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Understanding palliative

SPECIALIZED MEDICAL
CARE FOR PATIENTS
FACING SERIOUS ILLNESS
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SYMPTOM MANAGEMENT GOAL=IMPROVEMENT IN

QoL
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HOSPICE DIFFERENCES:
PROGNOSIS <6MONTHS,
WITHDRAWAL OF
CURATIVE CARE, EOL CARE
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COINCIDE WITH CURATIVE
TREATMENT

DOCTORS, APPS, NURSES,
SW, PHARMACISTS,
PSYCHIATRY TO MAKE UP
THE TEAM DEPENDING ON
FACILITY/INSTITUTION



Palliative Care at

Upstate

Inpatient team: 3 full
time MD, 2 part time MD
and 1 per diem MD

2.5 APPs embedded in
MICU along with SW

9 full time APP (soon to
be 10 in November), 1
per diem APP

2 full time SW (1
embedded in MICU)

1 full time chaplain

1.5 APPs embedded in
Neuro ICU

Outpatient team:
3 MD and 1 APP
(active Cancer Center
patients only)




PC involvement in the
Neuro |CU

* Embedment began in 8/2020 driven by the needs
of the Neuro Critical Care service

* Typical diagnoses: stroke, TBI, tumors, seizures

* Majority of stroke patients are seen to assist with
establishing wishes regarding advance directives
and goals of care as it relates to QOL




Early

involvement

We urge consultation early to help build
rapport throughout hospitalization for aid with
difficult discussions

Studies indicating shorter length of stay as well
as patient/family satisfaction

WHY?

An ICU stay can be harrowing, induce anxiety,
depression and grief due to the difficulty of
making reliable prognoses, instability of critical
illness and complexity of critical care
treatments.

Research notes deficiencies in ICU with
symptom management, inadequate
communication, conflicting goals/values
amongst interdisciplinary team, moral distress



Communication

* Strive for effective communication amongst patient/family and all members of the
interdisciplinary team for better satisfaction

e Aid in facilitating family meetings and guide goals of care conversations surrounding
patients wishes/best interest

* Barriers: lack of death experience, unrealistic expectations, changing role of religion,
trust, fear, language, bias/judgment/assumption.



Aids for GOC discussion

SPIKES (setting up, perception, invitation, knowledge, emotions/empathy, summary)

REMAP (reframe, expect emotion, map out goals, align with goals, propose plan)

w6 Step approach communicating bad news

¢ 1. arrange the physical context and emotional atmosphere
¢ 2. find out how much patient/family knows

¢ 3. find out how much they want to know

¢ 4. share information (educate)

5. respond to feelings

* 6. make a plan and follow through




Symptom
management

Dysphagia

Death rattles
Dyspnea

Pain

Anxiety
Confusion/delirium
Agitation
Constipation

Dry mouth
Seizures
Numbness/tingling
Sleep disturbance
Nausea/vomiting

Bladder/bowel incontinence

e Barriers to effective
symptom management-
cognitive impairment,
aphasia, dysarthria



Case study

* 65yo male

* Presented to Neuro ICU for TBI with SDH, tSAH following an MVA. While admitted
developed acute left gaze preference and RUE/RLE weakness. MRI revealed new left MCA
infarct. Significant concern for cerebral edema with impending need for surgical
decompression prompted a PC consult. Patient had a prolonged hospital course needing
CVVH. He was successfully extubated but the primary team continued to navigate
decreased LOC with periods of agitation. Optimizing wakefulness was a priority to best
evaluate safe swallowing. A family meeting was held during this course to review
diagnosis, complications, prognosis and plan. Ultimate decision for PEG placement and
pursuit of rehab. PC was available to patient, wife and daughters to aid in communication,
clarification of plan of care, and remained available to the team to assist with
agitation/delirium as needed.
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UPSTATE Patient Name: MR#:

UNIVERSITY HOSPITAL

HEALTH CARE PROXY A t #: DOB: Date:

Upstate University Hospital * Health Information Management ¢ 750 East Adams Street  Syracuse, NY 13210
M1 Jane Doo

hereby appoint Joho Doc (3333 %33 - 2333

(name, home address and telephone number)

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

(2) 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 to the extent that |
state otherwise.

(3) Unless | revoke it or state an expiration date or circumstances under which it will expire, this
proxy shall remain in effect indefinitely. (Optional: If you want this proxy to expire, state the date or
conditions here.) This proxy shall expire (specify date or conditions):

(4) Optional: | direct my health care agent to make health care decisions according to my wishes and
limitations, as he or she knows or as stated below. (If you want to limit your agent’s authority to
make health care decisions for you or to give specific instructions, you may state your wishes or
limitations here.) | direct my health care agent to make health care decisions in accordance with the
following limitations and/or instructions (attach additional pages as necessary):

In order for your agent to make health care decisions for you about artificial nutrition and hydration
(nourishment and water provided by feeding tube and intravenous line), your agent must reasonably
know your wishes. You can either tell your agent what your 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.

F81048~Health Care Proxy (NYS Department of Health Form Revised: Aug. 2022) Rev. 9/2022  Review: 9/2022 MR

Patient’s Name: Account #: MR#:

(5) Your Identification (please print)
Your Name _Jane Doe

Your Signature Yonr 'Dé’( Date 7/Qo?/9%
Your Address _%2%_Thud (t.

(6) Optional: Organ, Eye and/or Tissue Donation
| hereby make an anatomical gift, to be effective upon my death, of:
(check any that apply)
[JAny needed organs, eye and/or tissues

[JThe following organs, eye and/or tissues

[ Limitations

If you do not state your wishes or instructions about organ, eye 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

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

| 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.

Witness 1
Date ‘7/421 / >
Name (print)2_WA: dhael  Jaded

Signature JA A /(\

Address 150 €. Adame¢ (F.
((vl(ﬂu.u)kl /\5‘1 (31D

Witness 2

Date q}91{93

T T

Name (print) o -\/\V\I\\Q(/h]hlu

Signature )ﬂ/\/+ VDA»—::L/K’{I

Sss - . Delgnat b
(fu[r. AVENEAT:®

1430 NYS DOH 08/22

F81048~Health Care Proxy (NYS Department of Health Form Revised: Aug. 2022) Rev. 9/2022  Review: 9/2022 MR
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UPSTATE Patient Name: MR#:

UNIVERSITY HOSPITAL

HEALTH CARE PROXY Account # DOB: Date:
Upstate University Hospital * Health Information Management » 750 East Adams Street * Syracuse, NY 13210
M1 _Jaae Doe
hereby appoint John Bre /338) 223 - 333>

(name, home attdress and telephone number)

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

(2) 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 to the extent that |
state otherwise.

(3) Unless | revoke it or state an expiration date or circumstances under which it will expire, this
proxy shall remain in effect indefinitely. (Optional: If you want this proxy to expire, state the date or
conditions here.) This proxy shall expire (specify date or conditions):

(4) Optional: | direct my health care agent to make health care decisions according to my wishes and
limitations, as he or she knows or as stated below. (If you want to limit your agent’s authority to
make health care decisions for you or to give specific instructions, you may state your wishes or
limitations here.) | direct my health care agent to make health care decisions in accordance with the
following limitations and/or instructions (attach additional pages as necessary):

In order for your agent to make health care decisions for you about artificial nutrition and hydration
(nourishment and water provided by feeding tube and intravenous line), your agent must reasonably
know your wishes. You can either tell your agent what your 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.

F81048-Health Care Proxy (NYS Department of Health Form Revised: Aug. 2022) Rev. 9/2022 Review: 92022 MR

Patient’s Name: Account #: MR#:

(5) Your Identification (please print)
Your Name Jﬂ—{\( Dot
Your Signature _\/ef bad
Your Address 23 Twirdd &3

Dateﬁ/&’&‘}éb

(6) Optional: Organ, Eye and/or Tissue Donation
I'hereby make an anatomical gift, to be effective upon my death, of:
(check any that apply)
CJAny needed organs, eye and/or tissues

OThe following organs, eye and/or tissues

[ Limitations

If you do not state your wishes or instructions about organ, eye and/or tissue donation on this form,
itwill 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

(7) Statement by Witnesses (Witnesses 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.

Witness 1

Date 0),‘35‘| 23

Name (print) John Doe.,
Signature Las &
Address é)} Thvd S+

Witness 2

Date 1 ,/ Pt 32‘ 23
Name (print)
Signature
Address

1430 NYS DOH 08/22

F81048—Health Care Proxy (NYS Department of Health Form Revised: Aug. 2022) Rev. 9/2022 Review:9/2022 MR










e https://www.health.ny.gov/professionals/patients/
patient rights/molst/

e https://www.health.ny.gov/professionals/patients/

RESO Urces health care proxy/

* https://www.stroke.org/en/



https://www.health.ny.gov/professionals/patients/patient_rights/molst/
https://www.health.ny.gov/professionals/patients/patient_rights/molst/
https://www.health.ny.gov/professionals/patients/health_care_proxy/
https://www.health.ny.gov/professionals/patients/health_care_proxy/
https://www.stroke.org/en/
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