DIFFICULT PATIENT
DISCUSSIONS:



What is
Advance
Care
Planning?

[IOM: the whole process of discussion of end-of-life
care, clarification of related values and goals, and
embodiment of preferences through written
documents and medical orders.

Research suggests that advance care planning can
increase the quality of the patient’s death
experience, reduce family caregiver burden and
patient suffering, maintain patient control , reduce
hospital admissions and lead to more appropriate
use of healthcare resources.

Advance care planning is the mechanism for
facilitating informed, patient driven decisions so it
is the patient’s voice that informs future practice
and assures that care is patient centered



When is the right
time?

Too Early: Patients’ preferences change over time.
In general, most patients choose more aggressive
treatment early on. Early discussions may help
prepare families for the just in time discussions.

Too Late: Discussions tend to be rushed and focused
on specific procedures or treatments that may sustain
life rather than on the underlying values, goals, and
preferences that should be explored and form the
basis for informed decisions. May also not allow for
choices when the patient is decisionally competent.

Just Right: Would I be surprised if this patient died
in the next year?




Relationship with the Provider is Key

Importance of the relationship with provider

- Knowing the patient as a person and developing a trusting and caring relationship
- Importance of listening and providing emotional support

- Calm, warm, gentle manner and unhurried approach

- Provider must be comfortable in discussing end of life matters

Having a provider that is willing to talk about dying and whe is sensitive to when
patients are ready to discuss this issue has been identified by patients and their
families as one of the most important needs at end of life (Clayton, Butow, Psych
& Tattersall)



Case Study:

m 53 y/o male patient admitted through the ED with mental

status changes. Work up identified stage IV esophageal
cancer with brain and liver metastasis. He was stabilized

and sent for stereotactic brain radiation. He was then seen
in outpatient clinic for palliative chemotherapy.

m Ready to discuss advance care planning but waiting for
provider to bring it up.



Who, what and
when.......why

Most patients feel it is up to the provider to initiate the
discussion.

Patients want to be asked if it is okay to discuss prognosis and
end of life decisions.

Clarifying the patient and care givers understanding and how
much detail they want to know

Negotiating who should be present during the discussion

Value-based decision making: focus on questions related to
overall health, personal relationships, independence and
symptoms.

POLST forms are intended to be the product of shared decision
making based on conversations that includes the patient’s goals
and values.

Higher levels of anxiety /depression associated with patient’s
wanting more information about their future




Role of the Advance
Practice Nurse:

NP’s involved in patients care increases the likelihood
that advance directives will be completed.

NP model is based on holistic and patient centered care
with open communication. This is the backbone of
value-centered care.

Treatment decisions are primarily made by oncologists.
Often patients feel ‘safer’ discussing stopping treatment
with NP’s.

The majority of NP’s identify advance care planning as
central to good patient care




Case Study:

m 83 y/o male patient with metastatic melanoma. He was living independently with
an active life. Had been receiving treatment for several years. A year previously
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