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ABOUT THE CARE PATHWAY

The pathway:

 Builds on palliative care research and
communication tools, professional ethical
consensus, and insights from patient safety
and quality improvement

o Supports hospitalists in processes that

ensure that patients’ hospital and post-
nospital care are aligned with their
oreferences

* Includes professional standards for clinicians,
structural supports for practice change, and
the leadership case for change

CARE PATHWAY FOR HOSPITALISTS AND HOSPITAL TEAMS TO ADDRESS GOALS OF CARE

Integration of palliative care to specific setting:
Hospital medical ward

BACKGROUND

Admission Serious lllness Screen:

* l|dentify life-limiting conditions, including multimorbidity

 Would you be surprised by the patient’s death in the next 12
months?

e Consider functional status and readmissions

Assess decision-making capacity
ldentify surrogate decision-maker

Review established care preferences
(advance directive, POLST/MOLST)

Screen for Goals of Care Communication Needs:
During Hospitalization * Assess the patient’s prognosis and treatment options
* Elicit other clinicians’” assessments (e.g. primary care, oncology)

 Elicit patient/surrogate understanding of and questions about
prognosis, treatment goals

* If clinicians and patient/surrogate have a different understanding
of prognosis and goals, plan Prognosis & Goals of Care Discussion

 Most Americans who are diagnosed with a
serious illness are hospitalized In the last
months of their lives

« Hospitalizations often occur at turning points
In an illness trajectory, when palliative care
needs are high

 The size of the palliative care specialist
workforce Is Inadequate to address the needs

Screen for serious illness

For seriously ill patients, screen for
goals of care communication needs

Conduct goals of care discussions, if
needed

Prognosis & Goals of Care Discussion(s):
Discharge Planning 1. Identify: Patient/surrogate questions and concerns
2. Prognosis: Assess understanding and needs; provide information

NEXT STEPS

Alert outpatient clinicians of

of all seriously Ill patients

« When most Americans are hospitalized, their
care Is directed by a hospitalist physician

* For hospitalists to be effective palliative care
oroviders, models are needed that integrate
nalliative care processes into their work

METHODS

 The project was conducted with the goal of
integrating The Hastings Center Guidelines
for Decisions on Life-Sustaining Treatment
and Care Near the End of Life into practice

e [n July 2015, we convened a national
stakeholder meeting on “Improving End-of-Life
Care in the Hospital,” to create a concept map
of palliative care in hospitalist clinical work,
Including themes, priorities, and challenges

e Goals of care communication was identified
as a central palliative care role for hospitalists

* An Iinterdisciplinary expert panel of hospitalist
and palliative care physicians, nurses, and
health care ethicists collaborated to design a
goals of care pathway for hospitalists

. Explore: Patient/surrogate hopes, values, and preferences, given

preference changes
Update documents

the prognosis

(advance directive, POLST/MOLST) 4. Treatments: Review options; assist patient/surrogate in selecting

Discuss hospice options for patients
preferring comfort-focused care

Community palliative care referral, if
available, for other patients

plan that aligns with hopes, values, preferences
* Include or update bedside nurse and other team members
* Involve palliative care service, if available, for complex cases

HOSPITALISTS, THE SOCIETY OF HOSPITAL MEDICINE, AND MENTORED IMPLEMENTATION

Hospitalists are generalist physicians whose clinical
focus Is the care of hospitalized patients

Hospital medicine Is the fastest-growing medical
specialty in the US with 50,000 hospitalist physicians,
80% of whom work in community hospitals

In addition to clinical care, hospitalists focus on
optimizing hospital quality and safety, and research
demonstrates that their work has improved patient
outcomes and health care utilization

Palliative care, including goals of care communication,
IS a core competency for hospitalists, yet systematic
efforts have not focused on improving palliative care
provided by hospitalists

« The Society of Hospital Medicine (SHM) is the
professional society for hospitalists

« Mentored Implementation (Ml) is an award-
winning framework that SHM developed to
support hospitals and hospitalists in translating
safety and quality targets into practice. The
framework includes:

1. Hospital self-assessment
2. Face-to face training

3. Systems approach, guided continuous
Improvement

4. Individual physician mentoring

5. Learning community supported by a resource
center, listserv, webinars

SHM and The Hastings Center will share,
promote, and evaluate the hospitalist goals of
care pathway and implementation tools through:

* A publicly available quality improvement
Resource Room on the SHM website,
launching in Fall 2016

A Mentored Implementation program, which
will include evaluation of the impact of
pathway implementation on goals of care
process measures and patient outcomes
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