5/24/2021

Making the Connection:
Serious Illlness Conversations

Nancy Joyner, MS, CNS, APRN-CNS, ACHPN®
Palliative Care Clinical Nurse Specialist
Subject Matter Expert/ Outreach Specialist
UND Center for Rural Health
Ambassador, Serious lliness Program- Ariadne Lab

Objectives

* Describe the benefits of high quality, earlier serious illness
conversations with patients and families.

* |dentify the six steps involved with evidence based Serious lliness
Conversations.

* Explain the best ways to use and promote the Serious lliness
Conversation Guide (SICG).
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Flaws with Advance Care Planning (ACP) and
Healthcare Directives

* Not all situations can be envisioned - Health care agent (HCA)
* Patients do not communicate with HCA) - Lay ACP programs
* Preferences are not acted upon - POLST

* Advance Healthcare Directives inaccessible - POLST appropriate?
* Preferences change over time - Longitudinal ACP

* Providers don’t know how to have these conversations—>

Serious lliness Conversation Guide (SICG)
(Morrison, 2020)
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ELNEC, 2019

The 5% Trajectory- Like COVID

Ballentine, 2018- The Five Trajectories- Supporting Patients During Serious lliness
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Serious lliness

A health condition that carries a
high risk of mortality and either
negatively impacts a person’s
daily function or quality of life or
excessively strains their
caregiver.*

*Kelley, AS, Bollens-Lund, E. Identifying the population with
serious illness: the “denominator” challenge. Journal of
Palliative Medicine. Volume: 21 Issue S2: March 1, 2018.

Who Initiates the Discussion?

BmMany physicians feel they lack experience in
discussing the issues that come with progressive,
debilitating ilinesses

BThe more a provider/healthcare professional
prepares for discussions and practices, the more
skilled that provider becomes
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Communication and Goals of Care

* Patient’s wishes, preferences * POLST
* Goals of Care Planning * Resuscitative Statistics
* Code Level Discussion * Healthcare Directives

A person’s values, wishes, beliefs and goals for their care

Irfarmation peides SOM|s) Irdormation directiy
¥ gacision-making in fufure infarms detivian. mabicg
Future care - '.' m
Advance care Goals of cara Decision-making &
planning discussion consent discussions

Treatrment or care decision is to he made

Why “What Matters” Matters Most?

* For older adults
* Variation in “What Matters” Most
* Feel more engaged and listened to
* Avoids unwanted treatment while receiving wanted treatment
* Comfort care Always, not just Only

* For Health systems
* Better patient experience scores & retention
* Avoids unnecessary utilization

* For Everyone (patients, families, caregivers, providers,
health systems)
* Everyone is on the same page
* Improved relationships
* |t is the basis of everything else
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Checklist for Culturally Appropriate “What Matters
Conversations

Learn the preferred term for their cultural identity

* Determine appropriate degree of formality-how to address
Determine preferred language. Include an interpreter/materials
Be respectful of nonverbal communication

Address issues linked to culture- lack of trust, fear (medical
experience, side effects, Western medicine)

Review history- trauma, violence, survivors of racism (very
sensitive)

* Recognize health beliefs- alternative therapies
* Consider decision-making factors and individual autonomy

Goals of Care & Treatment Options Discussion

* What is the one thing about your health care you most want to focus on
so that you can do [fill in desired activity] more often or more easily?

* What are your most important goals now and as you think about the
future with your health?

* What concerns you most when you think about your health and health
care in the future?

* What are your fears or concerns for your family?
* What are your most important goals if your health situation worsens?

* What things about your health care do you think aren’t helping you and
you find too bothersome or difficult?

* |s there anyone who should be part of this conversation with us?
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Resource People

* Providers, Nurses, Social Workers, Chaplains,
Hospital Supervisors, Palliative Care Team

* Provide information about healthcare directives
to patients/families who wish to have more
information

* Assist patients in completing healthcare
directives

 Other staff are not designated to do Healthcare
Directives.
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Tools to Get Started

* Go Wish Game
* Hard Choices For Loving People (Hank Dunn)

* Serious lllness Care Resources

* The Conversation Project Starter Kits

* National Healthcare Decisions Day- April 16

* MyDirectives app

* Honoring Choices® North Dakota

This Photo by Unknown Author is licensed under CC BY-SA-NC

Treatment Choices:

* CPR

¢ Medical Interventions
* Tube Feedings/IV Fluids


http://www.gowish.org/
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/resources/#Downloads&%20Tools
https://theconversationproject.org/starter-kits/
https://theconversationproject.org/nhdd/
https://mydirectives.com/en/
https://www.honoringchoicesnd.org/
https://www.franklinmatters.org/2018/04/in-news-jones-to-haiti-again-comfort.html
https://creativecommons.org/licenses/by-nc-sa/3.0/

Serious lllness Conversation Guide
Demonstration- Case Study

« Serious lliness Care

e Part 2: The Serious lllness Conversation Guide

Bringing Up Prognosis

Gone From My Sight

By
Barbara Karnes
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https://www.ariadnelabs.org/areas-of-work/serious-illness-care/
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/
https://bkbooks.com/collections/booklets/products/gone-from-my-sight-the-dying-experience?variant=36961181171868
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Translating Patient Wishes into Medical Orders

Honoring the wishes of those with serious illness and frailty

About National POLST

Case Study: Jane Jones

» 77-year-old woman with stage 4 cancer, on chemotherapy

¢ Presents to Emergency Department at 1 AM with perforated bowel
e Surgeon consulted

* No documented end-of-life conversations

e Surgeon needs to have informed consent discussion with patient

What would make the conversation about treatment options easier for the surgeon?
Having her code status — would that help or not?

b. Patientis alert, competent, and understands gravity of illness

c. Patientisin distress, delirious, and proxy is present

d. Documentation of a serious illness conversation

Q
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https://polst.org/
https://polst.org/about-national-polst/?pro=1

What is POLST?

Medical Order

Signed by the patient or their
Agent

Signed by a Physician or
Advanced Practice Provider

PORTABLE from one facility
to another and honored by
EMS
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Conclusion: It is Our Responsibility to:

* Provide high quality, earlier serious illness conversations with patients
and families.

 Utilize evidence based Serious lliness Conversation Guide

* Complete Healthcare Directives and POLST forms AFTER
comprehensive conversations

Why?
e Patients and families will have more time to plan, to complete what is
unfinished

* Better goal-concordant care
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