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zzrcaz::ian 33‘2 ZSZrage reduction of hospital LOS iltS(-z(;))-SO) unfreeze, Change’ and re-freeze clinical practice. dISCUSSIO.n Or.] admission (thIS S mtegrated nicu Rounds)
Married 27% % DNR 60% - Palliative care should be provided across care settings and throughout the » Communication o | | |
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 With training, many consults come from rehabilitation and respiratory
professionals caring for chronic disease patients.
* The establishment of goals of care and advance care planning is key.
« Patients and their families are overwhelmingly appreciative when a
competent and compassionate interdisciplinary palliative care team offers

* Transitional Planning
 Identification of COPD patients at risk for Emergency Room visits and
readmissions
d Implementation of High Risk for Readmission Nursing Plan of Care
 Documentation and dissemination across settings of advanced care directives
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Discharge Disposition Correlation Between LOS In AIM comfort and dignity to people facing serious, end stage iliness. and “Ceiling of Treatment’
Program And Frequency Of IP/ED « Palliative care Is also found rewarding by healthcare professionals. When o o
Admission asked what aspect of their work offers the most satisfaction, some responses rority T S e T
were: e
30 3 "...knowing that in some way I've made a difference in a patient's life by My Plan for Shortness of Breath

not being afraid to initiate a very difficult and awkward discussion at a
very difficult time of their life.....(Interviewee cried)"

 "...a great sense of professional and personal gratification in knowing
iIndividuals trust me enough to share most intense and intimate moments
of their lives with me...... (Interviewee became tearful)"

v' Staying active is important but know what your limits are
v" Plan a realistic schedule for the day, week, or month keeping ii
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how you have been feeling and which things take the most enc
v" Try to schedule things that take the most energy at the time of
that you have the most energy

CALL for help....Remain CALM

OBSERVE
MEDICATION
FAN to FACE

Oxygen if useful
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v" Identify and understand your limits

v" Respect your limits

v" Slow down your rhythm: a slower pace of activity with regular
rhythm uses up less energy

v" Slow down when you speak, laugh, cough, and eat as these act
can trigger shortness of breath

v" Alternate tasks that take more energy with those that require
energy; don’t go to the grocery store the same day you vacuur

v" Divide difficult tasks into small steps

v"Include breaks in the schedule

v'  Get a good night’s sleep

Assist living 4%
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LOS in AIM program

v" Identify which movements make you short of breath

v" Organize drawers, cabinets and closets to reduce the need for
bending and reaching

v" Support your elbows and forearms when possible while workir

Avoid carrying heavy objects and try to push, slide, or pull obje
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possible to move them

Hold objects you carry close to your body

Sit to perform activities when possible (showering, putting on |
up, preparing a meal, etc.)

Use pursed-lip breathing when doing activities

Exhale during tasks that require effort: for example, inhale, the
exhale as you open a heavy door or climb up two stairs
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Adapted from the American Thoracic Society Workshop Report: Assessment and Palliative Management of 7
Dyspnea Crisis, October, 2013, S102.




