
 

 Newsletter                              Fall 2017 
 

1 
 

 

 

 

Table of Contents 
 

 

Editor’s note ● p.1 

City of Hope ● p. 3 

 Bonnie Freeman       p. 3 

Collabria Care ● p. 10 

 Sherry Michael p. 10 

Stanford Health Care ● p. 13 

 Susan Kimura p. 13 

VA Palo Alto Health Care System ● p. 17 

 Mary Umstattd p. 17 
 Penny Phillips  p. 22 
 Jim Hallenbeck  p. 26 

 

 

 

 

 

 

 

 

 



 

 Newsletter                              Fall 2017 
 

2 
 

 

Editor’s Note 
Dear members, 

Much has been written on the power of silence as a tool for active listening. At a recent 
COMFORT Communication Project course on communication for healthcare professionals, 
participants – myself included – had the opportunity to witness firsthand this impactful tool at 
play.  

The course encompassed an extensive array of meaningful material; initially, there was 
widespread wonder at how so much information would be covered in just two days. It could 
seem easy to get lost in the abundance of material, but the faculty members offered us an 
incredible lesson. For example, Dr. Betty Ferrell reinstated the importance of silence in her 
presentations throughout the course and, most importantly, demonstrated just how powerful 
silence can be. Despite the abundance of material, she presented the concepts calmly, 
unhurriedly, pausing and giving us time to digest the material. This was a sort of silence that 
differed from simple quiet. It was active, rather than passive, and involved very engaged 
listening. By allowing for silence in a fantastically vast swath of information, she ensured that we 
would come away with the most important lesson of all: silence can make all the difference. 

This kind of thinking translates directly to palliative care. Human beings are complex, and in 
palliative care, we must take into account the support, presence, palliation, and guidance of the 
whole physical, emotional, spiritual, and social person. This is no easy feat, and it requires a 
great deal of inner calm and willingness to listen. It is an essential responsibility of ours to not 
just hear but listen to what others have to say, and silence is a powerful tool in that regard. 

Together, we can make a difference if we listen to the voices of our palliative care community. I 
would like to invite you to lend an ear to the amazing professionals that have contributed to this 
volume of the SFBA HPNA Newsletter. Special thanks to all the contributors and to Mary 
Umstattd and Jamie McNamara for their support with the outreach! 

As always, please reach out to me at newslettersfbahpna@gmail.com with any comments, 
questions, or submissions – your thoughts and suggestions are more than welcome.  

With this, I welcome you to the fall 2017 edition. Thank you for your continued support!  

Yours, 

Fortunella Gozal Melul 

Editor in Chief, SFBA HPNA Newsletter 
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City of Hope 
Bonnie Freeman 

RN, DNP, ANP, CT, ACHPN 

 

 
 

About Bonnie: 
 

Bonnie Freeman is a Nurse Practitioner in Supportive Care Medicine which is part of the 

Department of Supportive Care at City of Hope. She has a Doctorate in Nursing Practice from 

Azusa Pacific University, an adult nurse practitioner post-masters degree from Vanderbilt 

University, is certified in Thanatology, and holds an advanced certification in Hospice and 

Palliative Care Nursing. Bonnie was awarded the AACN ELNEC Critical Care Achievement 

award in 2009, the Award of Excellence in Pain Management from the Southern California 

Cancer Pain Initiative (SCCPI) in 2012, and the Margo McCaffery Award for Excellence in Pain 

Management in 2014.  

 

Her reference book, Compassionate Person-Centered Care of the Dying, published by Springer 

Publishing, received a 2015 Book of the Year award from the Journal of American Nursing 

Association. This book focused on an educational method Bonnie developed to address the most 

common symptom management needs of the dying called the CARES tool which continues to 

grow in popularity and has been instituted by over 50 hospitals in the United States, and 



 

 Newsletter                              Fall 2017 
 

4 
 

Canada. The CARES Tool was endorsed by the City of Hope and has been expanded into a 

physician’s electronic order set, a supportive care and extensive friends and family version, and 

self-care materials. 

 

Check out the latest promo video for Bonnie’s movie Resilient Hearts! 

 
1. Tell us the two things you would like us to know about your palliative care 

team. Anything goes! 
 

The first thing I would like you to know is that my Palliative Care Team is actually a 

Department made up of a little over 100 people. We call ourselves the Department of 

Supportive Care. Under this umbrella are all the departments that normally provide staff 

for a palliative care team. We have 30 social workers, 3 chaplains, 3 Psychiatrists, 2 

Psychologists, 3 child-life-specialists, several navigators, lots of volunteers, 7 physicians, 

and soon to be 4 nurse practitioners. The numerous technical, clerical, and research staff 

compose the remaining members, and we will soon be adding the interventional pain 

specialists and rehab to our ranks. 

 

There are only a few actual group rounding opportunities at City of Hope for some 

individuals in our Department. They include ICU and some of the Hematology groups. 

Our involvement stems from consults from primary teams and social work 

encouragement. Every oncologist at City of Hope has a social worker assigned to them, 

so if there is ever a concern they can step in and recommend involvement from others 

within our department. They are commonly our front line for communication. The 

reverse is true too. If I am seeing a patient the Supportive Medicine team was consulted 

on (usually for pain management) and I discover a psycho-social component that needs 

to be addressed, I can check what social worker was assigned to that patient and contact 

them for assistance. I often think we do our own version of rounding, but it is by 

computer as we ask for other team members’ recommendations and involvement. 

 

The second thing I would like you to know about my Department is how well we 

complement each other and have each other’s back. There are no authority issues 

between physicians and nurse practitioners. We work well with each other and try as 

best we can to share the workload. Nurse practitioners are encouraged to work up to the 

https://www.youtube.com/watch?v=6kUQunlFQss&feature=youtu.be
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level of their license, creativity is encouraged, and we are all about working as a team. 

We are by no means perfect, but it is truly one of the best places I have ever worked.  

 

2. Tell us what a “normal day” in your program looks like. 

A normal day for me depends if I am seeing in-patients or in the out-patient clinic. 

Either way, all new consults are seen by one of our physicians and a plan of care is 

established. All follow-up visits are seen by an NP unless a rapport or special issue 

requires the patient to stay with one of our MDs.  

When I am on the in-patient rotation, I see 10-12 patients a day. I review their opioid 

usage and any other symptom management issues. I make adjustments in their 

medications as necessary and spend time talking and assessing each patient. I may need 

to consult other members of my department, or request a family meeting be organized. I 

try to keep communication open between the patient and family and all care providers. 

Often, I am asked to oversee the care of an actively dying patient. I will work closely with 

the nurses, patient, and families to insure all are comfortable with the care provided and 

work to help differentiate between a normal progression in dying and suffering. I provide 

orders, education, and lots of hugs and tissues. I want to make a dying patient’s final 

journey as compassionate and as stress free as possible. 

When I see patients in the out-patient clinic, they are usually following up for pain 

management issues. I am routinely assigned six patients in 30-minute appointments. 

This allows me time to assess the patient and family holistically and get their buy-in with 

a pain management plan. It allows me time for teaching about pain and the need for 

compliance with directions. I wish I could say the majority of my patients are compliant, 

but I have discovered they want the flexibility. It’s like they lost control over the way 

their body responds to their disease, but they sure can decide when to take a pill. I deal a 

lot with non-compliance and have occasional issues with drug abuse and diversion. 

Many of the out-patients are survivors of their cancer, but they must learn to work with 

the chronic pain that remains. I am fascinated with how the nervous system becomes 

altered when placed under unrelenting stress. Often treatment is a combination of 

opioids and cognitive behavioral therapy.  
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I function very independently in my roles, and report off to the on-call MD before leaving 

for the day. If I have any issues there is always someone to discuss them with. I enjoy the 

independence and the opportunity for growth my job brings. 

3. What are some of the key changes your program has experienced in the past 

2-3 years? This can be anything from number of palliative care consultations 

to growth in the interdisciplinary team size to diversity of the patient 

population served. 

Some key changes in the past 2-3 years involved a transition in staff. At one point our 

medical division only consisted of me and another NP. There were many issues that had 

to be clarified for our Supportive Care physicians such as the role of being viewed as “the 

pain team” and the challenges of getting oncologists to consult us since “we don’t provide 

anything they couldn’t do.” We seemed to settle on the acceptance that the oncologists 

will treat the cancer, and we will help treat the side effects. It seemed once an 

understanding was established, communication and patient care involvement improved. 

We also had to come to terms with setting limits on chronic pain management for non-

cancer patients. None of us possess chronic pain licensure, and need to therefore access 

community resources. 

4. Have you reached consensus on the most appropriate language and/or 

reference point regarding the definitions of: palliative care, serious illness, 

hospice, and advance care planning (ACP)? If so, what are the definitions 

your team relies on? 

I don’t recall ever formally stating what we felt was an appropriate language for our 

Department. We adopted the work of Betty Ferrell (after all she does work here) and the 

National Consensus Project’s guidelines and definitions for palliative care. We believe 

that palliative care is a holistic approach to symptom management that must be patient-

specific and in keeping with the patient’s goals of care. Serious illness is defined as an 

illness that will eventually contribute to the patient’s death. Hospice is a respected option 

for our terminally ill and dying. The major barrier remains the sense that agreeing to 

hospice is equal to giving up. I do a lot of teaching about the services Hospice can 

provide, but I avoid using the word. I learned long ago, once you say the word Hospice, 

you have lost their attention. Patient and families need to hear the benefits of this 
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program and it must be presented in a positive light as far as its role in prolonging life 

and helping to maintain quality. I feel Hospice is severely underutilized.  

We are in the process of consolidating programs at City of Hope that address advance 

care planning. We have our version of an advance directive form and notaries are readily 

accessible throughout the week. Our department feels ACP is an essential component to 

providing patient specific care and for us to continue in our role as a patient advocate.  

5. What are the main hiccups you’ve encountered so far (and anticipate may 
occur) related to the sustainability of your inpatient/outpatient programs? 
 

Once physicians have gotten to know the quality of services we provide they want us 

involved with all of their patients. They don’t understand why we cannot drop everything 

and see a patient in the clinic at the drop of a hat. There are just not enough of us to 

cover everything. I feel we need to find a better way to provide palliative care to larger 

groups of patients and families. We need to develop the skills of the bedside nurse, the 

advance practice nurse, and the nurse navigator to insure that all their patients have 

holistic support. To me this is basic nursing. There is a need to understand that our 

compassion and humanity are as important as any other nursing skill we possess, and we 

must learn to value this skill. Patients and families need to feel valued and listened to. 

Who better to provide this than nurses? There needs to be a basic palliative care 

practitioner, and an advanced level for issues unresponsive to basic care. 

 

6. How do you think the quality of palliative care can be improved? 

As I discussed above, I think palliative care can be improved when all health care 

providers embrace the basic tenants of providing care holistically, utilizing therapeutic 

listening, treating patients with dignity and respect, and embrace the importance of 

compassionate care that truly values the patient. Nurses need to be the patient advocates 

and give their patient’s goals of care a voice. I would like to see the level of care for the 

dying improve. This can be accomplished with education and on-going support of 

nursing and medical staff. There is a willingness to learn, but health care providers are 

also human beings and can easily over-identify with their dying patients and families. 

Palliative care must also include health care providers themselves. We cannot continue 

to improve palliative care if we cannot retain the providers in this field. There must be 

more focus on self-care and how to retain our own resiliency. I feel there should be an 
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emphasis on reframing our care of the dying. Health care providers must let go of the 

idea that death is a failure and that they have any control over how a patient’s body will 

respond to their care. We must all accept that they have done their very best, and 

recognize that we have everything to say about the quality and compassion that can be 

provided for the time the patient has left. We must learn to focus on making the final 

journey of our patients a celebration of their life and help families to have loving 

memories of the final days. This is where we can make a difference, and this realization 

of what we can provide is what will keep health care providers doing this work. I honestly 

feel most days I get more out of my job than I give, and I am honored to be in this special 

field of medicine. 

7. What questions and topics would you encourage your patients and their 
families to think and ask about? 

I encourage my patients to take ownership of their bodies and to decide what treatments 

and care are right for them. I encourage the need to look at risks versus benefits, and to 

be true to what they value most in life. I caution them that they must have a clear 

understanding of what living is to them and make their wishes clear to their medical 

team and their family. I encourage having an advance directive, and to openly discuss 

what is happening in their lives. 

8. What metrics do you use to measure the growth of your palliative care 
program (whether inpatient or outpatient)? 
 

Our Department monitors the global growth of our consults both in-patient and out-

patient over time. We utilize metrics from the reference tool Measure What Matters. We 

assess how we impact QOPI metrics and are engaged with other cancer institutions to 

understand end of life metrics and how these can be improved. We monitor the impact 

our programs have had on advance care planning and have seen a global increase 

especially in AD completion rates in relevant populations like those undergoing stem cell 

transplant. Lastly, we are doing a lot of infrastructure building in regard to End of Life 

care and will be assessing the impact on patient and family quality of care/satisfaction. 

 

9. Where are your palliative care consults triggered from (e.g. nursing 
admission assessment, physician’s order, multidisplinary discharge rounds, 
ancillary request, family request)? 
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Our Supportive Care consults are generated primarily by the oncologist and their team. 

Often consults can result from distress screenings, social worker recommendations, and 

nursing staff requests. 

10. What are your thoughts about how to improve family meetings? 
 

I feel family meetings could be improved if we mandated a pre-family meeting for the 

health care providers who will be attending. It is essential that we are all on the same 

page and some goals of the meeting are established. This is also helpful as it allows 

identification of essential staff that need to be present and helps to avoid issues that 

could derail the meeting’s purpose. 

 

11. How would you assess whether a palliative care consultation would be 
beneficial to the patient? What referral criteria would you recommend? 
 

Assessing if a Supportive Care consult would be effective for a patient is difficult until 

you meet with that patient. The details of the consult help us to prioritize when we will 

see the patient, but I feel all patients on some level benefit from Supportive Care 

involvement. The very fact they are a patient is evidence that there has been some major 

life altering event and at the very least they may need someone to just listen to them, and 

to know someone cares about what they are going through. Supportive Care tries to help 

with any form of suffering, and only the patient can decide what that is for them. 

 
 
 
 

 
 

Check out the COMFORT 

Communication Project 

(and tools!), the focus of 

which is teaching 

healthcare teams how to 

communicate more easily 

and effectively. 

http://communicatecomfort.com/resources/
http://communicatecomfort.com/resources/
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Collabria Care 

Sherry Michael  
MSW 

 
1. Tell us the two things you would like us to know about your palliative care 

team. Anything goes! 
 

My team is incredible, and that is what makes it work and why I keep doing what I do. 

It is amazing because we each have a role that is treated with complete respect by  

other team members.  We complement the different roles and all are equals.   

 

2. Tell us what a “normal day” in your program looks like. 
A normal day involves calls regarding palliative care, intake processes, team 

collaboration about patients and scheduling, patient visits, phone calls with family 

members and providers, documentation, and lots of flexibility based on patient issues. 

 

3. What are some of the key changes your program has experienced in the past 

2-3 years? This can be anything from number of palliative care consultations 

to growth in the interdisciplinary team size to diversity of the patient 

population served. 

 

Palliative Care was not initially a reimbursed service. It evolved into a fee-based service 

and then evolved again into service reimbursed by Partnership. The team has changed 

from a RN only to a RN, MSW and CHW. With the Partnership program the population 

has changed to a younger, socio-economically challenged, more diverse population.  

4. Have you reached consensus on the most appropriate language and/or 
reference point regarding the definitions of: palliative care, serious illness, 
hospice, and advance care planning (ACP)? If so, what are the definitions 
your team relies on? 
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We continually strive to find the right language. There are cultural differences in the 

appropriate language. Palliative Care is often a softer term than hospice. We focus on the 

term “comfort care” and helping the person to remain in their home.  ACP is the current 

term used most often but often needs further definition. Goals of Care is used to lead in 

to the discussion of treatment goals, quality of life, and then into POLST and Healthcare 

Directives. 

5.  What are the main hiccups you’ve encountered so far (and anticipate may 
occur) related to the sustainability of your inpatient/outpatient program? 

Lack of reimbursement for palliative care. Need for clearer understanding of palliative 

care. Competition for patients from agencies who are similar but do not offer palliative 

care. 

6. How do you think the quality of palliative care can be improved? 

Education and better understanding of palliative care. How to promote understanding to 

community and healthcare providers. Understanding that palliative care promotes 

quality of life and often lengthens time span. 

7. What questions and topics would you encourage your patients and their 
families to think and ask about? 

What is important to them when they are given a life limiting diagnosis.  Obtaining 

honest accurate information about their treatment choices and the risks and benefits. 

8. What metrics do you use to measure the growth of your palliative care 
program (whether inpatient or outpatient)? 

We are 100% outpatient. We measure number of referrals, conversion to admission and 

transfers to hospice. We also measure the hospice length of stay for palliative care 

referrals as compared to non palliative care referrals. 

9. Where are your palliative care consults triggered from (e.g. nursing 
admission assessment, physician’s order, multi-displinary discharge 
rounds, ancillary request, family request)? 

Physician referral, community referral, hospital rounds, community agencies, and from 

the hospice team. 
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Did you know? 

Some studies show that the Deaf 

community seeks health care less 

frequently than the general 

population, that Deaf individuals 

have fewer interactions with the 

healthcare system, and that those 

who are Deaf generally have a 

limited understanding of their 

options for palliative and end-of-life 

care. 

10. How can family meetings be improved? 

First it is important to have family meetings. Second, listen to them. Third, education, 
education, education. 

11. How would you assess whether a palliative care consultation would be 

beneficial to the patient? What referral criteria would you recommend? 

Any person diagnosed with a Stage IV cancer, multiple ER visits, frequent 

hospitalizations, patients stating that they want to be at home and comfortable. 

Diagnoses such as CHF, COPD, Liver disease, Cancers, Frailty (Dementia) that are not 

responding to treatment. Prognosis of 1-2 years.  

 
 

 
 

 
 
 
 
 
 
 

 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4894815/
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Stanford Health Care 
Susan Kimura  

Clinical Nurse Specialist, Palliative Care 

 

 
 

About Susan 
 

Susan Kimura has worked at Stanford Hospital since 1984.  She received her BS in Nursing from 

Cal State East Bay, and her MS in Nursing from UCSF.  She became a board-certified 

Adult/Geriatric Clinical Nurse Specialist (CNS) in 2014.  Susan joined the inpatient Palliative 

Medicine team at Stanford Hospital in December of 2014, and recently passed the ACHPN 

exam. 

 
1. Tell us the two things you would like us to know about your palliative care 

team. Anything goes! 
 

-We are a 24/7 in-patient consult service. 

-We also have 3 outpatient clinics:  Stanford Cancer Center, South Bay Stanford Cancer 

Center and Hoover Pavilion (non-cancer patients). 

 

2. Tell us what a “normal day” in your program looks like. 

We arrive between 7:30 and 8:00 to chart review our patients.  At 9:00 we gather around 

our conference table to go over with our attending MDs the list of patients we will see.  
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By 9:45 or 10:00 we are out seeing follow-up patients and opening new consults, talking 

with referring teams and nurses about our recommendations, and attending family 

meetings.  Much of our charting is done in the late afternoons.  On a typical day we work 

10 hours and see 6 – 8 patients. 

3. What are some of the key changes your program has experienced in the past 
2-3 years? This can be anything from number of palliative care consultations 
to growth in the interdisciplinary team size to diversity of the patient 
population served. 
-We contracted with Pathways Hospice to open up general inpatient hospice beds. 

-Due to increased number of consults, we added a 2nd attending physician, 2nd advance 

practice nurse and 2nd social worker on each day. 

 

4. Have you reached consensus on the most appropriate language and/or 
reference point regarding the definitions of: palliative care, serious illness, 
hospice, and advance care planning (ACP)? If so, what are the definitions 
your team relies on? 

-For palliative care, we generally include the terms “multi-disciplinary,” “care of the 

patient and family,” “improve quality of life,” “assist with medical decision-making,” and 

“help with next steps,” “clarify goals of care.”  We don’t include all these terms; it 

depends on why we were consulted.   

5. What are the main hiccups you’ve encountered so far (and anticipate may 
occur) related to the sustainability of your inpatient/outpatient program? 

-Recently our hospital has been announcing cutbacks and the need to improve efficiency.  

We are not sure yet how this will impact our workflow.  We were told about specific cut-

backs in our staff, but they have not yet come to pass. 

-Resiliency training needs to be addressed if we are going to be a sustainable service. 

6. How do you think the quality of palliative care can be improved? 

-Standardized training in communication and symptom management, and funding for a 

multi-disciplinary team (MD, RN, SW and Chaplain). 
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7. What questions and topics would you encourage your patients and their 
families to think and ask about? 

- What makes my life worth living? Would the most-likely outcome of this treatment (not 

just the best-case scenario) positively or negatively affect this?  Would continual 

interfacing with the medical establishment (hospital, clinic, infusion center, lab) be an 

acceptable trade-off in order to have more time?  

8. What metrics do you use to measure the growth of your palliative care 
program (whether inpatient or outpatient)? 
-The number of new consults/month. 

 

9. Where are your palliative care consults triggered from (e.g. nursing 
admission assessment, physician’s order, multi-displinary discharge 
rounds, ancillary request, family request)? 

-MD consult requests are the most common way we get involved.  If a family requests us, 

primary teams will usually honor their request.  One automatic trigger is pre-LVAD 

placement (we have a goals-of-care discussion to find out who the surrogate decision 

maker is, and what kind of life would no longer be worthwhile if they should have serious 

complications). 

10. What are your thoughts about how to improve family meetings? 
-Pre-meeting with all teams involved to come to consensus on purpose of the meeting, 

what we hope to accomplish, and who will take the lead. 

 

11. How would you assess whether a palliative care consultation would be 
beneficial to the patient? What referral criteria would you recommend? 
-Multiple ED visits or hospital admissions for the same symptom or diagnosis. 

-Any patient with progressive neurological disease. 

-Any patient with metastatic or recurrent disease. 
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Ruff day? If you are 

interested in knowing more 
about hospice and palliative 
care for animals, check out 
the recently published End-
of-Life Veterinary Practice 

Guidelines 

 

https://www.aaha.org/graphics/original/professional/resources/guidelines/2016_aaha_iaahpc_eolc_guidelines.pdf
https://www.aaha.org/graphics/original/professional/resources/guidelines/2016_aaha_iaahpc_eolc_guidelines.pdf
https://www.aaha.org/graphics/original/professional/resources/guidelines/2016_aaha_iaahpc_eolc_guidelines.pdf
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VA Palo Alto Health Care System 

Mary Umstattd 
MS, RN, CNS, CCRN, CCNS 

 

 
 

About Mary: 
 

Mary Thiers Umstattd is an advanced practice nurse in Palliative Care at the VA Palo Alto 
Hospital. Her experience in critical care nursing led to a passion for palliative care and 
involvement with the SFBA as President of the Chapter. She received her BSN from Cal State 
Dominguez Hills, and her MS from UCSF. She is currently certified as a Clinical Nurse Specialist 
(CNS) and Critical Care Nurse and working on Hospice and Palliative Care Certification. Her 
nursing experience began in Pennsylvania and concluded with Critical Care/Trauma RN for over 
30 years at Good Samaritan Hospital (GSH) and Stanford Hospital. She held a Director position 
at GSH and led interdisciplinary family meetings at that time. She is currently working as a 
Palliative Care CNS at VA Palo Alto Hospital (2016-present). Published Author: Thiers, M. 
“End-of-Life Decision Making in ICU (Letter to the Editor).” Critical Care Nurse, 26(2): 16-17, 
2006. She resides in San Jose and enjoys spending her free time with husband Rick and other 
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family members including 2 yr. old granddaughter, Ainsley Page. You can reach her at: 
mumstattd5@gmail.com or on twitter at @mthiers5. 

1. Tell us the two things you would like us to know about your palliative care 
team. Anything goes!  
 

a) There is a palliative care team in the Hospice Unit at the VA. The Hospice Unit is on the 
4th floor of the VA Hospital. It serves 18 patients and consists of 2 physicians, nurses, a 
social worker, psychologist, and chaplain. Many physicians in training (Fellows), and 
other disciplines in training receive Palliative education in the Hospice Unit. There are 3 
other Palliative Care physicians in the Extended Care area that oversee a short-term 
rehab unit, long-term rehab unit and outpatient clinic. They oversee the placement of 

acute care patients into these areas.  
 

b) The other acute care units at the VA Hospital (Medical Surgical ICU, Intermediate ICU, 2 
Medical Surgical Tele Units and 1 Medical Surgical Tele Oncology Unit) are served by the 
same 2 Palliative Care Hospice physicians mentioned above, an APRN (that’s me) and 
the Hospice psychologist. 
 

2. Tell us what a “normal day” in your program looks like. 
 

As the APRN (Palliative Care Clinical Nurse Specialist) for the Specialty & Hospital 

Based Services, I start my day with the 2A Medical Surgical Oncology Unit change of 

shift Huddle. I think a key ingredient to success in program development of a palliative 

program at the VA is good communication and relationship with others, so I like to start 

the day off at the same time as the nursing staff.  

 

My office is on the 2A Unit but my position can take me throughout the hospital, 

including the Hospice Unit, Emergency Room, and Spinal Cord Injury Unit. I have an 

open schedule most days. Some of my routines include visiting patients, planning for 

meetings, education, supporting nurses and families, and coordinating communication 

for team and family to clarify goals of care. I have been keeping a journal of my activities, 

which also include doing needs assessments through surveys of staff.  

 

I make time for my own professional development by attending web-based training, 

presentations by others at the facility, and a monthly APRN meeting. I hope to achieve 

certification in Hospice and Palliative Care in the near future.  

mailto:mumstattd5@gmail.com
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3. What are some of the key changes your program has experienced in the past 

2-3 years? This can be anything from number of palliative care consultations 
to growth in the interdisciplinary team size to diversity of the patient 
population served.  
 

Outcome data on re-admissions showed palliative care needs as a reason for re-

admissions to the VA Hospital. The hospital leadership decided to address this issue by 

hiring a CNS for Palliative Care to educate nursing and implement process change 

throughout the continuum of care. The goal is to decrease readmission rates and 

improve the quality of life for the Veterans and their families.  

 

Since January, we had about seventy employees attend an End-of-Life Nursing 

Education (ELNEC) Train-the-Trainer program and ELNEC Training. I am planning 

another training in November. Besides doing program development and education I 

work with the Hospice Palliative Care physicians. I sometimes find that I am involved 

with the same patient and we attend family meetings together. I’m learning how to be a 

consultant in my new role.  I will go to them for help on refining the palliative care plan 

for a patient and/or family. The VA Palliative Care physicians are very experienced and 

have a great reputation in the hospital. They have laid a solid foundation for Palliative 

Care Specialty to grow.  

 

Presently, there is no interdisciplinary team outside the Hospice Unit. The plan moving 

forward is to educate as many providers as possible in Primary Palliative Care principles 

and utilize the experts for complicated/unmet palliative care needs.  

 

4. Have you reached consensus on the most appropriate language and/or 
reference point regarding the definitions of: palliative care, serious illness, 
hospice, and advance care planning (ACP)? If so, what are the definitions 
your team relies on? 
 

I frequently refer to journals and the National Consensus Project Guidelines for 

Palliative Care standards as well as the ELNEC Project literature/suggested readings for 

defining palliative care. There is a Veteran and Family Centered Care group here as a 

resource to provide feedback on new policy that affect patients and families. For 
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instance, if we create a Palliative Care brochure, they will advise on the language used 

and whether changes should be made to clarify medical terms.  

 

5. What are the main hiccups you’ve encountered so far (and anticipate may 
occur) related to the sustainability of your inpatient/outpatient programs?  
 

It is difficult to change a culture. It will take time, persistence, patience and education. 

The main hiccup is that Palliative Care is misunderstood. This is happening due to the 

significant emphasis of cure at all cost. Despite this, I think Palliative Care will only 

continue to grow. Hospital leaders recognize the futility of treat and discharge. They see 

the need to address this somehow and so I believe this is an opportunity for Palliative 

Care to help.  

 

6. How do you think the quality of palliative care can be improved? 

Palliative care can be improved with education and process change. The process change 

would include adapting a family meeting early in the admission with all disciplines 

present. The paternalistic medical model focusing on disease isn’t working to keep 

patients from readmissions to the hospital. Holistic care addressing all needs with a 

transdisciplinary approach takes time but will ultimately decrease cost and support 

patient values adding quality to the end of life. It’s a win-win. 

7. What questions and topics would you encourage your patients and their 
families to think and ask about?  

What is most important to you? What are some goals that you would like to meet? Who 

in your life knows your values if you are unable to speak for yourself? Ask questions like, 

“if I don’t take that treatment/procedure, what will life look like?” “What are my other 

options?” Ask to speak to a Palliative Care expert if you are uncertain of what to do. 

Everyone should complete a questionnaire like the Letter Project. If you don’t take the 

time to do this and come to understand what is important to you, how will you explain it 

to others? 

8. What metrics do you use to measure the growth of your palliative care 
program (whether inpatient or outpatient)? 
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The number of Palliative Care consults is one metric that is measured by the VA Palo 

Alto Hospital. The metrics I keep track of are the number of informal consults I receive. I 

log who made the referral, the reason for the referral, where the patient is located, my 

intervention, and the outcome. I’ve also surveyed the nursing staff on their 

understanding of Palliative Care and plan to survey the Physicians as well. The plan is to 

re-survey after providing Palliative Care education over the next year.  

9. Where are your palliative care consults triggered from (e.g. nursing 
admission assessment, physician’s order, multidisciplinary discharge 
rounds, ancillary request, family request)?  

They come from nurses, social workers, case managers, physicians. If I hear any patient 

in distress it’s usually a cue for me to check in. A frustrated family member is also 

another cue. When these issues happen there is usually a problem that I can help with 

from a Palliative Care perspective, oftentimes, it’s a lack of information. I also have been 

looking at the census for the unit where my office is located to find the patients with 

length of stay greater than 5 days; usually a sign that things are not going in the right 

direction and again, a Palliative perspective may help. 

10. What are your thoughts about how to improve family meetings?  
 
Family meetings need to happen pro-actively, not reactively. All participants should be 

sitting for the meeting. Just those two items would make a big difference to patients and 

their families and help breakdown the paternalistic approach to patient care.  

 

11. How would you assess whether a palliative care consultation would be 
beneficial to the patient? What referral criteria would you recommend?  

Palliative Care consults would be beneficial for any patient with physical, psychological, 

or spiritual symptoms that are not being relieved with current treatment. Criteria I 

would recommend are: frequent readmissions, anyone with a cancer diagnosis or 

chronic health condition, frail elderly with failure to thrive and anyone in ICU on a 

ventilator x3 days.  
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Penny Phillips 

Chaplain 
 

 
 

About Penny: 
 

Rev. Penny V. Phillips is a full-time Staff Chaplain with the Palo Alto Veterans’ Hospital. She has 

been part of the PAVA Chaplaincy Services for almost 20 years and currently serves full-time in 

the Hospice and Palliative Care Center, providing Spiritual Care and Pastoral Support as well as 

Bereavement Care. Her professional certification is in the Association of Professional Chaplains 

(APC). She is a graduate of the Pacific School of Religion and holds ministerial standing in the 

United Church of Christ. 

 
1. Tell us the two things you would like us to know about your palliative care 

team. Anything goes! 

They are very knowledgeable. Each team representative is very knowledgeable from their 

training and experience. We really want to be called on for the whole problem not just for 

pain problems. We want to utilize the expertise and alternatives to therapy besides 

standard treatment. Lots of consults are for pain but newer Resident physicians are 

getting better and utilizing Palliative Care for other needs. 
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2. What does a “normal day” in your program look like? 

As Chaplain, priority is spiritual assessment. In the VA system, we do these assessments 

within 24 hours of admission. It is within 5 days on the Hospice Unit in Extended Care. I 

do family support and ask; “How are they? What changed overnight?” I get information 

at the morning Huddle and at Team Meetings. I work with volunteers and support them. 

Besides working in the Hospice Unit, I am a part of the Chaplain services department 

and respond to requests in the moment when needed in this area.  

Priority is the Hospice Unit. I try to have a plan for the day. But open to change. For 

example, sometimes the staff needs time to vent their feelings. Personal professional 

goals are to make spiritual care very inclusive. I want to empower staff and family 

members to think about what they are doing as spiritual care. Chaplains just don’t pray. 

We make bread on the unit and have social hour. We try to normalize this place, make it 

like home. The VA requires some of this activity.  

3. What are some of the key changes your program has experienced in the past 
2-3 years? This can be anything from number of palliative care consultations 

to growth in the interdisciplinary team size to diversity of the patient 
population served. 

The size of the inpatient unit is smaller but the consults have grown. We gave up room 

for PT, OT, filming projects. Space is an on-going problem. Plus, we serve all the in-

patient consults with 2 Palliative Care physicians. It is a very busy place. 

4. Have you reached consensus on the most appropriate language and/or 
reference point regarding the definitions of: palliative care, serious illness, 
hospice, and advance care planning (ACP)? If so, what are the definitions 
your team relies on?  

Our team has knowledge but always it’s about educating others. For example, people 

think we starve patients to death in Hospice. People still think that. I try to educate 

others, but think, is this the right time to discuss this? Palliative Care is the broad 

medical specialty; Hospice is at the end-of-life. 

ACP – we are all well versed at goals of care discussion/family discussion. We know how 

to plan a family meeting; we pre-meet, and debrief. Of course, family is different and 

makes for the meetings being different so you allow for being open to that.  
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5. What are the main hiccups you’ve encountered so far (and anticipate may 
occur) related to the sustainability of your inpatient/outpatient programs? 

Space in the system; How we are going to grow? The population are WW II Veterans in 

their 70s-80s and holding steady. The average length of stay for our Hospice Unit is 3 

weeks. We receive patients from the inpatient units.  

6. How do you think the quality of palliative care can be improved? 

Education on how to use Palliative Care. It’s more than just pain management. It’s an 

interdisciplinary work. We have physicians, nurses, family, chaplain, social worker, 

psychologist, volunteers. We try not to let poor understanding discourage us. 

7. What questions and topics would you encourage your patients and their 
families to think and ask about? 

Start a conversation about what I want at the end-of-life. As soon as that’s known, you 

can let others know. You need to think about the end-of-life and know what you want 

before I can ask you about it. Talking about death does not make it happen faster! Just 

like, talking about sex doesn’t make you pregnant! Have you heard of the Death Cafes? I 

really believe in them. There needs to be more openness, more discussion about death.  

8. What metrics do you use to measure the growth of your palliative care 
program (whether inpatient or outpatient)? 

The number of consults keeps growing. We look at the number of consults. Also, our 

outpatient service has extended their time for Palliative Care services because of the 

increase in consults in this area. There is a Palliative Care physician that does the 

outpatient consults only. The Fellow physicians help her with the patients and receive 

training. One thing about the service, inpatient and outpatient, the Attending Physicians 

are always teaching. There are new people frequently coming to us for training: 

physicians from Stanford, nurses, social workers, psychologists.  

9. Where are your palliative care consults triggered from (e.g. nursing 
admission assessment, physician’s order, multidisciplinary discharge 
rounds, ancillary request, family request)? 

Palliative Care consults are triggered from the MD order. The patients are from the 

ICU’s, or Medical-Surgical units.  
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Next Read 
 
To learn more about delivering serious or bad news to patients, take a 
look at this article published in 2016. It provides a helpful recap of 
protocols as well as analysis and discussion of the topic.  
 
On the topic of communicating serious news: check out the SPIKES 
protocol samples on VITALtalk – they are seriously helpful! In a nutshell, 
SPIKES stands for S, setting up the interview; P, assessing the patient’s 
perception; I, obtaining the patient’s invitation; K, giving knowledge and 
information to the patient; E, addressing the patient’s emotions with 
empathetic responses; and S, strategy and summary. 

10. What are your thoughts about how to improve family meetings? 

On admission, I tell family that a meeting is routine. The meeting is held if a Veteran or 

family want more information. I would like a designated space for a family meeting 

instead of the conference room. It would be an asset to have spontaneous meetings. 

Currently, our conference room is used for other reasons and needs to be reserved for a 

family meeting.   

11. How would you assess whether a palliative care consultation would be 
beneficial to the patient? What referral criteria would you recommend? 

From a Chaplain perspective, I hope that when we hear comments or questions not 

accurate – it’s an opportunity to share about Palliative Care; no – we don’t starve people! 

Teach other teams what to listen for – think, we need a Palliative Care consult for that. 

Finally, I’d like to emphasize that it’s not just about the Chaplain anymore. Nurses can 

pray with patients. Chaplains are not here at night. I think it’s wonderful to hear things 

like when nurses surround a bed of a dying patient during the night and sing for the 

patient! Of course, they knew this patient well, and that he would enjoy it.  

I’m happy and grateful to be part of the Palliative Care Consult Team. We are well set to 

grow in Palliative Care for our Veterans. We will only go forward.  

 

 
 
 
 
 
 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4677873/
http://vitaltalk.org/guides/serious-news/
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Jim Hallenbeck   

MD 

 

 
 

Dr. James Hallenbeck is Associate Professor - Med Center Line, Medicine – Primary Care and 

Population Health Member, Stanford Cancer Institute. He is also Associate Chief of Staff for 

Extended Care, VA Palo Alto Health Care System (2004-Present). In 2002, Dr. Hallenbeck 

received the Henry J Kaiser Award for Outstanding and Innovative Contributions to Medical 

Education, Stanford School of Medicine and the David M. Worthen Award for Academic 

Excellence, Department of Veterans Affairs. In 2009, he was recognized as Pioneer in Palliative 

Care, Journal of Palliative Medicine. Dr. Hallenbeck served as Chief Resident of Internal 

Medicine at Stanford (1987) with Residency at UCSF (1986.) He is a graduate of Emory 

University (1983). His current research and interests are in Hospice and Palliative Care with 

emphasis on physician education, cultural aspects of end-of-life care, and healthcare system 

issues. As instructor, Dr. Hallenbeck presented the course, “Compassion Cultivation for the 

Physician-in-Training” (2014-2015 and 2015-2016).  He is author of numerous publications on 

Palliative Medicine including the book, Palliative Care Perspectives.  

 

1. Tell us the two things you would like us to know about your palliative care 
team. Anything goes! 
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The team grew out of the oldest publicly funded hospice in VA; it started in 1979. 

Palliative Care started in 1975. The team at VA grew out of the Hospice service (1979-

2000). Then it branched out to Palliative Care first consult team with first outpatient 

clinic started by V.J. Periyakoil MD. The consult service covered acute care areas, 

outpatient areas, nursing homes (Menlo Park) and included a vigorous training program.  

I was in practice for 2-3 years when I came upon the practice of Palliative Care. There 

were no others, and I still have my first Oxford Textbook of Palliative Care that guided 

me. I finally met another MD who was drawn to this practice. 

I thought the inpatient unit was a good place to learn--a part of growth at VA and 

Stanford was to incorporate teaching and do it well. We try to be true to the roots of 

Cicely Saunders and provided training for all disciplines in the early years. Teaching is 

still a part of our culture.  

2. Tell us what a “normal day” in your program looks like. 

This is a challenge to answer. It assumes a unified program. It is not a single program. 

Advanced Practice Nurse involvement is part of the program, and this is different from 

Hospice, the Palliative consult service, and the Clinic. It depends on where Palliative 

Care is going is needed; there is no typical day. It’s a struggle, a different balance with a 

discipline that has a program or programs. Secondary, tertiary, primary Palliative Care – 

trying to work on what this better balance is, that’s what we are addressing now. The new 

CNS role will help to provide more balance with Primary Palliative Care.  

We created a consult team and clinic and nursing home Palliative Care presence, but 

how do we incorporate Primary Palliative Care elsewhere? – there’s just not enough 

experts. Should Palliative Care be a specialty? Are we creating a cartel? A cartel in 

suffering? Why create a specialty? I think if it’s not a specialty, no one pays attention. 

 In 1995, American Hospice Association debated about including Palliative Care with 

Hospice. The argument for including Palliative Care was because the money is in acute 

care. The argument against inclusion was Hospice people were concerned about 

“contamination” by Palliative Care.  My thought was that Hospice could contaminate 

them. This happened circa 1990s. The integration did happen and we became the 

Hospice and Palliative Medical Association. 
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Here at the VA, in the beginning, we were radical and revolutionary when our Hospice 

Unit moved from Menlo Park to the acute care hospital in Palo Alto. One of the 

influences we had was to change visiting policy. We acted boldly (cutting wires and 

ripping down signs) to advocate for our patients and families.  

3. What are some of the key changes your program has experienced in the past 
2-3 years? This can be anything from number of palliative care consultations 
to growth in the interdisciplinary team size to diversity of the patient 
population served. 

There have been no radical changes. All the rapid growth was in the earlier phase for us 

because of our maturity. Despite this, there is considerable room to grow, but not growth 

in numbers. I’m talking about incremental growth in Extended Care, Geriatric Care, 

Oncology, Transplant and Clinics. Also, what you are doing in the acute care as CNS 

helps.  

4. Have you reached consensus on the most appropriate language and/or 
reference point regarding the definitions of: palliative care, serious illness, 

hospice, and advance care planning (ACP)? If so, what are the definitions 
your team relies on? 

I don’t think there is concern and not sure that’s wrong – I watched this debate a long 

time. Palliative Care for example – leaders in the field -  it has negative connotation. 

Should it be called “Supportive Care?” National Consensus Project (NCP) vs. Center to 

Advance Palliative Care (CAPC) define Palliative Care differently. NCP regards it as 

caring regardless of stage of illness while CAPC defines it as care of those with serious 

illness. Both are right. Vast work is centered on serious illness but NCP points to deeper, 

profound thoughts about how we think of health care. NCP points to deeper revolution 

about Palliative Care presence and what it is about. Our culture’s focus is on a Culture of 

Cure – not that people are opposed to suffering if cure is possible – continuing to suffer 

is okay.  Yet, not all suffering is dependent on cure of a disease.  

5. What are the main hiccups you’ve encountered so far (and anticipate may 
occur) related to the sustainability of your inpatient/outpatient programs? 

In VA and Managed Care, like Kaiser, zero-sum gain thinking ie. taking something from 

here and transferring it to another area. The fact that Palliative Care saves money is not 
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considered.  Fee for service like Stanford – it’s about how money comes in via insurance 

etc. from the service provided. What is in common? It’s about how critical do they think 

these programs are. You got to have ICUs but Palliative Care is still seen as relative fluff. 

It is better than the previous 20 years. Progress is being made and we are desirable but 

still not an essential service.  

6. How do you think the quality of palliative care can be improved? 

Primary and tertiary levels both need to improve skills. “Saints and angels” thinking 

doesn’t work. The use of internal imagination to communicate is not enough. This means 

formal training is necessary to do this work. There has been progress with Fellowships in 

Palliative Care but not enough training programs available for developing expertise. 

Regarding Primary Palliative Care, what is the content in curriculums, for all disciplines, 

to develop skills? Studies done on training show education is lacking. For example, 

nurses receive minimal information of the subject of constipation. This is something they 

frequently see. They need in-depth understanding of this symptom.  

Education is important but skills take you only so far in meeting patient’s Palliative Care 

needs. A standardized process is needed. If you over-emphasize the need for education, 

but not address the system to implement the education, this will benefit no one. For 

example, I teach a physician to give morphine subcutaneously rather than IM because 

it’s just as effective and hurts less but then find out it’s not done because there is no way 

to order it subcutaneously in the electronic record and pharmacy doesn’t recognize the 

subcutaneous route. We should think process change using the LEAN language. This, 

along with education, will help improve Palliative Care.  

7. What questions and topics would you encourage your patients and their 
families to think and ask about?  

You owe it to yourself to educate yourself about things related to serious illness. The 

average American will experience 10 years of disability prior to death. That’s half of 

Americans! What do you need to do to educate yourself? Retirement and how you are 

going to afford it is a good place to start. This is Palliative Care too in a general way. The 

degree of ignorance most have about available resources is mind boggling. They think 

Medicare will pay for everything. Who will be there to care for you at an old age? Your 

daughter? There are more women than ever in the workforce. People should consider 

plans for this part of life. 
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8. What metrics do you use to measure the growth of your palliative care 
program (whether inpatient or outpatient)? 

Growth crude metrics like the number of consults, the number of admissions, and the 

length of stay are used by our program. Granular metrics are used less but this is a 

missed opportunity. For example, we currently have one of our Palliative physicians 

looking at the number of Palliative Care consults in patients with advanced metastatic 

disease. There is also interest in the quality of service metric such as patient/family 

satisfaction.  

9. Where are your palliative care consults triggered from (e.g. nursing 
admission assessment, physician’s order, multidisciplinary discharge 
rounds, ancillary request, family request)? 

They originate from all the above. Physician orders for a formal consult, I have mixed 

feeling about it. There is this fear of Palliative Care that is demonstrated by Attending 

physicians. Sometimes they feel embarrassed because they think they should be taking 

care of the issue. This is an argument for consults.  But I think anyone who needs help 

should be able to get help. I struggled on how to do that. The CNS is positioned to help 

with that, to help nurses address Palliative Care issues. I wish everyone could ask for it. 

Teaching points for Palliative Care consults; it’s not just about helping the patient who is 

suffering but the suffering can be the family, the physicians, nurse and other team 

members. It’s everybody. There is good intent causing harm. We have come a long way 

but Palliative Care movement needs to take more expansive and radical vision, it’s not 

just about a consult team, it’s about transforming health care.  

10. What are your thoughts about how to improve family meetings? 

There is a skill around family meetings that needs to be taught. A process should take 

place ie. a pre-meeting, purpose of meeting, who is leading…all should be determined 

prior to the meeting. The team will be more relaxed and the meeting will go better. There 

should be guidelines when to have a meeting such as if the ICU patient is on a ventilator 

for 5 days, a meeting should be held. The VA Life Sustaining Treatment Decision 

Initiative (LSTDI) may offer opportunity for a standardized process regarding family 

meetings. 
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11. How would you assess whether a palliative care consultation would be 
beneficial to the patient? What referral criteria would you recommend? 

The patient and family and team satisfaction would be important in an assessment. In 

the past, we did a study on this and it showed high satisfaction. Wouldn’t it be something 

to have a “Yelp” page for Palliative Care? As far as referral criteria, it is not as important.  

After all these years, I continue to feel gratitude for being involved in the work of 

Palliative Care; to come to work and help others…it couldn’t be better! 

 

 

 

 

 

 

 

 

 

 

 

 

 

Send your input and submissions to: newslettersfbahpna@gmail.com. We’d love to hear your 
thoughts!  
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