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COURSE OBJECTIVES

* DIFFERENTIATE HOSPICE CARE FROM PALLIATIVE MEDICINE

o |DENTIFY CLINICAL TRIGGERS FOR PALLIATIVE MEDICINE CONSULTATION AND HOSPICE
REFERRAL

* |DENTIFY INCLUSION AND EXCLUSION CRITERIA FOR HOSPICE ADMISSION
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HOW WE DIE, AND THE CLINICAL IMPLICATIONS FOR LIFE

Mortality Causes, 2016

Suicide, 1.6

Kidney, 1.8
Flu, 1.9

Diabetes, 2.9
Dementia, 4.2

Stroke, 5.2

Source: “Mortality in the United States, 2016." NCHS Data Brief No. 293, December 2017, Centers for Disease Control and Prevention, 21 Dec. 2017,
www.cdc.gov/nchs/products/databriefs/db293.htm



HOW WE DIE, AND THE CLINICAL IMPLICATIONS FOR LIFE

 ROUGHLY 90% OF ALL DEATHS IN THE US ARE FROM CHRONIC DISEASE.

e (CHRONIC DISEASES ARE OFTEN MANAGED FOR YEARS PRIOR TO DEATH — OFTEN RESULTING IN
A LONG DETERIORATION OF FUNCTION AND QUALITY OF LIFE.

o 95% OF HOSPICE PATIENTS ARE 65 YEARS OLD OR OLDER (MEDICARE AGED)
e IN2015, ONLY 46% OF MEDICARE DECEDENTS RECEIVED CARE IN HOSPICE

NHPCO Facts and Figures: Hospice Care in America. Alexandria, VA:National Hospice and Palliative Care Organization, September 2017.



DEATH TRAJECTORIES

Death from Trauma
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Murray, Scott A et al. “lliness Trajectories and Palliative Care.” BMJ : British Medical Journal 330.7498 (2005): 1007-1011.



DEATH TRAJECTORIES

Death from Cancer
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Murray, Scott A et al. “lliness Trajectories and Palliative Care.” BMJ : British Medical Journal 330.7498 (2005): 1007-1011.



DEATH TRAJECTORIES

Death from Organ Failure
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Murray, Scott A et al. “lliness Trajectories and Palliative Care.” BMJ : British Medical Journal 330.7498 (2005): 1007-1011.



DEATH TRAJECTORIES

Death from Frailty
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Murray, Scott A et al. “lliness Trajectories and Palliative Care.” BMJ : British Medical Journal 330.7498 (2005): 1007-1011.



PALLIATIVE MEDICINE & HOSPICE CARE

* PALLIATIVE MEDICINE IS A MEDICAL SPECIALTY
FOCUSED ON THE TREATMENT OF PHYSICAL
AND NON-PHYSICAL SYMPTOMS OF SERIOUS
ILLNESS, REGARDLESS OF THE STAGING, TIME
FROM DIAGNOSIS OR THE TREATMENT PLAN.

 HOSPICE IS A SERVICE PROVIDED TO PEOPLE
WHO ARE TERMINALLY ILL AND DESIRE ONLY
PALLIATIVE TREATMENT OF THEIR SYMPTOMS.

Center for Medicare Services. Palliative Care vs. Hospice Care: Similar but Different, 2015



COMPARING HOSPICE AND PALLIATIVE CARE

HOSPICE

PATIENT MUST BE TERMINALLY ILL (6 MONTHS)

ONLY CARE TO ADDRESS SYMPTOMS (PHYSICAL
AND NON-PHYSICAL) IS CONSIDERED

CURATIVE CARE IS NOT CONTINUED (EXCEPT FOR
PATIENTS UNDER THE AGE OF 18)

SERVICES ARE PROVIDED WHERE THE PATIENT LIVES

PAID FOR BY MEDICARE, MEDICAID, OR
INSURANCE

OFFERS COMPLEX SYMPTOM MANAGEMENT

OFFERS PSYCHOSOCIAL SUPPORT TO REDUCE
STRESS AND ANXIETY

OFFERS BEREAVEMENT SUPPORT

PALLIATIVE CARE

e PATIENT MUST HAVE A SERIOUS, POTENTIALLY LIFE
THREATENING ILLNESS

e COORDINATED CARE TO ADDRESS COMPLEX
SYMPTOMS (PHYSICAL AND NON-PHYSICAL) WHILE
CURATIVE CARE IS CONTINUED

 WORKS TO ALIGN THE MEDICAL TEAM AND THE
PATIENT'S GOALS OF CARE AND TREATMENT

* SERVICES ARE USUALLY PROVIDED IN THE HOSPITAL
» PAID FOR BY INSURANCE OR THE PATIENT
* (OFFERS COMPLEX SYMPTOM MANAGEMENT

e  (OFFERS PSYCHOSOCIAL SUPPORT TO REDUCE
STRESS AND ANXIETY

Center for Medicare Services. Palliative Care vs. Hospice Care: Similar but Different, 2015



THE INTEGRATED MODEL OF PALLIATIVE CARE

Diagnosis Death

Palliative

Medicine Bereavement

Adapted from “the integrated model of care proposed by the World Health Organization (WHO).
[No authors listed] (1990) Cancer pain relief and palliative care. Report of a WHO Expert Committee. World
Health Organ Tech Rep Ser 804: 1-75.



IS THIS A SERIOUS ILLNESS THAT WILL BENEFIT FROM
PALLIATIVE MEDICINE®¢

e |INCURABLE / UNLIKELY TO BE CURED
e PROGRESSIVE
e LIFE LIMITING — TYPICALLY WITHIN A FEW YEARS OR LESS

e HIGH PHYSICAL AND EMOTIONAL DISEASE BURDEN



EXAMPLES

e LIKELY TO BENEFIT

ADVANCED OR RECURRENT CANCER

CARDIOPULMONARY DISEASE RESULTING IN
MULTIPLE ADMISSIONS

PATIENTS WHO HAVE DISEASE PROGRESSION
OR WORSENING DESPITE LIFE SUPPORTIVE
MEASURES, SUCH AS DIALYSIS, MECHANICAL
VENTILATION OR ARTIFICIAL NUTRITION AND
HYDRATION

e UNLIKELY TO BENEFIT

CHRONIC BACK PAIN (NOT LIFE LIMITING)

UNCOMPLICATED SICKLE CELL DISEASE
(LIFE EXPECTANCY MAY BE DECADES)

LOW STAGE CANCER LIKELY TO RESPOND
TO TREATMENT

OTHERWISE HEALTHY ELDERLY PATIENTS



PALLIATIVE MEDICINE CONSULT TRIGGERS

e ON ADMISSION, THE PRESENCE OF A POTENTIALLY LIFE THREATENING CONDITION AND:
e THE SURPRISE CRITERIA (WOULDN'T BE SURPRISED IF PATIENT DIES WITHIN 12 MONTHS)

* ADMISSION PROMPTED BY DIFFICULT TO CONTROL SYMPTOMS (MODERATE TO SEVERE FOR 48+
HOURS)

* COMPLEX CARE REQUIREMENTS

* SIGNIFICANT DECLINE (FUNCTIONAL, NUTRITIONAL, COGNITIVE, DISEASE SPECIFIC)
» SECONDARY FACTORS

* ADMISSION FROM A FACILITY

» ELDERLY PATIENT WITH COGNITIVE DECLINE AND ACUTE HIP FRACTURE

¢ CHRONIC HOME OXYGEN USE

« OUT OF HOSPITAL CARDIAC ARREST

* PRIOR HOSPICE ADMISSION

Weissman, David E., and Diane E. Meier. “Identifying Patients in Need of a Palliative Care Assessment in the Hospital Setting. A Consensus Report from the Center to
Advance Palliative Care.” Journal of Palliative Medicine, vol. 14, no. 1, 2011, pp. 17-23., doi:10.1089/jpm.2010.0347.



PALLIATIVE MEDICINE CONSULT TRIGGERS

* DURING HOSPITALIZATION, THE PRESENCE OF A POTENTIALLY LIFE THREATENING CONDITION AND:
e THE SURPRISE CRITERIA (WOULDN'T BE SURPRISED IF PATIENT DIES WITHIN 12 MONTHS)
* DIFFICULT TO CONTROL SYMPTOMS (MODERATE TO SEVERE FOR 48+ HOURS)
» [CU STAY 7 DAYS OR MORE
» NEED FOR GOALS OF CARE DISCUSSION

» DISAGREEMENTS BETWEEN FAMILY AND / OR STAFF ON MAJOR TREATMENT DECISIONS, RESUSCITATION
PREFERENCES, USE OF NON-ORAL FEEDING OR HYDRATION

e SECONDARY FACTORS
e  AWAITING OR DEEMED INELIGIBLE FOR ORGAN TRANSPLANT
e PATIENT / FAMILY EMOTIONAL DISTRESS OR REQUEST FOR HOSPICE SERVICES

e (CONSIDERATION OF FEEDING TUBE PLACEMENT, TRACHEOSTOMY, AICD, LTACH DISPOSITION,
INITIALIZATION OF RENAL REPLACEMENT TREATMENTS, ETHICAL CONCERNS

Weissman, David E., and Diane E. Meier. “Identifying Patients in Need of a Palliative Care Assessment in the Hospital Setting. A Consensus Report from the Center to
Advance Palliative Care.” Journal of Palliative Medicine, vol. 14, no. 1, 2011, pp. 17-23., doi:10.1089/jpm.2010.0347.



HOSPICE CRITERIA (MEDICARE)

e PATIENT MUST BE CERTIFIED AS BEING TERMINALLY ILL WITH A LIFE EXPECTANCY OF SIX MONTHS
OR LESS IF THE TERMINAL ILLNESS RUNS ITS NORMAL COURSE, AS DETERMINED BY THE

CERTIFYING PHYSICIAN.
* PATIENT MUST CONSENT TO HOSPICE SERVICES

42 CFR §418.20
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PHYSICAL / FUNCTIONAL DECLINE

 NO LONGER INDEPENDENT IN AT LEAST 3 ADLS

e SITTING / LAYING DOWN AT LEAST HALF THE DAY DUE TO ILLNESS BURDEN
« ECOGS3
e KARNOFSKY PERFORMANCE 50%

e PALLIATIVE PERFORMANCE SCALE 50%

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



COGNITIVE DECLINE

MEMORY LOSS

DISORIENTATION

LOSS OF DECISION MAKING CAPACITY

REVERSION TO PRIMARY LANGUAGE

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



NUTRITIONAL DECLINE

* LOSS OF 5% LEAN BODY WEIGHT IN ONE MONTH
« LOSS OF 10% LEAN BODY WEIGHT IN 6 MONTHS
* DEVELOPING OR WORSENING DYSPHAGIA

« DEHYDRATION

* ALBUMIN BELOW 2.5 MG/DL

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



DISEASE SPECIFIC

* NEUROLOGIC

e CARDIOPULMONARY
* RENAL

e HEPATOBILIARY

« HIV

 MALIGNANCY RELATED

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



NEUROLOGIC DISEASES

o EXAMPLES: DEMENTIA, PARKINSON'S Dz, CVA
* LOSS OF INDEPENDENT AMBULATION / CHAIR-BOUND / BED-BOUND
« DEPENDENCE IN MOST OR ALL ADLS
* RECURRENT ASPIRATION OR INFECTION (UTI, PNEUMONIA, ETC.)
* SKIN BREAKDOWN
e LOSS OF MEANINGFUL COMMUNICATION IS COMMON

e ALS SpeciFic: FVC UNDER 30%

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



CARDIOPULMONARY DISEASES

e NYHA CLASS IV SYMPTOMS — DESPITE MAXIMAL TREATMENT
 WEIGHT LOSS
e REDUCED EJECTION FRACTION

« ROOM AIR FINDINGS OF SPO2 UNDER 88% AND spPO2 OF UNDER 55MMHG OR sPCQO?2
OF UNDER 50 MGHG

e RESTING TACHYCARDIA

* INOPERABLE CRITICAL VALVULAR DISEASE

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.
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« GFR UNDER 15% 'AND‘ R‘EFUTSJFT%T_\

* DECISION TO TERMINATE DlALYSIS

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



HEPATOBILIARY DISEASE

« ELEVATED PTT (5 SECONDS LONGER THAN CONTROL) OR INR (1.5 OR MORE)
e REFRACTORY ASCITES

* HEPATORENAL SYNDROME

e HEPATIC ENCEPHALOPATHY

e SPONTANEOUS BACTERIAL PERITONITIS

 RECURRENTLY BLEEDING ESOPHAGEAL VARICIES

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



HIV DISEASE

e« (OPPORTUNISTIC INFECTION
e CD4+ COUNT UNDER 25
e PERSISTENT VIRAL LOAD > 100,000 DESPITE OR REFUSING HAART

Kinzbrunner, B. & Policzer J. (2011). End-of-Life Care: A Practical Guide, 2nd Ed. New York, McGraw Hill.



CANCER RELATED DISEASES

e LESS AGGRESSIVE CANCERS RECURRENT OR REFRACTORY TO TREATMENT, TYPICALLY WITH
DISTANT METASTASIS, AND POOR FUNCTIONAL STATUS, AND EVIDENCE OF DECLINE OR
SIGNIFICANT COMORBIDITY (EG, PROSTATE)

* MODERATELY AGGRESSIVE CANCERS RECURRENT OR REFRACTORY TO TREATMENT, TYPICALLY
WITH DISTANT METASTASIS, AND POOR FUNCTIONAL STATUS (EG, COLON)])

* HIGHLY AGGRESSIVE CANCERS AS AN ALTERNATIVE TO TREATMENT, OR REFRACTORY TO
TREATMENT, AND EARLY FUNCTIONAL DECLINE (EG, PANCREATIC)

e LIFE THREATENING COMPLICATIONS OF TREATMENT



HOSPICE CARE IS MEDICAL CARE WITH A
DIFFERENT GOAL

e Godalis to get better

e May make patient feel worse,
even if the patient gets better

e Goal is to feel better

 Recognizes that disease will
progress regardless of care
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