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erious illnesses

® Reflect on one new skill or resource you’ll use in practice




* 2000s- current
* Research
* Fellowship requirement
* Broad care continuum










ativo en casa”







quality of life
prevention of and relief of
suffering '

pain and other problems, physical, psychological and spiritual



ENHANCE QUALITY OF LIFE

CONJUNCTION WITH OTHER THER
ARE INTENDED TO PROLONG LIFE ‘



Medicare

Hospice
Benefit




CONCEPTUAL SHIFT IN PALLIATIVE CARE

Hospice
Care

Palliative Care




All hospice care IS palliative care

Not all palliative care is hospice care

" have any prognosis)



More Iike-ly to die wit|

=

Less likely to die in an ICU

Live longer (NEJM Non-small cell lung cancer)




WHO SHOULD GET PALLIATIVE

CARE AND HOSPICE?

* Sk

Chronically or
seriously lll, or
early stage of
terminal illness
(non-crisis)

Inpatient or
Consultative
Hospital-based
PC

Terminally ill, < 6

months to live,
choosing

QOL/symptom focus

Hospice

Most patients
with chronic,
serious, or
terminal illness

Seriously ill
patients, in
medical crisis




Generalist plus Specialist Palliative Care — Creating a More
Sustainable Model

Timothy E. Quill, M.D., and Amy P. Abernethy, M.D. N ENGL) MED 368,13 MNEJM.CRG MaRCH 28, 2013

PRIMARY PC SPECIALIST PC

® Basic discussions about: . . .
® Advanced communication skills

® Prognosis
® Conflict about goals or treatments
®* Goals of treatment

* Suffering ® Conflict between people

® Code status

* Hospice ° Comp|ex pqin and symptom

) management
® Basic pain and symptom management

®* Management of more complex

®* Basic management of depression and psychosocial distress:

anxiety
* Suffering and “total pain”

® Existential distress





http://law.justia.com/newmexico/codes/nmrc/jd_ch24art7a-acff.html

O(2) anindividual in a long-term relationship of indefinite duration with the patient
individual has demonstrated an actual commitment to the patient similar to the c
spouse and in which the individual and the patient consider themselves to be re

er's well-being; .

a parent;
an adult brother or sister; or
a grandparent.



an adult who has exhibited special care and concern for the pa



‘in this

1

* Make sure you have explained the diagnosis, treatment options, and prognosis to the best of

your ability before you ask someone to make a decision
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Abh,




" Low albumin

®* Dementia

* Decompensated liver disease * PVD

® Hospitalizations

® Rising MELD

JAMA Dec 2014 174 (12)



SPIKES:
COMMUNICATION SKILL

“If you don't know where you
are going, you'll end up
someplace else.”






/2) ‘ Emotion/quthy

® Summarize




® Appropriate eye and physical
contact







Are you the sort of person

your illnesse”




warning shot

? “’rhéu‘g ht.
O

®* “l have some serious news to share.”




i) * Pitfalls:
@)

® Lecturing, blocking (avoidance, changing the subject), collusion




® When you hear or see expressions of emotion,

acknowledge them




coping with your

I’m going to help you through the next steps.

®* S = Supporting

®* Tell me more...

® E = Exploring
VITALtalk.org




You are not responsible for the disease






* ldentify specific problems (pain, symptoms, financial, psychosocial)

® Can you connect prognosis, patient goals and service needs to resources
you offer?




us in this room

be at home?”

and plan of action

® Summarize all decisions made




1owledge of




Serious lliness Conversation Guide

CLINICIAN STEPS CONVERSATION GUIDE
S E R I O S I L LN E S S O =i Understanding What is your understanding now of where you
l, J * Thinking in acvance are with your illness?
# |5 this okay?
CONVERSATION m—
worst Information How much information about what is likely to be

; ; eference . . "
* Benefit for patient/family RrEferences ahead with your illness would you like from me?

* No decisions necessary
today FOR MFLE:

Some patients like to know about time, others like to know
what to expect, others like to know both.
O Guide jright column)

Bernacki et al, BMJ Open. 2015.

O Act

Prognosis Share prognosis as a range, tailored to information
» Affirm commitment preferences
* Make recommendations
d h | about next steps
— under the oncolo -
( 24 - TE@E medical Goals If your health situation worsens, what are your
rea 5
Tdb) most important goals?

= Summarize key goals/
priorities
= Describe treatment . .
options that reflect both 1:‘33 rs / What are your biggest fears and worries about
ormes

+ Document conversation the future with your health?

* Provide patient with
Family Communication
Guide Function What abilities are so critical to your life that

you can’t imagine living without them?

Trade-offs If you become sicker, how much are you
willing to go through for the possibility of
gaining more time?



https://qxmd.com/

* 99497

e with the

99498 sssion of advance directives
[

.

? such as standard erformed), by the physician or other
O

qualified health prdfessm ; each additional 30 minutes. (List separately in addition to code for

primary procedure.)




BILLING FOR ADVANCE CARE PLANNING

same time

* Bill using modifier -33 * Cost sharing (copay/deductible) applies as for
* No Part B coinsurance or deductible (consistent other physicians’ services
with the AWY)




3. Prognostication

o we need to be more

in primary care medicine




“You've got six months, but with
aggressive treatment we can help make
that seem much longer.”




0).JAMA, 28(2), 163-168.
11 (2000). JAMA, 284(19), 2476-2483

® Patients who understand their prognosis make different decisions

® CPR — Murphy et al. NEJM. 1994.

®* Oncology treatments — Weeks et al. JAMA. 1998; Temel et al. JCO 2011




THE ART OF PROGNOSTICATION

Generic disease- Symptoms,
related Psychosocial
Prognosis factors

Individual
pPrognosis pre-
treatment

Individual

prognosis, post-

Glare, P and Vigano, A. Ch 119: Determining treatment
Prognosis. Palliative Medicine. Walsh, D ed.




® Evidence of acceleration of disease process




PATTERNS OF FUNCTIONAL
DECLINE

Flg 1 Different death trajectories—health status is on y axis, time on x axis
(adapted from refs 11 and 12). (a) Sudden death; (b) Typical cancer death;
(c) Typical death from end-organ failure (e.g. CHF, COPD, or RIV/AIDS);

" (d) Typical death from dementia. ‘




T O * Also validated in renal, outpatient medicine settings

B |f the answer is “No,”
® Have you discussed advance care planning?

B |s a palliative care consult appropriate?




® Prognosis in patient on dialysis: Modified Charlson Comorbidity Index, touchcalc HD mortality predictor

® Mortality Risk Index in dementia



http://www.eprognosis.org/
http://www.mypcnow.org/

TOOLS FOR PROGNOSTICATION

Palliative Performance Scale (PPSv2) version 2

Activity & Evidence of Discase Conscious Level

Mormal activity & work
_ Normal activity & work Full Mormal Full
Some evidence of dizeasza
Normal activity with Effort Full Normal or reducad Full
Soms evidance of dizeaza
Unabla Mormal Job Work ~

Unable hobbyhousse work , i - N _ ~ Full
Significant disease Ocoazional assistance necsEsany Mormal or reducsd ar Confusion

“ _
| I 8 { ]
kainly SitLis Jn:t'l_ﬂ tc. 1:‘:-:: "n:"' w?rlr. Conziderabls assistance required MNormal or reduced Full .
Extanaive dissass or Confusion
Mainly in Bad Llnnbla_ln -:_in_m_::a_t EF"m" Mainly a=ssistance MNormal or reducsed F'J,"_E' “'”‘:"“’”—"’
Extenzive dizsaszs +i- Confuzion
Totally Bad Bownd Unn]::-lat_tn.dc_- "f“"_"‘“‘_"'"“" Total Cars MNormal or reduced FIJ,"_E' o ey
Extanaive dissass +i- Confusion
+i- Confuzion

Unabls to do amy activity Mouth care nwEy or Coma

Totally Bad Bound Total Cars

Extsnzsive dizsass




-
eprognOSIS HOME ABOUT CALCULATORS v CANCER SCREENING COMMUNICATION

WHAT WOULD YOU LIKE TO DO?

COM

SCREENING PROGNOSIS

HOME TERMS FOLLOW OUR BLOG

© ePrognosis




WHERE IS YOUR PATIENT?

c

LIVIN

HOSPITAL




ePrognos1s HOME ABOUT CALCULATORS v CANCER SCREENING COMMUNICATION

Walter Index

¢ Population: Hospitalized adults age 70 and older
¢ Qutcome: All cause 1 year mortality
& Scroll to the bottom for more detailed information

Risk Calculator

1. Whats is your patient's biological sex?

2. Upon discharge, does your patient need help from others in order to:

& bathe (defined as bathing more than one part of the body and/or getting in or out of the tub or shower)?

 dress (defined as help dressing self)?

« transfer (defined as moving from bed to chair)?

s toilet (defined as transferring to toilet, cleaning self, or using bedpan or commode)?

® eat (defined as partial or total help feeding or requiring parenteral feeding)?

3. Does your patient have congestive heart failure?




Walter Index

* Population: Hospitalized adults age 70 and older
* Qutcome: All cause 1 year mortality

* Scroll to the bottom for more detailed information

As illustrated by the graphic below, out of 100 hospitalized adults age 70 and older with similar answers, 34 will die (shaded) and 66 will survive (un-shaded) over the
next year.

Risk calculators cannot predict the future for any one individual. Risk calculators give an estimate of how many people with similar risk factors will live and die, but
they cannot identify who will live and who will die.

& o &
B 8

& &

&




HD MORTALITY PREDICTOR

Programmed by Stephen Z. Fadem, M.D., FASM and Joseph Fadem

DOWMLOAD IPHOME AFP

SERUM ALBUMIM
35 gidL

SURPRISE QUESTION
@ | would NOT be surprised if my patient died in the
next & months.

) l'would be surprised if my patient died in the next
6 months.

AGE 85 years

DEMEMTIA
() My patient HAS dementia.
@ WMy patient does NOT have dementia.

FERIPHERAL VASCLULAR DISEAS

() My patient HAS peripheral vascular disease.
@ My patient does MOT have peripheral vascul;
disease.




PROGNOSIS COMMUNICATION
Example Discussions

Communication Skills

Addressing Discussing Lag Time Making a
Emotions to Benefit Recommendation
Asking Permission Ask-Tell-Ask Addressing
Uncertainty

Care Consistent Discussing Next Discussing Trade-
waridhh CAaals CtAnre ~Ffe




American College of Physic
resources/payment/advance_

EPEC

® Education in Palliative and End-of-life Care

http:/ /www.epec.net

Specializing in Palliative Medicine:
[ ]

Fellowship:



mailto:erfitzgerald@salud.unm.edu
http://www.aahpm.org/
http://www.mypcnow.org/fast-facts
http://www.capc.org/
http://www.epec.net/

® Interdisciplinary participa

® echo.unm.edu




e. 2014 Dec;

anced Stages of a Life-Limiting

VITALtalk.org

www.eprognosis.org

www.mypcnow.org

www.acponline.org/system /files/documents/practice-resources/business-resources /payment /advance_care_planning_toolkit.pdf



http://www.mypcnow.org/







