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Benefits of Palliative
Collaboration

« The palliative APRN can play an important
collaborative role in caring for patients with
neurological conditions

« Management of symptoms

« Education and supportive counseling for the
emotional and physical demands

Palliative care involvement early (at diagnosis) is beneficial to lower
symptom burden and assist with decision making
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Common Palliative care concerns
with this population

* Prognosis- as with chronic ilinesses, this can wax
and wane throughout progression

 Functional decline

« Psychosocial concerns- financial, physical and
emotional burden of care giving
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Stroke -5 leading cause of
death in the US

Location determines deficit
Impacts can be consciousness, motor function

Effects extending beyond initial injury can be caused
by swelling

Care is focused on prevention of further damage and
meeting physical needs
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Symptom management

» No strong evidence on management of syndromes. However,
current practice suggests following headache and central pain
management guidelines

« Headache, central poststroke pain, spasticity, hemiplegic
shoulder pain, dysphagia, depression and anxiety

» End-of-life post stroke- many unable to self report, use of pain
scales to conclude effective symptom management

— Management of common sources of distress such as
labored breathing, dry mouth, upper airway secretions

Knowing changes everything.”
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Timing of Consults and Role

For patients with stroke, palliative care can begin at
presentation and be offered concurrently with acute
treatment. The degree of integration depends on patient
and hospital factors. The role may be more significant
for patients with marked functional or cognitive
challenges or those confronting dependency on life-
prolonging measures (mechanical ventilation and
enteral feeding)
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Advance Care Planning

« Ongoing process in which patients, their families/caregivers, and
health care providers reflect on the patient’s goals, values,
beliefs; discuss how they should inform current and future
medical care; and, ultimately, use this information to accurately
document the patient’s future health care choices.

» Goals of Care
Clarifying goals in the acute setting
Re-addressing goals in the post-acute setting

Knowing changes everything.”
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Team support

« Caregiver support
— Physical, emotional, psychological
— Information and decision support
— Instrumental (home care, respite care)

« Staff support
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Optimizing communication
SPIKES

Embrace a Patient-first Approach to

¢ ImprOVIng Communlcatlon Advance Care Planning Conversations
Ski”S Setting
S Choose a private, comfortable,

non-threatening setting

* Facilitating discussion ———
J a P

« Key steps to holding family
meetings and
discussing/delivering D I —

serious news SR
& E

Respect feelings, respond with empathy

o@ Invitation
(e |

Ask patient what they would like to know

Summarize
hel Recap and decide what's next
Sous

ree: Baile, W. F, Buckman, R., Lenzi, R, Glober, G., Beale, E A, & Kudelka, A. P. (2000). SPIKES—a six-step
protocol for delivering bad news: application to the patient with cancer. The oncologist, 5(4), 302-311.

VITAS

Healthcare
Available 24/7/365
Physicians & referral sources: 877.626.5155
Patients & families: 855.821.0052

VITASapp.com | VITAS.com Ei@ S S
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Decision making

 Principles of shared decision making
 Acuity of decisions

* Role of surrogate decision
makers/health care proxy
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End-of-life care

Hospice eligibility: Karnofsky Performance Scale or Palliative Performance Scale

KARNOFSKY PERFORMANCE STATUS SCALE DEFINITIONS RATING (%) CRITERIA

Palliative Performance Scale (PPSv2) version 22
PPS Level Ambulation Activity & Evidence of Disease Self-Care Conscious Level 100 Normal no complaints; no evidence of disease.
Normal activity & work . ) )
2 100% Full ey a e o Full Normal Full Able 1o carvy on normal Able tto carry; Zn normal activity; minor signs or
P symptoms of disease.
Q Full MEITE ST Ful Normal Full aclivity and fo work; no w0 e
[1v] Some evidence of disease special care needed.
]
W) . Normal activity with effort R ) .
80% Full I e Full Normal or reduced Full a0 Nonl'nal activity with effort; some signs or symptoms
- of disease.
(1] 70% Reduced Unabl;;}%ﬂ(:s;r&a&\e{;tgwork Full Normal or reduced Full
(= Cares for self; unable to carry on normal activity or
Unable to do hobby/housework Occasional assistance ; 70 :
9 60% Reduced Significant disease necessary Normal or reduced Full or confusion Unable 1o work: able fo to do active work.
‘o i i live at home and care for . . . .
L2 B Mainly sit/lie nghlstadnanywork Considerable assistance Normalorreduced  Full or confusion Requires occasional assistance, but is able to care
c Extensive disease required most personal needs; 80 .
© -~ varying amount of for most of his personal needs.
0% Mainlyinbeg ~ Unabletodo mostactivity Mainly assistance Normalorreduced Ul or drowsy y
- Extensive disease +/- confusion assistance needed. . i Rk
— =" r——" 0 Requires considerable assistance and frequent
nable to 0 any activity ull or drowsy -
\.E 30% Totally bed bound o e Total care Normal or reduced Pk medical care.
_,| 20% Totally bed bound Unaé’:iet&?fead'}zg;;v'ty Total care Minimal to sips T}l 2;:;3::’53 40 Disable; requires special care and assistance.
——
O o
1 10% Totally bed bound Unable to qo gyacivty Total care Mouth care only Drowsy or somd Severely disabled; hospital admission is indicated
Extensive disease +/- confusion 30 o
o Unable to care for self; although death not imminent.
LICJ 0% Death - - - i requires equivalent of
institutional or hospital Very sick; hospital admission necessary; active
care; disease may be 20 supportive treatment necessary.
progressing rapidly.
10 Moribund; fatal processes progressing rapidly.
0 Dead
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Ethical Dilemmas

« Nondecisions:

— Disagreement between team members about life supporting
treatments for patients

— Physicians bias that patients need more time to determine direction
of care (progress or regress)

— For nursing staff nondecisions or clear care plans bringing on
sense of insecurity

— Lack of symptom management, specifically pain relief unless a
patient is on full comfort measures

— Easier to treat than not to treat
Communication barriers leading to nondecisions
Difficulty in identifying next-of-kin

Knowing changes everything.”
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Ethical Dilemmas Continued

 Results show:

— Having a relationship with the
patient/family is essential

— Understanding wishes previously
expressed and preferences of care

— Each reduce emotional barriers for the
care team
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4 principles

1. autonomy

2. beneficence

3. non-maleficence

4. justice

* Medical indications: beneficence and non-maleficence
» Patient preferences: respect for autonomy

« Quality of life: beneficence, non-maleficence and respect for
autonomy

« Contextual features: principles of loyalty and fairness

Knowing changes everything.”
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Case study

«  32-year-old male presented s/p high speed MCA into guardrail. He suffered severe TBI with IPH,
tSAH, DA, diffuse cerebral edema, brain compression and midline shift. An emergent
decompressive hemicraniectomy was performed. He was discovered to have suffered a right
carotid and vertebral dissection leading to right MCA infarct also. He happened to also suffer
fractures of left ulna, ribs, and orbit.

*  Medical team felt there was lack of sufficient evidence to definitely say catastrophic brain injury
would preclude favorable neurological recovery

. Family expressed that patient would never want to continue living with compromised quality of life

«  Family meeting was held to discuss goals of care. Ultimate plan was to aggressively wean
sedation to better assess clinical status and prognosis requiring follow-up with another meeting in
48 hours.

+  The bioethical dilemma in this situation was to determine whether stopping treatment was the right
thing to do. Patients' family wanted to stop aggressive treatment however the medical team was in
disagreement. The family's rights to self determination based on the ethical principle of respecf tor
autonomy. The HCP or SDM are expected to make decisions baed on what the patient would have
wanted. In these situations, consider a palliative care and/or ethics consult. Consider a family
meeting and pre-conference with interdisciplinary team prior to meeting with family.

Knowing changes everything.”
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NEW YORK STATE DEPARTMENT OF KEALTH Medical Orders for Life-Sustaining Treatment (MOLST)
. _____________________________________________________________________________________________________|

‘THE FTEENT KEEP'S THE DRIGINAL MOLST FORM DURENG TRAVEL T0 DIFFERENT CARE SETTINGS. THE PHYSHIANNURSE PRA CTTTRONER/PHYSILAN ASSISTANT KEEPS A COPFY.

‘THE FRTIENT KEEPS THE DRIGINAL MOLST FORM DURINE TRAVEL 70 (IFFERENT CARE SETTINGS. THE PHYSICIANYNUBSE PRACTITIONER/PHYSEIAN ASSISTANT KECPS A COPY.

LAST KAMEJFIRST A ME/MIDOLE TKITIA L OF RATIENT

LAST NAMEJFIRST Rt ME/MIDOLE INTTIAL OF FATIENT DATE OF EIRTH [MMEGITYTY
ADORESS
TERERE (Orders For Other Life-Sustaining Treatment and Future Hospitalization
O Male [J Female ‘When the Patient has a Pulse and the Patient is Breathing
TATE OF ERHTH (MMDOIYTY) RMOLST NUMEER [THLS [5 KT AN sMOLST FORMN] B L . . . . . ; L .
Life-sustaining treatment may be orderad for a trial period to determine if thers is benefit to the patient. If a life-sustaining treatment is started, but
Do-Not-Resuscitats (DNR] and Other Life-Sustaining Treatmant (LST) turns out net to be helpful. the treatment can be stopped. Before stopping treatment. additional procedures may be needed as indicated on page 4.
This is 2 medical order form that talls athers the patient’s wishaes for life-sustzining treatment. A health care professional must complete of changs the Treatment Guidelines No mattzrwhat elss is chosen, the patient will be treated with dignity and respact, and health care providers will offer
MOLST form based on the patient's current medical condition, values, wishes, and MOLST Instructions. If the patient is unable to make medical decisions, comfort measures. Check one:

the orders should reflact patient wishes, as best understood by the health care agent or sumogate. A physician/nurse practitionen/phy sician assistant must
sign the MOLST form. All health care professionals must follow these medical orders as the patient moves from one location to another, unless a
physician/nurse practitionerphysician assistant examines the patiant, reviews the orders, and changes them.
MOILST is generally for patients with serious health conditions. The patient or other decision-maker should work with the physidan/nurse
pracitioner/physician assistant and consider asking the physician/nurse practitionen/physician assistant to fill out a MOLST form if the patient:

= Wants to avoid or receive amy or all life-sustaining treatment.

* Residas in a long-term care facility or requires long-term care services.

[ Camfort measures only Comfort measures are medical care and traatment provided with the primary goal of relieving pain and other symptams and
reducing suffering. Reasonable measures will be made to offer food and fluids by mouth. Madication. turning in bed. wound care and other measures
will be used to relieve pain and suffering. (eygen, suctioning and manual treatment of airway obstruction will be used as needed for comiort.

[ Limited medical interventions The patient will recaive medication by mauth or through a vein, heart menitoring &nd all other necessary treztment,
based cn MOLST orders.

[ Mo limitations on medical interventions The patient will recaive all needed treatments.

. . "iﬂ?‘dii‘a"s"“"‘_ the next year sty (100) and ck hecapacy o decide e physician s one or gy Instructions for Intubation and Mechanical Ventilation Check gne:

th an ctual or devel . ity a capacity to deci sician [not a nurse practitioner or physician [ Do not intubate (DN Da nat place 2 tbe down the patient’s throat or connect to a breathing machine that pumps air into and out of lungs. Treatments
assistant) must follow special procedures and attach the completed Office for People with D Disabilities (O0PW are availzhle for symptoms of shortness of breath, such as ey gen and morphine. [This bax should nat be checked if full CPR is checked in Section A.)
chedklist before signing the MOLST. See page 4 [] Atrial period Check one or boti:

IEZEETTN Resuscitation Instructions When the Patient Has No Pulse andor Is Not Breathing O intubation and mechanical

Check ome: [ Monimvasive ventilation {e.g. BIFAF), if the health care professional agrees that itis i

[ CPR Order: Attempt Cardio-Pulmonary Resuscitation (] Intubation and long-term mechanical ventilation, if needed Place a tube dawn the patient’s throat and connect to a breathing machine as long as it
(CPR inwalves artificial breathing and forceful pressure on the chest to try %o restart the heart. It wsually involves alectric shock (defibrillation] and 2 is medically needed.
plastic tube down the throat into the windpipe to assist breathing [intubaticn). it mean:s that all medical treatments will be done to prolong Life when Furture Hospitalization/Transfer Check ooe:

the heart stops or breathing stops, induding being placed on a breathing machine and being transfamed to the hospital. [ Do nat send ta the hespital unless pain ar severe sym; s cannet be ofherwise d

[ DNR Order: Do Not Attempt Resuscitation (Allow Natursl Death) L
This means do not begin CPR, as defined above, to make the heart or breathing start again if either stops. [ Send to the hospital. if necessary, based an MOLST arders.

- Artificially Administered Fluids and Nutrition When a patient can no longer eat or drink, liguid food or fluids can be given by a tube inserted in
Consent for Resuscitation Instructions (Section A) the slomatrlror Fluids can be given by a small plastic tube (mn';m inzerted dire;!telg into thavein II‘fa patient choosas naot lnghwm ah!ra feading tubs
The patient can make 2 decision about resuscitation if he o she has the ability to decide shout resuscitation. If the patient does NOT have the ability to or IV fluids, food and fluids are offered as tolerated using careful hand feeding Additional procedures may be needed as indicated on page 4.
decide about resuscitation and has a health care proxy, the health cars agent makes this decision. I thera is no health care proy, another person will (Check one each for feeding tube and IV fluids:
decide, chasan from a list based on NYS Law. Individualswith |/ DD whao da not have capacity and da not have a health care prooy must follow SCPA f50-h. [ No feeding tube [ Mo IV fluids
[ A trial period of feeding tube [ A trial period of IV fluids
= O Check if verbal consent [Leave signature Line blank] e [ Long-term feeding tube, if nesded
Antibiotics theck one
FFENT HAME F DECSION-WAKES. [ Do ot use antibictics. LUse ather amfort maasires o ralisve symptoms.
[ Determine use or Limitation of antibiotics when infection ocours.
FFENT ASTRATRESS RANE FRINT SECNDWITNESS NARE [ Use antibiotics to traat infictions, if medically indicated.
Who made the decisions? []Patient [ Health CareAgent [ Public Health Law Surrogate [ Minor's Parent/Guardian [ §1750-b Sumrogate®

Dther Instructions about starting or stopping treatments discussed with the physician/nurse practitioner/ physician assistant or about other traatments

pi20)0] [ol  Physician/Nurse Practitioner/Physician Assistant Signature for Sections A and B ot listed above (dialysis, transfusions, ete.).

Consent for Life-Sustaining Treatment Orders (Section E) (Sams as Saction B, which is the consent for Saction 4)

[ Check if verbal consent (Leave signature line blank)
TENATURE DWEINE

PHYSIOAN/MLIRSE FRA CTITEONER/FHYSICIAMA SSISTANT SIGRATURE® PHYSIOA WMNURSE FRACTITIONER/ FHYSICANASSISIANTNAME  DATE/TIME

FHVSICA NN LIFSE FRA CTTTEOMERUFHYEICIAN A ST TANT EE NOMEER PHVEICIA W NLIRSE FRACTITIDNER] FHYSIIAN ASSISANT PHONE FACER NUMBER

m Advance Directives FRNTNAME OF DELSION-MAKER,

Check all advance directives known to have been completed:

[ Health Care Praxy [ LivingWill [ Organ Donation [ Documentation of Oral Advance Directive FRENT FIESTATTREES M'E ~ PR si[wnwrrfiss: E_ . .
— — s - Who made the decisions? [ Patient [ Health Care Agent [ Basad on claar and convincing evidence of patient’s wishes
*If this deision is being made by a 750-b surrogate, a physician must sign the MOLST. [ Public Hesdth Law Surrcgate (] Minor's Parent/Guardian [ §50-b Surrogate™

——
DOH-5003 {820 p 10 &
Physician/Nurse Practitioner/Physician Assistant Signature for Section E

PHYSICIA /M UIFSE FRACTITIONERFHYSICIAN A SSISTAMT SIGRATURE* FRINT PHYSSOAM/NURSE PRACTITIONER/PHYSICA K ASSISTR NT RANE DATETIME

?ﬂhisde:isim is being made by a 1750-b surogate, a physician must sign the MOLST.
DOH-5003 (8/20) p2 of & This MOLST form has been approved by the NYSDOH for use in all settings.

Knowing changes everything
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(1 L,

hereby appoint
(rame, home address and lelephone number)

as my health care agent to make ony and all health care decisions for me, except Lo the extent that |
slale otherwise, This proxy shall take effect only when and if [ become unable to make my own health
care decisions.

{2Z) Optional: Alternate Agent
If the person [ appoint is unable, unwilling or unavailable to act as my health care agent, [ hereby

appoint
(name, home address and telephone number)

as my health care agent to make any and all health care decisions for me, except bo the extent that 1
slale otherwise.

(3} Unless I revoke it or slate an expiration date or circumstances under which it will expire, thiz proxy shall
remain in effect indefinitely. (Optional: I you want this proxy lo expire, state the date or condilfons
fere. ) This proxy shall expire (specify date ar conditfons):

(4

—_

Optional: [ divect my health care agent to make health care decisions according to my wishes and
limitations, as he or she knows or az stated below. (F you want fo Fmil your agend's authority to make
health care decisions for you or o give speciiic instructions, you may stale your wishes or mitations
Fere.) 1 direct my health care agent to make health care decisions in accordance with the following
limitations andfor instructions fatfech additional pages as necessary )

In arder for vour agent to make health care decisions for you about artificial nutrition and hydration
(nourishmen! and waler provided by feeding tube and iniravenous ling), vour agent musl reasonably
know your wizshes, You can either tell vour agent what vour wishes are or include them in this section.
See instructions for sample language that you could use if you choose to include your wishes on this
form, including your wishes about artificial nutrition and hydration.

Knowing changes everything.”

5)

Your Identification (please print)

Your Name

Your Signature Date

Your Address

(6) Optional: Organ and/or Tissue Donation

(7

1430

1 hereby make an anatomical gift, to be effective upon my death, of:
(check any that apply)

Any needed organs and/or tissues

! The following organs and/or tissues

Limitations

If you do not state your wishes or instructions about organ and/or tissue donation on this form, it will
not be taken to mean that you do not wish to make a donation or prevent a person, who is otherwise
authorized by law, to consent to a donation on your behalf.

Your Signature Date

Statement by Witnesses (IWitnesses must be 18 years of age or older and cannot be the health care
agent or alternate.)

I declare that the person who signed this document is personally known to me and appears to be of
sound mind and acting of his or her own free will. He or she signed (or asked another to sign for him or
her) this document in my presence.

Date Date

Name of Witness 1 Name of Witness 2

(print) (print)
Signature Signature
Address Address

NEW YORK
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