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As Hospice Use Contin ues to Gr ow, Late Referral
Resulting in  ‘Shor t Hospice Experience’
Raises Concerns

Nearly 40% of all 2008 deaths in theavailable when facing a serious or life-lim- ~ NON-CANCER DIAGNOSES
United States occurred under the care ofiting illness — among both the public and INCREASINGLY OUTNUMBER
hospice program, with a record 1.45 milhealth care professionals — is still needed,” MALIGNANCIES
lion patients receiving hospice servicestated J. Donald Schumaché&syD, Non-cancer diagnoses increasingly
during that yearaccording to an annualNHPCO president and CEO. outnumber cancer as the admitting di-
report released by the National Hospice and \y/hen hospice referral occurs “way tod®gnosis, a trend that has continued since
Palliative Care Organization (NHPCO) ingte ” both patients and their families ca?003. In 2008, 61.7% of patients were
November be prevented from receiving the maxienrolled in hospice with a diagnosis other
Yet, more than 35% of those péients  mum benefit of the full range of inter-than cancerNon-cancer primary diag-
served by hospice died within just seven disciplinary medical care and supporfoses include:
days of enroliment, a 4.6% increase in services characteristic of hospi§eee « Heart disease (11.7%)
what NHPCO considers a “short hos- sidebar, page 3.] « Dementia (11.1%)

pice experience” over the year before. Entitled “NHPCO Facts and Figures:

p ; X ) g * Lung disease (7.9%)
More awareness of the care optiongjospice Care iAmerica,” the state-of-the-

° 0
industry report gathers yearly information Stroke or coma (4.0%)

4 7\ from its membership, which represent§ Kidney disease (2.8%)

Inside approximately 80% of the 4850 hospice Debility unspecified (15.3%)
programs nationwide.
. FAMILY EVALUATIONS
NewsLine ...c.covvvviviiiiiineenn 2-3 KEY FINDINGS INCLUDE: REMAIN POSITIVE
O Consensus Guidelines Developed . . .
for Incorporating Spirituality * 35.4% of patients died or were dis- Family evaluations of hospice care and

into End-of-Life Care charged within 7 days, an increase froerVvices, based on data compiled through
O National Survey Finds ‘Dire Need’

30.8% in 2007. several NHPCO performance measures,
for Palliative Care Training of

Neurology Resident Physicians * The average length of service increased mained consistently high in 2008.
to 69.5 days, up from 67.4 days in 2007. 96.5% of families reported the patient

Research Monitor ............... 4-5

0 Palliative Sedation: National and
International Experts Address
‘Last-Resort’ Issues

Clinician Resources ........... 6-7

O Dialysis Patients: Nephrologists
Encouraged to Use a Palliative Care
Approach and Refer to Hospice

O New Book Offers Ways to Balance
‘Honesty with Empathy and Hope’
in Physician-Patient Communication

Median (50th percentile) length of stay plan of care was clearly explained by

was 21.3 days, up from 20.0 days. the hospice team.

Y 0 H 13 ”
68.8% of hospice patients died at home 75.4% rated patient care as “excellent.

or in a residential facility; 21.0% died® 76.7% of families felt that hospice met
in a hospice inpatient facility their bereavement needs “very well.”

Service provided to those of Latino ori- Hospice care has been linked to longer
gin (5.6%) or of mixed race (9_5%)survival in some terminally ill patients.
increased in 2008, while serviceAb  The report cites the findings of a large
rican-Americans dropped to 7.2% fronfohort study by Conoet al, published

9.0% in 2007. Continued on Rge 3



NEWSLINE

Consensus Guidelines Developed
for Incorporating Spirituality into
End-of-Life Care

A life-threatening illness &dcts a patient biologicallypsy-
chologically socially and spirituallyAmong these &écts, spiri- N
tual concerns have traditionally been the least well addressed, Key Consensus Guidelines
even though studies and surveys have shown that spirituality|stg-Spiritual care should be an integral part of patient-centered

nificantly influences quality of life for seriously ill patients. health care and should honor the dignity of the patient.

That is according to the authors of an article published in he Hgalth care prov.lders should treat spiritual distress or reli-
gious struggle with the same urgency as treatment for any

Journal of Ralliative Medicine which ofers consensus guide- ; .
other medical or social problem.

lines to ensure that consistent, effective spiritual care is available_ .=~ . -
. . . ¢ Spiritual issues should be a part of routine care. Institutional
to all palliative care patients and families.

i ) ) - policies for spiritual history and screening must be integrated
The article, “Improving the Quality of Spiritual Care as @ into intake policies and ongoing assessment of care.
Dimension of Palliative Care: The Report of the Consensus Con-spiritual care models should be interdisciplinary, and a clini-

ference,” outlines guidelines formulated by a group of 40 na- cal pastoral, education-trained, board-certified chaplain

tional experts who attended a consensus conference sponsoreshould be part of the interprofessional team.

by theArchstone Foundation of Long Beach, California. « All patients should receive a simple and time-efficient spiri-
“For the first time we have a practical model for the imple- tual screeping when entering the health .care system. Health

mentation of interprofessional spiritual care, which will result jn Cared péo"'ders sl el sgprepiEs el wher

improved health care outcomes for patients,” says lead au hor"€€%® L ,

Christina Puchalski, MD, ofhe Geage Washington Institute » Each patient’s spiritual symptoms, values, and beliefs should

. . ! ’ . . be assessed and become part of the plan of care.
for Sprituality and Health anthe Geoge Washington Univer
sity School of Medicine.

« Patients should be encouraged and supported in the ex-
pression of their spiritual needs and beliefs. Written material
regarding spiritual care, including a description of a chaplain’s
role, should be made available to patients and families.

The consensus guidelines address the following main ways ofFamily and patient requests specifically related to desired
improving spiritual care: rituals at any point in their care, and particularly at the time of

 Spiritual Care Models:Ways of connecting with patients, t death, should be honored.

understand their concerns and to work as partners to treat thé”Incal sites should develop policies to facilitate network-
. ing, communication, and coordination among spiritual care
whole patient.

providers.

* Spiritual AssessmentStandard ways to assess spiritual needs, A members of the palliative care team should be trained in

 Spiritual Treament/Care Plans:Ways to address concern
from the assessment, as part of the overall treatment plan.

» Roles of Membes of the InterprofessionalTeam: Ways in
which individual members of the interdisciplinary team can
work collaboratively to meet patients’ spiritual needs.

 Training and Certtification: Formal training in spiritual care
as well as in other aspects of palliative care.

SEVEN KEY AREAS FOR IMPR OVEMENT

spiritual care. This training should be required as part of
continuing education for all clinicians.

— Puchalski, et al, Journal of Palliative Medicine

According to a growing body of recent literature, the authors
note, seriously ill patients consistently report a strong desire “...to
have spirituality included in their caraf’Then health care pro-

* Personal and Professional Developmentthe understand- yigers recognize and address the importance of spiritual care,
ing of the inherently spiritual nature of health care, as well@gy can improve quality of life for patients and their families.
the personal impact of relationships with patients. _ , __ _ _ .

Source: “Improving the Quality of Spiritual Care as a Dimension of Palliative

* Quality Improvement: The continual refinement of the qualcare: The Report of the Consensus Conference;” Journal of Palliative
|ty Of care, based on ConUnu'ng assessment Of the Currentun@Cine; October 2009; 12(10):885-904. Puchalski C, Ferrell B, Virani R,

al

t al; The George Washington Institute for Spirituality and Health, The George

of care, plannmg of ways to Improve care, and Implemenﬁ@ashington University School of Medicine, Washington, DC; City of Hope

tion of the improvements. National Medical Center, Duarte, California.
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NEwsLINE

National Sur vey Finds ‘Dire Need’ for Palliative Care Training
of Neurology Resident Physicians

Current literature shows that only 52%survey with one-fifth of residents nation- a patient is capable of making his or her
of neurology residency programs offer avide (n=338) completing questionnaires. own medical decisions.
didactic experience in palliative and/or end- Residents were asked questions aboutAdvance directives:77.7% of respon-
of-life care and fewer than 8% of programseveral main components of palliative care. dents correctly answered a question re-
provide residents with clinical rotations. Key findings include: garding validity and changes to advance
That is according to the authors of a Commonly used medications14.6% directives.
study designed to assess the basic pallia-of residents were able to correctly an- «The results of this preliminary study
tive care knowledge of neurology resi- swer a question about the half-life okypport earlier studies and confirm the
dents. Their preliminary findings are the commonly used intravenous medigjre need to enhance palliative care edu-
published in thé\rchives of Neuslogy. cation lorazepam in patients who are N@{ation of neurology resident physicians,

The authors write, “Palliative care and in organ failure. who play a vital role in the care of pa-
symptom management play a central roke Hospice and Medicare:24.1% of re- tients faced with a life-threatening, life-
in the care of patients with neurologic spondents correctly answered a questidimiting, and/or life-changing disease,”
disease...Itis, therefore, surprising that suchregarding Medicare reimbursement fothe authors conclude.
apervasive theme is inadequately addressegatients enrolled in hospice. Source: “Are Neurology Residents Prepared to
during neurology residency training.” .« Medical decision-making capacity; Deal with Dying Patients?" Archives of Neurology;

. . . . .z ,November 2009; 166(11):1427-1428. Creutzfeldt
- - )
One-third of neurology residency pro- 55% of residents correctly identifiedg; o 4. Department of Neurology, University of

grams (n=34) agreed to participate in the requirements for determining whethemwashington, Seattle.

As Hospice Use Contin  ues to Gr ow, Late Referral Resulting in
‘Short Hospice Experience’ Raises Concerns

Continued fom FRage 1

in theJournal of Rain and Symptom Magamenin 2007. Standard Hospice Interdisciplinary
Researchers found that overall mean survival was 29 days Services Include:
longer for hospice patients than for those not in hospice,
with the largest differences in survival found among pa- < Managing patient pain and controlling symptoms
tients with congestive heart failure and some cancers. NO . assisting the patient with emotional, psychosocial, and
significant association of hospice care with shorter survival spiritual aspects of dying
times was found.
The study authors suggested that the increased longevity
found among hospice patients might be due to: hospice pro- * Providing needed medications and medical equipment
grams’ improved monitoring and coordinated interdiscipli- and supplies
nary care; avoidance of overtreatment of already weakened < Delivering special services when needed, such as physi-
patients; and a greater sense of well being encouraged by  cal and speech therapy
hospice psychosocial support. « Offering short-term inpatient care for family respite time, or
The NHPCO stresses its concern over the increase in short ~ when pain or other symptoms become too difficult to treat
lengths of service, and strongly recommends that physicians,  at home
patients, and families learn about and discuss end-ofslife . proyiding family and friends with bereavement care and
care optiondebre a health crisis occurs. counseling
For moee information, visit wwwnhpco.og.

* Instructing the family on patient care
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RESEARCH MONITOR

Palliative Sedation: National and International
Experts Ad dress ‘Last Resor t' Issues

U.S. medical ethicists define three distinct forms of sedation;
European group offers framework for procedural guidelines

Palliative sedation, the use of medi,~ recommend that all palliative care and
cations to reduce consciousness in|a “we believe that patients and their hospice programs develop explicit policies
small percentage of patients with severe, families deserve to know the full and guidelines on the use of both prac-

intractable suffering at the very end of range of palliative options available tices. If an organization permits refusal of
life, can vary considerably in availabil- to them, especially those who have both, it must have a plan for so informing

ity and practice. particular fears and expectations patients upon enroliment. If only PSU can
This is partly because of unclear or non-  about future treatment options.” be refused to the patient, plans should in-
existent formal institutional policies regard clude guidelines on how physicians might

— Quiill, et al, Annals of Internal Medicine

ing sedation, and partly because of confu- respond if PSU is requested.

sion about different kinds of sedation, ac-
cording to a team of ethicists writing in patients level of consciousness. Such
the Annals of Internal Medicine sedation is used in everyday medical Benefits of establishing institutional
“We provide a comprehensive approach practice for the treatment of anxigtypolicies about palliative sedation include:
to palliative sedation in patients who ex- agitated depression, insomnia, or related Increased transparency and patient/
perience severe suffering at the end of life disorders. family awareness of these “last-resort
to prevent the potential for abandonment Proportionate palliative sedation options”
in a symptom crisis,” write the authors, (PPS):Use of progressively increased Reduction in variation due to
led by Timothy E. Quill, MD, of the Cen-  sedating medications for otherwise in- underutilization and overutilization
ter for Ethics, Humanities, and Palliative - tractable physical suffering in immi-+ |mprovement in the quality of symptom
Care at the University of Rochester Medi- nently dying patients. The goal is relief management, through mandatory edu-
cal CenterNewYork. of suffering that is acceptable to the cation and mandatory consultation con-
Their article describes the real case of a patient through the use of the minimum  cerning refractory cases
patient dying of lung cancer who had been amount of sedation needelthough  «rpe pjigation of clinicians who care
promised the last-resort choice of “total PPS occasionally requires sedation iy seriously ill patients at the end of life
sedation” if the severe suffering he feared unconsciousness, alertness is maintaingd 4 qqress intractable suffering requires
became unacceptable. This option was de-as much as possible. that they become informed about avail-
nied him by his new care team, whose 0¥ Palliative sedation to unconsciousness ghle options and that they be as responsive
ganization had no policy regarding any (PSU):Administration of sedatives with as possible without violating fundamental
type of sedationAlthough arrangements  the intended goal of unconsciousnessgthical principles.”
for sedating medication were made with This is initiated when a patient at the
the original palliative care consultant after very end of life finds severe physical INTERNATIONAL FRAMEW ORK
the patient was transferred back home, the symptoms intolerable and continued con- The Europearssociation for Pallia-
new care team felt demoralized and guilty sciousness unacceptable, despite recefiye Care (EAPC) has issued a recom-
and the patient and family felt they had ing state-of-the-art palliative care. mended framework for the development
been abandoned. While PPS is widely accepted, there isf institutional guidelines on the use of
considerable controversy regarding the ugmlliative sedation for intractable suffer-
of PSU, particularly for the treatment ofing at the end of life. The position paper
The team identifies the following threeexistential suffering, note the authors, whwas published ifPalliative Medicine of-
types of sedation: examine key ethical and legal issues rdicial journal of the United KingdorAs-
« Ordinary sedation: The use of seda- garding both practices. sociation for Palliative Medicine and the
tive medications with the goal of reliev-  Further there is frequent confusion beresearch journal of the EAPC.
ing symptoms without reducing thetween PPS and PSU. The authors strongly Continued on Rge 5

BENEFITS OF POLICIES

TYPES OF SEDATION
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RESEARCH MONITOR

Routine Bereavement Practices of
Physicians Vary Widely, Researchers Repor t

Recent literature shows that few 30.5% said they perform at least one ofide bereavement follow-up.”
oncologists provide bereavement follow- these practices sometimes. In response to the studs letter by
up routinely even though studies have 36.2% reported performing at least on®aniel J. Morris, MD, appeared in a sub-
found that a majority of caregivers of pa- of these practices rarely or never ~ sequent issue of tharchives of Intenal
tients with cancer desire and benefit from Medicine.Morris says he conducted his
such support. HELPFUL RESOURCES own informal study of bereavement prac-

That is according to a teamTdronto Among perceived barriers to bereavelices of oncologists in Florida with similar

researchers who conducted a survey ment support, lack of time and lack of refindings.

physicians’ bereavement practices to leag, o5 were cited most often. RespondentsMorris finds that sending a personalized
whether or not they contact the family,j e following resources would helrondolence card in which staff members
following a patiens death.Their find- w0, rovide bereavement follow-up mor@articipate “is a good experience for us

ings are published in thierchives of In- . ey - from a caring and team-building perspec-
ternal Medicine. . . tive i i -
. « A list of bereavement support serviceliVe:" Morris also takes time to attend fu
Investigators sent surveys to all Cana- (83.6%) nerals. “Speaking to the families in this

dian medical oncologists, radiation setting has improved my interpersonal

oncologists, and palliative care physi- Ident|gcat|on of an aggrgsrlate family qyiiis and helps me avoid professional burn-
cians (n=756) who were active members Member to contact (57.5%) out,” he concludes.

' ' ieti -orfe Condolence letter instructions (27.4%
of their respective societies. Seventy-orte ( )Source: “Bereavement Practices of Physicians

percent (n=535) of physicians completed A standardized letter (27.7%) in Oncology and Palliative Care,” Archives of
the survey The investigators note, “The great varigté™al Medicine; 169(10):963-971. Chau NG,
. . Zimmerman C, et al; Departments of Medical

KEY FINDINGS tion in the frequency and type of bereaVQ)ncology & Hematology and Public Health

ment follow-up in our study suggests thatciences, University of Toronto, Canada.

« 33.3% of physicians said they usuallyhere is no consensus on what bereavemeHgdical Oncologists” Experience in Attending a
. . .. Funeral and Communicating Condolences,” ibid;

or always make a telephone call, sendpactice should be...despite recent literggg19):1811-1812. Morris DJ: Medical Oncology,

condolence card, or attend a funeral. ture that encourages all physicians to protaples Medical Center, Naples, Florida.

‘Last Resor t’ Issues of P alliative Sedation (from page 4)

“Palliative care provides effective Topics among its ten points range fron§ource: “Last-Resort Options for Palliative

symptom relief and psychosocial care foidentifying and describing the indicationsf(‘f(()jg,t 'fgl(/g)nzglf g J”SL“?'T!efécgeéii‘;t‘Dﬁ'
the vast majority of patients,” stategor sedation to providing supportive careeisel A; Center for Ethics, Humanities and
EAPC president Lukas Radbruch, MDto members of the medical team. GuidRalliative Care, University of Rochester Medical
“However, once in a while, adequate reance is given on how to organize, initiategteh?g” Eﬂfvheerzg geg;%':ngogfm?xizggl

lief will not be possible. For those paditrate, monitoyand evaluate the sedatiorHarvard Medical School, Boston; Center for

tients still sufering severelypalliative procedure. Bioethics and Health Law, University of
. . . . . Pittsburgh, Pittsburgh. “European Association for
sedation provides a last resort when other Appendices include: pharmaceuticalgariative Care (EAPC) Recommended

options have failed.” used for sedation with their recommendetramework for the Use of Sedation in Palliative

P . . S re,” Palliative Medicine; October 2009;
The consensus-based framework is irdoses; tools for assessing and monltorlrlfgf"m:%l_s%_ Cherny NI. Radbruch L: Board of

tended to spur the development of procelistress in sedated patients; and a list @k European Association for Palliative Care;
dural guidelines that can be customized tpecial considerations for the controveicancer Pain and Palliative Medicine Unit,
the cultural and leqal climate in varioussial f sedation f h ial Department of Oncology, Shaare Zedek Medical
] ultu X g ! In var U$Ia ugeol Sedauon for psychosocial or e>&fenter, Jerusalem, lIsrael; Palliative Medicine,
settings and at different levels. istential distress. Aachen University, Aachen, Germany.
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CLINICIAN RESOURCES

Dialysis P atients: Nephrologists Encoura ged to Use
Palliative Appr oach and Ref er to Hospice

The American Society of Nephrology
has released a free podcast about palliative Pain Management for Dialysis Patients
care. The program offers informatio
about treating pain in dialysis patients and  The Mid-Atlantic Renal Coalition and the Kidney End-of-Life Coalition have de-
about when and how to address end-of- veloped a free online booklet, “Clinical Algorithm & Preferred Medications to Treat
life issues with patients and families. The Pain in Dialysis Patients.” The publication offers tips for assessing pain to determine
program includes information about use- its intensity and character, methods for treating all types of pain, insights into compli-
ful palliative care resources for physicians. cations such as constipation, and recommended preferred medications for patients
“Good palliative medicine and geri- | with chronic kidney disease.
atric principles provide a systematic
way to deliver excellent renal care and
simultaneously address quality of life

and humanistic concerns no matter what _ _
treatment plan the patient is undergo- €S, and symptom assessment to this ap-the next year?” If the answer is no,

ing,” says Mart. Swidler MD, assistant Proach is relatively simple and can pro- the patient is 3.5 times more likely to

Download the booklet at http://kidneyeol.org/painbrochure9.09.pdf.

professor of medicine at Mount Sinavide a great benefit to patients. die within the next year
School of Medicine.  Assess the following factors that help in
. . INTEGRATING PALLIATIVE CARE .. o
Alvin H. Moss, MD, ofWestVirginia predicting prognosis: older age, de-

University School of Medicine, who also  To improve the integration of palliative  creased functional state, decreased nu-
participated in the podcast, notég¢/e care into nephrology practice, Moss and tritional state, and comorbidityf the
want nephrologists to better understand Swidler suggest: combination of these factors is signifi-
that a palliative care approach to di- * Forming relationships with local hos-  cant, the patient is less likely to do well
alysis patients can relieve patient pain  pices.Hospice personnel can help with in dialysis.
and suffering and assist in identifying ~ advance care planning and completion Moss says research shows that 95% of
and respecting their gals br care. We  of advance directivedlso, if a patient dialysis patients want to discuss end-of-
also want to let our colleagues know is dying of a disease that is not kidneyife issues with their physicians, but are
about new research that is available to ~ related, he or she can continue to reyaiting for the nephrologist to raise the
nephrologists to more accurately pre-  ceive dialysis while also benefiting fromsybject As well, when nephrologists ad-
dict dialysis patients’ prognosis and to  hospices multidisciplinary services for dress advance care planning, they routinely
allow timely referral to hospice’ pain and other symptom managemenfiscuss removal of feeding tubes and de-
Both Moss and Swidler state that pal- 'elated to the terminal illness. cisions regarding CPR, but they frequently
liative care should be integrated into pa= Formal palliative care training. Moss  neglect to discuss discontinuing dialysis.
tient care whenever patients need relief notes that although every patient even- Moss concludes, “I'm hoping that as we
from pain and other symptoms of chronic tually dies, medical schools and resitrain the new physicians of the future, that
kidney disease (CKD), regardless of dency/fellowship training programsthey’ll be better at palliative care — all of
whether the patient is on dialysis. They spend less time on end-of-life care thathem: nephrologists, geriatricians, general
cite the need for nephrologists in general 0n some rare kidney disorders that phynternists — everybody will be better at
to better integrate palliative care into prac- Sicians may never see in their practicepain and symptom management and at
tice, as well as to receive better training The physicians suggest a method fadentifying and respecting patients’ wishes.
for palliative care. assessing how well a patient may respondQuiality is the right thing for the right
Nephrologists, like palliative care spelo dialysis and whether palliative care iatient at the right time.”
cialists, they note, have always provided @ppropriate: View the podcastypvisiting http: //asn-
multidisciplinary approach to medicals Ask the physician or nurse practitioner online.org/publications/kidneynews/
care Adding palliative care elements such who is treating the patierity/ ould you podcast.aspx and searching for the
as advance care planning, health care prox-be surprised if this patient died within podcast titled'Palliative Cae”
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CLINICIAN RESOURCES

BOOK FOR CLINICIANS

Mastering Communication with
Seriousl y lll Patients: Balancing
Honesty with Empathy and Hope

This new book byAnthony Back, MD,
RobertArnold, MD, and Jamesulsky;

« Discuss big picture goals before dig

to help physicians communicate with tient your complete attention.
patients who are seriously ill.

According to a review published in theof communication and describes sug
thors promote a mutual exchange b&napter on transitions to end-of-life care

tween patient and physician, rather thage 4ythors first define a transition, and

focusing on ways that physicians can simp e, outine an eight-step roadmap for
ply deliver information to patients. transitions conversation. Readers are g
As the authors state,

is not about delivering an information pill ¢y aach step, pitfalls to avoid, and lan

and seeing how much the patient can Swaé'uage {o use
low; it is about sending messages to the

; o . » At the end of each chaptéine authors
patient and receiving messages in return, . .
. .. Include a script of a sample conversatig

The book helps physicians learn skill

to communicate effectively in a variety

of situations, such as:

* Building patient-physician rapport

» Communicating with patients about
goals for advanced care planning

that chapter

ety of strategies for learning to commu
nicate more ééctively, including “delib-

. . erate practice” of specific types of con
* Talking about prognosis and COMMUyersations. The authors use examples frg

nicating serious news : :
9 o N their own experiences and from currer
« Communicating about transitions to

end-of-life care
* Discussing spiritual issues
* Holding family conferences
» Managing end-of-life conflicts

structions on how to practice communi

they interact with patients and families.
The book emphasizes the importang

The authors list basic principles rec-of developing emotional intelligence. The

ommended for many interactions beauthors explain that they have worked
tween physicians and patients, includingcultivate communication skills in their
« Start with the patient agenda. own practices, noting, “@ive spent a lot
» Track the emotional and cognitive datf time figuring out how we're feeling

you get from the patient. after a tough conversation, how our ow

« Move the conversation forward one stefgMotions influence what we say (and don
at a time. say), and how we can use our own em

« Articulate empathy explicitly tions in a positive, healing way
* Discuss what you can do before dis- The book is published by Cambridge
cussing what you cannot do. University Press, 2009; 158 pp.

cussing specific medical interventions.
MD, provides step-by-step “roadmaps’ Spend at least a moment giving the pa

“Communicationgreq information about how to prepare

3hat illustrates the use of the roadmap for

research, giving clinicians detailed in:

cation skills described in each chapter as

Each chapter addresses a specific type

e

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

aCaring Connections: National Consumer

f-

=)

Readers are encouraged to use a vari-

m

—

.

—

O-

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

WwWw.capc.org
Center to Advance Palliative Care

www.stoppain.org

Pain Medicine & Palliative Care,
Beth Israel Medical Center
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Celebrating

3 decades of caring

FOR ANSWERS * FOR OPTIONS * FOR LIFE

For Answers.

Throughout the continuum of
services we provide-from
wellness services and home
health to hospice and
bereavement support—we
are here to support you

and your patients.

For Options.

Our program are covered by
Medicare, Medicaid and private
insurance. Financial assistance and
charity care also are available to
those that quality.

For Life.

We honor and acknowledge
that life, at any stage, is a
wonderful and precious gift.
With support from CareCenter,
we can help your patients
concentrate on what’s
important-living.

Hospice « Home Care ¢ Palliative Care Services

Grief Support e Special Services for Children

Call (800) 331-5484.

Or visit www.carecenter.org.

Midwest%g

PALLIATIVE & HOSPICE

CareCenter

A nonprofit, community-based
healthcare organization

NORTH SUBURBS
NORTH/NORTHWEST CHICAGO
LAKE COUNTY

SOUTH SUBURBS

Quality of Life Matters®

Now entering its 12th year of publication, Qual-
ity of Life Matters is recommended as an edu-
cational resource by the American Acad-
emy of Hospice and P alliative Medicine . The
periodical 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-
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