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JAMA article offers practical suggestions for self-care in the workplace

Caring for terminally ill patients canluxury. In fact, self-cae is an essential + Emotional exhaustion: feelings of
expose clinicians to a number of institupar of the theapeutic mandee.” overextension and depletion of physi-
tional and personal stressors, leading to thewyhile there has been more research ¢& and emotional reserves
mental and emotional distress of burnown purnout than on compassion fatigue, Depersonalization:negative or callous
and/or compassiorgtigue. To help dini-  the authors note, a review of the litera- '€SPONses, excessive detachment from
cians enhance both their own well-being,re suggests that promoting their oppo- OF cynicism about the job
and that of their patients, a team of exsjtes (j.e., job engagement and compas-Low personal accomplishmentfeel-
perts has proposed an approach to physjon satisfaction) can improve both the ings of incompetence and under-
cian self-care based on self-awareness. physicians piofessional sisfactionand ~ achievement

“Physicians working with patients atthe quality of patient care.

the end of life frequently have to respond

to overwhelming human suffering in the Compassion fatigue arises from unre-
absence of adequate institutional support Burnout can result from stresses encou©!ved emotional pain experienced in the
or resouces; write the authcs of an tered by the clinician within the work en-relationship between the clinician and the
article published in thdournal of the vironment. “[Blurnout is a result of frus- patient. Some researchers have likened
American Medical Associatiotin this tration, powerlessness, and inability t¢ompassion fatigue to posttraumatic stress
context, the idea of ‘self-care’ may seemdhieve work goals! the authcs wite. disoder (PTSD)gexpetienced vicapusly.

a selfish irrelevance and an unjustifiabl&ey dimensions of burnout include: Contirued on Rge 2

O New Pediatric Standards Aim to
Improve Palliative and Hospice . . . . .
Care for Children Recent reviews and studies have shown “While this observation does not nec-

a lack of health benefit from artificial feed-essarily imply a causal relationship, it
ing in patients with advanced dementiaaises serious concerns about the quality
O gff‘tﬁcggs:édcjg \Iljv)g?r?e:)sR:ggStStéuture yet the use of feeding tubes in this populand efficiency of end-of-life care in the
_ N tion not only continues, it varies widely inUnited St&es] write the authas of a e-
o Perception of Physician Abandonment prevalence — as much as tenfold — acrog®r1t pulished in theJournal of Rallia-

Sense of Continuity, Closure the nation. tive Medicine.

Now, reseathers hare found tha U.S. “Future research is needed to understand
regions with higher rates of transitions irwhether a poorly executed transition
health care settings among elderly nursinglayed a role in the insertion of a feeding

. home residents in the last six months dfibe or [whether] this strong association is
O Consensus Guidelines Offered for . . . . .
Identifying SICU Patients in Need life are also much more likely to have highea reflection of a medical culture toward
of Palliative Care rates of feeding tube placement in thosaverall aggressve medical ca.”
with severe cognitive impairment. Continued on Rge 3

O Latino Patients: Improving
Their End-of-Life Experiences
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Self-Awareness Appr oach Offered to Pr otect Ph ysicians
from Burnout and Compassion Fatigue

Continued fom Rage 1

Often called'seconday traumdization,” compassionaigue
mirrors PTSD in certain domains. Symptoms of compassion
tigue include:

Practical Suggestions for Self-Awareness
and Self-Care in the Workplace

fa-
As you walk toward your workplace or through its halls, pay
careful attention to the sensation of your feet contacting the
ground.

» Hyperarousal:disturbed slgg irritability, and lypewigilance .

« Avoidance: “not wanting to @ thee ajain, avoiding dis-
cussing thinking, and £eling dout the pdent’s pain and

. * Before entering the next patient’s room, pause and pay attention
suffering

to your breathing for two to five breaths.

* Re-experiencing:intrusive dreams or thoughts, psychologi- ¢
cal or physiological distress triggered by reminders of caring
for dying patients

Don't be afraid to ask, “Is it time for a break?” Call a “time out” to
deal with emotional flooding after a traumatic event. Call a col-
league to say, ‘I need a walk [or break].”

® Set your watch or other alarm for the same time each day as a
prompt for centering. Recite a line from a favorite poem or prayer.
Think of a loved one. Take four deep, slow breaths. Picture
weights around your waist and the words “ground, down.”

Self-Care with Self-Awareness

There is empirical data to support the use of practices such as

mindful meditation and reflective writing to prevent burnout, * YSe the 20 seconds of suggested hand-washing time creatively.
. Pay full attention to the sensation of the water on your skin.
Other suggested measures i

Recite a poem or prayer. Tell yourself, “I am worthy of my own

“Self-care enables
physicians to care for
their patients in a
sustainable way with

clude: training in communi-
cation skills, promoting fair-
ness and feelings of choice
and control in the workplace,
providing a supportive work

time.” Sing “Happy Birthday!” to yourself.

Stop by a window and look at something in nature, giving it your
full attention for several moments.

Deliberately make connections with colleagues and with patients.
Use humor. Notice something unusual in the patient’'s room. Com-

comnunity, and de&eloping ment on a patient's date of birth.

greater compassion, ,
self-awareness skills. .

sensitivity, effectiveness,
and empathy.”

Keep a notebook for writing “field notes” on traumatic or mean-
ingful encounters or events. Share these occasionally at inter-

“Physicians with burn- I ¢ :
disciplinary team meetings.

out who use self-care with-
— Kearney etal, Joumnal of the | )t self_gwareness may feel
American Medical Association

as though they are drown-
ing and barely able to come
up for air,” assefr the authas, “w hereas self-cage with self-

awareness is like leaming to breahe underwater.”

Develop a deliberate “role-shedding ritual” for the end of the day,
which you can use as you hang up your white coat or put away
your stethoscope. Use the drive home to listen attentively to the
news, music, or an audio book.

%

— Adapted from Kearney et al,
Journal of the American Medical Association

The self-awareness approach may help physicians to expe-
rience greater job engagement with less stress, thus remaining

emotionally available to their patients, even in the most diffiy and peacefulness in relation to their approaching death, this
cult dinical situdions. Futher, physicians canxpetience Vi- aniches the fies of the linicians involved”
calious posttaumadic growth by witnessing the gaent's or

family’s ovn posttaumdic growth, especial} as aided pthe
clinician’s de@ened empay.

Source: “Self-Care of Physicians Caring for Patients at the End of Life:
‘Being Connected...A Key to My Survival,” Journal of the American Medical
Association; March 18, 2009; 301(11):1155-1164. Kearney MK, Weininger
. “ R . e B, Vachon MLS, Harrison RL, Mount BM; Palliative Care Service, Santa
This enhanced or exquisite empathy is facilitated by phy é_rbara Cottage Hospital and Visiting Nurse and Hospice Care of Santa

cian self-awareness and can be experienced as a mutually hesdiBgra, and La Casa de Maria Retreat and Conference Center, Santa
connection with the patient. “This approach enhances the poﬁ;}rpgra, California} Department of Psychiatry and DaIIa'Lana School of
. . . - Public Health, University of Toronto, Toronto; Counseling Psychology
tial of the work itself to be regenerative and fulfllllng for th%rogram, University of British Columbia, Vancouver; Department of Medicine,
clinician,” write the autha. “When péients &pelience mean- McGill University, Montreal.
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New Pediatric Standar ds Aim to Impr ove
Palliative and Hospice Care f or Children

The National Hospice and Palliative Care Organization (NHPCO), along
with the Childen’s Poject on Rlliative/Hospice Sefices, has eleased Statistics at a Glance
the frst“Standads of Pactice br Pedidric Palliative Cae and Hospicé
Intended to be used by hospices as a supplement to the NHPCO standaftf§erding to the 2005 Annual Summary of Vital Sta-
for adults, the document addresses the special needs of pediatric pati dt%'(‘;sw[::]o:;:i?Z’;;t‘i]astae;‘l‘r’s‘;f‘gi]o 535216':';2;:2
and their familiesCare is provided to patients in the perinatal period, |in- " (. P
fang, childhood adolescenceand yung adulthoodKey fedures indude:

* Of infants who died with complex chronic conditions,

« Lif e affirming care by suppoting the tild’s and &mily’s gals br the 32% of deaths were cardiovascular, 26% congeni-
future.Services can be provided along with concurrent life-prolonging tal, 17% respiratory, and 14% neuromuscular.
or curative care or as the main focus of care. * Beyond infancy, 25,018 children ages 1-19 years
« A combination of active and compassionate therapigatended to com-|  died, with 53.3% estimated to be preventable or sud-
fort and support the child, as well as family members and other significanf®" deaths-
people in the lild’s life. * Of children ages 1-19 who died with complex chronic

conditions, 43% of deaths resulted from malignancy;,

* Holistic care, assisting in fulfling children’s plysical, social, develop- 23% neuromuscular. and 17% cardiovascular.

mgntal, educational, psychologlcal., gnd spiritual goa!s while remaining|SENgisioric data indicate that 70% of families state they
sitive to personal, cultural, and religious values, beliefs, and practices.  wouid prefer for their child to die at home, if adequate

“All children with life-threatening conditions deser excellent peditric support were available. However, statistics show that
palliative care, either as the primary treatment or concurrent with diseas&2% of children dying of complex chronic conditions
modifying or cuative theepies; the authcs stae. die in the hospital, with only 15% at home.

— NHPCO April 2009 Facts and Figures:
Pediatric Palliative and Hospice
Care in America

Source: “Standards of Practice for Pediatric Palliative Care and Hospice,” April 2009;
National Hospice and Palliative Care Organization and the Children’s Project on Palliative/
Hospice Services, Alexandria, Virginia.

Advanced Dementia P atients and Feeding Tube Placement

Continued fom Fage 1 threefold across the 306 hospital refeppopuldion in whom benef is unlikely.”
Transitions were defined as transfers to @l '€gions, ranging from 1.9 transitions “It is possible that persons are hospi-

or from a hospital, inpatient rehabilitation, (Salem, Oregt_)n) to 5.1 tranS|t|on3q|ized withouF inform'a.tion abogt their

nursing home, inpatient hospice, or home. (Monroe, Louisiana). wishes regarding artificial hydration and

Researchers utilized two national date- Patients residing in regions (grouped intgutrition [being knavn],” suggest the au-
bases from 2000 to create their study duintiles) with the highest rate of tran{nors. “An altemae potential gplana-
samples: nursing home residents aged 655itions were 2.5 times more likely toton IS that both of these findings are
years and older with advanced cognitive have a feeding tube inserted Comparéaagkers of Idocal medical culture that
impairment but no feeding tube placement With those living in the lowest quintile, ténds toward aggressive interventions

. ) _ .,__such as feeding tubes and hospitalizations
at baseline (n = 97,239), and all Medicare One-year incidence per 1000 residen mong ging pesons.
patients who died that year with at least of feeding tube placement among ad- _ R
. . . . . . ource: “Churning: The Association between
one nursing home stay in the last six months vanced dementia nursing home pat|enf§ea“h Care Transitions and Feeding Tube
of life (n = 348,276). ranged from 0-12 in the lowest quintileinsertion for Nursing Home Residents with

s ; . to 86-247 in the highest quintile. Advanced Cognitive Impairment,” Journal of
Key fmdmgs include: 9 9 Palliative Medicine; April 9, 2009; 12(4):359-362.

« Nationwide, the Medicare decedents with The authors call for future research int@eno JMm, Mitchell SL, et al; The Warren Alpert

a nursing home stay in 2000 experipOSSible mechanisms that would eXplaiH'Ed'Cal School, Brown University, Prowden_ce,

.. it t iati f health care traRhode Island; Beth Israel Deaconess Medical

enced an average of 3.2 transitions ithe strong association of health care rage; oston; Dartmouth Medical School,
the last six months of life. This variedsitions with feeding tube insertion in “aHanover, New Hampshire.
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RESEARCH MONITOR

Physician Aid in Dying: Requests Often Based on Worries
about Future Symptoms, Circumstances

Patients who completed a survey re- Desire to control the time, location, and~
garding their reasons for requesting phy- manner of death and die at home

sician aid in gting (AAD) using the Or « Fear of worsening pain or quality of life

egon Dedh with DignityActroutinely Cite ey of becoming unable to take care of ~ Clinicians can improve patients’

concerns for the future, rather than for_ themselves sense of control and lessen their fears,
current symptoms, as the reason for their and therefore the desire for PAD, by:

. . Having witnessed intolerable deaths
requestThat is according to a study pub-. P i f self burd + Providing education about quality
lished in theArchives of Intenal Medi- * F€rception ol selt as a burden end-of-life care
cine,in which 56 patients were surveyed. Factors that had little influence on the | oo oqing a sense of control, es-
Within 2 to 3 months of p#cipating in decision to eguest RD 'nCque: pecially in those patients who wit-
the stugt, 41 paients (73%) had died8 * Currentpain or other physical symptoms  nessed intolerable deaths
(44%) had received a prescription for a Perception of being a financial drain on « Reassuring patients that all efforts

How Clinicians Can Help

154

lethal dose of medication, and 9 (22%) others will be made to control pain and
died after ingesting the medication. « Depression other symptoms and to ensure they
The most common terminal diagnoses Existential reasons, such as feeling that will be able to die where they wish

among respondents were cancer and amyoife is pointless — Ganzini Iettal, AIFKAhi\g?S_ of
trophic lateral sclerosis. Most pafients Werg - rent level of support from others nierhat Medicine
white, and more than half were well edu-

cated single and lived on their wn.About
one-third were enrolled in hospice.

Oregon is the only jurisdiction in the source: “Oregonians’ Reasons for Requesting

U.S. where pa‘“ents |ega”y can receive ahysician Aid in Dying,” Archives of Internal
lethal d f dicati f h .Medicine; March 9, 2009; 169(5):489-571. Ganzini
€thal dose ol medication from a p ySIT_, Goy ER, Dobscha SK; Portland Center for the

Reasons f or Requesting P AD cian. ForaAD request to bepproved 2 Study of Chronic, Comorbid Mental and Physical

physicians must conclude that the patieftisorders, Health Services Research and
Development Service, Portland Veterans’ Affairs

The mostimportant reasons for requeshas less than 6 months to live and is MeRqical center: Department of Psychiatry,

ing FAD include: tally cepable of requesting RD. Oregon Health and Science University, Portland.

Chronic Critical lliness: Advance Directives, Appointment of
Health Care Pr oxies Could Ease Bur dens for Patients, Families

As care for acute critical illnesses iming treatments, even when extended usepointed a health care proxy (37 before
proves, more patients survive these illef these treatments has not provided entering the RCU and 6 during treat-

nesses. Heewer, mary of the pséientswho meaningful benefits to the patient. ment in the RCU).

survive become chronically critically ill, Researchers interviewed caregivers for 33 (16.2%) completed an advance di-
requiring that decisions be made regar@03 chronically critically ill patients in the  rective (31 before admission and 2 dur-
ing life-sustaining therapies. respiratory care unit (RCU) at a large uni- ing RCU treatment).

According to a study published inversity-afiliated hospital in NeYork. All  « 71 (35%) had do-not-resuscitate orders
Critical Care Medicine “Most chroni- patients had tracheotomies after failed at- (27 before RCU admission).
cally critically ill patients fail to desig- tempts to wean them from mechanical ve- e atment was limited for 39 patients
nate a surrogate decision-maker or eiation in an intensive care unit, and none (19.2%), most often for vasopressors.
press preferences regarding life-sustai®f the patients previously had been in the
ing treagments. Consequeny} in mary care of an RCU.
cases, no one is authorized to make de-Investigtors found th&
cisions regarding limiting or withdraw- ¢ 43 of the 203 patients (21.2%) had ap- Continued on Rge 5

In some stees, including Nev York
where this study was conducted, only a
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Perception of Ph ysician Abandonment at End of Lif e
Affects P atients’ Sense of Contin uity, Closure

When patients transition from care by~
a primary physician to end-of-life care
patients and their families sometimes feg
as if they have been abandoned by the
physicians.

In a stug pulished in theArchives of
Internal Medicineresearchers note that be
fore a péient’s deth, peiceived dandon-
ment can lead patients and families to fe
a “loss of contiity,” both because the
have lost access to theirydicians medi-
cal expertise and because they have Ig
the patient-physician relationship.

At the time of death and afterward, th¢
feelings of abandonment can result fron
“lack of dosue.”

Investigators conducted interews &
three time periods with patients, family
caregivers, physicians, and nurses: at tl
time the/ enolled in the stug after 4-6
months, and again after 12 months. In th

Facilitating Continuity
and Closure

BEFORE DEATH:

Assure the patient that the physician
and the nurse will still be available
after transition to hospice.

Continue to call and/or see the pa-
tient and family.

Initiate a discussion during the prob-
able final visit with the patient to say
goodbye.

AFTER DEATH:

Call the family to express condo-
lences.

Send a condolence letter.
Attend the patient’s funeral.

— Back et al, Archives
of Internal Medicine

interviews, participants (including patients,

family caregivers, physicians, and nurses) their relationships with primary physi-
frequently brought up abgndonrnent as @ans. Piisicians havever, were less con-
concern, even though the interviewers digjstent. Some physicians reported feeli

not use the wrd “abandonmerit.

Other physicians stated that they had
overflowing schedules and did not have
time to see patients who did not need medi-
cal care from them. But as one physician
said “...if you diop them themeans gu're
only interested in teadment and gu're not
interested in therh.

As the authors point out, “Expert guide-
lines on caring for patients at the end of
life emphasize the importance of not al-
lowing a patient to feel abandoned, espe-
cially when the care plan includes with-
drawal of disease-modifyingegment.

According to an editorial commenting
on the study published March 2009 in the
Joumnal of Ralliative Medicine“T he \alue
of end-of-life care derives from both the
continued expertise of the physician and
the importance of the ongoing physician-
pdient reldionship” The needdr conti-
nuity and the need for closure occur at dif-
ferent times, and physicians need to ad-
dress this in different ways, experts note.

Source: “Abandonment at the End of Life from
Patient, Caregiver, Nurse, and Physician

NEkrspectives,” Archives of Internal Medicine;

guilt over the frequent lack of closureMarch 9, 2009; 169(5):474-479. Back AL, Young

. . . . . ...JP, McCown E, Engelberg RA, et al; Fred
Patients and caregivers consistentlgome also described the emotional diffi 9 9

noted the need for continuity and closureulty of saying goodbye to a patient.

Hutchinson Cancer Research Center, and
University of Washington, Seattle.

Chronic Critical lliness

(from Page 4)

legally designated proxy can make deck Been ivolved with a palliive cae nizaional dhanges thawould involve pal-
sions to withhold or withdraw treatments service
that can keep patients alive. The lack of & Indicated a preference for limitation totent basis.
proxy or advance directive can make itim- the physician

possible to limit critical care treatment,

outweigh potential beni$”

. : \ _ In aCritical Care Medicineeditorial ref-
even if “professional and family caregivergencing this stug Hovard B. Degenhotz,

liative care specialists on a more consis-

Source: “Deciding in the Dark: Advance Directives
and Continuation of Treatment in Chronic Critical
lliness,” Critical Care Medicine; April 2009;
37(3):919-925. Camhi SL, Mercado AF, et al; VA

f—"lttsburgh Health Care System, Pittsburgh; Mount
mation and counseling about the outcomeai School of Medicine, New York; and Bronx

Limits on life-sustaining treatments areheir chronically critically ill relatives face. VA Medical Center, Bronx, New York.“Two and a

more likely if the patient has:

He also suggests that advance directiv€§

If Weeks: Time Enough for End-of-Life Care
anning?” ibid., pp. 1145. Degenholtz HB;

* Designated a health care proxy beforeften are not enough. “Perhaps, a Mok§ aduate School of Public Health, University of

admission

promising route would be to pursue orgarittsburgh, Pittsburgh.

Auc/SepT/OcT 2009
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RESEARCH MONITOR

Latino P atients: Improving Their End-of-Lif e Experience
Through Clear Communication and Cultural Understanding

Clinicians can improve end-of-life care
for Latino patients and families by clearly
communicating health information and by
understanding and respecting cultural in-
fluences. This is according to recommern
dations published in th@ournal of the
American Medical Association.

Communication Issues

Language barriers and/or limited health
literacy can impede understanding of healt
status and treatment options for som
Latino paients.To adlress languge bar
riers, clinicians should use professional in
terpreters whenever possible.

Regardless of the pg@ent’s ethnicity and
health liteagy, dinicians ae adised to:

o =

* Use thé‘ask-tell-ask”’modelAsk wha end-of-life care decisions.

patients understand about their con-

dition, provide needed information,yecisions:

Ways Clinicians Can Help

* Be sensitive to external challenges faced by many Latino immigrants, such as
geographical distance from family members, fears of deportation if the immigrants
are undocumented, and perception of discrimination.

« Avoid asking questions about immigration status unless it affects treatment.

» Ask questions to help with cultural understanding:

“What language do you speak at home?”

“Were you born in the United States?”

“How long have you lived in the United States?”

“Tell me what | need to know about your culture.”

“What do you think is the cause of this illness?”

“How would this illness be treated in your culture?”

“How do doctors in your culture talk with people about illness?”

— Smith, Sudore, and Perez-Stable
Journal of the American Medical Association

bring in the p#ent’s faith ministes, who

Other cultural factors can affect patienfften can help clinicians understand reli-
gious beliefs that are different from their

and confirm that they comprehend the Familismo: Clinicians should be pr VN while providing the patient and fam-

information."What have you already
been told about your illness?”

« Use simple terms, not jargon.

« Limit new information to only 2 items
per cowersdion.

« Assume that there are questiciWhat
guestions do you have?”

e Ask the patient or family to restate in-
formation.“I've just said a lot of things.
To make sue | did a g@od job and »-
plained things learly, can yu descibe
to me what we've talked about in your
own words?”

Cultural Considerations

Physicians in Léin America ae less
likely to disclose the truth to a patient with
a poor prognosis and more likely to direct
a pdient’s doices egarding life-extend-

e Machismo:The traditional need to pro-

pared to have extended families presefly With additional spiritual support.

and irvolved in health car decisions. o
Issue of Discrimination

vide for and protect the family may lead Many Latinos report that they have ex-

Latino males to_ make the majority Ofperienced discrimination in health care
the medical decisions for a female famz

; v Situations. Because of these experiences,
ily member Clinicians should ¥ 10 atients sometimes feel distrust toward cli-

speak to Fhe female pat_lent IN privateyicians and the health care system in gen-
to determine her true wishes and Cofsa| ang may assume that they are not be-

cemns. In addition, when a male Lating, qftered curative treatments because of
is too sick to fulfill what he sees as h'%iscrimination
family duties, he may feel shame. Cli-

. To @ain the tust of their Léino pdients,
nicians should be respectful, ask aboutl. - o .

. : Clinicians can “state outright that they do
his concerns, and try to use creative wa

. ) . . Yot tolerate discrimination in their prac-
to help him contribute to his family de-.. .
spite his illness tices and that they strive to treat all pa-
P ' tients equall,” the authas wiite.
Source: “Palliative Care for Latino Patients and

Their Families: Whenever We Prayed, She Wept,”

.. . . .. . Journal of the American Medical Association;
Vely religious paients sometimes insist parch 11, 2009; 301(10):1047-1057. Smith AK,

Religious Considerations

ing treatments. In addition, palliative caren using all measures to extend life, staudore RL, Perez-Stable EJ; Division of
is less mailable in Lain America than in ing that they expect a miracle even whefieriatrics, Department of Medicine and Division

f General Internal Medicine, University of

the US. Consequeny] Latino pdients and clinicians have exhausted all availabletrea,%a“fomia San Francisco: Veterans Affairs
families often are uncomfortable makingnents. If the patient agrees, clinicians cavedical Center, San Francisco.
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CLINICIAN RESOURCES

Consensus Guidelines Offered for Identifying
SICU Patients in Need of P alliative Care

The first set of clinically relevant crite-
ria, or “triggers; for identifying paients ticle may be the importance of open conf
in the surgical intensive care unit (SICUmunication among intensivists, surgeon
who would benefit from the end-of-life and palliive cae consultantswrite two
care services of palliative medicine spepalliative care experts in an editorial ag
cialists has been formulated by a team @ompanying the report.
surgeons from the Medical College of The commentators urge palliative car
Wisconsin,Milwaulkee consultants to observe “consult etiquette

“Because many patients who encounter- carefully defining the reason for the
difficult end-of-life issues in the SICU do consult with the primary team before ad
not receive palliative care services, ther@dressing any issues with the patient/fan
is a need to educate surgeons on how Hg; discussing care concerns privately
better identify those pients! write the With the surgical intensivist; and mak;
authors of a report published @ritical ing clear that the consultant will only,
Care Medicine manage goals of care when directed.

The team refined the three-round sur- If these lines of communication re-
vey responses of 25 national and local ex0&in open ... and a mutual trust is buil

perts in surgical intensive care and pallig€rhaps the next set of triggers will in

tive care, until consensus among partic_F'Ude gllof the domains of palliative care
pants was achieved for the ten most infdcluding symptom management earl

portant citeria. [See sidbar, belon] in the couse of a saous illness, the

“The first three criteria all address thecommentators conclude.

importance of family negotiation and goapource: “Developing Guidelines That Identify
L . . . Patients Who Would Benefit from Palliative Care
setting” the authas note While using their  seryices in the Surgical Intensive Care Unit”
expertise in communication and mediatiogritical Care Medicine; April 2009; 37(3):946-
techniques to help resolve disagreeme 0. Bradley CT, Brasel KJ; Division of Trauma/
. L. titical Care Surgery, Medical College of
continue the authors, palliative care Ssp&yisconsin, Milwaukee. “How Can We Be
cialists can also offer medical recommenHelpful? Triggers for Palliative Care Consultation
dations and continued palliative care, thu§ the Surgical Intensive Care Unit," ibid., pp.
. .. 1147-1148. Wood GJ, Arnold RM; Section of
complementing the sgeons dedicéon

Palliative Care and Medical Ethics, University
to caring for the entire patient. of Pittsburgh, Pittsburgh.

Criteria Trig gering SICU P alliative Care Consultations
Ranked in Order of Importance

7. More than 3 SICU admissions
during the same hospitalization

8. Glasgow Coma Scale score <8
for >1 week in a patient older than
75 years

9. Glasgow Outcome score <3 (i.e.,
persistent vegetative state)

10. Multisystem organ failure of >3
systems

Family request

. Futility considered or declared by
the medical team

. Family disagreement (with the team,
with the advance directive, or with
one another) lasting >7 days

Death expected during this SICU stay
SICU stay of >1 month

A diagnosis with median survival of
<6 months

— Bradley and Brasel,
Critical Care Medicine

“The underlying message of this art
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End-of-Life Care Websites

www.aahpm.org

American Academy of Hospice
and Palliative Medicine

www.eperc.mcw.edu

End of Life/Palliative Education
Resource Center (EPERC)

www.epec.net

The EPEC Project (Education in
Palliative and End-of-Life Care)

www.nhpco.org

National Hospice & Palliative
Care Organization

www.caringinfo.org

Caring Connections: National Consumer
Engagement Initiative to Improve
End-of Life Care

www.promotingexcellence.org

Promoting Excellence in
End-of-Life Care

www.hospicefoundation.org
Hospice Foundation of America

www.americanhospice.org
American Hospice Foundation

www.hpna.org

Hospice and Palliative Nurses
Association

www.medicaring.org
Palliative Care Policy Center

www.abcd-caring.org
Americans for Better Care of the Dying

www.mcw.edu/palliativecare.htm

Medical College of Wisconsin
Palliative Care Center

www.painpolicy.wisc.edu
University of Wisconsin Pain
and Policy Studies Group

Www.capc.org
Center to Advance Palliative Care

www.stoppain.org

Pain Medicine & Palliative Care,
Beth Israel Medical Center
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10th Clinical Team Conkrence of the N&onal Hospice and Rilliative Care
Organization. September 24-262009 Hyatt Regeng/ Derver & the Conen-
tion Center Derver, CO. Mail: NHPCQ CTC 2009 Cordrence Rgistration,
PO. Box 34929 Alexandia, VA 22334-0929; bBx: 877-779-6472\Website:
www.nhpco.og/ctc2009

20th Annual Clinical Meeting of the American Acaderny of Pain Manage-
ment. October 8-112009 Sherton Phoenix Dantovn Hotel, Phoenix AZ.
Website:www.agpainmange org/confrence/Cordrencephp

Practical Aspects of Rilliative Care: Integrating Palliative Care into
Clinical Practice. October 9-11, 20Q9Royal Sonesta Hotel, Cambridge
MA. Sponsor: Harvard Medical School Center for Palliative Care. Phg
617-582-7859; &x: 617-632-6180; Emailpallcae @painers.og; Website:
www.hms.havard.edu/cdi/pallcas

Pain ManagementDecember 5-12, 200®awaiian Islands cruise from Honot

lulu. SponsorContiruing Educ#on, Inc. Accredited ly theAccreditaion Council
for Continuing Medical Education. Mail: 5700 4th St. N., St. Petersburg,
33703; Phone: 800-422-0711; Email: contactus@continuingeducation
Website: www.contiruingeducdion.net

Annual Assemby of theAmerican Acaderny of Hospice and Rlliative Medi-
cine and the Hospice and 8lliative NursesAssocidion. March 3-6,201Q
Boston, MA. Phone: 847-375-4712; Fax: 847-375-6475; Email: info@aahpm
Website: www.aahpm.aqy

HOSPICE OF SANTA CRUZ COUNTY
30 years of compassionate care

Hospice of Santa Cruz County (formerly called Hospice Caring Project)
is committed to providing physicians with quality end-of-life
information. This newsletter is recommended by the American Academy
of Hospice and Palliative Medicine. We hope you find it useful.

Our responsiveness and around-the-clock availability can support
physicians and ensure expert end-of-life care for your patients — 24
hours a day, every day. Call 430-3000 to make a referral, request a
family information visit, or consult with one of our medical directors.
Visit our useful website for physicians at www.hospicesantacruz.org.

Hospice of Santa Cruz County
(Formerly Called Hospice Caring Project)
940 Disc Drive * Scotts Valley, CA 95066
Phone: 831-430-3000 « www.hospicesantacruz.org

Quality of Life Matters®

Now in its 11th year of publication, Quality of
Life Matters is recommended as an educa-
tional resource by the American Academy

of Hospice and P alliative Medicine . The pe-
riodical is dedicated solely to end-of-life care
news and clinical findings and is researched
and written by professional medical journalists
who specialize in covering palliative care is-
sues. It is an independent publication; it is not
affiliated with any health care organization or
company. The quarterly newsletter is published
by Quality of Life Publishing Co., a firm dedi-
cated to easing the way for patients with life-
limiting illnesses and their families.

We customize copies of the newsletter for
hospices and other organizations to provide as
an educational service for their local clinicians.
For information and rates:

ne:

TOLL FREE in U.S. and CANADA:

1-877-513-0099

FL, NOW AVAILABLE: Tea with Elisabeth:
Tributes to Hospice Pioneer Dr . Elisabeth

r-IetK'ubler-Ross. To order this uplifting book that
celebrates the compassionate work of every
end-of-life care professional, visit:

www.QoLpublishing.com

org;

© 2009 by Quality of Life Publishing Co.  All
rights reserved. No part of this newsletter may
be reproduced without prior permission of the
publisher. For reprint requests or information:

Mail: P.O. Box 112050

Naples, FL 34108-1929

Phone: 239-513-9907

Toll Free: 1-877-513-0099 (U.S. and Canada)
Fax: 239-513-0088
Email: info@QoLpublishing.com
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