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Objectivcs

| earn about common barriers to effective 7 O

communication stratﬁgies
s ciss kcg strategies for Brcaking bad news

Tixplore the timing of this communication

Tixplore guiclelines & tips for improving
communication to achieve better end of life care

for Patients and their families



Foor communication leads to
more sugering, except for Pain,

and is the easiest to treat.
Tax

[ bippocratesj 600 A




Breaking Pad News

“]n gcneral, the most common Problems are caused bg
re]ativelg simple errors....faults in common courtesy,
failures in !istening, orfailures in acknowle&ging the

Patient’s goa]s and needs.” Rober‘c Buckman

Breaking Bad News




Truths

What makes sense for the Patient todag may not be
true tomorrow

Patients look to Phgsicians to gui&e them through their
decision making

thsicians want to do what is best for their Patients

thsicians and Patients both avoid communicating
about toPics that are uncomfortable



FProfessional Myths

Bringing up death as a Possib]e outcome ‘robs’ our Patients of
their hopes & dreams

Admitting that we don’t know the Patient’s exact Prognosis

makes us appear ]ess competent

]ncorporating available home hospice care services or Pa”iative

care as an oPtion IS aclmitting Progessional failure

Discussing Possible eventual death labels us as nihilistic and
‘negative’



FProfessional | ruths

ntegrating palliative care and home hospice services are ‘value
Integrating p p

added’ components o1C advanced clisease management

Frogrxostication is still an ‘art’ with more & more science; it is

a]ways individualized

Patients tgpica”g want honest discussion of all the oPtions of

their medical care

Fa”iative care integration is ogering avery specializec! fund of

knowleclge & skill



( _ommunication 101

. Tracjitiona”y Phgsicians ask, then tell, tell,

tell... listen, ask, then tell some more!
- Dialogue: IS a sharing interaction

. thsicians must be courageous to have the
special clialggue it takes to become a Part of
a Patient’sjoumeg



(_ommunication 101

( Inderstand non verbal communication
Tincourage Patient to talk AND listen to
what they say

Responé with empathg
( Ise aPProPriate humor, silence, self
disclosure, thcrapcutic touch, reassurance,

suPPor‘t & ho!:)c



- T Hective skills include

. R@Petition

. Faraphrasing

. R@q@cting

. Clari{ging responscs

« [Tlonest labeling and gentle confrontation

. ]ntegration of information



(_ommunication Darriers
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Fsychological Parriers

—Faticnt ears

M

—thsm:an ears

e amilg cars



(_ommunication Darriers

(_ultural Parriers

— Lack of Pcrsonal exPerifmce with death

= Um”ea]istic 2 xpectations; Denial Is common
— | rustissues; informed refusals are ok

- Cultural beliefs re: disclosure of information

/Family role in decision making
= Réligious or belief system im[:)act

=
Ty COﬂOmIC concerns arce normal



| thsician | eadis critical

+ [Tatients look to Physicians to bring up
Issues regarding the clinical options

+ [Tatients and families voice aPPreciation for

exploring all o[:)tions of care

o | here are OPPor’tuni’ci(—:s to bring up best
case & worst case scenarios in thc—:joumeg
of care(curc—:) remission, Prcjectecj disease

trajc:ctories and Possiblg death)



( _ommunication Darriers

: Listening Parriers
— Assumption & certaintg; AR mcntality
— | imited attention span & time pressure

- Organizationa Parriers

~ Lack of support, clinical cxPertise &

motivation to incorporate others

f 5 ¥ Language Darriers

— cultural, ‘medical-ese’, gaps in education



?5uci<man’s Protoco]

Frepare By comcirming facts & estab]ishing aPProPriate Phgsicai

& emotional environment
Establish what the Patient/icamiig knows & wants to know

Determine how information is to be handled

Deliver information in sensitive, straighticorwarcl manner

A]ign & I ducate

Responci to emotions of Patients, parents, & families
I~ stablish goals for care and treatment Priorities
Estab]ish an overall P]an



2l W ST
PROTOCOL

° Setting up the discussion

. Fatient Ferception Assessment
+ |nvitation to discuss goals & needs

. ‘<nowlcdge sharing

-——4

) S

» mpathizmg With the — motions

. Summarize and Stratcgize



. “Although the individual
Patient s the focus of

treatment, the Familg is the
focus of un&erstanéing....”

« Williamson & Noel



- Set up the [ Discussion

X3 Do your homework and collect the facts

. 1<now oPtions of the disease trajc—:ctorg

o Know WHO should be there@ami]g,
F‘ICZFC)/\, other Phgsicians involved in the

ca re)

. Know your communitg resources

. F]an the meeting at an appropriate time



Fatient Ferceptions
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| Faticnt Fcrception Assessment

o | ellmeabout your uncjerstanding of the
most recent tests

o | ellme what you think is going on with your

heart (9our cancer, your lungs)
o (Jse open ended qusstions

. Teu e m®re 28



lnvitation

Discussingg éoals & Needs

. What is most important to you right NOW?
X3 What are your hoEes forthe uPcommg

dags, weeks, mont
. What do you enjog doing NOW?
. What are you worried about now and in the

Future?



*
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lnvitation......

Need asssesment gets speci{:ic

What has been hard for you & 9our1camil9
\/\/hat IS your life like at home?
How are you Feeling’? Sad? Anxious?

Are you in Pain? Ang other symptoms
bothering you?

\/\/ould a visiting nurse or aid be helpmcul?



“| wish statements..”

o |wish|could Promise you that but | can’t
guarantee that will happc—:n....

- ] think ] understood you to say that what is
most important to you TSI

s orom what we have discussed, it may be

hell:ncul tohave a.......



Knowledgc Sharing

o Once individualized goals and needs are
understood, sharing knowlc&ge regarding

how hospicc services can help Hows easier
- Bc concrete on the many services offered

o Patient declines, offer an informational

session with home hospice services



| Knowle&ge Sharing

. Giving Patient’s clear diagnoses
. écnti{ging symptoms as &iagnoses
. Tix[:)lore the impact on their QOL

. Fractica] guicjancc: on how to self educate

« (_ontinue to include caregivers and decision

makers in Paticnt’s health care



Empat}‘uizc with |~ motions

X3 fwmpatl‘lic responses validate and
acknowledge Patient’s emotions

» ?imfathic responses encourage further
disclosure

. Frior @xperiencezs or Préconcei\/éa notions
will Havor Patients responses and may need

to be @xl:)lorecl



“NURSE” Protocol

. Namingz ]t sounds like you are..

- UHclerstanding: | can see how difficult this
is for you and 3our1cami|9..

. Respecting: ] can see how hard you have

workec! to understanc..

. Suppor’ting: | will support your decisions..

. Tixploring: T ell me more about..



- Summarize & Strategizc

o | reatment oPtion discussions are the

mainstag of advancing disease management

. This becomes a huge issue when disease
modi{ging therapies ZiEe Failing and
Pa”iation/QOL becomes a focus of care



\When is the Right | ime?

\Would you be surPrisecl if this
Patient died in the next 3.6

months’?



| Timing of Discussion

. ?iligibi]itg for Mc&icare Hospice
Ben@cit does NOT equate to

aPProPriateness of when end of life

care discussions ought to occur



Triggcrs for discussion

. When Paticnt’s goals of care and values

reflect a change infocus of care

N Change in clinical status

*

weight ]ossJ anorexia, dgsphagia,

cognition failure (Bruera, 2004)
éeclim’ng functional status
complications of disease directed care

increased hospitalizations



Getting on the same page......

. Urwcertaintg régar&ing Prognosis is a fact
and ought not deter a discussion

» Dhcmcering goals of consultants can create
Problcms SO Cstablishing Paticnt driven
goals an& needs sets thc course

« |tisour cﬂutg to give Patients and families as

much time as Possible to prepare



| Choicc—: of \Words

. Hospicc—: Home Nursing
» Cormcort Care

. Suppor’tive (_are

+ [alliative C are

. Dignitg (_are

+ (ontinuation of my care assurance.....



Digﬂity Conscr\/iﬂg I"ocus

« Living in the Moment
« Maintaining Normalcy
« Seeking Spiritual Growth




_ Dignity Conser\/ing Goals

« Continuity of Self

« Role Preservation

+ Legacy

« Maintenance of Pride
« Hopefulness

« Autonomy/ Control
« Acceptance

« Resilience
+ Chochinov, M., CA: Cancer J Clin 2006



Dignitg Conser\/ing Pedside Tool

» Tell me a little about your life history;
particularly the parts that you either
remember most or think are the most
Important?

« When did you feel most alive?

«» Are there specific things that you would
want your family to know about you, and

are there particular things you would want
them to remember?



Dignitg Conser\/ing Bedside | ool

+ What are the most important roles you have
played in life (family roles, vocational roles,
community-service roles, etc)? Why were
they so important to you, and what do you
think you accomplished in those roles?

» What are your most important
accomplishments, what do you feel most
proud of?

« Are there particular things that you feel still
need to be said to your loved ones or things
that you would want to take the time to say
once again?



Digmty Conservmg

ones?

« What have you learned about life t
would want to pass along to others

ﬁﬁa‘?’éﬁg I;roh%}oes and dreams for your loved

nat you
? What

advice or words of guidance would you wish to
pass along to your (son, daughter, husband,

wife, parents, other|[s])?

+ Are there words or perhaps even instructions
that you would like to offer your family to help

prepare them for the future?

+ Increating this permanent record, are there
other issues that you would like included?



DC T Patient and [rofessional Satisfaction

Pre and post-intervention measures after a 30-60 minute
bedside session for 100 terminally ill patients in Canada
and Australia

) ]
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91% reported being satisfied with dignity therapy

76% reported a heightened sense of dignity

68% reported an increased sense of purpose

67% reported a heightened sense of meaning

47% reported an increased will to live

81% reported that it had been or would be of help to their family.

CONCLUSION: This shows promise as a novel
therapeutic intervention for suffering and distress at the
end of life.

« Journal of Clinical Oncology
. August 20, 2005



| Spccial Circumstances

« | Dementia Paticnts

+ [ediatric Patients

. Managing difficult Patients &
Coueagues

. Managing stressors and

Preventing burn out



I” Hective | eam [rofile
( _onsideration

e Professional competence

e (_urrent knowlecﬂge & skill

e Priorwork exPerience

e (_onsensus builcling skills

. Wi”ingnéss to trust, give up Pc—:rsonal agéndas,

Patiencq openness, flexible

e Personal & Prcncessional insight



I” Hective | eam Profiles

. Rcspcc‘c for each team members spccialized

body of ‘mow]edge
. Being an Cncourager/éxhorter
. Opcn to imProvc& communication skills
. APProPriate use of humor
. SUPPor’c of continuing qualit9 improvement



ng]:)toms of Dgsmcunction

e (losedvs Open structure (cliquc:s)

¢ | eam leader Ays{:unction (thc: kingdom)
e | ackof community collaboration

e Self Perpetuation 13 growth

2 Scapegoatmg or Blammg

. 1  conomic motives surpass clinical care goals




Summazy
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Summarg

+ | earn the basics of empat}'nic communication
INGIR S

. ‘Time ana a”ign’ discussions for end of life

Plam’xing wirh expressed Patient goals and
needs for oPtima] success (5?”(1:;5)

. ]ncorporaté the use of Pa”iativc: Cafc

thc—:rapies into advanced disease

management earlg on



~inal Thought...

« Late Fragment
And did you get what you wanted
from this lhce, even so”?
| did.
And what did you want?

To call mgsehc beloved.
To feel mgschc beloved on the earth



