Clinician Follow Up Reference for Supportive Care
Treatment or Care Concerns —
“YES” to “I want help discussing and deciding on the kinds of

medical care | want or don’t want with my family, friends or doctor”

Start With )
asking patient the Next Step Timing
below question
If YES Refer to your institution’s care Acuteif
team member who would assist advanced
Doyouneed help IfNO patientwith Advance Care stagew/a
deciding what Planning. poor
type of medical progno§|s,
careyou would Do you know whatyou wantor do notwant otherwise,
wantor not and need help discussing with someone? Refer to Physician or w/in 30 days
want? Do you have someone youtrust to make opportunity for SW/chaplainto
medical decisions for you, if youare unable engageto assist patient with Discuss

Normalizethe to make medical decisions for yourself? discussions with othersand sameday
discussion: * Haveyou ever completed a document arrange for family meeting. if possible
This is something appointing that personto be your decision Help the patientidentify or .
we discuss with all maker, suchasa Power of Attorney someone they would trust to Routine-
patients that have Health Care (POAHC)? make decisions and surrogate within 1
aserious illness. o Ifformhad been completed, obtain order if someoneisnot week
It’s important to a copytoincludeinEMR. selected anddocumented.
know your wishes o Ifnoformhasbeen completed,
ifyou getreally record name, relationship, contact Provide onlinereferenceto:
sick, before there info. The Conversation Project
is a crisis. e Confirmif personagreed to servethisrole. e |IMPORTANT:

o Loop backtothephysicianandother
providerssothatthepatient’s wishes are
well explained and understood

o Documentthesediscussionsandany
completed formsin patient’s records

Givea brief descriptionof POLST. The POLST
form documents your wishes for your carein
critical medical situations. Ask if they would
liketo completeoneorifthey haveone, ask
fora copytobeincluded in EMR

See Reference links below for additional information

Communicatetheabove answersinreferral ) . )
Share Patient Links and Handouts asappropriate

or notes for Next Step.

Notes

Stages I-lll: All adults, including early-stage cancer patients benefit from advance care planning discussions and designation of
healthcare power of attorney. However, these discussions tend not to occur with curativeintent patients because physicians fear it will
cause patients to worry. Nationalguidelines tend to focus on disease understanding and advance care planning for incurable patients.
Stage IV: Consider Palliative Care Referral ifthe primary team isnot able to carry out thesediscussions. It is essential thata patient’s
disease understanding, values, and needs areassessed.

Geriatric: Havinghealth care proxy and a family member present at all appointments if possible, especially if there areany cognitive
issues. Concernsor questions of the primary caregiver are just asimportant to be addressed if patient hasa hard time understanding.
Geriatric patients may be more comfortable asking questions of a social worker than an oncologist as compared to a patient ofa
younger generation. Address polypharmacy (multiple medication use)and possible reduction of medications for better qualityoflife.

Patient Links and Handouts: References:
> NCI S QQQrIerPQQQQ » NIH, AdvanceDirectives | » POLST & Advance Directives

Goals of Care Discussion, How Hard It Can Be
JAMA Intern Med. Kirkpatrick, J.N., 2015;175(4):557-558.

with Cancer, Taking Time > POLSTlllinais -

» Cancer.Net, Advanced > lllinois Guardianshipand doi:10.1001/jamainternmed. 2014. 7740
Cancer Advocacy Commission > Online Clinical Training Courses For All Clinicians— clinician communication

training.
CPAC, Center to Advance Palliative Care™ - clinician tools, training, tech assis.
Forthose caring for people with a serious illness

> AmericanCancerSociety.» The C on Proj
: Direct]

CSOC Patient Handout can be accessed at:

The information cortained in this document is designed tohelpa cancer patient but may nat reflect the latest guidance or current standard of practice. Equal
Hope is not licersed to provide any medcal or clinical advice and cannot provide any assurance as to the accuracy or relevan ce of any information in this
document anddisxclaimsall warranties of any kind or responsihilitywhatsoever regarding its content, use, or application. Under no circumstances should any
information be understood to be medical advice.
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http://www.cancer.gov/publications/patient-education/takingtime.pdf
http://www.cancer.net/navigating-cancer-care/advanced-cancer
https://www.cancer.org/treatment/finding-and-paying-for-treatment/understanding-financial-and-legal-matters/advance-directives.html
https://www.cancer.gov/about-cancer/managing-care/advance-directives
http://www.polstil.org/
https://www.illinois.gov/sites/gac/Forms/Documents/POAHealthCare2016.pdf
http://theconversationproject.org/wp-content/uploads/2015/09/TCP_StarterKit_Final.pdf
http://theconversationproject.org/wp-content/uploads/2015/09/TCP_StarterKit_Final.pdf
https://polst.org/polst-and-advance-directives/#:~:text=An%20advance%20directive%20is%20a%20direction%20from%20the%20patient%2C%20not,number%20of%20critical%20medical%20decisions.
http://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2107606
https://communication-skills-pathfinder.org/
https://www.capc.org/
http://cancer-help.me/decisions

