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A benefit for you and your family
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Objectives

o Identify what good care looks like

 Introduce concepts of advance care
nlanning

« Take action with your personal plan
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Presentation Notes
Whole Person Care addresses patients and their families facing the problem associated with life-threatening illness and the quality of life of patients and their families, and early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual) across the whole spectrum of health care (not limited to serious life-threatening illness) and extending into the health care needs and prevention issues into the community.
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Whole Person Care

* Physicians who have additional training in
serious conversations

* A team of caregivers who focus on all aspects of
the patient

* Respect for decisions made about care through
the end of life
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Presentation Notes
SICG – training and support. Medical school does not give adequate preparation and training for this. Providence believes in the importance of helping all caregivers to have these conversations, not just the Palliative Care team. Patients need to hear an accurate diagnoses, expected outcomes, etc. from their healthcare professional

Team – With Palliative care and hospice you will work with a team - Physician, nurse, chaplain, social worker. We’re making it our priority to help our caregivers think about the whole person

EMR optimization – creating easy, accessible documentation about goals of care through EOL

What happens if I’m not at a Providence hospital? Ask for palliative care. Ask as many questions as possible. Ask for a second opinion. “Things Every Family Should Know”

But it’s not just what we expect of healthcare professionals… we need to do some work as well. That’s where ACP comes in…


Cruclal Conversations

1
90%
of people think
it's important
to talk about
wishes for
treatment and
care through
the end of life.

1
27%
actually speak
with a loved
one about
wishes for

treatment
and care.

2
82%
of people say
it's important
to put their

wishes for
treatment and

care in writing.

2
23%
have actually
put their
wishes for

treatment
and care

in writing.

80%

of people say that
if seriously ill, they

would want to
speak with their
doctor about
their wishes for

treatment and care.
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3
7%
of seriously ill people
report speaking with
their doctor about

their wishes for
treatment and care.
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Most people see the importance of speaking but don’t

Most people see the importance of having an AD but don’t

Most people say that they would want to talk to their doctor but in reality only a small percentage have the opp
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Advance Care Planning
a conversation about what is important to the individual, the realities facing the
individual and completing documents and arrangements

Advance Directive
* Awritten document
« Explains what types of care you would want (or wouldn’t want)
» |dentifies someone you would like to speak for you if you are unable to speak for
yourself (Proxy/Agent/Surrogate)
» Takes effect only if you can’t express your wishes

Durable Power of Attorney for
Health Care
* You can use this form to name

Living Will
« Tells your health care provider what
types of medical treatment you want

someone you trust to make health
care decisions for you if you can’t
speak for yourself.

(or refuse to have) if you are unable
to speak for yourself.
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What Advance Directives are... i A
and what they are not...

 Advance Directives ARE:

— A Communication Tool

» For assisting people in clarifying their values and preferences
regarding health care in serious, potentially life-limiting
conditions
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What Advance Directives are... i A
and what they are not...

e Advance Directives are NOT....
— Prescriptions
— Plans of Care
— Do Not Resuscitate Orders
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What Advance Directives are... i A
and what they are not...

 Advance Directives ARE:

— An Advocacy Tool

» For helping people project caring for their family into an
uncertain future

 For people to assert their wishes for the care they will
receive in the future
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Additional Definitions

 Palliative Care: specialized medical care for people with

serious illness. Focuses on providing patients with relief from
symptoms and stress and improve quality of life for patient and
family.

° HOSpiCGZ focuses on relieving symptoms and supporting patients
with a life expectancy of months, not years. Team-oriented, expert
medical care, pain management and emotional and spiritual support.

e POLST: Physician Orders for Life-Sustaining Treatment.
Provides instructions regarding specific, CURRENT, medical
treatment.
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How to get the care you
or your loved one needs

« Palliative Care
— Contact your local hospital
— Visit Getpalliativecare.org

* Hospice
— Services reimbursed through Medicare, Medi-Cal,
commercial health insurance and managed care
plans

— Non-profit hospice does not deny hospice care for
lack of insurance coverage or ability to pay
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5 simple steps to completing e
an Advance Directive

1. ldentify a surrogate (often called a Healthcare
proxy) — someone to speak for you if you are
unable

2. Think about your treatment wishes and your
values and goals for care

3. Write down your wishes in an advance directive

4. Have two people witness you sign the advance
directive OR sign the form in front of a Notary

5. Talk to your loved ones, caregivers and
physicians about your choices
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Who cannot be a withess?

* Neither witnesses can be
— Patient’s healthcare provider or employees
of patient’s healthcare provider

— Operator or employee of community care
facility or assisted living facility \

— The agent named in the advance directiyf

 One of the withesses cannot be \\

— Related to patient by blood, marriage,
adoption

— Entitled to a portion of the patient’s estate
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The Conversation Project
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Presentation Notes
My husband had Stage IV prostate cancer for 5 years. He died February 4, 2014 from a rarer metastatic secondary cancer he’d battled for 6 months, a cancer that consumed his liver, his mind, and left him a bruised mess, full of morphine, and speechless as he left us. His last 2 physical acts were a sigh and a squeeze to my hand.
He died in his own bed, in his sun-filled bedroom. He went quickly, having stopped teaching only a week before. A writer and teacher, he had mind and language until nearly the end, but of course not nearly as long as we who loved him wished.
No death is idyllic. His death was a clock-stopping goodbye at one moment, an accelerated multitasking frenzy the next.
But we’d had the conversation. And we had revisited that conversation to edit it, enhance it, strengthen it.
I knew how my husband wanted to die, and I did my damnedest to respect and realize his wishes. When the perfect storm came, we weren’t ready, but we were on the same page. And that page was, ultimately, his to write – not mine, not our friends, not even his doctor.
He’s dead and I miss him so. We had 34 good and bad years, and I, in hindsight, accept and embrace those years. His engagement with his death, and his acceptance of it, and of my role as the guardian of his wishes, continues to give me strength. There’s a hole in my heart, as my mother said when she lost my father to cancer. But my husband and I dug that hole together, as best we could, to fit him.
I urge others to have the conversation. Start early, incrementally. Don’t be afraid to amend, assess, revisit it. Like all conversations, it’s not the product but the process that’s the thing, the listening and replies, the voices of love and fear and inevitability that need to be heard.
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The Conversation: How to start

Here are some ways you could break the ice:
“I need your help with something.”

“Remember how someone in the family died — was it a ‘good’ death or a ‘hard’
death? How will yours be different?”

“I was thinking about what happened to... and it made me realize...”

“Even though I'm okay right now, I'm worried that , and | want to be
prepared.”

“I need to think about the future. Will you help me?”

“l just answered some gquestions about how | want the end of my life to be. |
want you to see my answers. And I'm wondering what your answers might be.”

15
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&My Gift of Grace

What activities make you lose track of time?

In order to provide you with the best
care possible, what three non-
medical facts should your doctor
know about you?

Your will is a list of things you will give
away after you die. What gift would you be
better off giving today rather than after
your death?

When you think about care at the end
of your life, do you worry more about:
-not getting enough care

Do you want your death to be -getting overly aggressive care?

announced on Facebook? If yes,

by whom?
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Questions
Comments
Discussion
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