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PROGRANDETAILS

o Title: Management of No#Pain Conditions 1

o Dates/Term of offeringThis activity was released on May 2820 and is

valid for one year. Requests for credit must be made no later than May 1
2021.

o Joint ProvidershipThis activity is jointly provided by Global Education
Group and Hospice and Palliative Board Review.com.



(global HOSPICE

& PALLIATIVE BOARD REVIEW.COM

o Target AudienceThe educational dggn of this activity addresses the
needs of Physicians, NPs, Nurses, and health care professionals interest
In learning more about hospice and palliative medicine and those who
want to earn continuing education credits and/or prepare for board
certificaion in hospice and palliative medicine.

PROGRANDETAILS

o Program OverviewClinicians and health care professionals are unaware
of best practices to be utilized when managing symptoms andgam
conditions for patients in the palliative and hospice cse#ting. As such,
they do not know how to adequately manage and counsel patients on
interventions utilized for symptom management.



o Faculty:Eric Bush, MD, RPh, MBRhysician Accreditation Statement:

o This activity has been planned and implemented in accordance with the
accreditation requirements and policies of the Accreditation Council for
Continuing Medical Education (ACCME) through the joint providership of
Global Education Group (Global) and Hos@ind Palliative Board
Review.com. Global is accredited by the ACCME to provide continuing
medical education for physicians.



PROGRANDETAILS

Physician Credit Designation:

Global Education Group designates this enduring activitg foaximum of
050 a! tw! [/ I 0SdPhkiansishduN B & omlyithe credit
commensurate with the extent of their participation in the activity.

Instructions to Receive Creditn order to receive credit for this activity,
the participant must score at least a 75% on the post quiz and submit a
completed evaluation and credit application form.

Global Contact InformationFor information about the accreditation of
this program, please contact Global at 38351782 or
cme@globaledcationgroup.com.

Fee Information:There is a fee for this educational activity.
System Requirements:



PROGRANDETAILS

o PC:Microsoft Windows 2000 SE or above, Flash Player Plugin (v7.0.1.9 or
greater), Internet Explorer (11.0 or greater), Chrome, Firefox, Adabebat
Reader*

o MAC:MAC OS 10.2.8, Flash Player Plugin (v7.0.1.9 or greater,), Safari, Chrc
Adobe Acrobat Readers*, Internet Explorer is not supported on the Macintocl

*Required to view printable (PDF) version of the lesson.

o Disclosure of Conflicts dhterest: Global Education Group (Global) requires
Instructors, planners, managers and other individuals and their spouse/life
partner who are in a position to control the content of this activity to disclose
any real or apparent conflict of interest theyay have as related to the
content of this activity. All identified conflicts of interest are thoroughly vetted
by Global for fair balance, scientific objectivity of studies mentioned in the
materials or used as the basis for content, and appropriatenégstient care
recommendations.



PROGRANDETAILS

Disclosure of Conflicts of Interest (continued)he faculty reported the
following financial relationships or relationships to products or devices
they or their spouse/life partner have with commercial interests related to
the content of this CME activity:

Eric Bush, MD, RPh, MBRothing to disclose

Disclosure of Conflicts of Interest (continuedhe planners and managers
reported the following financial relationships or relationships to products
or devices they or thespouse/life partner have with commercial interests
related to the content of this CME activity:

Lindsay BorvanskyNothing to disclose
Andrea FunkNothing to disclose
Liddy Knight:Nothing to disclose
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PROGRANDETAILS

Disclosure of Conflicts of Interest (continued):

Ashkey CanniNothing to disclose

Eric BushNothing to disclose

Disclosure of Unlabeled Us@his educational activity may contain
discussion of published and/or investigational uses of agents that are not
iIndicated by the FDA. Global Education Gr@@wmbal) and Hospice and
Palliative Board Review.com do not recommend the use of any agent
outside of the labeled indications.

The opinions expressed in the educational activity are those of the facult
and do not necessarily represent the views of anyamization associated
with this activity. Please refer to the official prescribing information for



PROGRANDETAILS

each product for discussion of approved indications, contraindications, ar
warnings.

Disclaimer:Participants have an implied responsibility to use the yewl
acquired information to enhance patient outcomes and their own
professional development. The information presented in this activity IS no
meant to serve as a guideline for patient management. Any procedures,
medications, or other courses of diagnosigreatment discussed in this
activity should not be used by clinicians without evaluation of patient
conditions and possible contraindications on dangers in use, review of ar
F LILX AOIF ot S YIydzFll O dzZNENXRA LINR RdzO1
recommendatims of other authorities.



| EARNING®BJIECTIVES

Describe how to perform symptom management in the palliative and
hospice setting.

Describe how to counsel patients and caregivers on interventions in
this setting and the applicable risk versus benefit for appropriate
Interventions.

Describe how to perfan triage and referral of eligible patients for
palliative and hospice services.

Describe how to counsel patients and families on appropriate
utilization of hospice and palliative care services.

Describe how to discuss utilization of appropriate personnel
allocation in the hospice and palliative care setting.

Describe how to counsel patients and families on appropriate
personnel allocation in the hospice and palliative care setting and the
benefits for patients and families undergoing this type of care



Why Palliative Care & Hospice? The
Need for Palliative Care & Hospice



Non-beneficial treatments in hospital at the end
of life: a systematic review on extent of the
problem

M CARDONA-MORRELL", JCH KIM?, RM TURNER?, M ANSTEY?*,
IA MITCHELL®, and K HILLMAN™®

Evidence from 38 studies indicates that on average38%o of patients near
the EOL received NBTs. Mean prevalence of resuscitation attempts for
advanced stage patients was 28%.

Meandeath in intensive care unit (ICU) was 42%; and mean death rate in a
hospital ward was 44.5%.

Mean prevalence of active measures including dialysis, radiotherapy,
transfusions and life support treatment to terminal patient on average 30%.
Non-beneficial @ministration of antibiotics, cardiovascular, digestive and
endocrine treatments to dying patients occurred on average 38%.

Non-beneficial tests were performed on 830% of patients with do
notresuscitate orders.



¢ From metaanalyses, the pooled prevalenoénon-beneficial ICU admission
was 10% (95% C¢8B%); for chemotherapy in the last six weeks of life was

33% (95% CI 241%).
Why?

A The healthcare system in the U.S. is optimized around
revenue and profits not safety and quality

A The U.S. healthcare indtry is an economic unit larger than
Germany

A It's currently running at over $3 trillionper year(0.5 to $1
Trillion per yr in Nofbeneficial/futile care)

A That equals over 18% of our entire GDP

A About 100,000 deaths occur each year due to medical
errors



A We're the only industrialized country where medical
expenses are a leading cause of personal Bankruptcy

A Lack of medicolegal reformnnecessary costs



. WHO Ranking of World Health Care

<+ One of the most widely cited international rankings of
health care systems was published by the World Health
Organization in 2000*

<> It ranked the United States 37" in overall health care
system performance, just behind Costa Rica and just
ahead of Slovenia and Cuba

<+ France was No. 1 in the ranking, and Myanmar was last
among 190 countries surveyed

*For the ful survey, see WHO, http://www. who.intwhrien/.
A convenient summary of the main findings can be found at
http:/fwww. photius. com/rankings/healthranks. html

Posted Feb. 27, 2011 on Ed Dolan’'s Econ Blog
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According to a recent publication from tli@mmonwealth Fundhe USA is
ranked last of 11 Countries. The U.S. ranks last, as it did in 2006, 2007, 201(
and 2014

The Price is Not Right

LIS Ranking:
Haalh Care Sperdding 1=t
Life Expectancy HaL
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http://www.commonwealthfund.org/interactives/2017/july/mirror-mirror/
http://www.commonwealthfund.org/interactives/2017/july/mirror-mirror/

Value

A Hospice and palliative care are high value, high
guality, patient and family centered services that
should be a larger part of any population health
initiative

A ASCO/NCCN 2017 RecommendatipRsalliative



Care consultation should be offered to every newly
diagnosed stage 4 cancer patient
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Why Talk About This?

25% of deaths occur at homenore than 70% of

Americans would prefer to die at home
(Robert Wood Johnson Foundation)



Additional ReadingNew Yorker

A Annals of Health Care
A May 11, 2015 Issue
A Overkill

A An avalanche of unnecessary medical care is
harming patients physadly and financially. What
can we do about it?



https://www.newyorker.com/magazine/annals-of-health-care
https://www.newyorker.com/magazine/2015/05/11

A ByAtul Gawande



https://www.newyorker.com/contributors/atul-gawande
https://www.newyorker.com/contributors/atul-gawande

Why Palliative Care?

Aggressive measures for control of pain and
other distressing symptoms

Better quality and often longer life, with
neither quality or quantity achieved at the
other’s expense

More goal centered

Interdisciplinary team of
caregivers, participating
in holistic care of patient and family



Palliative Care vs. Hospice Care

Similar but Different

Focuses on relief fromn physical suffering. The
patgent may be being treated for a disease or may
be hving with a chvonic disease, and may or may
not be terminally L

Addresses the pattents physical mental, socal,
and spiritual well-beaing Is appropriate for

patents In all disease stages, and accompanies
the patient from diagnosis to cure.

Uses ife-prolonging medications.

Uses a multi-disciplinary approach using highly
trained professionals. Is usually offered where
the patient first sought treatm=ant.

Avallable to termminally 1l medicald particapants.
Each State decides the length of the life
expectancy a patient rmust have to recelve
hospice care under Medicald. In some Statesitis
up to 6 months; In other States, up to 12 months.
Check with your State Medicald agency If you
have questions.

Makes the patient comfortable and prepares the
patient and the patients family for the patients
end of ife when It is determined reatment for
the lliness will no longer be pursuad.

Does not use ife-prolonging medications.

Relles on a family caregiver and a visiting
hospice nurse. Is offered at a place the pattent
prefers such as In their hom=; In a nursing homs;
or, occasionally, in a hospital.

Combined
Care

Hospices are the largest providers
of palliative care sarvices In the
country. Many organizattons work
together to offer the patent a
seamless continuum of care
over the course of a
serious lliness.

Follow us on Twitter W =medicalmntegrity




Palliative Care vs Hospice Care

A The core philosophy of Palliative Care and Hospice
Care are the same: provide comfort and symptom
management to maximize quality of life.

A The goals of Palliative Care and Hospice Care are
generally the same, with some nuattdifferences
ONBKfFGISR (02 U0KS LIR2AYO A
trajectory)



Palliative Care

A Care given to improve the quality of life of patients
who have a serious, chronic or lfiereatening
disease.

AThe goal of palliative care is to prevent ogdt as
early as possible the symptoms of a disease, side
effects caused by treatment of a disease, and

psychological, social, and spiritual problems related
to a disease or its treatment.




Aln short, symptom management, regardless of
where the patient isn the disease process utilizing
a biopsychosocial approach



Who is eligible for Palliative Care?

e Patients with life-limiting diseases who may
still be seeking curative treatment

e Sufferers of chronic conditions which require
aggressive pain management and symptom
management

* May not have a terminal prognosis



Goals of Inpatient Palliative Care

A Expert symptom managemeipiain, dyspnea, N&V,
etc.

A Assessment of appropriate next steps in care:
Hospice, comfort, SARC.

A Goals of care consultation should be in conjunction
with primary team and pertinent specialists

A Primary resource for comfort care: order sets,
standard work, policies and procedures



A Changing culture: goal of open engagement with
patients and familieg providers regarding goals of
care and dialogue

Goals of Outpatient Palliative Care

A Expert symptom management: pain, dyspnea, N&V, etc.
A Relationship building with patients, families, providers

A Assessment of appropriate next steps in care &
prevention of unnecessary hospitalization

AD2lta 2F OIFNB O2yadzZ dF GA2yY
earlier in the disease courseg. before the roof is on
FTANBOE 52 b2da | 2aLAdlftAlsS



A Primary resource for community based palliative care

A ChangindMacro culture: goal of open engagement with
patients and families & providers regarding goals of care
and dialogue (Conversation project, Five Wishes)




Modified frome
http://depts.washington.edu/palicaraitraining/ppt.shtml

Theraples to modify discase Life
(curative, restorative intont) Closure Actively

Oying

Diagnesis fyr-6m Death
Thorapies to robeve suffering Bereavoment
Healthy life style improve quality of life Care

Preventive care




Barriers to Palliative Care & Hospice

A Lack of knowledge

A Culture

A Religion

A Limited trained providers

A Fractionated health system
A Communication

A Perception




Palliative Care Reimbursement

A Paid for by Medicare and private insurance just as
any other recognized medical specialty

A Care provided by physicians boardedospice &
palliative medicine, nurse practitioners with

advanced praitce in hospice & palliative
medicine



Differentiation

A Hospice: if the disease follows the expected
course, a prognosis of six months or less (patients
often referred late, NEJM NSCLGsiu

A Palliative (Supportive): symptom focused care
anywhere throughout the disease spectrum, can

be de
WOQOU

Ivered in conjunction with curative care
_D YOU BE SURPRISED IF THE PATIENT D

IN TH

E NEXT

YEAR? IF NOT REFER TO PALLIATIVE CARE



Palliative Family/Patient assessment

A Underlying philosophy of shared decision: making
and respecting autonomy

A Beneficence, autonomy
A Advanced directives, living will

Diagnoses for Pall Care Referral

A ES CHF
A COPD/Pulm Diseas&sd Stage



A Neurostroke, ALS,MSBlementia(FAST >7A)
A OncologyStage 4 Disease
A Sickle Cell Disease

Case 1

A 80 YO Female with Lung Cancer
A Pain & shortness of breath
A Residing at local facility

A Symptoms managed with steroids and Roarcotic
Interventions



A Functionality and quality of lifenproved

A On Palliative care for 2 years

A/l F NBE GKFO YSSGa KSNI IFyR
Adaéd06F20dzaSR O NBZ 42 NJ dz
etc.)

Benefits for Palliative Care

mproved pt Quality Of Life
_ess harmful care, nameneficial care
_ongerlifespan(good evidence for lung cancer)

Do o Io




Decreased hospitalizations

Differentiation- prognostically- 1yr Pall Care
Referral; 6months Hospice

Who We Are/Where We Provide
Palliative Care

o To

At KEAAOAIYAaZ bt Qa |yR {:+
practice inHospice & Palliative Medicine
A Homes

ACI OAtAGASA 6! [CQ{Z {bC!



A AmbulatoryHussman Palliative Care Center
A Anywherel!






