assistants are integral to patient care. They are the most consistent care providers and often develop deep
relationships with patients. Direct personal care is particularly important as patients near the end of life and become totally
dependent on nursing staff for all care and activities of daily living. Yet the contributions of nursing assistants to patient care
are often unrecognized and underappreciated. This article describes an educational pilot program developed to educate and
empower nursing assistants to improve the quality of end-of-life (EOL) care.

Nursing assistants are essential care providers to the dying in all major health care settings. Nursing assistants constitute a
large and growing workforce: in 2010, there were 1 505 300 million institutional direct care workers (nursing aides, orderlies,
and attendants) with an estimated growth of 20% over the next 10 years.m The foundation of practice for the nursing
assistant is the provision of personal care. Bathing, grooming, feeding, skin care, mobility, and toileting are all facets of care
provided by the nursing assistant. As such, they often are the most consistent and personal direct care providers. They can
become intimately knowledgeable about a patient's emotional and physical status and needs. Although nursing assistants
may not be responsible for determining medical and nursing therapies, they can be influential in EOL decision making,
because they are most consistently able to observe and identify changes in patient status. Particularly in long-term-care
settings, nursing assistants frequently have the most knowledge about residents.[?] Their attitudes can influence patients'
and families' attitudes and decision making. Hence, they should be integrated into the care team and accepted as active
contributors. The Hospice and Palliative Nursing Association (HPNA) has developed a position statement that recognizes the
critical contribution of assistants and recommends proper recognition and education to optimize their involvement in care of
patients with progressive, life-limiting iliness.[34]

How can these recommendations of the HPNA be achieved? Several barriers exist to the full recognition and integration of
nursing assistants into EOL care. Nursing assistants traditionally earn low wages, and most come to the position with little or
no formal training. They are often marginalized when it comes to continuing education opportunities.[5] Studies have
documented that nursing assistants involved in EOL care frequently report feeling frustrated and unappreciated.[B]
Unsurprisingly, these conditions lead to burnout and staff turnover, in turn leading to higher work burden and continuing job
dissatisfaction. Morale and job commitment decline, and these attitudes are sometimes revealed in job performance. A
negative cycle can ensue, leading to poor quality of care. Job dissatisfaction also leads to staff turnover. According to the
National Nursing Assistant Survey, the 2004 average nursing assistant turnover rate in long-term-care facilities exceeded
50%, a problem that negatively impacts quality of care.[”] High turnover is also costly, because of the burden of recruiting
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and training new staff, as well as the lost productivity related to low morale.[®! Suggested solutions include improving
financial reimbursement to increase staffing and educational opportunities.[gl However, policy issues are beyond the scope of
this article.

Specialty certification is one mechanism to improve quality of care. Certification validates specialized knowledge, enhances
professional credibility, and enhances feelings of accomplishment. It provides formal recognition for the level of specialty
expertise of nursing assistants.[19] The National Board for Certification of Hospice and Palliative Nurses, after performing a
role delineation study, developed a certification examination for nursing assistants providing palliative care. This examination
has been available nationwide twice a year since 2002.1""1 However, it is this author's experience that not all institutions are
aware such an examination exists. In 2011, the certification examination cost US $180.00 for nonmembers,“zl a fee that
may be a barrier to some nursing assistants. Furthermore, these staff may have trouble with formalized testing. The Bureau
of Labor Statistics reports many nursing aides have limited educational background (55% have less than a high school
education), may not have English as their primary language (28% are foreign born), and live below poverty levels.['] Hence,
nursing assistants may not have adequate study time, because many work second jobs, and they may have trouble with
formalized testing because of limitations in testing experience and language skills.

Improved educational opportunities may hold the key to increasing job satisfaction, retention, and quality of care. In an
observational study, certified nursing assistants reported that they could influence quality of care for dying nursing home
residents if they had better training to provide this care.['3] Several authors advise that improving educational opportunities
to nursing assistants can improve staff satisfaction and quality of EOL care.[4.10]

Most studies evaluating such educational interventions have been conducted in long-term-care settings. More than 20% of
Americans will die in nursing homes,[4] and it is estimated that 90% of personal care in such settings is provided by nursing
assistants.[®! Yet, frequently, long-term-care staff receive little or no training in palliative care.['] This is evidenced by studies
that show that nursing home providers have significant knowledge deficits about EOL care.l®] Data from the 2004 National
Nursing Home Survey revealed that only a quarter of 1174 nursing homes sampled had employee training programs on pain
management.[15] Educational interventions have shown some positive outcomes. Zheng and Temkin-Greener!'4! found that
staff education was associated with improved EOL care processes in 107 nursing homes. Parks and oolleagues”G]
developed a 5-session educational intervention for EOL care for dementia patients and demonstrated that their educational
program improved knowledge and attitudes of ancillary nursing staff. The majority of these educational programs have been
geared toward nurses, not unlicensed staff.[17] Ersek et all'8] developed the PERT program: Palliative Care Educational
Resource Team, which provided intensive training to a mixed group of nursing staff (nurses and nursing assistants) from 44
long-term-care facilities. The training resulted in significantly improved knowledge levels of participants. The researchers
have expanded the program to include a train-the-trainer program“gl and an Intemet-based curriculum specific to nursing
assistants. ]

A dearth of information exists on training programs for nursing assistants in acute care settings, despite the fact that more
than 40% of all deaths occur in acute care hospitals,[zo] and nursing assistants provide a significant percentage of nurse-
hours of care in the hospita|.[21] Howel?2! developed a pressure ulcer educational program specifically for nursing assistants
in acute care, the results of which contributed to improved patient outcomes and cost savings. In addition, she reported that
the nursing assistant participants reported increased satisfaction and a clearer understanding of their integral role as a
member of the health team. This type of educational intervention may translate well to EOL care.

In response to this gap in the literature, as well as an institutional need for improved EOL care, the advanced practice nurses
on 1 palliative care team developed an educational initiative entitled "Improving Bedside Palliative Care for Veterans: A Pilot
Program to Train Nursing Assistants in End of Life Care." The goal of this study was to examine the effects of this
educational initiative on nursing assistants' knowledge and attitudes about EOL care.

Methods

Design

This pilot project utilized a quasi-experimental, pretest and posttest design to evaluate the effect of an educational program
for nursing assistants on knowledge levels, attitudes, and awareness of ethical issues in EOL care. Institutional review board
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approval was obtained from JJ Peters VA Medical Center.

Sample Procedure

Participants were recruited from a convenience sample of all nursing assistants from an urban Veterans Affairs (VA) teaching
hospital. Twenty-five nursing assistants participated, coming from acute care units (medical, surgical, and spinal cord injury)
as well as Community Living Center (CLC) units. The VA CLC's model strives to create an environment that resembles
"home" as much as possible and aim to "deinstitutionalize™ nursing home care.[23] All available nursing assistants on 4
consecutive days and all shifts were approached for participation during unit meetings at change of shift. The pilot project
was explained, and surveys administered. Interested nursing assistants then requested time for class attendance from their
supervisors and were assigned to the course as unit needs allowed.

Intervention

The participating nursing assistants attended an on-site daylong educational conference. The class was designed according
to the HPNA Nursing Assistant Core Curriculum,[24] for which the instructors attended a 2-day train-the-trainer conference.
This HPNA training conference was adapted for the VA[23] including curriculum and training suggestions, which the
instructors adapted for the class. The program presented in the pilot study included content on communication, pain and
symptom management, and care in the last hours of life (Figure). The classes were designed to be lively and interactive,
with film, storytelling, group activities, art work, and competition instilled into the program. For example, clips from 2 videos
(Little Miss Sunshine and Taking Chance) were shown to demonstrate the importance of compassionate family
communication and respectful postmortem care. During the session concemning care in the last hours of life, participants
were asked to draw on paper human figures to facilitate discussion on common symptoms. Nursing assistants who shouted
out correct responses to questions on pain management were rewarded with stress balls and candy. Friendly competition
was encouraged during this session. After completion of the program, certificates were awarded, and each participant was
pinned by the director of nursing and formally recognized as a resource for EOL care for nursing assistants.

httn-/Aananar maderana ram hriavwrarticla/777200 nrint /11
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Content Time Activities
Introduction to the Course
1. Introduction of participants 30 minutes Participants interview each other and introduce one
2. Importance of learning about another to the group.
death & dying Story: The Horse on the Dining Room Table!'
3. Self-awareness of personal Follow-up discussion re: general discomfort about death,
attitudes re: death. sharing relevant personal patient experiences.
Communicating with Patients and
Families ]
1. Empathetic listening 90 minutes Lecture wxlh slides: ‘Adfzptfsd from HPNA curriculum.
2. Open-ended questions R?le Playing: Empathetic iastenzx{g 315.2113& ) ‘
. . , Video: Example of poor communication skills (Little
3. Dealing with strong emotions Miss Sunshine: scene about death of grandfather in
4. Non-verbal communication Smergency room)
5. Use of presence
6. Reportable signs of distress
Pain Management
1. Types of pain 60 minutes Lecture with slides: Adapted from HPNA curriculum
2. Pain Assessment Review of content with pnzes
3. Pain medications & side effect (Individuals or teams)
4. Non-pharmacological
interventions
5. Talking to families about pain
Symptoms at the End of Life
. Dyspnea 90 minutes Lecture with slides: Adapted from HPNA cumiculum
2. Constipation Small group activity. Paired groups make posters of a
3. Anxiety symptom with 2 columns:
4. Nausea/vomiting 1) Reportable signs & symptoms
§. Skin breakdown 2) NA interventions.
6. Confusion Follow-up discussion: participants present their posters
7. Depression 10 group.
8. Anorexia
Care in the Last Hours of Life
Lecture with slides: Adapted from HPNA curriculum
1. Changes in care in last hours 90 minutes Small group activity: Groups provided with human
2. Physical signs figures, and asked to draw symptoms in last hours.
3. Emotional/spiritual signs Follow-up discussion re; cach symptom (both physical
4. Supporting the family and emotional/spiritual.
5. Supporting one another

11l@izaflish.RA. The horse on the dinin
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Figure.

End-of-life care curriculum.

Measurement

The survey consisted of 10 multiple-choice questions measuring knowledge of EOL care, as extracted from the HPNA
Nursing Assistant Core Curriculum Training Program.[24] The survey also included 7 locally developed, simple agree/disagree
questions designed to measure attitude toward care of the dying and confidence in skills. In addition, 5 Likert-scale questions
measuring awareness of ethical issues were added, taken directly from the VA National Ethics Survey[26] conducted a year
previous to the study (). The survey was administered before the class and again 1 month after the intervention class.
Because this was a pilot study with a small sample size, no identifiable demographic data were collected, and surveys were
coded according to anonymous codes self-selected by respondents. Participants also completed a course evaluation at the
end of the day, using a Likert-type evaluation of each topic presentation, addressing whether objectives were met, presenters
were clear, and teaching strategies were helpful to their learning.

Table 1. Nursing Assistant Survey and Percentage Answered Correctly

% %
o Correct| Correct
Pretest | Posttest

1. The role of the nursing assistant in pain management includes 92 100

A. recommending a different medication. ° °

B. completing the patient's schedule of medication. ° .

C. observing for the adverse effect of medications. ° °

D. teaching the patient and family how to apply a transdermal pain patch. . °
2. Your patient rates his pain as a 3 on a scale of 0 to 10. In response to this, you 92 92

A. call the nurse and report the need for increased medication. ° °

B. ask him if this is an acceptable pain level for him. ° °

C. ask is you can do anything to make him more comfortable. ° °

D. both B and C . .
3. When people cannot communicate with words, you can evaluate their pain by observing their 76 92

A. appetite. ° o

B. sleep pattems. ° °

C. relationships with others. o v

D. all of the above ° °
4. You walk into a patient's room, and he says, "I can't catch my breath!" The first thing you would 36 88
dois to

A. call 911. o °

B. contact the nurse and request that oxygen be provided. ° e

C. offer a soothing backrub. . .

D. make sure he is sitting upright. . a
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5. As his death approaches, Mr O.'s family is very upset by his noisy, rattling respirations. You can 16 80
tell the family that

A. oxygen will help the patient. ° °

B. the noise is more uncomfortable for them than it is for the patient. e °

C. suctioning the patient will help. . °

D. nothing will help. ° °
6. Mr L., a patient with bone cancer, has an early stage | skin breakdown. His wife tells you that 88 84
tuming him causes him pain and asks if he can be left on his back. Your best response is to

A. tell herit's OK that he not be tumed because his comfort is the most important thing. ° °

B. suggest that he be tumed after he has had his pain medication. ° °

C. tell her that tuming and repositioning the patient are the best way to prevent further breakdown, i .
which may cause him more pain.

D. bothB and C ° °
7. You are caring for a patient with very advanced Alzheimer disease. The patient insists on calling 56 76
you by his deceased mother's name. The most important action would be to

A. remind him repeatedly that you are not his mother and that his mother is dead. . °

B. allow him to address as his mother and respond as you believe his mother would. ° °

C. remind the patient of the date and year in an effort to orient him to his surroundings. o .

D. gently tell the patient you are not his mother and acknowledge the importance of his mother to i .
him and his feelings about his mother.

8. Mr B. came to your nursing home after suffering a serious stroke. He is unable to move one side

of his body and needs help with many activities. His health care team talks to him about whether he 64 68
would like a DNR (do not resuscitate) order written in his medical chart. He asks you what you think

about this. Your best answer would be to say

A. "If you agree to a DNR, you do not get any more treatment." . °

B. "Only people who are dying need to have a DNR order." . °

C. "If you have a DNR order, you will get treatment to keep you comfortable. If your heartbeat and . .
breathing stop, nothing will be done to attempt to restart them."

D. "The doctor should decide what has to be done when the time comes." ° .
9. The most important thing to consider as the patient nears death is 36 68
A. the team's care plan for the patient. ° °
B. the patient's needs and goals. o v
C. proper positioning of the patient. o °
D. keeping the patient clean and dry. ° o
10. Which of the following is true about the end of life? 44 52
A. It is the same for every patient. o °
B. It can be an opportunity for personal growth. o o

httn-/hanana maderana cam Ariowarticrta/777200 nrint AR/11





4/ 10120 10 www.meascape.com/viewartcie/ s 1 1 399_print

C. A good doctor can predict when the patient will die.

D. It usually happens suddenly rather than gradually. o o
Attitudes about EOL care: agree/disagree: "When | am assigned to take care of dying patients, 1" . .

| don't know what to say to the family to make things better. 48 72

It is better to leave the family and patient alone as much as possible. 40 40

| am able to explain the physical changes patients experience as they start to actively die. 60 72

| feel very uncomfortable at the thought of caring for someone who might die. 68 84

| often wonder if their pain is really bad or if they just want to take a lot of pain medications. 76 80

| feel afraid that they will ask me questions that | can't answer. 48 44

| think when patients stop eating, they should get feeding tubes to keep them from starving to a4 76
death.
Items on ethical issues (Likert 5-point scale): agree/disagree ° °

If a patient has an advanced directive, then the patient does not wish to receive life-sustaining 60 50
treatment.

If a patient has been diagnosed with dementia, then the patient lacks decision-making capacity. 4 36

It may be appropriate for a patient with a DNR/DNAR (do not attempt resuscitation) order to 68 68
receive life-sustaining treatments such as feeding tubes.

For a dying patient, intravenous hydration should be continued even if other treatments have been 39 50
stopped.

In terminally ill patients, analgesics including opioids should be prescribed in dosages sufficient to 56 68

control pain even at the risk of hastening death.
I S I

Results and Analysis

Participants from 5 units in the medical center participated in the pilot program. All major care units were represented: acute
medical-surgical units, spinal cord injury, and long-term care. Twenty-five intervention class participants completed the
presurveys and postsurveys. Review of the pretest and posttest results showed an increase in scores occurring in all 3
subsets (knowledge, attitude, and ethics). Total survey scores increased by 3.4 points (of 22 total points), a statistically
significant increase upon paired t test analysis (P < .05). Thus, one can summarize that the educational pilot program was
associated with an improvement in knowledge, attitude, and ethics awareness scores among the nursing assistants
participating in the daylong educational program.

An item analysis of survey questions was conducted. The nursing assistants scored uniformly low on the ethical items, which
were designed as a 5-point Likert scale. In terms of attitudes and confidence about EOL care, the lowest-scoring questions
involved communication and the use of feeding tubes. The knowledge questions most frequently answered incorrectly dealt
with interventions for dyspnea, responding to disoriented patients, and the concept of goals of care. Course evaluations were
overwhelmingly positive, and subjective responses from participants in the class indicated that the nursing assistants
appreciated formal opportunities for staff development and wanted to be heard about care issues.

Discussion

The results of this pilot study showed that a daylong educational conference for nursing assistants on EOL care was
associated with improved measures of knowledge, attitude, and awareness of ethical issues.

Several interesting observations can be made after reviewing the experience, with implications for future research and
practice. First, limitations in this pilot study must be acknowledged. The sample size was small, limiting the generalizability
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of results. Nursing assistants were recruited from 3 medical-surgical units, 1 spinal cord unit, and 2 long-term-care units in
the CLC. The acute care units are typically staffed by 12 to 16 nursing assistants in a 24-hour period, whereas the CLC units
use approximately 14 to 18 nursing assistants. However, there are frequent staffing shortages, and units often work with
suboptimal staffing. This staffing shortage may account for the low level of recruitment in our pilot study (only 25 nursing
assistants attended). The low recruitment numbers compared similarly with those of Ersek et al,l'® who reported industry
stressors, such as staffing shortages, were a reason for low participation. These researchers recommended more flexible
ways to deliver content and subsequently developed train-the-trainer and online programs.l'® Another limitation involved the
measurement instrument. Although the HPNA multiple-choice knowledge posttest was apparently well understood, some
nursing assistants reported confusion with the more complicated Likert-type questions found in the ethics section of the
survey. Developed by researchers not part of this study, the VA ethics questions were slightly convoluted, and they were
occasionally left unanswered. Reliability or validity testing on these instruments was not conducted. A final limitation
concerns the lack of demographic data. Descriptive data about the background, training, populations served, and past
experiences of the participants might provide useful information about subgroups of nursing assistants in need of further
training.

The findings of this pilot study confirm those of other researchers. Ersek and colleagues'®! early work assessed concerns
about EOL care and leaming needs of nursing staff in long-term-care settings. Many similar themes emerged. In the present
survey, the nursing assistants frequently checked items that expressed concerns and attitudes involving communication, such
as "l don't know what to say to the family to make things better" and "I am afraid they will ask me questions | can't answer."
These findings mirror those of Ersek et al,[®! whose nursing assistants also reported uncertainty and stress about their
communication skills in addressing family and patient concerns. Their later work!'8] measured participant self-evaluation of
their confidence in providing EOL care, including communication, and found improvement after class attendance. Self-
evaluation scores also increased with the computerized educational program.[5] Likewise, results of this pilot demonstrated
increased comfort with EOL communication issues.

Another survey question about nursing assistant attitudes concerned the use of feeding tubes at the end of life. A majority of
respondents agreed with the statement that feeding tubes should be used for dying patients to keep them from starving to
death. This indicates a deficit in knowledge about palliative care principles and the concepts of determining goals of care.
The interview results of Ersek et all®! revealed similar results on their needs assessment, finding that nursing assistants were
routinely excluded from team discussions about goals of care, leading to uncertainty and unease. These findings are
reinforced in another work, 2] which documents nursing assistants as expressing that they felt troubled when they did not
understand about why certain interventions such as food and fluid were discontinued.

Friction with licensed nursing staff was a topic brought up by nursing assistants in the present pilot study. They voiced that at
times that they felt caught between family and nursing staff, and they felt that their contributions were not often respected.
They also expressed concerns that their opinions and observations were undervalued by licensed staff. This frustration has
been documented by other researchers.[6:14]

Implications for future study abound. This pilot did not differentiate care setting in analyzing the educational needs or
response to intervention. With such a dearth of research in the acute care setting, studies of nursing assistants working
specifically in acute care hospitals would be helpful in developing targeted interventions for this population. In addition, in
light of the expressed concerns regarding issues with communication and working relationships, an important future study
might involve interdisciplinary educational interventions aimed at nursing assistants and licensed nursing staff together.
Ersek et all'8] addressed this staff friction by developing their initial program as a class for mixed licensed and unlicensed
staff. This pilot study could be adapted for a mixed audience, and evaluation questions about this possibility will be added to
future classes to assess the response of nursing assistants to this strategy.

Research on instrument development is needed in the study of this unique population; valid and reliable tools are lacking. In
the present pilot study, the survey respondents appeared to have trouble with a scale commonly used in survey research.
This finding corresponds with that of Kennedy—Manne,[ZB] who also reports many nursing aides had difficulty with a 5-point

Likert scale.

After reviewing the literature and conducting this pilot, several implications for future educational practice can be considered.
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In terms of technique, the highly interactive and lively nature of the program was enjoyed and appreciated by the staff
involved. Many nursing assistants have not had good experiences in the traditional school system and find it difficult to learn
through lectures and reading.[9] Creative approaches are essential, and educators need to use role play, simulation, and
other innovative technigues to teach communication and other "soft" skills. A full daylong program was labor intensive, and
staffing did not allow for all interested staff to attend. However, past work using alternate techniques proved inadequate.
Parks et all'®] evaluated an EOL educational intervention for ancillary staff, which consisted of a series of shorter offerings.
These researchers found that despite repeated offerings, their classes reached only 55% of targeted staff, and the
researchers proposed the need to try alternate logistical arrangements. Subjectively, participants in the current pilot study
reported preference for a full-day event, citing that removal from their work site and a daylong format indicated a true
commitment to their learning on the part of nursing administration.

Throughout the class, pilot study participants communicated the emotional strain involved in caring for patients at the end of
life. Grief work is often neither recognized nor supported and may contribute heavily to staff burnout and negatively impact
quality of care. Several studies of nursing assistants[6:27.29] point to this significant need and recommend ongoing emotional
support for these caregivers who may carry a heavy emotional burden. Formal support groups have had a positive impact on
nursing assistant,[29] but other forms of bereavement support such as memorial books, rituals, and services may also be of
benefit.

Conclusion

This pilot study was generally successful. Future educational efforts are planned to reach nursing assistants unable to attend
the first session because of staffing inadequacies. The researchers aim to invite nursing assistants from neighboring VA
hospitals, as well as include this class as a required component of orientation for newly hired nursing assistants, moves that
would capture larger numbers of participants. The format and interactive style of the program will be maintained, because
participants provided such positive feedback. Future study would alter the surveys to simplify the measurement of outcomes,
deleting or amending the difficult questions from the VA National Ethics questionnaire. End-of-life care throughout the health
care system remains suboptimal. Nursing homes continue to emphasize rehabilitative rather than palliative care, although a
quarter of Americans dies in nursing homes.[3% Scant literature exists about the work of nursing assistants working with the
terminally ill in acute care settings. Although nursing assistants are integral to the direct care of dying individuals, inadequate
attention has been focused on educating and empowering these providers to improve quality of care. This pilot study
evaluated a daylong EOL educational conference for nursing assistants from diverse acute-care and long-term-care settings
and found improved scores in knowledge, attitudes, and ethics awareness. Further work in the area of nursing assistant
education is warranted.
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