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When special care is needed 
Ellen B. Rudy & Barbara J. Daly 

A Special Care Unit for 
chronically critically ill patients 
in Cleveland, USA, is proving 
its worth in terms of both the 
outcome for patients and the 
cost savings. 

' 

he most costly area of the 
hospital in the USA is the 
intensive care unit (ICU). The 

increased availability of technology 
for physiological monitoring and life 
support has created a situation where 
many critically ill patients who only a 
few years ago would have died are 
now kept alive for long periods of 
time. Although the typical ICU patient 
is assumed to stay for only three or 
four days in the unit, more and more 
patients are having prolonged stays. 
These long-term patients, labelled as 
"chronically critically ill", generally 
fall into two categories: those whose 
primary disease condition has no 
definitive cure, but who have 
tremendous demands for care, and 
those who have received definitive 
medical therapy for their primary 

disease but still require intensive 
nursing care to recover (such as 
patients with chronic obstructive 
pulmonary disease, who have 
difficulty in breathing without a 
ventilator). 

Recognizing the enormous 
financial burden to hospitals, the 
labour-intensive care required, and the 
lack of any real commitment by either 
the medical or nursing staff to provide 
the continuity of care required by the 
chronically critically ill, we decided 
that a nurse-managed unit should be 
designed to better address their needs. 
With the support of the hospital 
administration, we designed a Special 
Care Unit (SCU) for these patients. It 
has the following features: an 
environment that has as little 
technology as possible, where family 

A nurse, who is at the same time a "case manager", can bring much relief to a person who is chronically ill. 
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members can visit at any time and 
even stay overnight; a unit where each 
patient has a nurse "case manager" 
who plans and implements the care, 
using treatment protocols developed 
collaboratively by the nursing and 
medical staff; and a management 
model whereby the authority and 
responsibility for managing the work 
rests with the nurses. 

Our SCU is a seven-bed unit 
which opened in 1989. We are at 
present randomly allocating patients 
who are considered "long-term" to 
either the SCU or the traditional ICU. 
We are comparing the patients on 
length of stay, mortality, 
complications, readmission rate, 
patient and family satisfaction, and 
cost of care. And we are also 
comparing the impact on the nurses 
concerned, in terms of satisfaction, 
turnover and absenteeism. 

To date, we have data on 144 
patients (96 in the SCU and 48 in the 
traditional ICU). So far in 3rh years of 
operation, we have identified striking 
differences between the two units in 
terms of mortality and cost of care. 
The patients in the SCU were similar 
to the long-term ICU patients with 
respect to level of illness, age and 
medical diagnosis. However, only 
one-third of the SCU patients died 
before discharge from the hospital , 
while one-half of the long-term ICU 
patients died. While certainly 
encouraging, we believe this 
difference must be interpreted with 
caution in view of the small number in 
the ICU (control) group. Nonetheless, 
we believe this finding demonstrates 
clearly that these chronically and 
critically ill patients can be effectively 
managed outside of a high-tech 
environment by nurse case managers 
who allow the active involvement and 
participation of family members. In 
other words, the initial fear that these 
patients would die without immediate 
access to ICU technology and outside 
the watchful eye of the medical 
resident is unfounded. 

Comparison between the two 
groups on financial data revealed 
several significant differences. When 
we measured the actual costs to the 
hospital, the patient's hospital bill, and 

the reimbursement or payment 
received for services, the results can 
best be summarized by saying that the 
average SCU patient had a positive 
cash flow for the hospital of US$ 1313 

(difference between cost and 
payment) and the average ICU patient 
had a negative cash flow of 
US$ 11 066. When the groups were 
compared by charges for specific 
services, the SCU patients had lower 
charges for X-ray, laboratory and 
respiratory therapy services than the 
ICU patients. The nurses in the SCU 
do not allow "routine" X-rays or 
blood tests unless they feel there is 
clinical evidence of their usefulness; 
this too results in lower laboratory 
charges. 

In summary, the concept of 
creating an alternative way to care for 
a costly and increasing group of 
chronically ill patients has merit in 
terms of both the outcome for patients 
and the cost savings. Too often, 
alternative ways of providing care are 
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not tried for lack of administrative 
support, or are never really subjected 
to any rigorous testing of patient 
outcomes. At the University Hospitals 
of Cleveland, we are continuing a 
four-year study to measure the success 
or failure of the SCU in meeting the 
special needs of the chronically 
critically ill patients. We believe we 
are already on our way to changing the 
way these patients are cared for. • 
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The ideal nursing environment has as little technology as possible, is this young mother with a 
premature baby really comfortable with her surroundings2 


