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ACTIONS

Utilized skills to manage physical symptoms =

Goals of care not discussed

« Family requested that disease
progression not be discussed with patient
Patient and family requested active
medical management

such as seizure activity in the home = =

Collaborated with CCAC to initiate weekly
nursing visits and discuss goals of care

Provided appropriate resources to support

PATIENT STORY

59-year-old male diagnosed with metastatic
lung cancer. Multiple visits to ED due to
seizure activity. Family physician referred
patient to Freeman home/outreach team for
pain and symptom management. Shared care
established between family physician, APN
and home/outreach physician

PPS 50% - history of falls at home, increasing
confusion and seizures
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Unclear expectations about active
treatments

High risk for recurrent seizures, falls, and
cord compression

patient at home (i.e. hospital bed, who to call
in urgent situations, 911 vs. home/outreach
physician)

Ongoing communication about hopes and
fears post-treatment

Respected family’s non-disclosure wish but
discussed advanced care planning and
initiated conversation about back-up PCU

of home palliati
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OUTCOMES °

Organized family meeting re: care plan;
family agreed to comfort-based approach

SRK in the home and education re:
medication administration

Provided anticipatory guidance as end of
life approached

Communicated back-up plan if unsafe
situations arise (i.e. direct transfer to
inpatient NYGH, PCU placement)

Patient died at home with family at
bedside
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