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Advance Care Planning

e |hisis an interactive discussion:

o | will present information you can use to
* Guide you to early discussions with your loved ones about advance care planning
e Use the advance care plan to quide you and the family through the difficult decisions that will lay before you over the coming years.

o Understand the stages of disease management: active treatment, paliative care and hospice care and how each are different



Pajlinture Core
should be a normal and expected
part of management of most
progressive, advanced, and
serious diseases, initiated at

the onset of diagnosis.



Hospice Care

Comfort care

Palliative Care

e |ife-sustaining

e |n conjunction Shared At home or in a
with other care e Symptom facility
management
e At home orin Care is no longer
the hospital  Physical, life-prolonging
emotional and

spiritual support Focus on
preparing for
end of life

e Any time during
illness

e Focus on quality
of life




Palliative Care

* (an begin when a person has a diagnosis of a serious fife limiting disease

o Generally, a person accepts a palliative plan of care when
o [hey acknowledge that treatment wil slow the disease but not cure it

o [heir primary concern is limiting symptoms of the disease and quality of fife

o (ver the course of an Alzheimer's diagnosis how a person selects treatment, defines symptoms of concern and define

quality of life will vary

o Family, culture, spiritual beliefs and their own values will frame those decisions.



The perdyon with A(@M/M'A Diveare

* Preparing for tnd of Lite starts af the time of diagnosis

e Dementia complicates a person's health because at some point the person can't make decisions for themselves

o [heir ability to care for themselves progressively declines slowly over the years

* Family members may not be readily avallable to assist with care for a variety of reasons

* Absolute worse situation for everyone is to be at a point of decision and be aware decision making will be a challenge

* [0 avoid these situations; have discussions early and frequently with the patient and family; invalve as many members of

the family as possible



Advances Care Planning

* A meaningful discussion about Advanced Care Planning or Advanced Directive requires several components

* bveryone [patient and family) understands the disease and the implications of the illness at the point and qoing forward.
o Patient and family need to be ready to have the conversation.

o [he discussion must be relevant for the moment... i the patient is still working, performing chores and selffcare the discussion will be
much different than i the patient has lost one or more ADLs

o Many times a person is admitted to the hospital or £K, their PUP is unaware and thus unable to share the person's wishes
The Family becomes the source of that information

o |1 the family is uninformed or unaware of decisions made, can and do make decisions inconsistent with the person's
wishes



Patient Pregerences About Jeriow)
WlDrersd

o Jwo Nurse Practitioners, Whitehead and Uarter have documented the PRSI Model for a quided discussion with patients.
* [he model is used in collaboration with Texas MOSI/POLST (Medical Orders for Scope of Ireatment) and the Five Wishes

* |t is a model to normalize the conversation around preferences as the person moves through their illness, because those

preference can and will change as the person's illness progresses

* W are qoing to do an exercise



Patiend with Seriowd lbrerd Modef

Ongoing reassessment

and communications
Hononng of
Verbal and Conversation Content informed
nonvertal cues of Six Domains of patient decision making
Readness 1o discuss preferences
the senious iliness . | Alignment of
Readiness to 1. Physical Symptoms care
—> Palient > Engage in 2. Treatment
3% Conversation Preferences Documentation
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L5 Provider 4. Moment of Care of Gare
5. Whole Person
6. Lde Preparation

FIGURE. Model of meaningful conversation in senous lliness.



Domainy: What iy important Right
Now?

o Symptoms review - the tool has a list of symptoms

* How important is it to you to have your symptoms under control?
* Which of these symptoms are your top J concerns’

o Are your symptoms being addressed or managed”

o |reatment Preferences

* Having a serious ilness, you may need to make decisions about treatment preferences. I you were to need any of these treatments
today, would you want them?  Breathing machine, dialysis machine, antibiotics, feeding tube, CPR, artificial hydration, intensive care.

o Family

o How important is it to you to spend time with the following members of your family? Review a list of family members



Domainy: What iy important Right
Now?

* Whole Person - tlicit core values and needs

o How important is it for you to
* [augh and smile
o feep your dignity and self-respect
* find meaning and purpose in your lfe

e Be fouched or hugged by your loved ones



Domainy: What iy important Right
Now?

o Lite Preparation - ypiritual, financial, and medical coverage concerns
e How important it is to you to have a visit from a religious or spiritual advisor? IF so, who'

* How important is it to you to avoid strain on your loved ones? How so°

o How important are the following to you!
o Have personal medical leave
* Jour family have medical leave!

o Manage your health care cost?

o [ther!

o How important is it to you to feel at peace with what lies ahead?



Domainy: What iy important Right
Now?

o Moment of Care -~ from whom and where would you like to receive personal care

e I unable to care for yourself, where would you like to have your care qiven: home, assisted living, nursing home etc

o Whom would you like to help with your care it this occurs!



Patient Pregerences About Jeriow)
WlDrersd

* (omplete this tool soon after diagnosis

o After evidence of decline or a medical event

o Allows the PCP to discuss physical changes as they occur and the treatment
e Change in weigh, difficult swallowing
o Ability to perform Activities of Daily Living

o Update the treatment preferences related to the changes in condition

* When the PLP needs to have the conversation reqarding QL the family isn't caught unawares



do... Beat Cade dcenerio

o Review this information with your loved ones
o s the disease progresses, your answers to these questions change and quide you to the next steps

* Jou can us this information to update your wishes in a document like lexas PULST/MUSI, Five Wishes or just inform your

physician.

o Most important, through this process, your loved one's doctor keeps you informed and you have a chance to make
decisions based on the changes in their condition. IF you must qo to an ER or Hospital, you can discuss those wishes with
the EK Physician or Hospitalist



Deciriony

o Palliative Care
o May the Course

* Hospice Lare



Deciriony: Palliative Care Option

o Palliative Care is paid by Medicare and some insurances as a fee for service. It is not paid as a complete program, i.e. Hospice

o Ihere are qood palliative care options in £l Paso
o Physicians with palliative care private practices, provide consultative services in the office, home and hospitals and collaborative with the PLP
o (linics like WellMed that offer palliative care services for the UnitedHealthcare and WellMed community

o Consulting services, i, Aspire, which offer SW and APN consultations and collaborate with primary care physicians
o txcellent for managing complex medical challenges, family issues

o Excellent for reviewing medications as the patient declines and adjusting based on the dedline

o [his is a qood time to reduce the number of meds especially those that won't have an impact on the person's health

e Home visits by nursing and social services



Decivions: Stay the Courde

o Maintain communication with the doctor and out of town family members
* Hopefully have a way to do home visits to continue to track the patient's decline

* (ptions if you can't take your loved one to the doctor for follow-ups



Decirion: Hoppice Care

* Medicare defines Hospice Care as reserved for the individual who has a prognosis of & months or less, it the disease ran its

normal course.
o A person with Alzheimer's may be in Late Stage for a few years before they are appropriate for Hospice Lare.

* (riteria for Hospice admission is very specific.

o [he Hospice leam needs specific information from the Primary Lare Practitioner to justify the admission.

o [he information collected over the course of the person’s illness will help you communicate the person's need for hospice

and help keep the person on hospice for the duration of their illness



Hoppice Criferia

o A prognosis of 6 months or less - if the disease runs its natural course
o FAST Scale of /+

* (o-Morbid conditions that may have an impact on the course of the patient’s illness
o Heart disease, kidney disease or other neurological llness

* Noting the structuralffunctional impairments together with any limitations in activity

* i, person with end stage heart disease



FAS dcale

dtage 1-6

Stage #1: No difficulty, either subjectively or objectively Stage #2: Complains of forgettiStage #1: No difficulty, either
subjectively or objectively

Stage #/: Complains of forgetting location of abjects; subjective work difficulties

Stage #3- Decreased job functioning evident to coworkers; difficulty in traveling to new locations

Stage #4: Decreased ability to perform complex tasks (e.q, planning dinner for quests; handling finances)
Stage #: Requires assistance in choosing proper clothing

Stage #6: Decreased ability to dress, bathe, and toilet independently

o - Sub-stage ba: Difficulty puttin clothing on properly

o~ Jub-stage bb: Unable to bathe properly; may develop fear of bathing

o - Sub-stage bc: Inabilty to handle mechanics of toileting {ie, forges to flush, does not wipe properly)
* - Jub-stage 6d: Urinary incontinence

* - Jub-stage be: fecal incontinence

dtage /

otage /- Loss of speech, locomation, and consciousness

* - Jub-stage /a: Ability to speak limited (1 to 5 words
3 day)

* - ub-stage /b: All intelligible vocabulary lost
* - Jub-stage /c: Non-ambulatory

* - Jub-stage /d: Unable to sit up independently
* - Jub-stage Je: Unable to smile

* - Jub-stage /T Unable to hold head up.



Co-Norbid Conditions

o [he presence of a co-morbid condition isn't enough

* How does the co-morbid condition impact the life expectancy of the patient. Using heart disease as an example
* Heart failure? Stage of Heart ralure! £GF7

o Medications? Do the medications manage the symptoms of heart failure?

o tunctional Impairments? Has 505 at rest? Requires Uxygen

o [he same is for the history of Cancer, Kidney Ds or Neurological disorders



Hoppice Criferia

* Secondary conditions
* Weignt loss
o Difficulty swallowing - pocketing food
o Bedsores
o Delirium
* Recent infections, ie, peumonia in the last &6 months, U]

* Hospitalizations and ER Visits



Decirions: Hoppice Care

 Teview e patients Gecine over e pasL. year - | would 25k family 1o consiger Now tnelr (oved one wes at Lhrisimas the prior year

e Weight and ability to take in food without assistance

o Ability to speak - complete sentence,! few wards,”

o Ambulation

o Admissions to the hospital and why,

o Loss of ADLs (bath, dress, eat, transfer/walk, continence, tolleting) after the admission or since last vist

o [hange in any of the Co-Morbid Conditions
o Worsen of the condition,
o Unable to take medications that managed the condition
*  Increase in SOB, having to use Okygen at rest

o New Secondary Condtions

Pneumonia
o Skin breakdown

*  Inabilty to swallow and increase risk of aspiration

* | suggest you keep a journa



Ho/spice

o [he Hospice uses all this information to determine if your loved one is appropriate for Hospice Care

o Why elect Hospice Care?

o A hospice team develops a plan of care based on your wishes

A hospice nurse will see and evaluate your loved one at least every  weeks, in most cases once a week

Jou will call the nurse when something new happens, the nurse communicates with the physician

o This prevents doctor visits and hospitalizations.

[here is a team that includes a social worker and a chaplain

Death and Dying are their area of expertise. [t is their superpower.  They know your concerns, what makes you scared at night, the most common symptoms and
now fo manage them.



There are no wrong decipions

Jur job is that the family is informed and can make decisions based on their

ramily values and the wishes of the patient
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