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Abstract

Therapeutic clinical relationships and skilled communication are foundational elements of high-quality hospice
and palliative care. Both require that we draw on the most valuable, yet limited, resource in our practice: clinician
time. As the demand for serious illness care continues to outpace the supply of trained palliative care clinicians,
we must consider time-efficiency as a key component of clinical effectiveness. Equally, many skilled interven-
tions, including serious illness communication, can occur during time-efficient encounters, which still preserve
compassion and authentic presence. This report invites clinicians to reevaluate the meaning and use of time in

modern palliative care practice and offers six strategies to enhance time-efficiency in daily clinical care.

Case 1

D r. Chavez is an inpatient palliative care physician who is
caring for Mr. Roberts, a patient with advanced heart
failure. Early in the hospital stay, Mr. Roberts is considered
for cardiac transplantation, but the clinical team determines
that his medical comorbidities would make the surgery too
risky. His family has been distressed by this news, and
Dr. Chavez is seeing Mr. Roberts today with the cardiology
team to discuss next steps.

Before the visit, Dr. Chavez meets with the cardiology team,
social worker, and bedside nurse. Everyone agrees this is a
“tough situation” and the clinicians share their thoughts for
about 10 minutes. Finally, the cardiology attending says, “Ok,
well, let’s see how it goes.” As the encounter starts, the clini-
cians stand around the room, introduce themselves, and sum-
marize the medical facts of Mr. Robert’s case. The patient’s
daughter appears nervous, occasionally interrupting the cardi-
ology clinicians with questions. Thirty minutes go by, and Dr.
Chavez only occasionally interjects to explain the role of pallia-
tive care and acknowledge how difficult the hospitalization has

been. Finally, the cardiology attending reiterates the concern
that Mr. Roberts is not eligible for a heart transplant and the
need to think about next steps. His daughter seems distressed
and again asks how this was decided. Dr. Chavez tries to name
how overwhelming this news must be, while the other clini-
cians review, again, why the decision was made. An hour has
passed. The social worker leaves to respond to an urgent page,
and the cardiology team says, “We need to think about what we
do next for your father and what his wishes are.” The family
replies that his wish is to “get better!” Several family members
are visibly frustrated. The cardiology attending suggests, “Why
don’t we pick up the conversation later?” as he must attend to a
procedure.

Dr. Chavez offers to stay behind to talk more with the fam-
ily. Another half hour has passed, and the family tearfully
shares their regret for bringing the patient to this hospital and
their wish that the clinical team would reconsider cardiac
transplant. Despite Dr. Chavez’s efforts, their distress does
not seem to lessen, nor are they ready to think about what to
do next. Finally, Dr. Chavez receives a page, alerting her of

'Division of Adult Palliative Care, Department of Psychosocial Oncology and Palliative Care, Dana-Farber Cancer Institute, Boston,

Massachusetts, USA.
2Harvard Medical School, Boston, Massachusetts, USA.

Division of Palliative Care and Geriatric Medicine, Massachusetts General Hospital, Boston, Massachusetts, USA.
“Division of Geriatric and Palliative Medicine, Medical College of Wisconsin, Milwaukee, Wisconsin, USA.

*Co-first authors.
Accepted August 21, 2024.

1578


http://dx.doi.org/10.1089/jpm.2024.0199

Downloaded by Janet Abrahm from www.liebertpub.com at 02/16/25. For personal use only.

TIME-EFFICIENT PALLIATIVE CARE

another patient in severe pain. She leaves, attends to the pain
crisis, and eventually returns to the palliative care team office.

When another clinician asks her how the family meeting
went, Dr. Chavez replies, “Not very well. I was in there for
almost two hours.” “Oh wow,” the colleague replies. “Well,
they are lucky to have you so involved in Mr. Roberts’ care.”
Looking at the clock and her list of patients, Dr. Chavez real-
izes that she has only seen three of her 10 patients and is
scheduled to attend a hospital committee meeting in one hour.
Walking back to the hospital wards, Dr. Chavez recalls pursu-
ing palliative care, in part, because she wanted to spend more
time with her patients. Yet she has not experienced the slower
pace or the leisure of time that she thought she would.

Case 2

Gina is a palliative care nurse practitioner on a busy inpa-
tient consult service. She is caring for Mr. Abel, a patient with
metastatic pancreatic cancer who has been struggling with
cancer-related fatigue and depressed mood and has been bed-
bound for the last week. Gina is aware that Mr. Abel’s oncolo-
gist met with him yesterday and recommended against further
cancer-directed treatments, including a clinical trial in which
Mr. Abel had been hoping to enroll. Gina is seeing the patient
together with the inpatient medicine team. Prior to the
encounter, Gina speaks with Mr. Abel’s bedside nurse, the
medicine intern, and the medicine attending for five minutes.
The nurse shares that the patient and wife have been dis-
tressed since yesterday’s meeting with the oncologist. The
clinical team agrees on a plan to check in on Mr. Abel’s symp-
toms, see how he is coping following yesterday’s discussion,
and hopefully discuss next steps in his care. Gina, having
known the family the longest, offers to start the visit. She sug-
gests that the medicine intern next assess his symptoms and
proposes that she will then take the lead in exploring yester-
day’s visit with the oncologist.

Entering the room, the clinical team finds Mr. Abel is joined
by his wife. Gina and the other clinicians sit on chairs and a
small couch around the room. Gina shares with Mr. Abel that
they expect the visit to be about 20-25 minutes long and that
they would like to speak with him about his symptoms and how
he is doing following yesterday’s meeting. The intern starts
by asking Mr. Abel about his fatigue and mood. After
10 minutes in the room, the clinical team suggests that Mr. Abel
may benefit from a trial of a low-dose stimulant, and he
expresses willingness to add this medication to his regimen.

Gina then asks permission to pivot the conversation to
Mr. Abel’s feelings about his discussion yesterday with his
oncologist. Mr. Abel and his wife agree, though seem anx-
ious. After 10 more minutes, it becomes clear that Mr. Abel is
most distressed by the question of “Why has God done this to
me?” Gina can see that more exploration of this concern is not
decreasing Mr. Abel’s distress, and she starts to feel that she
is reaching the limit of her clinical skills in spiritual care. Con-
currently, Mr. Abel’s wife shares tearfully that she does not
understand why he cannot enroll in the clinical trial; “He’s
dying anyway, so what’s the downside?” Gina spends a few
minutes acknowledging how overwhelming the situation is
and how hard they have both worked to support each other
during his illness. She then asks Mr. Abel and his wife if she
can make some recommendations. They agree, and Gina first
suggests having Mr. Abel meet with another member of the
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clinical team to discuss the concern about his spirituality fur-
ther. “I’ll do anything to feel better,” Mr. Abel replies. Gina
then, sensing that discussion of hospice care would be too
emotionally taxing today, suggests returning to see them
again over the following 1-2 days, to continue talking about
next steps in his care, even if he cannot get more chemother-
apy. Mr. Abel and his wife agree. The clinical team then
leaves, and Gina contacts the team’s chaplain, who plans to
visit later that day for additional support.

Introduction

Effective communication and a trusting patient—clinician
relationship are core elements of a therapeutic hospice and
palliative medicine (HPM) encounter. Many clinicians are
drawn to the meaningful clinical relationships of HPM! and,
having experienced the frantic sprint of residency training or
bedside nursing practice, long for a slower pace and the lati-
tude to explore patient experiences more deeply. Yet, while
our care for our patients is expansive, our time is finite. As the
numbers of seriously ill Americans grow, and the national
demand for HPM services outstrips the specialist work-
force,>* clinician time becomes a precious resource. Effi-
ciency in our practice is a necessity due to this supply-
demand mismatch, and in many settings, clinical productivity
imperatives which are analogous to other medical specialties.

Clinicians can mitigate their risk for burnout by exerting
some control over their clinical day. Good, meaningful com-
munication work with patients and families can be done in a
time-efficient way. While palliative care clinicians need flexi-
bility and the ability to pivot between topics, encounters need
not be lengthy to be effective. Busy HPM clinicians must
employ a nuanced, mature approach to time management.
Here, we propose six strategies for optimizing time and effi-
ciency, while maintaining therapeutic connection and com-
passion. While the cases and discussion in this report focus on
inpatient care, we believe the strategies described have rele-
vance for HPM clinicians in inpatient and outpatient settings.

Strategies to optimize the use of time in HPM practice

Table 1 offers six strategies to optimize the use of time in
clinical practice. Drawn from healthcare communication liter-
ature and our clinical experience, we believe these strategies
can enhance the efficiency and effectiveness of clinicians’
bedside work in HPM.

Strategy 1: Establish an agenda and expected time-
frame early in the encounter. Clinicians hold power in
patient encounters, including their ability to control the length

TABLE 1. STRATEGIES TO IMPROVE TIME-EFFICIENCY IN
HosPICE AND PALLIATIVE CARE PRACTICE

Establish an agenda and expected timeframe early in the
encounter

Consider specific goals for time-efficient encounters

Employ nonverbal communication skillfully

Recognize when to skillfully close an encounter

Avoid measuring professional impact by hours spent

Acknowledge individual bandwidth and the importance
of triaging
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and agenda of the visit.*> By not establishing an agenda or
anticipated length, clinicians risk burdening patients and fam-
ilies with extended discussions without offering discrete aims
or outcomes for the visit. During the pre-meeting in Dr. Cha-
vez’s case, the clinicians discussed their feelings about the
case, but did not agree upon meeting goals or designate who
would take the lead. Once in the room, they overexplained the
hospital course, instead of inviting the patient and family’s ill-
ness understanding and key concerns. Without a clear agenda
at the outset of the meeting, the patient and family may have
felt anxious and disempowered, lacking a clear opportunity to
add their concerns to the discussion. Additionally, in our expe-
rience, sudden pivots in the conversation (e.g., from symptom
assessment to exploring coping and worries) can be unsettling
for the patient and family—particularly if little notice is given
as to where the clinician hopes to steer the interview, and why.
By genuinely and curiously proposing an agenda early in the
visit, we can invite the patient to add their concerns and allow
them to signal items they feel hesitant to discuss.

Having an anticipated duration for the encounter allows
everyone in the room to self-modulate, to cover the most
important concerns while remaining cognizant of limited
time.%7 In our experience, signposting language about content
and duration of the visit can help patients and families feel
comfortable and in control. In the second case, nurse practi-
tioner Gina can say, “We are hoping to check in for 20 minutes
today regarding your fatigue and any thoughts or concerns
you may have following the meeting yesterday with your
oncologist. How does that sound? Do you have other things
you’d like to discuss?” The field of psychotherapy applies a
high level of scrutiny toward the meaning and design of the
“fifty-minute hour” as they attempt to engage patients without
exhausting them.®” Cognizant of limited time, the patient
may feel empowered to bring up a key concern earlier in the
visit, and clinicians may feel empowered to pivot the conver-
sation, when needed: “I’m aware of the time, and I wonder if
we could shift to check in on your pain before we wrap up?”
Gina and her colleagues can make the most of the 20 minutes
of symptom management and communication work, while
planning to involve their chaplain colleague for expert-level
spiritual assessment when those concerns are raised. Finally,
while setting expectations regarding the agenda and length of
the visit can be valuable for enhancing clinical efficiency and
effectiveness, HPM clinicians must also remain appropriately
flexible, as patients and families facing serious illness may
raise concerns and demonstrate needs that no longer fit easily
within a brief encounter.

Strategy 2: Consider specific goals for time-efficient
encounters. In addition to setting an agenda, HPM clini-
cians must establish reasonable expectations for a single
encounter. Serious illness communication requires emotional
input from both clinician and patient. As our patients are
impaired by the physical and mental demands of illness, clini-
cians must be mindful of how long and how intensely they are
involving them in emotionally taxing conversations. When
clinicians overshoot how much to accomplish in a single visit
or mismanage cues in the conversation that the patient and fam-
ily have reached their cognitive or emotional limit, they may
jeopardize the efficiency and effectiveness of the encounter, as
well as the psychological well-being of the patient and
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family.® In Dr. Chavez’s case, reframing that Mr. Roberts was
not a transplant candidate and responding to the subsequent
emotion was likely all that could be accomplished in the meet-
ing. This was reflected in the degree of emotional distress the
news caused, and the fact that the patient was clinically stable
with no urgent need for decision-making regarding next steps
in care.

When considering how to optimize the use of time, HPM
clinicians should have specific goals in mind for a patient visit
and recall that meaningful clinical work, including serious ill-
ness communication, can often happen during time-efficient
encounters.'%!! Gina is quite clear about the agenda for the
clinical team’s visit when she arrives at Mr. Abel’s room.
When clinicians employ communication skills foundational to
HPM practice (e.g., simple and complex reflections, silence,
empathic statements, permission asking), we often find that
the tasks of exploring illness understanding, sharing new infor-
mation, responding to emotion, and exploring patients’ goals
and values can each happen effectively in just a few minutes.'?
Gina can rapidly recognize Mr. Abel’s spiritual or existential
distress and consider who on the clinical team might address
this concern most effectively. In this case, prolonged conversa-
tion with a medical clinician may not be most useful, and Gina
appropriately engages the team’s chaplain to explore further.
Additionally, Gina recognizes that discussion of next steps,
including hospice care, is beyond what can reasonably be cov-
ered in today’s encounter, particularly given the emotional dis-
tress, and she appropriately defers this to a future visit.

Short, goal-oriented encounters can also encompass real
empathic connection while offering meaningful clinical util-
ity.'>!3 HPM clinician educators can highlight this point for
learners while debriefing a skilled clinical encounter (“Did
you notice how long we were in the room?””), making clear
that when clinicians adeptly use discrete communication skills,
patients can feel understood, and their care can be advanced in
a matter of minutes. More simply put, it is how we are in the
room, not how long we are there, that matters.

Strategy 3: Employ nonverbal communication
skillfully. Skilled nonverbal communication is essential to
effective clinical practice and can easily be overlooked during
busy times—including by HPM clinicians. We can employ
nonverbal practices by sitting during patient visits and mini-
mizing technology and other distractions. Patients appreciate
our active engagement even during shorter visits. Sitting down
during clinical encounters has been associated with patient per-
ceptions that the clinician spent sufficient time at the bedside
and was not rushed,'* yet doing so has also not been associated
with longer visits."> Gina and the clinical team can adeptly
address several important concerns in a 20-minute visit, while
seated around Mr. Abel’s bedside. Similarly, in the current era
of at-the-elbow technology, it can be tempting to shift our atten-
tion during encounters to the omnipresent screens. While there
are occasional important reasons for doing so (e.g., referencing
an antibiotic guide or checking laboratory results in real-time),
minimizing these distractions whenever possible can also sup-
port empathic presence and patient satisfaction by maintaining
focus on the patient.'®

Strategy 4: Recognize when to skillfully close an
encounter. Proper endings are a key element of clinical
efficiency and effectiveness in HPM. A successful HPM visit
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may conclude with a variety of elements including symptom
management recommendations, completion of specific seri-
ous illness communication tasks, or simply recognition of a
patient’s emotional saturation point. HPM clinicians must
identify when further communication does more harm than
good.'” In our case, Dr. Chavez stays behind after the formal
meeting yet finds that her continued presence is not reducing
the distress. Clinicians must recognize times when empathic
communication no longer advances the conversation or holds
therapeutic value. Continued conversation in an emotionally
exhausted space can reduce clinical efficiency without neces-
sarily alleviating any further patient or family suffering. Gina,
by contrast, can identify that her ongoing communication
work at the bedside is not likely to alleviate Mr. Abel’s spirit-
ual distress, and she instead recommends a plan to involve
another specialist. Indeed, inviting a pause in the conversation
and proposing a short-term plan can be an efficient and effec-
tive way to close an encounter in which ongoing emotional
exploration no longer feels therapeutic. Finally, deciding when
to end an encounter also becomes easier if the clinician has
established an agenda and timeframe for the encounter, as dis-
cussed above.

Strategy 5: Avoid measuring professional impact by
hours spent. We have all been part of clinical teams who
admire the colleague who is the “first in and last out” of the
office. Yet this perspective has its hazards. In a specialty
already facing high clinical demands and risk for burnout,'®
effective practice does not equate to hours spent. Patient-
facing time is a limited resource and decisions to spend exten-
sive time with one patient necessitates limiting a visit with
another. Meaningful therapeutic interventions may be
achieved during brief, efficient clinical encounters,'*!3 and
therein bolster the sustainability of HPM clinicians and their
teams. Upon hearing that Dr. Chavez was in a family meeting
for nearly two hours, her colleague (perhaps reflexively)
praises her dedication to the case. While it is natural to want
to uplift a colleague facing a challenging clinical day, the cul-
ture of our HPM clinical teams must also recognize and praise
efficiency as an essential component of clinical effectiveness.

Strategy 6: Acknowledge individual bandwidth and the
importance of triaging. HPM clinicians are encouraged to
stay mindful of their own emotional space and bandwidth as
they approach their clinical work.'® In our experience, a hall-
mark of HPM clinicians is a strong commitment to compas-
sionate, whole-person care. Yet alongside this, clinicians must
also ask themselves, “What work still needs to be done today?”
and “How much do I have left to give?” We might hope to
revisit a patient’s concerns regarding end-of-life care, until—
like Dr. Chavez—a challenging case upends our clinical day,
and now it is mid-afternoon and there are still seven patients
left to see. In common scenarios such as this, HPM clinicians
must develop skill in triaging patient care needs, addressing the
most urgent concerns today (typically uncontrolled symptoms),
deferring less urgent concerns to subsequent visits, and involv-
ing other clinical team members when appropriate. Gina might
reflect that Mr. Abel’s existential distress, while very impor-
tant, has likely been present for a while, and can be addressed
effectively by a spiritual care colleague at a later time.
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More broadly, HPM clinicians should feel empowered to
share the work of palliative care delivery, including serious
illness communication, with other clinical team members.
This may involve coaching primary referring clinicians in
communication, engaging psychosocial clinicians when
appropriate, and triaging which concerns require specialist
palliative care. By assessing urgency and triaging needs in
this way, we find that clinicians can uphold both clinical effi-
ciency and effectiveness, while also preserving their emo-
tional well-being.

Conclusions

Modern HPM clinicians must relieve suffering among the
seriously ill and meet a growing demand for clinical services,
all within the context of a limited workforce. To do this work
effectively, HPM clinicians must be thoughtful about how
they use their time at the bedside—and more is not always
better. Equally, many effective communication interventions
can occur within short, time-efficient encounters. Here we
have described six strategies regarding the optimal use of
time in HPM practice, all while highlighting efficiency as an
under-appreciated yet essential skill for clinicians in our field.
We believe these strategies can help clinicians make more
efficient use of their clinical time, while preserving opportuni-
ties for authentic and therapeutic patient encounters that are
so central to palliative care practice.
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