Terry (00:00)
Hello, Colleen Mulkerin,  Vickie and I are so pleased to be able to spend time with you this afternoon and to share some information and some history, history about your evolution in the specialty that we call palliative social work. And as I was listening and as I was reading your CV, it was amazing to me that you started in healthcare settings in 1989 and that you've been at Hartford Hospital for, from 1992 ?  I think that that must be singular in some ways in terms of longevity within an institution.
Colleen (00:30) 
I think about what I was doing when I started to what didn't exist in healthcare now. Think about the last 30 something years and all the changes and innovations. And just personally as a social worker, the way I was able to grow, it's been such a supportive environment for me.
Terry (01:01)
And I think that's part of the really interesting thread through your 
CV, that you started at Hartford Hospital and over time became director and director of a bigger segment of the work that's done at Hartford Hospital and now find yourself as director of social work, palliative care and spiritual care, is that right?
Colleen (01:24)
Actually, I'm down to two departments now, just social work and spiritual care.
Terry (01:27)
I wondered if you would talk a little bit about the time where you started palliative care. It seems like you started palliative care and you were the director of something that was called palliative medicine and then over time it seems to have evolved into palliative care. Can you talk a little bit about that early history and about how you see that evolution?
Colleen (01:53)
Well, I think one of the things that is different for every palliative care genesis is understanding the origin story of where it came out of. And so I did trauma for my first dozen-ish years at the hospital and I got really into the critical care environment. And we had done a lot of work to try to look at decreasing variation in practice and improving quality and I had an opportunity to be a project leader in that work. And it was really cool as a social worker to have an opportunity to do that because we were talking about things beyond my scope of practice, but as a facilitator in quality work, it was a great experience. And I go back that far because there was two or three things that happened synergistically ~ that they look synergistically and coordinated when you look over your shoulder, but it was organic and just kind of how things grew. And so I had an opportunity to meet people all over the country. Hartford Hospital was only one of 12 hospitals that were doing the specialty work in 2001, trying to improve ICU care. And it was such a good year with IHI that VHA took it over and ended up doing the work for a lot of years. And so that's how I met Diane Meier, that's how I met Dr. Nelson, Judy Nelson, and lots of other people. And so I'm doing an ICU project and looking at trying to improve family care and improve end of life care in the ICU. We talk about how old we are. So we had paper charts then. And so we asked each of the ICUs to give us what they would consider five bad deaths. And we didn't define it, but we got the ones that had the multi-volume series, the really thick notebooks; people would come with four or five notebooks to kind of read through the whole chart, because it would just exceed a normal chart, because the patients just stayed and stayed. And so we did all these chart reviews and we looked at things and we're like, we have to get better at this. And one of the things that was really apparent was the way hospital provides care in a week at a time mode doesn't promote relationships, trust, or knowing a story. So doing all of this work and trying to think about how we would move forward in this. And so I had an opportunity in 2003 to go to Smith, which is probably the first time I met you Terry. I was doing the Smith College Fellowship; the advanced practice certificate program with Dr. Joan Beroff and all the greats, Terry Altilio and Zelda Foster and Esther Chachkes and Susan, like everyone that was on that faculty that year, it was David Browning, the whole who's who of people to learn from in palliative care. 
So, I had my ICU thread, and I had this fellowship and then Judy Nelson, Dr. Nelson, just a brilliant doc and an amazing collaborator. And we started talking about, do we teach everybody in ICU how to do better palliative care or do we start a specialty service? And we have that, that's the debate that goes on to today, right? And so, we had the gift of having Diane Meier come and consult with us at Hartford Hospital and she spent the day and I was her guide and I got to hang out with her all day and I said, you know, we're trying to decide which way to go. And she said, yes, do both. And that's actually been the way to go. That's what we've been all along. so we started. In the ICU quality project was when they first started talking about, or my first experience, maybe I should say that, of the idea of bundle projects, that when things are so complicated, you can't change one variable to get a better outcome. And so everyone was talking about bloodstream infections and ventilator associated pneumonias. And I was like, palliative care, that's a bundle project. So, when we put it all together, it was for critical care teams to be able to do the work of improving quality integrated into the ICU work. So really having a chance ~ Judy Nelson, Peter Pronovost, like to publish with those guys doing a quality project was just like mind expanding ~ the opportunities that we had. And so we're going through all this process and we decide, you know, we need to do something different. And we started the work of, that was the work that  kind of got us to the genesis of “we're starting a consult service”. So, I left the social work department in 2005 and I was the first director for a brand new department we called palliative medicine until you said to me one day, hmm, palliative medicine, that's an interesting word. And we were using it at a time that we wanted it to not be so soft or, you know, that mentality of there's nothing else to do. We were trying to use an action word and to try to disrupt things and medicine, we're going do something. And so that was the whole intention of it from where I was sitting and why our group decided to start with that name.
And it wasn't until I got further in and I kind of was like, kept going back to your question. And I started to understand ~ actually one of the nurse practitioners in our field nationally talked about the importance of nurses not saying medicine because that was a doctor's specialty ~ and I just kept hearing it in a different way. So, we renamed our department and we changed it to palliative care to be more inclusive and more interprofessional, not having had the intention when we did it to be exclusive or that it was led by docs only saying we're going to call it palliative medicine. We weren't in a medicine division. I reported, directly up to the vice presidents. We wanted to be Switzerland when we launched and we didn't want to be in one division because if people saw us as one thing, we didn't think the other specialties would access us. So the doc and I reported up to the VP of medical affairs and the VP of patient care services. And we tried to stay as neutral as possible so we could be everybody's team, even though we came out of an ICU project. So, it was an amazing, amazing experience to learn and be involved with the Center to Advance Palliative Care, being able to go to all of those meetings and really having a chance to share some of the stuff that we were doing. And so, it was such an honor to be asked to share that stuff. Looking back, it's a lot of meetings in a lot of places ⁓ that we were able to kind of present our work and what we were learning.
Terry (08:48)
You know, ⁓ as I was listening to you, I heard you say in the very beginning, you got involved in this project and you were learning a new language. They were talking about things that you didn't, it wasn't your language and so on and so forth. Yet you chose to participate in that. You decided I can do this; I'm going to do this. And you grew into it and it became the director of palliative medicine and then palliative care.  Can you talk a little bit about how you decided that this was okay, that you were going to grow in that work, if you will, and overcome your reticence because it wasn't perhaps your comfort level, but you brought the skills that you had and the vision that you had, the lens that you look at things through to that project, rather than saying to yourself, no, I can't do this. You said, yes, I can. And you moved forward. What you think drove that?
Colleen (09:41)
Well, I think we had the first year where we were a team doing it together. And I really got exposed to quality improvement work, the Plan Do Study Act, learning about cycles of change, learning about tests of change. And so I had a whole year where our team was doing the work together. And we had actually two of our ICUs that were a part of the national project in that very first year. It was so intensive and we were traveling every two months to meetings in person back in the day. And we had an opportunity to be exposed to all these folks doing this work. And so I felt like I just really was so immersed in it that I understood what we were looking for. And so, to be able to apply it at the time ~ different strategies we're using to include families on rounds and, better communication and things like that. Even though I wasn't the content expert on the ventilator associated pneumonia and how we were managing glucose, I knew the mechanics of what we were trying to do for all of our quality projects. And so by asking questions and facilitating, those leadership skills, you don't need to be the content expert, right? ~ when you're bringing in new social workers, they want to know what all the answers are. And, you know, we don't have the answer book, we have the question book, right? And so, if you have the right questions, the answers take care of themselves. And so that's what made me feel more confident, the environment of the collaboration between IHI and VHA was so, it was such a great incubator. And it was so exciting. You know, you think about now, it's assumed we're going to do everything we can to prevent harm. And that was at the turn of the century when we were talking about, hmm, maybe we should reduce harm. Maybe we shouldn't think that infections in ICU are inevitable. And so, thinking about the last 30 years and where we are now with, you know, do no harm is a much different thing in hospitals  ~  over 30 years later than it was in the 90s when they started that conversation about to err is human and all of those important papers that kind of came out around that work.
Terry (11:59)
And as you were talking,  a couple of things; one of which help us to know what VHA is and  I  ~ there was an acronym that you used.
Colleen (12:09)
IHI is, Institute for Healthcare Improvement. And VHA actually is funny because it's an acronym ~ they really got rid of  their original name ~ was the Voluntary Hospital Association, but they actually went without the VHA meaning anything ~  other than their letters eventually. But it was the Institute for Healthcare Improvement with brilliant people that were part of the collaborative at the very beginning ~ idealized design of the ICU, I-D-I-C-U was what they called it. And then it became TICU, transformation of the ICU for many years after that. And so it was an amazing, amazing experience. It was definitely one of the turning points. 
Terry (12:51)
Yeah, the other thing that I was hearing is this idea about asking questions that you don't need to have the answers to. And I think that's some of the most important things that we do even with ethical issues; issues that relate to inequity, asking questions about why we do something with one family and patient, but we do it differently with another. How do you discover what is the undercurrent of that? And sometimes that is as simple as asking a question, asking people to pay attention ~  curiosity ~ and assuming that everybody's intentions are the same, that people don't want to do harm. 
Colleen (13:25) curiosity.
Terry (13:34)
It's an assumption about colleagues, I think, that is very important for us to think about because we bring a code of ethics. It isn't always our code of ethics that prevails in the settings that we work in. And there are other folks who deal with other choices that are ethically, morally, and medically complicated. So that idea of asking a question to join people in discovery. Thank you for that. That's really, really very important. 
One of the things that has been so exciting for me since we did the guide, Palliative Care, Guide for Health Social Work. So that is a book that was designed to be a resource for our healthcare colleagues in terms of integrating palliative care principles and values and interventions into their world. And you were the person who wrote the chapter ~ I want you to talk a bit about this ~ the chapter asking that we move from a deficit model. You framed that phrase, deficit model, to a different model of why we ought to integrate palliative care values into health social work practice across settings. Could you share a little bit of that with us, Colleen, because that deficit model idea is something that I think we need to capture in many areas and in many aspects of healthcare.
Colleen (15:01)
I think that the gift and burden of specialty is waiting to hand something off until somebody can get there to fix it. And that happens when you watch a person getting cared for by many subspecialties in medicine and worry that somebody's taking care of a bunch of organs instead of a person. And I think that no matter what our discipline is within the palliative care arena, there's always a before. There's always an earlier step. And it's dependent on somebody asking for specialty palliative care. And if you don't even know to recognize when it's needed, or if you're in a place where there isn't specialty palliative care, you might never have those kinds of core skills that are needed in all of our disciplines on the team. And it has felt like a lot of times people talk about teaching the others around us how to do what we're doing in specialty palliative care is because there's not enough trained. We have to train more. And I just feel like there are such basic core skills for everyone. And we were doing that ICU work. There was one of the famous physician leaders in my place,  when we were waxing poetic about palliative care, had one of the residents get up and he's like, put your thumb over that word palliative. He's like, now read the definition. He's like, isn't that just a definition of good care? And the idea that it's just good care, right? It's culturally competent, patient centered, aligned with somebody's values, being clear about what's medically possible. And does it match where you want to go? Is it going to create a gap where you can only get so far but not to your minimum quality of life. And so, if you have a gap between what's medically possible and what your minimum standard is for the kind of life you want to live, then we have to kind of address that gap. So currently in 2021, I stepped away from palliative care officially ~ the department ~  and I'm supporting the social work department. At my place, we are a clinical social work department and where we have a wonderful group of nursing colleagues in a separate department called Nurse Case Coordination. And so the social workers really have a great clinical role that does the gamut of everything health social work does. And I feel like it's been really important and a really kind of cool point in my career to kind of see what we can do ~  what would it be like if in our hospital, all the social workers knew enough about this and how could we change culture. So that's been a fun thing to do at this stage. So training, thinking, supervising, kind of creating moments where we can challenge each other as a health social work community to do more. Because I feel  that if we wait for the specialists, you're always going to limit yourself as a social worker and limit your patients and families in terms of what they're exposed to. So, it's always seemed to me, it goes back to that original question for Dr. Meier, right? Should we start a specialty service, or should we teach everyone how to do this better? And it's like, we can't just start specialty services. We really all need to do this work better. That's been kind of my mantra.
Terry (18:35)
As you're talking, also, I'm thinking that the idea that you wait for a specialty service when you think about health care in this country, you think about rural health care, you think about all these settings that are never going to have a specialist palliative care service. So, when you wait for that, you're constantly yearning for something as opposed to saying, you can learn this, this is “good care”. I think there are certain circumstances, certainly some very complicated pain management issues, some complicated ethical... ~ The other thing I was thinking about today is that sometimes a consult service brings an objective lens. You go into a situation, building on what you were talking about before, that something came before.  We're building on things. So sometimes we bring in objectivity when people get lost. But everybody doesn't get lost. Everybody can look and can create relationships with patients and families, try to understand their culture, their goals. And I think in some way it might also decrease some of the demoralization that we have in our healthcare settings where folks, because they kick some of this work to “specialists” and they don't get the gratification of seeing and working with it till it ends one way or another.
Colleen (19:55) 
You get to the place where you're frustrated, but don't get any of the resolution ~ the serenity that comes with getting closure.
Terry (20:03)
And what I think also  ~ what I was thinking about today is that idea that you write about in the guide that we not look at this from a deficit perspective, the deficit being there's not enough specialist teams, but we look at this from a good care perspective that folks need to learn some of this because it is good care has linked also to ESPEC which Myra Glajchen and Shirley have created. I looked it up, I think it started in 2022. If AI is right, often not right. So I don't give it 100 % certain. You think it's right? Yeah. So, I think that social work and certainly through Myra's project ~ Vicki teaches for them too ~ has really taken that idea of primary skills and not only began to teach them, but also validated them. I think there is an important point here about, as we created the specialty, did we in fact create a different kind of hierarchy? And not intentionally, you know, that's a complicated dynamic. Since we all were a part of it, it's just interesting to think about. So, it's really... I remember reading your chapter for the guide and I thought it was like, this makes so much sense. It makes so much sense and it's such a better framework for systems and for patients and families not to have to keep creating new relationships, new relationships along an illness.
Colleen (21:44)
When the things are at their hardest and you need a little bit of trust and a little bit of that kind of shortcut you get when you are in relationship with somebody where you don't have to finish a full sentence and you can refer back to something that's happened and they can take that with you because they've walked with you that whole time.
Terry (22:04) Yeah, 
Vickie (22:05)
How is your clinical social work staff responding? It's probably not anything really new to them, but how do they resonate to increasing that training or exposing them to that? I'm sure some of them already have it.
Colleen (22:18) 
They have been wonderful. I really feel like people are coming to the department and new hires, saying, palliative care, that's my love. And so, I think having a department where it's okay to be exploring, when we hire the young ones that are just learning, you know, my patients dying, I don't know what to do. ⁓ well, let's talk about that. And it's really fun, because I've got people all along the spectrum in terms of years of service. And we have a lot of longevity in the department, but we've grown a bit, which I'm really proud of. And we have an opportunity to start with either our graduate students or other folks that are earlier on in the process. so how to integrate palliative care skills into an experienced social worker versus a new graduate. It's like you do different things at different phases based on where somebody is and learning all of that. But I feel like people have been very open to it because, especially our hospital, we are the ones where the helicopter lands, they bring them to us. So, people aren't leaving until we get things figured out. And so, it's very complicated, high tech, ethically challenging ~ just because we can, should we? How do we decide? What interventions are the right interventions? Because we can do a lot of stuff. And is it the right stuff? Is it stuff that you would want done to you? And so, we're really, I think, very, very passionate about making sure that everybody gets exposed to their right to develop an advance directive and to designate somebody to speak for them if they can't speak for themselves. And so I feel that part of the social work team is really grown ~ think they're undeniable experts at being able to present advance directives and, and teach about it. And we all work so hard on giving people options and having a good process that we probably frustrate some of our interprofessional colleagues because we don't work to the outcome. We work to the process, and the outcome takes care of itself. So, we don't, make them sign an advance directive, we teach them about it. And so, it's interesting how that plays out on the team and making sure that the newer social workers are not feeling like they have to produce a product, but that they can have sessions where you don't go in, it's not a paperwork activity. Eventually, if somebody wants to do the paperwork part, we're honored to do that. But that's a serial evolution. It's a series of conversations and, you know, sometimes people want to get to the document, not everyone.
Terry (25:05)
Yeah, yeah, I think the language process versus outcomes is just so important in our healthcare settings to be able to have a voice that honors process in settings where the institutional mandates don't always want to understand about process or recognize process. It sounds like your institution over decades ~ because you've been there over decades ~ right? And there's value that being the new person on the block; there's also value in being somebody that's hung around for a while. And it really sounds like you have created a circumstance for yourself and therefore for your staff where folks trust that you know what you're doing, that you know the work of the institution, and ~ is that an accurate observation?
Colleen (26:00)
Yeah, I feel very honored and trusted. In 1992 when I started, I had a social work role that was integrated with planning for continuing care. And so I was the trauma social worker. And so, I was holding both the feelings of living with this profound change in my life because of this injury, my body image, my relationships, my family, and planning where you're going for rehab and what's possible with rehab. Around 2000 was when they introduced the nurse case management department. And we thought that would be the kiss of death for an independent social work department. Some part of social work is quiet and in the background. We sit with difficult feelings and difficult moments. And those aren't the things that are always ~  they're not on the billboards. So I think that it's that quiet presence that's sometimes hard to quantify and brag on to really be able to kind of make sure that what you're bringing to the team is honored. But I think that was at a time that we were going through a change and, and ye have a little faith!  Our department actually, I'm having fun, March is coming up next month. our social work department started in 1914, you guys. So we have a little over a century of health social work at a time when, you know, we didn't have acronyms like SDOH back then. But, as exciting as it is that CMS wants people to assess for it now. That's what our whole profession is. That's what we do as social work. That's it. And so how we relate to our environment, a person in their whole environment.  I think practicing in that place is a really exciting place. And to remind the institution that we've got long, roots and a long history, a long shadow of taking care of the whole person and into the community. so, yeah, I feel like our social work team is really honored and respected. I  think we practice in a hierarchical organization, so I don't want to make it sound like there's never any stress. But on balance, they care what we think and we're sought out. I think it's really fun as a social work community to go around the circle and hear how people feel to practice there. And that it's because of each other and it's because of the teams and it's because of that growth and that support. That part's really cool.
Vickie (28:56)
But a couple of years, maybe even close to the time, right? MGH had...
Colleen (29:02)
Ida Maude Cannon. I found it in 1905 and I find it in 1907 because I was just looking this up. So I see both dates. But in 1914, the same year that our department started was when she was named Chief of Social Service at MGH. So we were at the beginning.
Vickie (29:22)
And right around the time also of Mary Richmond's case management person and environment casework ~ that was like, we really have been doing this for a really long time. That history is so rich , that's really cool that it started in 1914.
Terry (29:41)
Yeah, that's amazing. So we're kind of close to the end of our time. 
And Colleen, we have a question that we ask everybody who we interview. And the question goes something like this. I want to make sure I read it right. So, this is it. In the story of your work in this field, what single word has anchored you?
Colleen (30:15) process
Vickie(30:18 say more 
Colleen (30:26)
We have the most unsolvable, difficult problems, challenges that people can't even imagine that we get faced with every day. And we don't have the answer book. And so what I've said to myself and what I say to myself all the time is it doesn't matter what the question is, put it in your back pocket and go in and do your thing. Start in the same place and do your thing. Do the process and you'll, you'll know what to do next. Once you start your process, you'll listen, ask questions and you're curious. And I feel like even on those scary days, even when it's hard to walk in the room because of what people are describing, the problems are, it's always easier than we think it's going to be. It's usually people are acting the way they are acting for good reason. And if we can go in and uncover that reason, we can help everybody be more successful in that relationship by trying to discover what's getting in the way. And so you don't have to have the answers, you have to have the process. And that I think is the thing that gets us through even when the answers seem like they'll never come.
Terry (31:46) Thank you
Vickie (31:49) Thank you, 
