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Agenda 

• Palliative Care Definition

• Why palliative care?

• Who needs palliative care and what is the criteria for assessment?

• The Palliative Care Team

• The Palliative Care Assessment

• Psychological and Behavioral Considerations

• Coordination of Care

• Case Studies 
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Objectives 

At the end of this activity, participants should be able to:

• Identify who should be considered for palliative care or palliative care 
assessment

• Identify members of the palliative care team

• Outline the basic components of a palliative care assessment

• State the relationship between physical and behavioral health and its impact on 
complex medical conditions and serious illness
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Definition

Palliative Care

• An interdisciplinary specialty focused on preventing and relieving symptoms, 
and supporting the best possible quality of life for patients (and their families) 
facing a serious and/or life-threatening illness

• Services may be provided concurrent with or independent of curative or life-
prolonging care

• Encompasses physical, intellectual, emotional, social and spiritual needs to 
facilitate independence, knowledge and choice
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2013 Healthcare Spending

Reality:
Top Spenders % of Healthcare dollars

10% 65%

5% 50%

1% 20%

Source: National Institute for Health Care Management Foundation analysis of data from the 2013 Medical Expenditure Panel Survey

The National Institute for Health Care Management (NIHCM) 
Foundation is a nonprofit, nonpartisan organization dedicated to improving 
the health of all Americans
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Question # 1

True or False?

The majority of medical spend is for patients during their last 
12 months of life.

Source: NCBI Book_Dying in American
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Question # 1

True or False?

The majority of medical spend is for patients during their last 
12 months of life.

FALSE

Source: NCBI Book_Dying in American
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Facts

• Only 11% of the costliest 5% are dying or in their last 12 months

• 50% of the costliest 5% have short term/limited conditions

• Approximately, 40% of the costliest 5% have persistent costs

• Palliative care improves quality and reduces costs of care

• Palliative care also improves survival:  11.6 mo. vs 8.9 mo. (p<.02)

Sources: IOM Dying in America Appendix E, https://www.ncbi.nlm.nih.gov/books/NBK285684/
NEJM2010, Temel et al. Early palliative care for patients with non-small-cell lung cancer ; pp 363:733-42
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Who are the 40% and what might they have in common?

• Frailty

• Functional limitations

• Dementia

• Exhausted family members

• Social/Behavioral health challenges

• +/- Serious medical illness
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Primary Criteria

• Surprise question
− Would you be surprised if patient 

died within an year time-frame?

• Frequent in-patient readmitter

• Poorly controlled symptoms

• Requires complex care

• Decreasing function or failure 
to thrive

Secondary Criteria 

• Acute admit from long term 
care

• Cognitively impaired elder with 
hip fracture

• Metastatic or incurable cancer

• Requires home oxygen

• History of cardiac arrest

• History of prior hospice care

• Lack of family support

• No advanced directives

Center to Advance Palliative Care™ - Checklist

Center to Advance Palliative Care™ (CAPC), is a professional national 
organization to improve access to palliative care for patients and their 
families by providing training, tools and technical assistance. CAPC 
consensus panel developed a checklist for palliative care screening at the 
time of hospital admission: 

Source: Journal of Palliative Medicine, Identifying Patients in Need of a Palliative Care Assessment in the Hospital Setting
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The Palliative Care Team

The patient-centered communication and shared decision-making framework 
puts the patient and family in the center of the care model

Patient 
& 

Family

Physician(s)

Nursing 
Staff

Chaplain

Social 
WorkerTherapists

Nutritionists

Pharmacist
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The Palliative Assessment

• Pain/Symptom Assessment

• Social/Spiritual Assessment

• Assessment of Understanding

 Diagnosis
 Prognosis
 Disease trajectory
 Treatment options

• Patient Goals – What matters most?
 Independence – most common response
 Family goals may be different
 Do goals match treatment options?
 Advanced Directives and Advanced Care Planning 

• Transition of Care Assessment
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Advance Care Planning vs. Advanced Directives

• Advanced Care Planning:

– Logistic preparation for current and future healthcare needs

– Encourages the patient to formulate and to communicate their own 
healthcare preferences

– Takes into account medical health goals, values and belief systems

– Provider should be made aware of patient wishes regarding prognostic 
information and communication preferences 

• Advanced Directives:

– Legal tool

– Appoints surrogate decision maker

– May include “Code” status/Do-not-resuscitate (DNR) order

Proprietary and Confidential. Do not distribute. 16

The Symptom Assessment

Mnemonic- PAIN RULES  and MOPQRST

Pain Meaning of symptom

Anorexia Onset of symptom

Incontinence Palliating and provoking 

Nausea Quality of the symptom

Respiratory Symptoms Related factors, radiation

Ulcerations (pressure sores) Severity

Level of Function Temporality

Energy

Sedation

Source: UpToDate Overview of comprehensive patient assessment in palliative care, Text used for educational purpose
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Question # 2

A. < 20%

B. 20-40%

C. 40-60%

D. 60-80%

E. >80%

Source:  Kathol RG, Perez R, Cohen JS. The Integrated Case Management Manual, Springer Publishing Co, NY, 2010, pp 16.

What percentage of the top 5% who use 50% of health resources 
have mental health conditions?
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Behavioral Health Paradigm for Evaluation

• Biological

 Genetic predisposition and Exposures

 Medical Causes of Brain Dysfunction

• Rule out the WHIMP (Wernicke's:  Hypo's &  Hyper's (K+, Ca++, Thyroid, etc.) & HIV; 
Infections & Intracranial events; Metabolic & Metastases; Poisonings & drugs

• Psychological

 What are the rules we learned along the way

• Social

 What are the interactions 

 What are the social determinants

• Community and Health Systems

 What are the complexities to getting care and assistance
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The 5 A’s for Evaluation and Management of Behavior

Assess
risk factors, behaviors,

symptoms, attitudes, preferences

Advise
Specify personalized options for
treatment, how symptoms can be
decreased & functioning and
quality of life can be improved

Agree
Collaboratively select goals based
on patient interest and motivation
to change.

Arrange
Specify plans for follow-up to include:
visits, phone calls, & mail reminders

Assist
Provide information, teach skills, &
help problem solve barriers to reach
goals.

Personal Action Plan
1. List goals in behavior terms
2. List strategies to change health behaviors
3. Specify follow-up plan
4. Share the plan with health care team

Source:  R.E. Glasgow, et.al., 2002, Annals of Behavioral Medicine, 24, pp. 80-87, Copyright 2002 by Erlbaum, Text reprinted with permission
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Common Psychiatric Disorders
• Delirium:  A symptom of acute mental status change manifested by attention deficits, 

disorientation, lability, distorted perceptions

• Depression:  Symptoms should be at least two weeks in duration, hallmark symptoms are 
low mood and anhedonia, followed by the SIGECAPS (Sleep, Interest in pleasurable activities, 
Guilt/remorse, Energy/ fatigue, Concentration/Focus, Appetite, Psychomotor retardation/agitation, 
Suicidal)

• Anxiety:  “Sense of impending doom,” may be existential in nature

• Insomnia:  Multiple causes – sleep hygiene needs evaluation

• Suicidal Ideation:  A psychiatric emergency – don’t be afraid to ask about thoughts of self-
harm – you won’t give the person ideas

• Assaultive Behavior:  Intentional or unintentional – always make sure you have an 
unobstructed exit

• Treatment Refusal and Capacity:  Medical ethics – must respect individuals autonomy to 
make decisions – capacity is the ability to understand and articulate the ramification of 
one’s decisions
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Management

• Treat underlying medical condition

• Psychotropic medication use as appropriate for psychiatric symptoms

 Attempt to limit drug-drug interactions

 If multiple drugs are used for symptomatology – limit the number of drugs 
from any given class

• Listen to the individual

 Meet the patient where they are

• This is a team sport – communication is critical!
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Question # 3

A. < 40%

B. 40-55%

C. 55-70%

D. 70-85%

E. > 85%

Source:  Kathol RG, Perez R, Cohen JS., The Integrated Case management Manual , Springer Publishing Co, NY, 2010, pp 16.

What percentage of the top 5% who use 50% of health resources 
receive no mental health treatment?
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Coordination of Care

• Assess Understanding

• Reassessment

• Confirm Communication Chain

 Who to call for what

 Follow-Up plan
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Case Study 

Mr. G is an 85yo who lives with his 83yo spouse in a second floor walk-up 
apartment.  They have 2 adult children who live out of state.  Mr. G has 
PMH of obesity, diabetes, COPD, BPH, stable CLL, OA of the knee, and 
mild dementia.  

 Admitted x3 in last 2mo for constipation, acute mental status and falls

Current admit fall at home, spouse could not get him up

 BS found to be >1000 d/t not taking meds

 Further investigation revealed member has missed several appointments with 
PCP

QUESTION: 

Should this member have a Palliative Care Assessment?
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Case Study 

Mr. G is an 85yo who lives with his 83yo spouse in a second floor walk-up 
apartment.  They have 2 adult children who live out of state.  Mr. G has 
PMH of obesity, diabetes, COPD, BPH, stable CLL, OA of the knee, and 
mild dementia.  

 Admitted x3 in last 2mo for constipation, acute mental status and falls

Current admit fall at home, spouse could not get him up

 BS found to be >1000 d/t not taking meds

 Further investigation revealed member has missed several appointments with 
PCP

QUESTION: 

Should this member have a Palliative Care Assessment?

YES!!!
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Case Study – Continued

Question:

Which primary criteria suggests need for palliative care 
assessment for Mr. G?

Primary Criteria

• Surprise question

− Would you be surprised if patient died 
within an year time-frame?

• Frequent in-patient readmitter

• Poorly controlled symptoms

• Requires complex care

• Decreasing function or failure to thrive
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Case Study – Continued

Question:

Which primary criteria suggests need for palliative care 
assessment for Mr. G?
Frequent admitter

Requires complex care

Decreasing function

Poorly controlled symptoms

Primary Criteria

• Surprise question

− Would you be surprised if patient died 
within an year time-frame?

• Frequent in-patient readmitter

• Poorly controlled symptoms

• Requires complex care

• Decreasing function or failure to thrive
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Case Study – Continued

Question:

What secondary criteria also supports need for palliative care 
assessment?

Secondary Criteria 

• Acute admit from long term care

• Cognitively impaired elder with hip fracture

• Metastatic or incurable cancer

• Requires home oxygen

• History of cardiac arrest

• History of prior hospice care

• Lack of family support

• No advanced directives
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Case Study – Continued

Question:

What secondary criteria also supports need for palliative care 
assessment?
Lack of family support

Secondary Criteria 

• Acute admit from long term care

• Cognitively impaired elder with hip fracture

• Metastatic or incurable cancer

• Requires home oxygen

• History of cardiac arrest

• History of prior hospice care

• Lack of family support

• No advanced directives
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Case Study – Continued

For this case, what part of the palliative care assessment 
is imperative to perform before discharge?

A. Living will

B. Transition of care assessment

C.  Advanced directive

D.  Spiritual assessment
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Case Study – Continued

For this case, what part of the palliative care assessment 
is imperative to perform before discharge?

A. Living will

B. Transition of care assessment

C.  Advanced directive

D.  Spiritual assessment
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Appendix
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Other Tools and Useful Links

UptoDate: PEACE tool for symptom management in palliative care 
(requires a user id and password)

• Assesses the Physical, Emotive, Autonomy, Communication, Economic, and 
Transcendent domains

Distress Thermometer
• Tool for assessing psychological distress in people affected by cancer

UpToDate: Serious Illness Conversation Guide, (requires a user id and password)

• Checklist is to improve care for patients with serious illnesses and their families 
by facilitating and documenting discussion

CAPC website:  getpalliativecare.com
• Is a resource to help locate palliative care provider by zip code/city & state

OptumHealth Education Activity
• Meier, Diane E, M.D, FACP, Community-based Palliative Care; Meeting the 

Needs of the Seriously Ill. 2016

Proprietary and Confidential. Do not distribute. 36

Appendix: Tool – PEACE, (continued)
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Appendix: Tool – PEACE, (continued) 
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Appendix: Tool – PEACE, Ending Questions
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Appendix: Tool – NCCN Distress Thermometer

Source: nccn.org/patients/resources/life_with_cancer/pdf/nccn_distress_thermometer.pdf, text used for educational purpose 

Proprietary and Confidential. Do not distribute. 40

Appendix: Tool – Conversation Guide

Source: talkaboutwhatmatters.org/documents/Providers/PSJH-Serious-Illness-Conversation-Guide.pdf, text used for educational 
purpose 



4/16/2018

21

Proprietary and Confidential. Do not distribute. 41

Questions and Answers

Questions?  Contact OptumHealth Education at moreinfo@optumhealtheducation.comformation
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