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Speaking of goals...

Here are mine for this presentation




Replacement rate

|
|
|
|
|
|
|
|
l

I
|
|
|
|
[
|
|
l

|

|
GenerationX | GenerationY | GenerationZ
born [ (Millennials) born | born
|
|
I

Expected births per woman

Baby boomers
born

I
|
|
|
|
1 1 1 T Ll
1950 1960 1970 1980 2010 2018

Number (in millions)

Aged 285

1900 1910 1920 1930 1940 1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050

Year




Special Article

The Growing Demand for Hospice and Palliative Medicine @«m\m
Physicians: Will the Supply Keep Up?
Dale Lupu, MPH, PhD, Leo Quigley, MPH, Nicholas Mehfoud, MPH, and Edward S. Salsherg, MPA

Center fur Aging, Health & Humanities (D.1.), George Washington University School of Nursing, Washington, District of Columbia; George
Washington University School of Nursing & Health Workforce Institute (L.Q., N.M., ES.S.), Washington, District of Columbia, USA

ve care is grow es and ages and as bos
accepted. Hospice (HPM) is a relatively new physi
c the supply of specialtytrained
mportant
nodeled the need for and supply of speciali ici e year 2040 1o determine whether
uld continue growing.
eate a benchmark for nee a proach 10 look at the current geographic
1PM physician supply. To . we cal annual change in current supply by
acti X
Results. The current U.S. supply of HPM s er 100,000 adults 65 and older. This ratio varies greatly across
the country. Using alternate assumptions for future supply and demand, we project that need in 2040 will range from 10,640
1o almost 24,000 HPM spec vi e from 8100 o 19,000.
Conclusion. Current i a . tion growth and demand for services. HPM
fellowships would ne c 2 ly 1o between 500 and 600 per year by 2030
suffic 2 workforee for hos, - care se i st service provision patterns. | Pain

Manage 2018:55:1216—1223. © 2018 American Academy of Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.

Key Words
Physician workforce, physician supply. hospice and palliative medicine physician workforce, fellowsship

Introduction hospital-based palliative care at exemplar program
staffing levels.” Spetz et al” found that only 66% of

hospital : care programs had a funded physi-

cian 01 s such staffing be

The use of palliative care and hospice has grown
two decades. The silver tsunami

Supply/Demand Imbalance
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Abstract

Context. The need for hospice and palliative care is growing rapidly as the population increases and ages and as both
haspice and palliative care becor e acce taspice and palliative medicine (HPM) is a relatively new physician
e necded e the supply of specialtytra
ing for future training capacity
Objectives. We modeled the need for and supply of specialist HPM physicians through the year 2040 to determine »
training capacity should continue growi
Methods. To creatc a benchmark for need, we use based approach o look at the current geographic
asibution of the HPM physician supply. To model future supply, we caleulated the annual change in current supply by
adding newly trained physicians and subtracting physicians leaving the labor foree
Results. The curvent U.S. supply of HPM spec 5 13.35 per 100,000 aduls 63 and older. This ratio varics greatly across
the country. Using alternate assumptions for fure supply and demand, we project that need in 2040 will range from 10,640
Supply will range from 8100 to 19,000,
apacity is insufficient to keep up with population growth and demand for services. HPM
fellowships would need w grow from the current 325 graduates annually 10 between 500 and 600 per year by 2030 1o assu
nt physician workforce for hospice and palliative care services given current service provision patterns. | Pain Sympion
61223, © 2018 American Academy of Hospice and Palliative Medicine. Published by Elsevier Ine. Al vights reserved.
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Introduction alliative care n
% of
pital palliative care programs had a funded ph

an position in 201213, despite such staffing |

The use of palliative care and hospice has grown
rapidly in the past two decades. The silver tsunami

HPM fellowships would need to grow from the current 325 graduates annually fo between 500 and 600 per year by 2030 to
assure sufficient physician workforce for hospice and palliative care services given current service provision patterns.




“It is neither sustainable nor desirable that
palliative care specialists manage all the
palliative care needs of all seriously ill patientsé®

Consensus Report from the Center to Advance Palliative Care

JAMA., April 1, 1961

What to Tell Cancer Patients

A Study of Medical Attitudes

Donald Oken, M.D., Chicago

0 PROBLEM is more vexing than the decision

about what to tell the cancer patient. (Al
though the word cancer is neither a medical term
nor a specific entity, common sense considerations
provide a basis for use of t eral term. As used
in the present work, the te uld be understood
to apply to all malignant neoplasms of characteris-
tically grave prognosis.) The situation is an ever re-
curring one and the questions involved are knotty
What should the patient be told? How and when
should this be done? The manner in which such
questions are handled is crucial for the patient and
may determine his er 1 capacity

A questionnaire and interviews were
v the policies of 219 physi

decide to follow & course determinants, Feared reactions to telling
prlbgrandyy jcide | could rarely he sul
ut it is far from simple to determine just what o irely be suh
course that is. The issues involved ure complex
tors whi ’ cult to assess, weigh, and place vlling. Underlying were foclings of pes.
i praper perspectiv simism_and fy about eancer. The
In his attempt to work out some solution, the doc- .
strang feelings
tor needs all the help he can get. The issue;
favorite and, often, heated topic of “corrida
Dt s

ch
equivocal answers, A considerable number
of authors have attempted to pro
describing their own views and
writers, often wise and distinguished teachers draw-
ing on long experience, offer salutions hased on that Friesen * queried 100 cancer patients and found 89

90% of physicians indicated that they preferred
to tell their patients of a cancer diagnosis!




Patients Want 1o Know

Goals of Care-Definition
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|[BACKGROUND: The specific phrase “goals of care” (GOC)
is pervasive in the discourse about serious illness care.
¥et, the meaning of this phrase is ambiguous. We sought
o characterize the use and meaning of the phrase GOC
within the healtheare literature to improve communica-
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The use of the phras “within
the healthcare literature is increasingly common. We

tients, families, and clinicians and provide a framework
s

families, clinctan: -
[METHODS: A systematic review of the English language
Ihealthcare literature indexed in MEDLINE/PubMed, Cu-
Imulative Index to Nursing and Allied Health Literature
[CINAHL). and Scopus was performed in October of
2018, We searched for all publications with the exact
[phrase “goals of care” within the title or abstract: no lim-
Jitations on publication date or format were applied: con-

L We used g , dis-
course analysis (o identify key themes and generate an

deflnition and (GOC.

[RESULTS: A total of 214 texts were inchuded in the final
analysis. Use of GOC increased over time with 87% of
included texts published in the last decade (2009-2018)
in operational definition emerged from consensus within
the published iterature: the everarching aims of meeical
jcare for a patient that are informed by patients’ undertying
valies and priorities, established within the existing clinical

for developing o improve g
concordant care.

KEY WORDS: palliative care: terminology: terminal care: systematic
review, discourse analysis.
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INTRODUCTION

The specific phrase “goals of care™ (GOC) is used
pervasively by clinicians, researchers, and health
policymakers who aim to provide the best possible care
for patients with serious illncsses. Despite widespread




Goals of Care Use in Literature
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Goals of Care Definition

Falfigtive Medicine 1967. 1. 136-148

A comparison of hospice and hospital:
care goals set by staff

Barry Lunt Senior Research Fellow, Community Medicine, University of Southampton and
Cherie Neale Production Co-ordinator, Countess Mountbatten House, Southampton

Key words: motivation, organizational objectives, palliative treatment,
terminal care
It has been suggested an important difference between hospice and hospital care
is that hospice care is more geared to the attainment of patient and family goals,
and that these goals concern a broader range of comfort, psychosocial, and
rehabilitation issues. This study whether such exist

s were with doctors and nurses in two NHS
hospices, and three medical and two surgical wards of a district general hospital
(DGH}. to ascertain their goals of care and treatment for random samples of newly
admitted terminally ill cancer patients (29 in the DGH and 29 and 28 in the
hospices). DGH doctors set fewer goals in total, dealing with fewer issues, than
hospice doctors or DGH nurses, and took longer to do so. Hospice and DGH nurses
did not differ in the number or content of goals set, or speed of goal setting. DGH
doctors set fewer goals ing ret itation and the patient'. state
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BACKGROUND: The specific phrase “goals of care” (GOC)
is pervasive in the discourse about serious illness care.

DISCUSSION: The use of the phrase “goals of care” within
the healthcare literature is increasingly common. We

Yet, the of this phrase is We sought
the use and of the phrase GOC
to improve

a . operational that can
facilitate communication about serious illness among pa-
tients, families. and clinicians and provide a framework

and

for ping interventions to improve goal-

METHODS: A systematic review of the English language
healthcare literature indexed in MEDLINE/PubMed, Cu-
mulative Index to Nursing and Allied Health Literature
(CINAHL). and Scopus was performed in October of
2018. We searched for all publications with the exact
phrase “goals of care” within the title or abstract: no lim-
itations on publication date or format were applied; con-
ference absiracts were excluded. We used qualitative. dis-
course analysis to identify key themes and generate an
P al and ptual model of GOC.
RESULTS: A total of 214 texts were included in the final
analysis. Use of GOC increased over time with 87% of
included texts published in the last decade (2009-2018).
An operational definition emerged from consensus within
the published the aims of medical
«care for a patient that are informed by patients’ underlying
es, established within the existing clinical

concordant care.

KEY WORDS: palliative care: terminology: terminal «
review; discourse analysis.
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INTRODUCTION

The specific phrase “goals of care” (GOC) is used
pervasively by clinicians, rescarchers, and health
policymakers who aim to provide the best possible care
for patients with serious illnesses. Despite widespread

"Despite widespread use, the meaning of this phrase is

or operational definition”




Goals of Care Definition

GOC are operationally defined as the
for @ that are informed by underlying

established within the existing JandUsed
to guide decisions about the use of or limitation on
specific medical interventions.

Overarching aims of medical care

"Overarching"

"Big picture"

"Global"

"Aim"

"Purpose"

"Direction”

"Telos"




Translated variously as “end,” “goal,” or “purpose.” According to Aristotle, wethave a
telos as humans, which it is our goal to fulfill. This telos is based on our uniquely human
capacity for rational thought.

Patient’s Values and Priorities




CONTEXT

Patients with disease which is typically considered to have a poor prognosis
(dementia or advanced cancer)

Patients who have reached a phase of any disease for which cure was not
possible or death was imminent

Patients were receiving care within a specific healthcare setting where
incurable, serious, life limiting, and life-threatening disease ilinesses are
common (Nursing home, emergency department, intensive care unit)

Clinical Context

Appropriate

Attainable

Realistic

Reasonable

Possible

Woody Allen-*| don't want to achieve immortality through my work.
| want to achieve it though not dying.”




Medical intervention decisions

A Goal of Care is NOT a medical intervention plan

Goal of Care describes a construct to guide medical intervention dedisions

"How wiill a test or intervention help achieve the patient's goalse"

Patient Values

and Priorities Goals of Care

Clinical Context Medical Intervention Options

11



Goals of Care-Importance

Provide patient autonomy and patient centered care
Avoid unwanted care
Identify valued care

Confer psychological support for patients and their families

Goals of care conversation-who ¢

Metastatic Cancer

Dementia

Admission from a long-term care or skilled nursing facility
Chronic iliness (CHF, COPD, ESRD) with a prior ICU admission
Chronic iliness greater than age 85

"Surprise" question




The “Surprise™ Question

"WOULD YOU BE SURPRISE®
IF THIS PATIENT DIED IN THE
NEXT 12 MONTHS?"

Importance

, November 2019, Pages 864-870




GOALS of CARE

Sit down

Communication study

Effect of sitting vs. standing on perception of provider time at bedside:

A pilot study

Kelli J. Swayden®, Karen K. Anderson®, Lynne M. Connelly®, Jennifer S, Moran®,
Joan K. McMahon?, Paul M. Arnold ™*

* Department of Nursng, University of Kansas Hospital, Kansas City, USA

" Department of Newrosurgery, Universicy o Kansas Medicol Centr, Kansas Ciy, USA
 Department of Nuring, Benedicine College, Atchison, USA
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ABSTRACT

Aticke history:
Received 8 February 2011

Received in revised form 17 May 2011
Accepted 21 May 2011

Keywords:

Provider-patient communication
Physician behavior

Patient satisfaction

Patient care autcomes

Quality improvement

Objective: Patients commonly perceive that a provider has spent more time at their bedside when the
provider sits rather than stands. This study provides empirical evidence for this perception.
Methods: We conducted a prospective, randomized, controlled study with 120 adult post-operative
inpatients admitted for elective spine surgery, The actual lengths of the interactions were compared to
patients’ estimations of the time of those interactions,

provider as present at their bedsi when he sat, even though the

Results:
actual time the physician spent at the bedside did not change significantly whether he sat or stood.
! A - oy -

hom the posi
their condition.
Conclusion: Simply sitting instead of standing at a patients bedside can have a significant impact on
patient satisfaction, patient compliance, and provider-patient rapport,all of which are known factors in
decreased litigation, decreased lengths of stay, decreased costs, and improved clinical outcomes
Practice implications: Any healtheare provider may have a positive effect on doctor-patient interaction
by sitting a5 opposed to standing during a hospital follow-up viit.

© 2011 Elsevier Ireland Ltd. Al ights reserved.

length of visit in the outpatient family practice setting, noting that

Post operative patients

Time spent

14



Comments

Percentage of Comments

Positive Sit Negative Sit Positive Stand Negative Stand
Comments (n=19/20) Comments (n=1/20) Comments (n=11/18) Comments (n=7/18

“The doctor took the time to sit and listen.”

“He sat down long enough to get all of my questions answered.”
"I didn’t have time to ask the doctor any questions.
“He was in and out of my room before | even knew what was going on.”

Goals of Care Conversation

Family satisfaction with family conferences about end-of-life care
in the intensive care unit: Increased proportion of family speech is
associated with increased satisfaction®

Jonathan R. McDonagh, MD; Tricia B. Elliott; Ruth A. Engelberg, PhD; Patsy D. Treece, RN, MN;
‘Sarah E. Shannon, PhD, RN; Gordon D. Rubenfeld, MD, MSc; Donald L. Patrick, PhD, MSPH;
J. Randall Curtis, MD, MPH

Objective: Family members of critically ill Ilihﬂﬁllmﬂ\s» Results: The mean s 32.0 mins with an so
satsiacion. with Tamiy-ciricin commenicstion. boul of 143 i v s onge i 7 1 74 min. On verape, fomiy
drawing Iife support, yet limited data HB‘ ln guide Hllbl.B in  members spoke 29% Ulﬂ clinicians spoke 71% of the time.
s communicator The Iypolhesi of s anaysis was hal . nceasad sroporen of family speech was sificarly sssoci
Incrscan proporton of iy ponh durin 100 oy conker o witsbereatd tavlly satsocton wit poslean commun-
ences would be associated with increased family satisfaction. cation.

Design: Cross-sectional study. Wit decreased family raungs of confict with he physician, There

Setting: We identified family conferences in intensive care  was no association belween the duration of the conterence and
units of four Seatlle hospitals during which discussions about family satistaction.

U U p withdrawing Ife support were likely 1o occur. Conclusions: This study suggests that allowing family mem-

Partcipants: Partcipants wera 714 family membsrs from 51 bers more opportunity 1o speak Guring conferences may lmprove
ditferent families. There were 36 different physicians leading the family satisfaction. Future studies should assess the effect of

Interventions o increase stening by critical care clinigians on

" e e o e
At least some. e s e sttt o

given a survey assessing satisfaction with communication. tion; death; dying; critical

eath is unfortunately a com.  time this deci . i expertise with family communication.
¢ in nicate for Furth st that 1CU
ensive care are b e . A . .
al en dele- t ica-
% y m 2

care clinicians t

(1. The majority of deaths that eccur in
the ICU throughout Nerth America and
Europe involve withholding or withdraw-
ing life-sustaining therapy (2-6). At the

“See aiso p. 1600.
From the Degartment of Mecicine, Schodl of Med
cine (M, TBE. RAE, PO, GOR, JAC), Depaviment of

ence” in which clinicians and families
discuss the patient’s condition and
prognosis and the the:

tremely importar

terventions to increase co

with the family have been shown to
J length of stay for patie

who ultimately die (9-11), but there is

im-
prove communication with families and
to consider this an important part of
high-quality care (15-17), and yet few

were to describe the

cess of clini

about end-o

of ICU family conferences and to eval
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Family satisfaction with family conferences about end-of-life care
in the intensive care unit: Increased proportion of family speech is
associated with increased satisfaction*

Jonathan R. McDonagh, MD; Tricia B. Elliott; Ruth A. Engelberg, PhD; Patsy D. Treece, RN, MN;
Sarah E. Shannon, PhD, RN; Gordon D. Rubenield, MD, MSc; Donald L. Patrick, PhD, MSPH;
J. Randall Gurtis, MD, MPH

Ooectve: oy members ofcrically I patients reort e Resuts: Th mea conlrenceti was 20 i wit n 20
ih {ombycinkchr cromedcab Wt - o 148 win el 3 men e 1y 74l O s, oty
g e suppor. Yol Uit daa s o guide clelcans in  merbers spoke 29% and cln o S90k8 T1% of D e
his communkcaton. The hypothesie of this snaiyis was l»cremawomnf mnmwuwwm|m
reased proportion of family speech during ICU family confer-
Tnews wasdoe associated with Increased tamily satistaction. rion
Do Crom ectorn s
: We identified famity conferences in intensive care
e dscussions ot

Tikaty to anciusions: This study suggests that allowing famity mem-
Tpants were 514 famiy members fram 51 bers more oppurunly 10 Spook duing conlerences may pIOYS
et i, ot e 3 bt ferent physicians leading the  famity satistaction. Future studies should assess the effect of
conferences, as some physicians led more than one conference.  interventions 1o increase listening by critical care clinicians on
Interventions: Fifty-one conferences were audiotaped. ety o ommieafo s e el axpdcce. {64 are

2 llncons sy drig S comborsmce. AN pariipast wers e Ve end-al-ife care: famity satsfaction; communica-
given a survey assessing satistaction with communication. tion; death; dying; critical care

eath is unfortunately a com-  time this decision oceurs, mest patients.
able to communicate for them

ences we been
Pk e L5 bty o W, veduce 1CU Fength, of stay for paties shout ead ol e
whe ultimately die (9-11), but ther 1CU il conferences and (o ol

Mean conference time was 32.0 mins with an SD of 14.8 mins and a range from 7 to 74 mins
On average, family members spoke 29% and clinicians spoke 71% of the fime
Increased proportion of family speech was significantly associated with increased family satisfaction with physician communication.

Increased proportion of family speech was also associated with decreased family ratings of conflict with the physician.

AlSO...

Family satisfaction with family conferences about end-of-life care
in the intensive care unit: Increased proportion of family speech is
associated with increased satisfaction®

Jonathan R. McDonagh, MD; Tricia B. Elliott; Ruth A. Engelberg, PhD; Patsy D. Treece, RN, MN:

Sarah E. Shannon, PD, RN; Gordon D. Rubenfeld, MD, MSc: Donald L. Patrick, PhD, MSPH;
J. Randall Curtis, MD, MPH

5 32.0 ming with an 50

Increased
mmlmuulluw satistaction with

mmm,mmm«:mnmh—-
0 ass0cialion betwoen the duration of the confersnce and
atout iy stistocton
Conclusions: This that allowang tamiy mem-
Mmmﬁrthmmmmqwm
famity satisfoction. Fulure studies should assess the effect of
Intervensons 1o ncease lsering by cial cur cliians on
(Gt

Mled 2004; T2:1484-1488)
E St ad48 20 o Bty et -

v
deaths in the

(1. The majorty of deaths {hat occur in
the 10 U Nort

e shown to
of Pusic et 50, 1), Uty o Wi, rec stay for pati
S, WA 11, but

There was no association between the duration of the conference and family satisfaction.

Tl?e dxroﬁon of the physician’s opening monologue was an average of 4.2 mins and a range from no opening monologue at all to a maximum
of 14.4 mins.

There was a significant and positive association between the length of the opening monologue and the length of the conference
Longer conferences having longer opening monologues

16



SPIKES Protocol-MD Anderson Cancer Center, Toronto-Sunnybrook Regional Cancer Cenire

SUPER-Duke
REMAP-Dana Farber, Univ of Pittsburg, Univ of Washington
Serious lliness Conversation Guide-Ariadne Laboratories and Dana-Farber

Serious lliness Conversation Guide

CONVERSATION FLOW

1. Set up the conversation
introduce purpose
Prepare for future decisions
Ask permission

. Assess

Share prognosis
Share prognosis
Frame as a “wish...worry”, “hope...worry” statement
Allow silence, explore emotion

. Explore key topics
Goals
Fears and worries
Sources of strength
Critical abilities
Tradeotts
Family

Close the conversation
Summarize
Make a recommendation
Check in with patient
Affirm commitment

Document your conversation

E © i with key




SET UP THE CONVERSATION

Set Up the Conversation




ASSESS UNDERSTANDING

ASSESS INFORMATION PREFERENCES




SHARE PROGNOSIS
(If They asked)

SHARE PROGNOSIS




N VAAN S L NOICINONN

N VAAN S L NOICINONN




N VAAN S L NOICINONN

Explore Key Topics




Fears or Worries




Sources @i sStrength

Crifical Abillities




Tradeoffs

FAMILY




Close the conversatien

Summarize
Recommend
Affirm Commitment

Close the conversation

Sounds like is very important to you. Keeping that in mind, ‘@nd what we
know about your iliness at this state | recommend:

Does this plan seem to you?

| will do everything | can o help you through this




SPIKES Protocol

»Set Up

» “erception
» Invitation
» Knowledge
» Emotions

P Summary

Set Up

Privacy

Who would you like to be presente
NIRBIOAVIN

Make a connection with the patient
Make sure you allot sufficient time

REMEMBER THE TISSUES!




Perception

“What have you been told abouiNeuE
medical situation so fare*

"What is your understanding of the reasons
that we did the MRI2"

INnvitation

"How would you like me to give yQu
the information about the test resUliSes

"Would you like for me to give you all
of the information, or just a summarye "




Knowledge

Warning shot

"Unfortunately | have got some serQus
news to tell you"

"I am sorry to have to tell you that..."

Knowledge

Start with the level of comprehension dRS
vocabulary of the patient

Nontechnical language
Avoid excessive bluntness
Give information in small chunks

Periodically check the patient's
understanding




Emotions

Observe
[dentify
Confirm the reason for the emotioN

Give the patient fime to express his of
her feelings

Do not be afraid of silence

Strategy-Summary

Check patient's understanding and exp &CIGHORNS:
“Are you ready to discuss the next steps @&
Establish “Goals of Care™

Frame hope in terms of what is possible to accomplish




Things NOT to say:

"You have a very bad cancer, and unless WieNos
get tfreatment immediately you are going 1OlGiess

"There is nothing more we can do. "
"You haveEsiSass

"Withdraw care"

"This not good. You die soon. "




The Doctor

Luke Fildes
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