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‘‘I Knew He Was Getting Worse Because He
Would Let Me Drive’’: Next-of-Kin’s
Characterizations of Turning Points and
Markers of Decline for Patients with Life-
Limiting Illness (S701)
Beverly Williams, PhD MA, University of Alabama Bir-
mingham/Birmingham VA Medical Center/GRECC/
Alabama VA Medical Center, Birmingham, AL. F.
Amos Bailey, MD FACP FAAHPM, University of Colo-
rado Hospital, Denver, CO. Patricia Goode, MSN
MD, University of Alabama at Birmingham, Birming-
ham, AL. Kathryn Burgio, PhD, Birmingham VA Med-
ical Center/GRECC, Birmingham, AL.

Objectives
� Expose attendees to how next-of-kin become
aware of the emergence of life-limiting illness
and keep track of its progression outside of the
clinical setting.

� Engage the attendee in a discussion of the impli-
cations of the lay perspective for informing the
clinical perspective on the trajectory of life-
limiting illness.

Original Research Background. The clinical
perspective on the trajectory of life-limiting illness is
well documented. However, we know far less about
how next-of-kin become aware of and keep track of
changes in a patient’s condition outside of the clinical
setting.
Research Objectives. The purpose of this qualitative
analysis was to explore next-of-kin’s characterizations
of the emergence and progression of a Veteran’s life-
limiting illness.
Methods. Using a phenomenological perspective, we
conducted a secondary analysis of face-to-face inter-
views with 78 next-of-kin of deceased Veterans.
Results. Next-of-kin relied on personal observations
grounded in everyday life to mark the emergence
and progression of the Veteran’s illness. Observations
were anchored in specific timeframes and situated in
particular places and events. ‘‘Turning points’’ and
‘‘markers of decline’’ were salient constructs in next-
of-kin’s accounts, bringing to mind details of the
‘‘when’s’’ and’’ where’s’’ awareness of life-limiting
illness emerged. Turning points and markers of
decline served as signals and signposts, representing
a line of demarcation after which the Veteran’s health
never was the same. Lay awareness of the Veteran’s

worsening condition often preceded clinical
documentation.
Conclusion. Next-of-kin recalled the emergence and
progression of a Veteran’s life-limiting illness as part of
a larger narrative of the patient’s life. Awareness of
declining health was embedded in the spatial-tempo-
ral contexts of everyday life and typified as turning
points and markers of decline.
Implications for Research, Policy, or
Practice. Findings suggest that the provider’s under-
standing of the patient’s illness trajectory can be
informed by eliciting next-of-kin’s observations of spe-
cific times, places, or events which alerted them to any
changes in the patient’s condition. Next-of-kin’s char-
acterizations of the illness trajectory can complement
clinical information and enrich clinical practice by ar-
ticulating the story behind the medical history and
portraying the Veteran as a person whose illness
unfolded within a spatial-temporal order where ordi-
nary times and events sensitize family members to an
altered health status.

Outcomes of a Specialized Interdisciplinary
Approach for Cancer Patients with Aberrant
Opioid-Related Behavior: A Preliminary
Report (S702)
Joseph Arthur, MD MBCHB, UTMD Anderson Cancer
Center, Houston, TX. Tonya Edwards, MSN BSN RN,
MD, Anderson Cancer Center, Houston, TX. Suresh
Reddy, MD, MD, Anderson Cancer Center, Houston,
TX. Kristy Nguyen, PharmD, University of Texas,
MD, Anderson Cancer Center, Houston, TX. David
Hui, MD MS MSC, MD, Anderson Cancer Center,
Houston, TX. Sriram Yennu, MD, MD, Anderson Can-
cer Center, Houston, TX. Minjeong Park, PhD, The
University of Texas, Anderson Cancer Center, Hous-
ton, TX. Eduardo Bruera, MD FAAHPM, The Univer-
sity of Texas, MD, Anderson Cancer Center, Houston,
TX.

Objectives
� Review aberrant opioid use in palliative care.
� Discuss strategies to address aberrant opioid use.

Original Research Background. Data on the devel-
opment and outcomes of effective interventions to
address aberrant opioid-related behavior (AB) in can-
cer patients is lacking. Our outpatient supportive care
clinic developed and implemented a specialized
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interdisciplinary team approach to manage patients
with AB.
Research Objectives. The purpose of this study was
to report clinical outcomes of this novel intervention.
Methods. The medical records of 30 consecutive pa-
tients with evidence of AB who received the interven-
tion and a random control group of 70 patients
without evidence of AB between January 1, 2015 and
August 31, 2016 were reviewed.
Results. Atbaseline,pain intensity (p¼0.002)andopioid
dose (p¼0.001) were significantly higher among patients
with AB. During the course of the study, themedian num-
ber of ABs per month significantly decreased from 3 pre-
intervention to0.4post-intervention(p<0.0001).Theme-
dian morphine equivalent daily dose decreased from
165mg/day at the first intervention visit to 112mg/day at
the last follow up (p¼0.018) although pain intensity did
not significantly change (p¼ 0.984). ‘Request for opioid
medication refills in the clinic earlier than the expected
time’ was the AB with the highest frequency prior to the
intervention and the greatest improvement during the
study period. Younger age (p<0.0001) and higher ESAS
anxiety score (p¼0.005) were independent predictors of
the presence of AB.
Conclusion. The intervention was associated with a
reduction in the frequency of AB and opioid utiliza-
tion among cancer patients receiving chronic opioid
therapy. More research is needed to further charac-
terize the clinical effectiveness of this intervention.
Implications for Research, Policy, or Practice.
The findings have implications for healthcare
providers’ approach to a complex clinical issue and
offers a promising starting point for the creation of
a standardized universal strategy for clinical teams
dealing with patients on chronic opioid therapy.

Please Ask Gently: Using Culturally Targeted
Communication Strategies to Initiate End-of-
Life Care Discussions with Chinese-American
Older Adults (S703)
Han-Lin Chi, PhDc MS RN CNS, University of Califor-
nia, San Francisco, CA. Janine Cataldo, PhD RN, Uni-
versity of California, San Francisco, CA. Evelyn Ho,
PhD, University of San Francisco, San Francisco, CA.
Roberta Rehm, PhD RN FAAN, University of Califor-
nia, San Francisco, CA.

Objectives
� Describe how indirect communication ap-
proaches can be applied at system-wide and indi-
vidual levels to assess Chinese-American older
adults’ readiness to engage in early end-of-life
care discussions.

� Identify at least 2 depersonalized communication
strategies that can be applied in your clinical prac-
tice to initiate end-of-life care discussions with
Chinese-American older adults.

Original Research Background. Healthcare pro-
viders find facilitating end-of-life (EOL) care discussions
challenging, especially with patients whose ethnicities
differ from their own. Currently, there is still little guid-
ance on how to initiate and facilitate such discussions
with Chinese-American older adults and their families.
Research Objectives. To explore communication
strategies that healthcare providers can use to assess
Chinese-American older adults’ readiness to engage
in early EOL care discussions.
Methods. This qualitative study utilized focused
ethnography. Along with field observations, individual
semi-structured interviews with 14 community-dwell-
ing Chinese-American older adults, 9 adult children,
and 7 healthcare providers were conducted and
analyzed using open coding, memos, and comparison
across participants.
Results. Older adults, adult children and healthcare
providers emphasized the importance of assessing read-
iness for early EOL care discussions.Moreover, they rec-
ommended using indirect communication approaches
to assess older adults’ readiness, which can be culturally
targeted and applied at both system-wide (ie, healthcare
system) and individual (ie, healthcare provider) levels.
To institutionalize the practice, healthcare facilities
should implement EOL care discussion assessments
during check-in as part of routine intake question-
naires. In individual practice, using depersonalized
communication strategies to initiate the discussion are
recommended in order to assess older adults’ readiness.
Conclusion. Assessing readiness should be an essen-
tial and necessary action for early EOL care discus-
sions. Healthcare facilities should consider
implementing the EOL care discussion assessment in
their check-in paperwork process as part of the
routine intake questionnaires. In addition to health
caresystem integration, providers should implement
and evaluate the suggested assessment prompts with
their Chinese-American patients.
Implications for Research, Policy, or Practice.
Future studies are needed to further investigate the
effectiveness of these assessments.

A Cross-Sectional Pilot Study of Compassion
Fatigue (CF), Burnout (BO), and
Compassion Satisfaction (CS) in Pediatric
Palliative Care (PPC) Providers (S704)
Samuel Kase Icahn School of Medicine at Mount Si-
nai, New York, NY. Elisha Waldman, MD FAAHPM,
Lurie Children’s Hospital, Chicago, IL. Andrea Wein-
traub, MD, Mount Sinai School of Medicine, New
York, NY.

Objectives
� Understand and consider potential risk factors
for CF, BO, and CS in PPC Providers.
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� Understand the importance of self-care for PPC
Providers.

Original Research Background. Compassion fa-
tigue is emotional distress experienced by providers
from contact with patients’ suffering. Burnout is
job-related distress due to uncontrollable workplace
factors that manifest in career dissatisfaction.
Compassion satisfaction is emotional fulfillment
derived from caring for others. The body of litera-
ture on BO in healthcare providers is extensive,
whereas CF and CS have not been comprehensively
studied.
Research Objectives. Due to ongoing exposure to
patient and family distress, PPC providers may be at
particular risk for CF. To address this, we conducted
a study of CF, BO, and CS among PPC providers across
the United States.
Methods. A modified CFand CS Self-Test for
Helpers and questionnaire of professional and per-
sonal characteristics were distributed anonymously
to a self-generated list of providers. Multivariable lo-
gistic and linear regression models for CF, BO, and
CS as a function of potential risk factors were
constructed.
Results. The survey response rate was 39%. The prev-
alence of CF, BO, and CS was 18%, 12%, and 25%,
respectively. Distress about a ’clinical situation,’ phys-
ical exhaustion, and personal loss were significant de-
terminants of CF. Distress about ‘coworkers,’
emotional depletion, social isolation, and involvement
in ‘non-introduction of life-prolonging therapies’
were significant determinants of BO. Not feeling dis-
tressed was a significant predictor of higher CS scores,
whereas physical exhaustion, history of trauma,
involvement in ‘non-introduction of life-prolonging
therapies,’ and not talking about distressing issues
were predictors of lower CS scores.
Conclusion. CF, BO, and CS have direct influences
on well-being and professional performance of PPC
providers. To provide effective, compassionate care
to patients, PPC providers must be attentive to predic-
tors of these phenomena as well as cognizant of the
impact that clinical experiences may have on these
phenomena.
Implications for Research, Policy, or Practice.
Further work is needed to explore additional causes
of CF, BO, and CS in PPC providers as well as potential
interventions to prevent CF and BO.

Challenges Faced by Professional Interpreters
During Discussions of End-of-Life (S705)
Mary Rhodes, MD, Medical College of Wisconsin,
Wauwatosa, WI. Kathlyn Fletcher, MD MA, Medical
College of Wisconsin, Wauwatosa, WI. François Blu-
menfeld-Kouchner, DO PhD, Medical College of

Wisconsin, Wauwatosa, WI. Elizabeth Jacobs, MD, Uni-
versity of Texas at Austin, Austin, TX.

Objectives
� Identify the 2 prevailing challenges professional
interpreters describe in mediating discussions of
end of life.

� Identify 2 topics that should be discussed between
providers and interpreters prior to discussions of
end of life.

� Identify 2 ways providers may be able to minimize
emotional challenges faced by interpreters during
and after discussions of end of life.

Original Research Background. Use of profes-
sional medical interpreters reduces disparities in pa-
tient understanding of medical conditions and
treatment options. However, interpreters must bal-
ance priorities including accuracy, impartiality, cul-
tural awareness, and advocacy, often while working
with providers who lack training in appropriate use
of interpreters.
Research Objectives. This study examines the sub-
jective experience of professional medical interpreters
who mediate discussions of end of life. It explores the
challenges they experience during these discussions
and their potential impact on communication be-
tween the patient, family, interpreter, and provider.
Methods. Semi-structured interviews were conducted
with professional medical interpreters. Questions
explored subjective experiences interpreting discus-
sions of end of life, including ways these discussions
challenge the personal beliefs and values of the inter-
preter or patient and ways interpreters respond to
perceived challenges. We analyzed the data using
grounded theory. We also asked about participant lan-
guage, training, and experience level. We conducted a
preliminary analysis of data from seven Spanish-
speaking professional interpreters.
Results. These interpreters had 3-11 years of profes-
sional experience and 85.7% had national certifica-
tion. They mainly described challenges navigating
provider misunderstandings of interpreter roles and
the difficulty of maintaining accuracy and promoting
patient understanding when provider communication
is vague or hurried. Interpreters did not endorse that
their beliefs or values might affect their work. They
acknowledged emotional challenges that diminish
with experience. Participants emphasized their role
as a neutral conduit, occasionally acting as advocates
to encourage patients to ask questions or providers
to use clear language. Participants emphasized
improved professional and emotional outcomes
when good communication occurred between medi-
cal providers and themselves.
Conclusion. Vague language use and misunder-
standing of interpreter roles by providers were the
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prevailing challenges professional interpreters
described in mediating discussions of end of life.
Implications for Research, Policy, or Practice.
This work supports the need to train providers to
speak clearly with patients about end of life and to un-
derstand the role of professional interpreters.

‘‘It Would Make a Difference, in Terms of
What Options I Pursue’’: Patient-Provider-
Caregiver Perspectives of Anticipated Costs
(S706)
Marie Haverfield, PhD, VA Palo Alto and Stanford
University, Palo Alto, CA. Karl Lorenz, MD MSHS,
VA Palo Alto and Stanford University, Palo Alto, CA.

Objectives
� Understand patient, provider, and family member
similarities and differences in perspectives sur-
rounding anticipated cost communication.

� Understanding of how anticipated cost communi-
cation may impact treatment decision making
from patient, provider, and family member points
of view.

Original Research Background. Cancer costs raise
increasing concerns heightened by costly targeted
therapies and their application for advanced disease.
Research Objectives. We examined patient-pro-
vider-caregiver perspectives of communication about
anticipated costs and barriers and facilitators to using
expected costs for treatment decision-making.
Methods. We conducted 12 patient, 12 caregiver, and
12 provider outpatient oncology interviews (N ¼ 36)
at Stanford and 2 trained coders iteratively examined
transcripts using constant comparative methods to
establish themes.
Results. Six themes were identified: 1) Timing of Pre-
senting Cost Information, {caregiver} ‘‘I think once a
diagnosis has been developed and there is a clear path
with regard to treatment.you should have an idea of
what you’re getting into’’; 2) Who Delivers Cost Infor-
mation, {caregiver} ‘‘It’s not the doctor’s position or
the physician’s assistant position, but somebody that
actually understands finance and understands billing
and understands the medical system‘‘; 3) Access to In-
formation, {patient} ‘‘.the more information you can
give people upfront the better’’; 4) System Wide vs.
Out of Pocket Costs, {patient} ‘‘.what I probably would
be more interested in is what the out-of-pocket costs
would be.’’; 5) Transparency, {patient} ‘‘I still would
have.lingering suspicion about what that information
is going to be used for.’’; and 6) Influence onTreatment
Decisions, {provider} ‘‘.patients and families might
make different decisions’’.
Conclusion. Providers, patients, and caregivers have
similar views about the timing and importance of ac-
cessing cost information but differ regarding

downsides. Providers fear adverse patient therapeutic
decisions; patients and caregivers fear therapeutic
rationing.
Implications for Research, Policy, or Practice.
Providing out of pocket costs is patient and family
centered; conversations should be explicit regarding
how cost data is used organizationally.

Nurses’ Knowledge, Attitude, and Confidence
in Delivering Palliative Care for Hospitalized
Patients with Heart Failure: An Integrative
Review (S707)
Marianne Schallmo, MSN ANP-BC, Johns Hopkins
University, Baltimore, MD. Sharon Dudley-Brown,
PhD FNP-BC FAAN, Johns Hopkins University, Balti-
more, MD. Patricia Davidson, PhD MEd RN FAAN,
Johns Hopkins University, Baltimore, MD.

Objectives
� Define the current heart failure clinical practice
guidelines regarding the nurses’ role in commu-
nicating palliative care options to patients.

� Identify the nurses’ perceived communication
barriers to delivering information to individuals
in the palliative phase of heart failure.

� Discuss opportunities and strategies to remove
palliative care communication barriers in the
acute care setting.

Background and Objective. Heart failure is a
nonmalignant, chronic, complex, syndrome that is
common and burdensome. International heart failure
clinical practice guidelines recommend that health-
care providers communicate palliative care options
with patients. The aim was to conduct an integrative
review to review how nurses perceived communication
barriers to delivering information to individuals in the
palliative phase of heart failure.
Study Identification. CINAHL, Embase, PubMed,
Scopus, and the gray literature were searched from
January 1987 to February 2017. Articleswere considered
if participants involved nurses caring for adult heart fail-
ure in the acute care setting and the nurses identified
communication barriers that inhibited palliative care
discussions. Articles were excluded if the nurse was
not in direct care or primarily an outpatient setting.
Data Extraction and Synthesis. Studies were graded
for strength and quality using a reliable critical
appraisal tool. Articles were formatted into a summary
tool and key themes were extracted and synthesized.
Results. Sixteen articles met the full inclusion criteria.
Most studies were qualitative or non-experimental
studies of good quality. Several studies found that
nurses lacked basic knowledge about palliative care or
did not possess sufficient knowledge to effectively pro-
vide care. Poor knowledge of health providers of pallia-
tive care created a barrier between the provider and the
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patient. Inadequate education or inexperience in palli-
ative care led to the resistance of health providers to im-
plementing a palliative approach.
Conclusions and Implications for Practice, Policy,
and Research. The results of this review emphasize a
lack of knowledge as a barrier to delivering palliative
care. Nurses caring for individuals with heart failure
need palliative care knowledge, skills and compe-
tencies to ensure that this vulnerable population re-
ceives patient centered care. To bring about practice
change, education will need to be incorporated into
all levels of nursing, including students and practicing
nurses.

If We Build It, Will They Come? Estimating
the Need for Community-Based Palliative
Care in a Public Health System (S708)
Anne Kinderman, MD, Zuckerberg San Francisco Gen-
eral Hospital/University of California San Francisco,
San Francisco, CA. Heather Harris, MD, Zuckerberg
San Francisco General Hospital/University of Califor-
nia San Francisco, San Francisco, CA. Kathleen Kerr,
BA, Kerr Healthcare Analytics, Mill Valley, CA. Michael
Rabow, MD FAAHPM, University of California San
Francisco, CA, San Francisco, CA. Brian Cassel Virginia
Commonwealth University, Richmond, VA.

Objectives
� Outline the process for analyzing end-of-life care
utilization patterns, using publically available
death data and internal (health system and palli-
ative care program) data.

� Describe the end-of-life care utilization patterns
for vulnerable patients receiving care in a public
health system.

� Explain how end-of-life utilization data can be
leveraged to project the impact of CBPC services.

Background. Documenting the timing, types and
cost of health care delivered towards the end of life
can highlight the need for Community-Based Pallia-
tive Care (CBPC). Such information is particularly
useful when new internal or governmental policies
mandate delivery of CBPC to specific populations.
Objectives. Characterize the healthcare utilization
patterns, including contact with inpatient palliative
care (PC), for patients approaching the end of life,
in a public health system. Estimate the number of
Medicaid patients eligible for CBPC, as newly
mandated by California law.
Methods. Retrospective cohort analysis, using publi-
cally-available death records and health system data
to describe patients’ contact with the system in the
last year of life.
Results. During the 2-year study period (2013-
2015), 2116 patients died, at an average age of
64. During the final year of life, 1316 patients

(62%) were admitted to the hospital, the only
setting in which PC was available. As a result, only
21% of the entire population had any contact
with PC, or 34% of those who were hospitalized.
Patients’ first contact with PC occurred very late
(mean 44 and median 13 days prior to death). In
months 6-12 prior to death, 68% of the studied
population had contact with the health system,
but only 2% received specialty PC in that time-
frame. Average direct costs to the health system
in the final year of life averaged $34,981 per pa-
tient. Of the 747 patients who were Medicaid ben-
eficiaries, 552 (74%) would likely have been
eligible for state-mandated PC services.
Conclusion. In a public health system with no CBPC
services, patients have high end of life costs. Most do
not get any specialty PC, or only receive it weeks prior
to death.
Implications for Research, Policy, or
Practice. Analyzing healthcare utilization patterns in
the final year of life can help system leaders appreciate
opportunities to improve care and develop plans for
ensuring access to CBPC services.

Posttraumatic Stress Disorder in Hospice and
Palliative Care: Current Knowledge, Current
Practice (S709)
Miriam Volpin, PhD RN, University of Nevada, Reno,
Reno, NV.

Objectives
� Define DSM-V criteria for PTSD.
� Describe common approaches to screen for and
manage PTSD in the presence of life-limiting
illness.

� Discuss common concerns among HPC profes-
sionals regarding the recognition and manage-
ment of PTSD.

Original Research Background. Up to 84% of peo-
ple have been exposed to a traumatic event in their
lives; 15-24% develop posttraumatic stress disorder
(PTSD). PTSD symptoms generally decrease over
time, however 24% experience persistent symptoms,
62% intermittent ones. Reactivation can occur 25-30
years later. Reactivation triggers include changes in
health and fear of death. Trust issues and communica-
tion breakdowns associated with PTSD can complicate
patient-professional relationships.
Research Objectives. To describe current PTSD
knowledge and practices of hospice and palliative
care (HPC) professionals across disciplines.
Methods. Members of AAHPM, HPNA, Social Work
Hospice and Palliative Care Network, and the Associa-
tion of Professional Chaplains were invited to partici-
pate in a survey exploring knowledge, training,
screening/assessment and management of PTSD.
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Data were analyzed using descriptive statistical tech-
niques and content analysis of open-ended responses.
Results. Obtained 385 responses from 44 states and
nine countries. 77% female, 23% male ranging in
age from 24-76 years and with 1-50 years in practice.
Respondents included physicians, advanced practice
nurses, RNs, SWs, and chaplains. The majority had a
working knowledge of PTSD, less for PTSD at end of
life. 62% routinely screen for PTSD. 53% use medica-
tions to manage PTSD, the most common being ser-
traline. Therapy/counseling often delivered by SWs
are commonly used non-pharmaceutical interven-
tions. Open-ended comments discussed under-recog-
nition, challenges, knowledge limits, and care of
Veterans.
Conclusion. There is a general awareness of and
knowledge about PTSD among HPC professionals;
however, more education and a better understanding
of the condition and its recognition and management
are needed.
Implications for Research, Policy, or Practice.
Interdisciplinary care is imperative, as is the need to
integrate general knowledge, screening and manage-
ment of trauma and PTSD into the education of all
HPC professionals. More research is needed to fully
understand the impact of PTSD and to develop best
practices for assessing and managing PTSD in the
presence of life-limiting illness.

Impact of a Nurse-Driven Opioid Titration
Protocol on Appropriateness of Orders at End
of Life (S710)
Maria Cardinale Saint Peter’s University Hospital, New
Brunswick, NJ. Genevieve Kumapley, PharmD, Saint
Peter’s University Hospital, New Brunswick, NJ. Mary
Eileen Kuc, MSN APN, Montgomery Internal Medi-
cine Group, Princeton, NJ. Cecilia Wong, PharmD,
Rutger’s University/Saint Peter’s University Hospital,
New Brunswick, NJ. Erinn Beagin, MD, Saint Peter’s
University Hospital, New Brunswick, NJ.

Objectives
� Determine appropriate symptom management
for inpatients at end of life.

� Describe the impact of a standardized symptom
management protocol on the appropriateness of
orders at end of life.

Background. A nursing-driven opioid titration proto-
col and symptom management order set were devel-
oped at a community teaching hospital to be used to
manage pain and dyspnea in patients at the end of
life.
Aim Statement. The aim of this study is to evaluate
the impact of the opioid titration protocol and
order set on symptom management at the end of
life.

Methods. This is a retrospective study in which med-
ical records of adult patients that received morphine
infusions for end of life were analyzed. An order set
and nursing-driven opioid titration protocol were im-
plemented in August 2016 following extensive nursing
education. Medical records were reviewed during 3-
month periods pre and post implementation (PRE-
group and POST-group) for the presence of support-
ive care management and appropriate opioid infusion
orders. Morphine orders were considered appropriate
if they included an as-needed bolus dose with an
objective indication, and specific infusion titration
instructions.
Results. There were 32 patients included in the PRE-
group and 37 patients in the POST-group. In the PRE-
group, 6 of 32 orders (18.8%) were considered appro-
priate compared to 35 of 37 orders in the POST-group
(94.6%, p<0.0001 for comparison). Of the orders
considered inappropriate in the PRE-group, 12
included a sedation score as a target, 7 listed ‘‘com-
fort’’ as a target, and 7 did not state any goal or target.
Morphine infusion orders in the POST-group were
significantly more likely to include a maximum dose
(p¼0.041) and an initial bolus dose (p<0.0001)
compared to the PRE-group. In addition, patients in
the POST-group were significantly more likely to
receive additional medications to manage other end
of life symptoms (p<0.05 for all).
Conclusions and Implications. In this study, imple-
mentation of a standardized opioid titration protocol
and symptom management order set led to an
improvement in the management of symptoms such
as pain and dyspnea at end of life.

On Death (or: Life, as Told Through Four
Prompts) (S711)
Eugene Kim Lehigh Valley Health Network, Allen-
town, PA.

Objectives
� Understand a standardized approach to discuss
death and dying with individuals from diverse
backgrounds.

� Learn about the character and goals of the rising
generation of physicians.

Original Research Background. On Death is an
interview series released every 2 weeks by medical stu-
dent Eugene Kim (MS3) to investigate and discuss
death and dying. The interviews can be found in their
entirety online: (https://itunes.apple.com/us/
podcast/on-death/id1106730310) or (www.mnmwod.
com). The purpose of the podcast is to investigate
the various perspectives on the dying process through
four open-ended prompts. The subject is culturally
taboo and most end-of-life discussions are not held un-
til they are absolutely necessary. This project aims to
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change the cultural views surrounding the end of our
life-cycle.
Research Objectives. To provide a standardized tool
to discuss death and to investigate the various popula-
tions of interviewees for trends based on age, gender,
as well as ethnic and religious backgrounds.
Methods. As of submission, 50 45-120-minute inter-
views conducted based on four prompts:

1. I am.
2. Before I die, I want.
3. When I die, I want.
4. After I die, I want.

Each interview is processed for major responses. Re-
sponses are qualified into categories and weighted ac-
cording to number of responses provided.
Results. The majority of interviews have been con-
ducted within a narrow age and professional range:
20-30-year-old students. Further analysis is pending.
Conclusion. The data collected thus far allows for
comparison with the younger (under 20) or older
(over 30) groups. Limited comparisons can be drawn
due to lack of sufficient data from these sides of the
bell curve. By the time of presentation in March, there
will be an additional 17 interviews which will attempt
to flesh out these groups.
Implications for Research, Policy, or Practice. A
quantified and qualified approach to death and the
understanding through various age, ethnic, and reli-
gious groups. A standardized tool via the four prompts
to facilitate discussions between care-givers and pa-
tients, as well as peer to peer.

Outcomes of an Innovative 6-Week
Standardized Residential Training Course for
Physicians and Nurses to Provide Primary
Palliative Care in India (S712)
Suresh Reddy, MD, The University of Texas MD Ander-
son Cancer Center, Houston, TX. Nandini Vallath,
MD, Indo American Cancer Association, Dallas, TX.
Mona Gupta, MD, University Hospitals Cleveland
Medical Center, Cleveland, OH. Manoj Gujela Indo-
American Cancer Association, Dallas, TX. Sarath
Mohan Pallium India, Trivandrum, India. Sriram Yen-
nu, MD, The University of Texas MD Anderson Cancer
Center, Houston, TX. Eduardo Bruera, MD FAAHPM,
The University of Texas MD Anderson Cancer Center,
Houston, TX. M.R. Rajagopal, MBBS MD, Pallium In-
dia, Trivandrum, India.

Objectives
� Feasibility to conduct a 6-week residential course
in a developing country for physicians and nurses.

� Knowledge improvement in major areas of pallia-
tive care.

Original Research Background. The National Pro-
gram on Palliative Care (NPPC) by the Government

of India has emphasized the need for training
clinicians in providing palliative care (PC) with min-
imum of 6 weeks of residential training. However,
there are limited studies on feasibility of such
standardized training in PC offered to palliative
care providers interested in transition to palliative
care.
Research Objectives. To evaluate the feasibility, and
change in the self-reported perception of knowledge
in palliative care following a 6-week standardized resi-
dential training course (SRTC) for physicians and
nurses to provide primary PC in India.
Methods. A 6-week standardized residential type
educational program, which combined didactics and
bedside hands on palliative care training by PC spe-
cialists in 5 preselected centers in India. To be eligible
licensed physicians and nurses should, (a) qualify in
focused interview aimed to evaluate both interest
and commitment to provide primary palliative care
following the training, (b) Agree to complete all the
required surveys.
Results. 46/53 (86%) completed the pre and post
surveys. 50/53 (94%) participants completed the
course and passed the certification exam. Median
age (IQR) was 31 (27, 41). 53% were female and
53% were physicians. Median reported knowledge
(1-5) for pain, fatigue, delirium, medical ethics were
4,3,2,2.5 before training vs 5 (P¼0.001), 5
(P¼0.001), 5 (P¼0.001), 5 (P¼0.001) after training
respectively. All other core areas improved signifi-
cantly. All participants noted satisfaction with faculty
as high (5/5).
Conclusion. Conducting a 6-week standardized resi-
dential training course in PC for physicians and nurses
in India is feasible. There was a significant improve-
ment in self-reported knowledge of all components
of palliative care curriculum. Long term impact
studies are needed.
Implications for Research, Policy, or Practice.
This will have implications for developing countries
who need capacity building of physicians
trained adequately to practice primary palliative
care. We implemented a standardized curriculum
and evaluation methods to improve quality of edu-
cation.

Influence of Disease Status on Symptom
Burden and Quality of Life in Children with
Cancer (S713)
Christian Klein, BA, Eastern Virginia Medical School,
Norfolk, VA. Linda Pegram, MD, Children’s Hospital
of The King’s Daughters, Norfolk, VA. Turaj Vazife-
dan, MS, Children’s Hospital of The King’s Daughters,
Norfolk, VA. Reshil-Marie Dukes, BS, Children’s Hos-
pital of The King’s Daughters, Norfolk, VA. Melissa
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San Julian Mark, MD, Cincinnati Children’s Hospital
Medical Center, Cincinnati, OH.

Objectives
� Understand the high prevalence of distressing
symptoms in children with cancer.

� Describe the relationships between family care-
giver-reported symptoms/quality of life and physi-
cian-reported disease status in this cohort of
children with cancer.

Original Research Background. Symptom burden
in pediatric cancer patients worsens with disease
progression and cancer-related treatment. However,
the specific relationship between disease status and
symptom burden/quality of life (QoL) is poorly
understood.
Research Objectives. To describe the prevalence of
symptoms of children with cancer, and evaluate the
relationship of symptoms and quality of life with physi-
cian-reported disease status.
Methods. Family caregivers of newly diagnosed or
newly relapsed children completed symptom (MSAS)
and QoL (PedsQL) questionnaires prospectively dur-
ing a 24-month period. Physicians completed ques-
tionnaires measuring disease status (SOIS) at each
time point. Statistical analysis via a Generalized Linear
Mixed Model compared symptoms, QoL, and disease
status at each point.
Results. Family caregivers of 43 children with cancer
(19 # 12 years old, 24 > 12 years old) were enrolled.
>95% of children exhibited at least one symptom.
Lack of energy (91%) and sadness (88%) were
most prevalent. Caregiver-reported PedsQL scores
showed significant negative correlation with SOIS
scores. MSAS scores were not correlated with SOIS
scores.
Conclusion. Symptom burden was high in this
cohort of children with cancer. Our results showed
that increased disease severity correlated with de-
creases in caregiver-reported QoL, but had no direct
relationship with perceived symptom burden. This
may suggest that disease severity is more directly asso-
ciated with QoL than actual symptom burden, even in
a population with a high prevalence of symptoms.
Alternately, physician reports of disease severity may
influence parental perception of their child’s health-
related QoL.
Implications for Research, Policy, or Practice.
Better understanding of the relationship between dis-
ease status and symptoms/QoL may facilitate
improved supportive care for children with cancer
and their caregivers. Further research should solicit
patient and caregiver perspectives of disease status in
addition to symptoms/QoL.

Assessing Opioid Stigma in Oncology
Outpatients Receiving Palliative Care for
Cancer-Related Pain (S714)
Chad Kollas, MD FACP FCLM FAAHPM, Orlando
Health UF Health Cancer Center Orlando, FL. Beth
Boyer Kollas, PhD MS MDiv CIPC, Central Florida
YMCA, Orlando, FL.

Objectives
� Define opioid stigma and describe its prevalence
in oncology outpatients.

� List the main reasons why oncology outpatients
may experience difficulty in filling opioid
prescriptions.

� Identify areas for future research to help reduce
opioid stigma and protect cancer patients’ access
to controlled pain medications when medically
appropriate.

Background. In 2012, responding to the opioid 
crisis, the Florida Legislature passed laws restricting 
access to controlled pain medications prescribed for 
chronic, non-malignant pain. While this legislation 
explicitly sought to preserve cancer patients’ access 
to opioid analgesia, many oncology patients subse-
quently reported feelings of opioid stigma and diffi-
culty filling prescriptions for opioid analgesics.
Aim Statement. The main goal of this project was to 
estimate the prevalence of opioid stigma felt by 
oncology patients with cancer pain and to assess the 
extent to which they had difficulty filling prescriptions 
for opioid analgesics. A secondary goal was to identify 
factors that might predict opioid stigma and create op-
portunities to improve oncology outpatients’ palliative 
care.
Methods. We interviewed 250 consecutive oncology 
outpatients receiving palliative care for cancer-related 
pain. We defined opioid stigma as a feeling of shame, 
disgrace or discrimination based on usage of opioid 
analgesia. Data included patients’ age, gender, pri-
mary and secondary diagnoses, survivorship status, 
perception of opioid stigma, and sources of difficulty 
filling opioid prescriptions.
Results. The patients’ mean age was 57 years, 59%
were female and 54% were cancer survivors with ‘‘no 
evidence of disease’’ clinically or radiographically. 
Over half (54%) experienced opioid stigma and 
almost 3/4 (73%) reported difficulty filling opioid 
prescriptions. Patients identified pharmacists as the 
most common source of opioid stigma (34%), while 
the most common problem in filling prescriptions 
arose from a lack of supply of medication (55%). Can-
cer survivors experienced significantly less stigma from 
friends and family or from hospitals and emer-gency 
rooms than those with active cancer (P < 0.05).
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Conclusions and Implications. Most oncology out-
patients receiving palliative care for cancer-related
pain experienced opioid stigma and many had diffi-
culty filling prescriptions for opioid analgesics. Future
policy efforts to address the opioid crisis should antic-
ipate a high potential risk for negative unintended
consequences for patients receiving palliative care.

Perceptions of Patient Portal Use for Advance
Directive Documentation Among Older Adults
with Multiple Chronic Conditions (S715)
Jennifer Portz, PhD MSW, Colorado State University,
Fort Collins, CO. Elizabeth Bayliss, MD MSPH, Kaiser
Permanente, Denver, CO. Hillary Lum, MD PhD, Uni-
versity of Colorado School of Medicine, Aurora, CO.
Sheana Bull, PhD, Colorado School of Public Health,
Aurora, CO. Rebecca Boxer, MD MS, University of
Colorado School of Medicine, Aurora, CO. David
Bekelman, MD MPH, University of Colorado at
Denver, Aurora, CO.

Objectives
� Discuss two methods for using patient portals for
advance directives.

� Apply three technological design recommenda-
tions for advance directive patient portal tools.

Original Research Background. Advance directives
(AD) are frequently under-recorded in electronic
medical records (EMR). Technology can play a role
in facilitating AD documentation using patient por-
tals, secure websites for personal health information
and provider resources directly linked to an EMR.
Although older adults with multiple chronic condi-
tions are a target group for AD documentation, little
is known about their opinions regarding AD docu-
mentation via patient portals.
Research Objectives. Assess perceptions about us-
ing patient portals for ADs.
Methods. Qualitative focus groups with Kaiser Perma-
nente Colorado patients $65 years, with a Carlson Co-
morbidity Index score $2, both patient portal users
and non-users, identified using stratified random sam-
pling. Six structured focus groups were completed,
audio-taped, and transcribed. Participants were asked
about portal functionality including uploading ADs
directly into the EMR and portal design preferences
to promote AD documentation. We used inductive
open coding and patterned analysis to analyze data.
Results. Twenty-four participants were mean 78�5.4
years of age and 70% female. The majority had
completed an AD. Participants were not aware of AD
resources available on the patient portal, and some ex-
plained they would not upload an AD due to security
concerns and preferences to keep their ADs with fam-
ily. Participants interested in using the portal for AD
documentation emphasized the importance of

professional assistance, location of AD information
on the portal, and access to their current AD as key el-
ements for design.
Conclusion. Some older adults may be reluctant to
use a patient portal for AD documentation, while
others are likely to use a portal for ADs with proper
portal design and support.
Implications for Research, Policy, or
Practice. Attentive design including easy to access re-
sources, intuitive headings, and access to technical
help may promote older adults use of patient portals
for AD documentation.

Patients’ Perspectives on Quality of Serious
Illness Care in Primary Care (S716)
Nebras Al Hamayel, MBBS MPH, Johns Hopkins Uni-
versity Baltimore, MD. Sarina Isenberg, PhD MA, Sinai
Health System, Toronto, Ontario, Canada. Joshua
Sixon, MD, FIU Herbert Wertheim College of Medi-
cine, Miami, FL. Susan Hannum, PhD, Johns Hopkins
Bloomberg School of Public, Baltimore, MD. Kather-
ine Smith, PhD, Johns Hopkins Bloomberg School
of Public, Baltimore, MD. Sydney Dy, MD FAAHPM,
Johns Hopkins, Baltimore, MD.

Objectives
� Identify major themes in quality of serious illness
care, in the context of overall quality in primary
care, from the patient perspective.

� Describe the importance of integrating the pa-
tient perspective into the development and/or
enhancement of quality measures in serious
illness care.

Original Research Background. Despite increased
focus on measuring and improving quality of serious
illness care, there has been little emphasis on the pri-
mary care context or incorporation of the patient
perspective.
Research Objectives. To explore patients’ perspec-
tives on the quality of serious illness care in the pri-
mary care context.
Methods. We interviewed 20 patients aged 60 and
older who were participants in a primary care clinic
advance care planning quality improvement initiative.
We used a semi-structured, open-ended guide
focusing on how patients perceived quality of serious
illness care, particularly in primary care. We tran-
scribed interviews verbatim and inductively identified
codes using MAXQDA 12. We used thematic analysis
and a constant comparative method to refine emer-
gent themes based on what was consistently reported
and perceived into a finalized codebook reflecting
quality of primary care.
Results. We identified five main themes pertinent to
patients: (1) clinician-patient communication, (2) co-
ordination of care, (3) shared decision-making, (4)
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clinician competence, and (5) access to care. Commu-
nication was an overarching theme that facilitated co-
ordination of care between clinicians and patients,
empowered patients’ role in shared decision-making,
enhanced clinicians’ perceived competence and facil-
itated access. Although access to care is not tradition-
ally considered an aspect of quality, patients
considered it to be a key factor integral to the quality
of care they received. Patients perceived serious illness
care as a key aspect of quality in primary care.
Conclusion. For quality of serious illness care in the
primary care context, patients identified communica-
tion as an overarching theme, as well as coordination,
shared decision-making, competence and access.
Implications for Research, Policy, or Practice.
These patient perspectives on the quality of serious
illness care in primary care should be incorporated
into quality of care measures and prioritized for qual-
ity improvement initiatives to evaluate their impact
with primary care clinicians.

Which Patients Use Outpatient Palliative
Care? (S717)
Brian Cassel Virginia Commonwealth University, Rich-
mond, VA. Egidio Del Fabbro, MD, Virginia Common-
wealth University, Richmond, VA. Donna McClish,
PhD, Virginia Commonwealth University, Richmond,
VA. Tara Albrecht, PhD RN NP, Virginia Common-
wealth University, Richmond, VA. Danielle Noreika,
MD, Virginia Commonwealth University, Richmond,
VA. Jessica Tsukanov, DO, Virginia Commonwealth
University, Richmond, VA.

Objectives
� Use secondary data to understand use and timing
of outpatient palliative care among those who
have access to it.

� Consider ways to reduce inequities in the use of
outpatient PC, for example among patients with
commercial insurance, those who are older, or
those with hematological malignancies.

Background. Academic cancer centers are increas-
ingly offering clinic-based specialist palliative care ser-
vices (OP-SPC) (Carlton, 2016), but little is known
about which patients use those services.
Objectives. To understand how many patients use
OP-SPC, and the characteristics associated with use
of OP-SPC.
Methods. Retrospective study using billing/adminis-
trative data from an NCI-designated cancer center
and safety-net hospital. Data were extracted for cancer
patients using VCU for ongoing care (2+ ambulatory
visits in the year prior to death) who died between
August 2013 and June 2016. 1,701 patients with solid
tumors and 313 with hematological malignancies
met criteria (total n¼2,014). Potential predictor

variables of OP-SPC use in final year of life included
in the analysis were age, sex, race, marital status, so-
cio-economic status (three variables), insurance status,
cancer type, comorbidities, and utilization in the 12-24
months prior to death.
Results. 240 (13.7%) used OP-SPC. The number of
OP-SPC visits ranged from 1 to 48, mean 4.52 (SD
5.56). The median time of first OP-SPC visit was 190
days (6 months) before death. In univariate analyses,
12 variables were significantly associated with OP-
SPC use. In the stepwise logistic regression, 7 variables
were significantly associated: solid tumor (OR 3.20),
living in an area with higher percentage of people
with bachelor’s degrees or higher (OR 1.13), number
of outpatient visits 1-2 years prior to death (OR 1.11
for difference of 5 visits), number of hospital days 1-
2 years before death (OR 1.02), fewer comorbidities
(OR 0.81), not having commercial insurance (OR
0.68), and younger age (OR 0.63 for difference of 10
years). The area under the ROC curve was 0.71.
Conclusion. Various patient characteristics including
cancer type, utilization, insurance status, age, comor-
bidities, and SES were associated with OP-SPC use.
No differences by sex or race were detected.
Implications for Research, Policy, or Practice.
Interventions to increase referrals for OP-SPC could
target those less likely to use OP-SPC.

Patients Perspectives on Participation in
Clinical Trials and Palliative End-Of-Life
Care for Management of Advanced Cancers In
Nigeria (S718)
Jideuma Egwim, MBBS, Federal Medical Centre,
Owerri, Imo, Nigeria. Smita Palejwala, PhD, University
of Liverpool Online, Liverpool, United Kingdom.

Objectives
� Appreciate the need to offer palliative care to all
cancer patients in Nigeria.

� Understand ethical barriers to use of participa-
tion in clinical trials as a modality to management
of advanced cancers in Nigeria.

Original Research Background. Advanced cancers
remain a major cause of mortality in Nigeria. Partici-
pation in clinical trials (PCTs) and palliative end-of-
life care (PEOLC) are 2 approaches to incurable can-
cer management in the developed nations but these
have been less adopted in Nigeria.
Research Objectives. To determine patients’
preferred approach between PCTs and PEOLC for
management of advanced cancers in Nigeria.
Methods. Survey of 120 advanced cancer patients us-
ing a questionnaire with variables of interest including
knowledge and perception about PCTs and PEOLC.
Results. Majority of the patients (84%) agree PCTs is
an option in management of incurable cancer but just
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about half accept it is beneficial and will improve their
QOL, as against PEOLC, where all the patients consid-
ered it an option and deem it beneficial; with 99% and
98% respectively agreeing it will enhance their QOL
and that of family members. About 56% believe
PCTs carries a risk of burdensome interventions and
52% increased hospital stay at EOL while 47% are of
the opinion it will increase cost of care with 45% stat-
ing it will lead to increased ICU death.
Sixty-nine percent (69%) and 63% respectively agree
PCTs increases the suffering of patients and family
members while 43% believe it carries a net negative
risk-benefit profile, nevertheless, 83% are ready to
overlook the risk of PCTs for possible therapeutic
benefit while for 87%, the primary motivation for
PCTs is personal cure.
Majority (58%) believe PCTs does not improve quality
of dying/death contrary to PEOLC where 88% believe
it would. Overall, 78%:13% prefer PEOL:PCTs; {X2(p-
value), 40.26(0.001)}.
Conclusion. Advanced cancer patients are open to
both modalities but the study reveals several ethical is-
sues with PCTs including risk of burdensome interven-
tions, therapeutic misconception and misperception
of curability. The major determinant to accepting
PEOL is its positive impact on patients’ QOL.
Implications for Research, Policy, or Practice.
Cancer patients in Nigeria need improved access to
PEOLC.

Measuring Facilitators and Barriers to
Quality Measurement and Improvement in
Palliative Care Programs: Pilot Results of a
Survey for Palliative Care Teams (S719)
Sydney Dy, MD FAAHPM, Johns Hopkins, Baltimore,
MD. Zi-Rou Liew, BA, University of Cincinnati College
of Medicine, Cincinnati, OH. Kamini Kuchinad, MPH,
Johns Hopkins School of Medicine, Baltimore, MD.
Ritu Sharma, BSc, Johns Hopkins University, Balti-
more, MD. Sarina Isenberg, PhD MA, Sinai Health Sys-
tem, Toronto, Ontario, Canada. Nebras Al Hamayel,
MBBS MPH, Johns Hopkins University, Baltimore,
MD. Junya Zhu Johns Hopkins University, Baltimore,
MD. Susan Hannum, PhD, Johns Hopkins Bloomberg
School of Public, Baltimore, MD.

Objectives
� Describe key potential facilitators and barriers to
quality measurement and improvement in pallia-
tive care programs.

� Evaluate usability of a survey for palliative care
team members to address these barriers and
facilitators.

Original Research Background. Quality measures
are not yet widely used in palliative care programs,

and methods to better understand their implementa-
tion to improve program quality are needed.
Research Objectives. To pilot test reliability and us-
ability of a survey for team members to evaluate facil-
itators and barriers to quality measurement and
improvement in palliative care programs.
Methods. We developed a survey using relevant con-
structs of the Consolidated Framework for Implemen-
tation Research, with subscales adapted from validated
instruments and refined through cognitive interviews
with palliative care quality experts and clinicians.
Survey subscales in adaptable modules address issues
such as dedicated time, education, communication,
teamwork, leadership, and prioritization for quality
measurement and improvement for palliative care
programs. We evaluated initial reliability (internal
consistency within subscales) and usability (range of
responses among subscales and qualitative feedback
from participants) in a pilot sample of 16 palliative
care team members from sites involved in quality mea-
surement and improvement, who completed the sur-
vey and participated in discussion groups. We
conducted quantitative analyses using STATA 15.
Results. Participants included 8 physicians, 3 social
workers, and 5 other team members; 44% worked
mainly in an inpatient unit, 37% in hospital consulta-
tion and 19% in outpatient clinics. Cronbach’s alpha
for internal consistency ranged from 0.73-0.99 for all
but one subscale. Mean Likert scores (scaled from 1-
5) ranged widely among subscales, from a mean of
1.3 to 4.7. In discussion groups, respondents
described survey completion as useful for assessing
current quality initiatives and addressing strengths
and potential improvements, particularly communica-
tion, training and engagement of team members
about program quality efforts.
Conclusion. This novel, adaptable instrument to
assess palliative care team perspectives on barriers
and facilitators for quality measurement and improve-
ment had acceptable reliability and usability in pilot
testing.
Implications for Research, Policy, or Practice.
Assessing palliative care team members’ perspectives
on program quality initiatives may help to improve
their implementation and outcomes for patients.

Symptom Burden and Quality of Life in
Children Who Died of Cancer (S720)
Melissa San Julian Mark, MD, Cincinnati Children’s
Hospital Medical Center, Cincinnati, OH. Christian
Klein, BA, Eastern Virginia Medical School, Norfolk,
VA. Turaj Vazifedan, MS, Children’s Hospital of The
King’s Daughters, Norfolk, VA. Reshil-Marie Dukes,
BS, Children’s Hospital of The King’s Daughters,
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Norfolk, VA. Linda Pegram, MD, Children’s Hospital
of The King’s Daughters, Norfolk, VA.

Objectives
� Understand the differences in the physician-re-
ported measure of disease status in children
who died compared to those that did not during
the study period.

� Compare patient reports of symptoms and quality
of life over time in children who died during the
study period compared to those who did not.

� Compare caregiver proxy reports of symptoms
and quality of life over time in children who
died of cancer relative to survivors.

Original Research Background. Cancer is the lead-
ing cause of non-accidental deaths in children aged 5
to 14. Despite increased awareness of the importance
of aggressive symptom management, children with
cancer still suffer from high symptom burden and
decreased quality of life (QoL).
Research Objectives. To describe symptoms and
QoL as compared to disease status over time in chil-
dren with cancer.
Methods. Newly diagnosed and newly relapsed chil-
dren and their family caregivers completed symptom
(MSAS) and QoL (PedsQL) questionnaires prospec-
tively during a 24-month period. Physicians completed
questionnaires measuring disease status (SOIS) at each
time point. Statistical analysis via a Generalized Linear
Mixed Model compared symptoms, QoL, and disease
status in survivors compared to children who died.
Results. 43 children and their family caregivers were
enrolled. 10 children died during the study period.
Disease severity was significantly higher in patients
who died than those who did not. Symptom scores
did not differ significantly over time between groups.
Overall, patient-reported symptoms in all subjects
decreased over time. Caregiver-reported QoL was
lower over time in children who died than those
who did not, but patient-reported QoL did not differ
significantly between groups over time.
Conclusion. Patient-reported symptoms/QoL did
not differ between children who died during the study
and those who did not. Both groups showed improved
symptoms over time. However, caregiver-reported QoL
worsened over time for children who died relative to
those who did not. This suggests that poor disease
prognosis may negatively impact parental perception
of their child’s QoL, despite stable patient-reported
experiences over time.
Implications for Research, Policy, or Practice.
Better understanding of symptoms/QoL in children
who die from cancer may facilitate improved palliative
care at end of life. Further research should investigate
the discordance between patient- and caregiver-re-
ported QoL.

A Systematic Review of Advance Care
Planning Interventions for Clients with
Cancer Using the Transtheoretical Model of
Behavior Change (S721)
Kristin Levoy, MSN RN OCN CNE, University of
Miami, Coral Gables, FL. Deborah Salani, DNP
PMHNP-BC ARNP, University of Miami, Coral Gables,
FL.

Objectives
� Identify at least 2 gaps in ACP intervention design
for clients with cancer using the Trans theoretical
Model of Behavior Change as a framework.

� Identify at least one opportunity for altering ACP
intervention timing to improve ACP engagement
among clients with cancer.

� Describe at least 2 inconsistencies in outcome
monitoring across ACP intervention studies for
clients with cancer.

Background and Objective. Cancer is the 2nd lead-
ing cause of death in the United States, with nearly
600,000 deaths in 2013. Advance care planning
(ACP) has been associated with care consistent with
client preferences, satisfaction with the quality of
death, and satisfaction with care. Despite these bene-
fits, clients with cancer have modest engagement in
ACP. ACP is a process of behavior change, and is con-
nected to the Trans theoretical Model of Behavior
Change (TTM). This systematic review analyzed ap-
proaches to ACP intervention design for clients with
cancer using the TTM to identify opportunities for
increasing ACP engagement.
Study Identification. PubMed, MEDLINE, CINAHL
Plus, Cochrane Library, and Web of Science databases
were searched for published peer-reviewed articles
related to ACP and cancer.
Data Extraction and Synthesis. ACP intervention
components were abstracted, assessed for their theo-
retical relevance, and organized using the TTM frame-
work. Data related to intervention timing and
outcomes was also synthesized.
Results. The search produced 3,571 articles, with 20
articles meeting inclusion and exclusion criteria for
review. Most interventions were designed using the
pre-contemplation (n ¼ 18; 90%) and contemplation
(n ¼ 20; 100%) stages of change, with fewer for the
preparation (n ¼ 8; 40%) or the action/maintenance
(n ¼ 7; 35%) stages of change. Half the interventions
engaged ACP late in the client’s illness trajectory (n ¼
10; 50%). Four (20%) intervention studies lacked any
ACP-related outcomes, eight (40%) had incomplete
ACP outcome monitoring, and five (25%) missed op-
portunities to analyze changes in ACP over time.
Conclusions and Implications for Practice, Policy,
and Research. This systematic review identified gaps
in ACP interventions for clients with cancer using the
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TTM. Multi-faceted ACP interventions that address all
three ACP components, are matched to the client’s
stage of change, are timed earlier in the illness trajec-
tory, and revisit ACP when changes in client condition
(ie, relapse) occur are needed.

Intensivist Religiosity and Perceived Conflict
During a Simulated Family Meeting (S722)
Melissa Teply, MD FACP, University of Nebraska Med-
ical Center, Omaha, NE. Arun Singh, MD, Greenville
Health Systems, Greenville, SC. Pragyashree Sharma
Basyal, BS, Johns Hopkins University School of Medi-
cine, Baltimore, MD. Alison Turnbull, DVM PhD
MPH, Johns Hopkins University School of Medicine,
Baltimore, MD.

Objectives
� Review prior factors associated with patient and/
or family members’ perceived conflict during
family meetings.

� Identify physician characteristics associated with
physicians’ perceived conflict during a simulated
meeting with family of a critically ill adult patient.

Original Research Background. Surrogate deci-
sion-makers for adult patients in intensive care units
frequently report conflict with clinicians, and previous
work has identified patient and family characteristics
associated with perceived conflict. To date physician
factors associated with perceived conflict have not
been studied.
Research Objectives. To test our hypothesis that
religious critical care attending physicians (intensiv-
ists) are less likely to perceive conflict during a simu-
lated family meeting.
Methods. Intensivists were recruited to participate in
a standardized, simulated family meeting with an actor
portraying a family member of a critically ill patient.
Intensivists provided demographic information
including their current religion and the importance
of religion in their lives. Following the simulation,
each intensivist rated the amount of conflict they
perceived during the simulation. The association be-
tween intensivist self-reported religiosity and
perceived conflict was estimated using both univariate
analysis and multivariable logistic regression.
Results. Among 80 participating intensivists, 32
(40%) perceived conflict during the simulation. 30
(38%) reported organized religion as moderately,
very, or extremely important in their lives. Intensiv-
ists for whom religion was at least moderately impor-
tant comprised 27% and 53% of those who reported
no conflict vs some conflict, respectively (P¼0.04).
After adjusting for physician gender, years in prac-
tice, clinical weeks worked in the previous year, uni-
versity hospital, and the actor participating in the
simulation, the relative odds of perceiving conflict

was 3.0 (95% CI 1.1e8.3, P¼0.03) for religious
intensivists.
Conclusion. Higher religiosity ratings by intensivists
were associated with increased perceived conflict dur-
ing a simulated family meeting.
Implications for Research, Policy, or Practice.
Further research is needed to replicate our findings
and to understand why higher religiosity is associated
with perceived conflict during family meetings.

A First Look at Trends in Post-Mortem Visit
Rates of the Medicare Hospice Benefit: A
National Study (S723)
Thomas Christian, PhD, Abt Associates, Cambridge,
MA. Joan Teno, MD MS, University of Washington, Se-
attle, WA. Pedro Gozalo, PhD, Brown University, Prov-
idence, RI. Sasha Brodsky, PhD, Abt Associates,
Cambridge, MA. Michael Plotzke, PhD, Abt Associates,
Cambridge, MA.

Objectives
� State the frequency of post-mortem visits, which
are new data on CMS claims.

� Understand characteristics of hospices associated
with lower rates of post-mortem visits.

Original Research Background. Hospice post-mor-
tem visits occurring on the day of death after the ben-
eficiary has died became required reporting for
Medicare Hospice Benefit claims in 2014. Little is
known about the prevalence of such visits.
Research Objectives. Determine hospice benefi-
ciaries’ rates of post-mortem visit receipt and charac-
terize providers with high rates or provision.
Methods. Retrospective cohort analysis of Medicare
hospice beneficiaries with dates of death from April-
December, 2014. Our analysis used 100% Medicare
hospice claims to develop an analytic cohort of
702,187 beneficiaries that died during the study
period.
Results. Among our analytic cohort, 321,258 individ-
uals (45.8%) were associated with a post-mortem visit.
Beneficiaries with election durations of 2 days or less
had the lowest rates of post-mortem visit occurrence
(35.1%) relative to individuals with longer stays
(45.7% 3-60 days and 51.2% 61+ days). Among the
3,946 hospice providers with patients dying April-
December 2014, we identified 787 hospices (19.9%)
for which none of their patients received any post-
mortem visits. We found that newer hospices and
for-profit hospices were the most likely to have pa-
tients without any post-mortem visits (30.8% of hos-
pices certified in the 2010s vs. 7.9% of hospices
certified in the 1980s; 23.9% of for-profit hospices vs.
18.5% non-profit hospices). Among all hospices, the
mean (median) rate was 42.3% (41.1%) of decedents
being associated with a post-mortem visit, the 25th
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percentile was 7.8% and the 75th percentile was
72.5%.
Conclusion. Approximately half of hospice dece-
dents had a post mortem visit. Rates were lower among
newer and for-profit providers.
Implications for Research, Policy, or Practice.
The rate of providing post-mortem visits varied sub-
stantially across hospice programs, suggesting that
the post-mortem visit rate might be suitable for public
reporting as a future hospice quality measure. Future
work is needed to understand what other hospice
characteristics correlate with post-mortem visit provi-
sion and whether visit provision rates are associated
with other measures of hospice quality.

Improving Supportive Care Access Among
Cancer Outpatients: The Preliminary Design
of a Data-Driven and Technology-Based
Intervention (S724)
Salimah Meghani, PhD MBE RN FAAN, University of
Pennsylvania, Philadelphia, PA.

Objectives
� Present patient-generated concerns and ideas to
improve experience of cancer care

� Discuss an innovative technology to improve sup-
portive care access and care navigation among
cancer outpatients

Original Research Background. Despite focus on
early integration of palliative and supportive care for
cancer patients, patients with cancer struggle to pre-
serve normalcy in a highly disruptive context.
Research Objectives. To elicit patient-generated
concerns and ideas to improve cancer care navigation.
To identify domains of an innovative technology to
improve supportive care access and care transitions
among cancer outpatients.
Methods. Cancer outpatients were recruited from an
oncology clinic of a National Cancer Institute (NCI)
designated cancer center. A mixed-methods design
was used. .The QUANT part (n¼65) employed Free-
listing (cognitive anthropology) to identify patients’
most salient concerns about their cancer care. The
QUAL comprised of in-depth patient interviews
(N¼32). Salience-Index (ANTHROPAC) and the-
matic analysis (ATLAS ti.) was used for data-analysis.
Results. The mean age was 56.3 (SD¼12.3); 52.4%
had stage III-IV solid malignancy and majority were
receiving cancer treatment for new or recurrent can-
cer. The findings exposed heartrending accounts of
challenges in navigating health system, especially clini-
cian-patient communication and identifying relevant
health system and community resources (transporta-
tion, grocery/meal delivery services). Patients felt
that they had to be the ‘‘captain of the ship’’ during
the most vulnerable times in their lives. Based on

the analysis of the in-depth interviews, we identified
five domains of unmet needs: 1) social vulnerability;
2) financial vulnerability; 3) information sharing and
communication; 4) access to health system resources;
5) access to community and volunteer services.
Conclusion. Despite receiving care at an NCI-desig-
nated medical center, many patients felt that the infor-
mation about support services was not consistently
available or were pointed to too late after an event
had already occurred (e.g. financial devastation).
Implications for Research, Policy, or Practice.
Based on the domains identified, we present the pre-
liminary design of a technology-based intervention
to improve access to supportive cancer care. The pro-
posed technology has implications for improving care
experiences of cancer patients living in the commu-
nity. (Funding: American Cancer Society #128779-
PEP-15-186-01, PI: Meghani, S.H).

Developing an eHealth Intervention for
Cancer Symptom Management (S725)
Stephanie Gilbertson-White, PhD RN APRN, Univer-
sity of Iowa College of Nursing, Iowa City, IA.

Objectives
� Describe existing gaps in the literature regarding
eHealth interventions that address symptom man-
agement in rural residents with advanced cancer.

� Describe a novel eHealth intervention that ad-
dresses symptom management needs of rural res-
idents with advanced cancer.

Original Research Background. Late-stage cancer
diagnoses disproportionately occur in rural residents
who are more likely to die from cancer than their ur-
ban counterparts. These patients have an increased
need for palliative care with minimal access to these
services. eHealth technologies have the potential to
address this health disparity. OASIS was developed to
provide tailored cancer symptom self-management
support and address this gap.
Research Objectives. The purposes of this study are
to: describe stakeholder needs/opinions regarding
symptom management concerns for patients living in
rural areas; and, describe the resulting eHealth inter-
vention designed to help patients self-manage cancer
related symptoms.
Methods. A two-phased, mixed-methods design was
used to: 1) assess stakeholder needs and opinions on
the role of eHealth technologies to manage cancer
symptoms; and 2) evaluate usability of a symptom
self-management intervention. Adult patients with
advanced cancer and clinic staff from two rural cancer
clinics were recruited. A descriptive qualitative
approach was used to analyze interviews/focus groups
and themes were identified. OASIS was developed to
address the findings. OASIS provides education via a
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web-app and facilitates self-regulatory problem solving
skills.
Results. Patients (n¼16) were interviewed and clin-
ical staff (n¼11) participated in focus groups. Themes
identified were ‘‘impact of symptoms’’, ‘‘developing
self-management skills’’, and ‘‘embracing technology’’.
OASIS consists of patient education on how to use 57
self-management strategies for 16 symptoms and a
symptom/strategy tracker. Usability testing of OASIS
with N¼117 stakeholders found the site to be easy to
use, contained relevant content, and had pleasing
graphic design.
Conclusion. Stakeholders in rural communities
report significant symptom management needs and
are interested in using eHealth technologies.
Research is needed to evaluate the feasibility, accept-
ability, and efficacy of OASIS.
Implications for Research, Policy, or Practice.
eHealth technologies and interventions presenting
exciting opportunities to address palliative care gaps
in rural residents. Future research is needed to test
the efficacy of these interventions.

Factors Influencing Inpatient Physician-
Patient Discussion About End-of-Life Decision
Making (S726)
Rashmi Sharma, MD MHS, University of Washington,
Seattle, WA. Kenzie Cameron, PhD MPH, North-
western University Feinberg School of Medicine, Chi-
cago, IL. Jennifer Zech, MSc, University of
Washington, Seattle, WA. Sasha Jones, BA, North-
western University, Chicago, IL. J Randall Curtis,
MD, MPH, University of Washington, Seattle, WA.
Ruth Engelberg, PhD, University of Washington, Seat-
tle, WA.

Objectives
� Describe discussion content regarding decision-
making in inpatient end-of-life discussions.

� Identify key factors influencing the way in which
physicians and patients discuss end-of-life deci-
sions in the setting of advanced cancer.

Original Research Background. In the hospital, pa-
tients with advanced cancer often face high stakes de-
cision making. While numerous studies have
documented variation in patient decision-making
role preferences, the way physicians, patients, and
family members incorporate these preferences in an
end-of-life (EOL) discussion is not well understood.
Research Objectives. To explore in-hospital physi-
cian-patient EOL discussion content related to EOL
decision making.
Methods. We identified hospitalized advanced cancer
patients on the oncology, hospitalist, or palliative care
service who were having a planned EOL discussion
with their physician. Discussions were audiotaped,

transcribed, de-identified, and coded by multiple in-
vestigators using a constant comparative approach.
Discrepancies were resolved by consensus. We report
key themes related to discussion of decision making.
Results. Forty-one discussions were recorded. Pa-
tient race included 26 whites, 12 blacks, 2 His-
panics, and 2 Asians. Twenty-one patients were
female and mean age was 60.4 years (SD¼12.1).
All but 2 discussions included a palliative care
attending physician or fellow. An oncology fellow
or attending was present in 4 discussions. Decision
making was discussed in 39 discussions. We identi-
fied 3 types of decisions: resuscitation, care plan-
ning and hospice, and disease-modifying
treatments. Discussions were characterized by the
type of decision being considered, the way in which
the physician framed the decision (directive vs.
non-directive), and patients’ expressed preferences
about decision-making role. The impact of physi-
cian framing and, to a lesser degree, patient prefer-
ences varied with the decision being made:
physicians were most directive with resuscitation
and least directive with care planning and hospice.
Conclusion. In the context of inpatient EOL discus-
sions, conversations about the decision-making pro-
cess were influenced by patients’ preferences,
physicians’ framing, and the type of decisions.
Implications for Research, Policy, or Practice.
Efforts to enhance communication for patients with
serious illness must take into consideration not only
physician communication approach and patient pref-
erences, but the particular decision that is being con-
sidered.

Validation of the Diagnostic Tool for
Complexity in Palliative CaredPilot Study
(S727)
Maria Rosa Salvador Comino, MD, Emory University
School of Medicine, Atlanta, GA. Teresa Beck, MD
FAAFP, Emory Healthcare, Atlanta, GA. Rianot Amzat,
MD MPH, Emory University Hospital, Atlanta, GA.
Karen Armstrong, PhD, Emory University, Atlanta,
GA. Ashima Lal, MD, Emory University School of Med-
icine, Atlanta, GA. Tammie Quest, MD, Emory Univer-
sity School of Medicine, Atlanta, GA. Rafael G�omez
Garcı́a, MD, Cudeca Hospice, Benalm�adena, M�alaga,
Spain.

Objectives
� Comprehend the factors that influence
complexity in palliative care.

� Know a new tool to objectively assess complexity
in palliative patients.

� Know a new tool that provides an objective mea-
sure in triaging patients between basic and
specialized palliative care teams.
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Original Research Background. The Diagnostic
Tool for Complexity in Palliative Care (Pal-Cx) is de-
signed to determine which patients benefit from a
referral to a specialized palliative care (PC) team, is
based on the degree of complexity, and has been vali-
dated in Spain. This work describes the first steps of
the Spanish tool’s validation process into the English
language and cultural context.
Research Objectives. 1) Forward and backward
translation and cross-culture adaptation of the tool;
2) Pilot project to assess feasibility, content and
apparent validity of diagnostic tool.
Methods. Four bilingual translators performed for-
ward/backward translation of the Spanish tool to En-
glish while content experts assessed tool validity.
Clinicians (n¼33) completed an online survey with a
Likert scale ranging from 1 to 5; (1 ¼ ‘‘strongly
disagree’’ and 5 ¼ ‘‘totally agree’’) to test apparent val-
idity and feasibility. Mean, frequencies, SD and Cron-
bach’s alpha were calculated using SAS version 9.4
(Cary, NC). {
Results. We obtained content validity through litera-
ture review and feedback from PC experts. The multi-
disciplinary PC clinicians (30 physicians, 2 nurses, 1
medical student; 17 females (52%); mean age 39.54,
SD 10.33) completed the pilot study. We found a
high agreement (Cronbach’s alpha .77 raw and .79
standardized) regarding the relevance and acceptance
of the tool. Cronbach’s Alpha with deleted variables
ranged from .74 to .82 for standardized variables
and .74 to .80 for raw variables.
Conclusion. Study findings provide evidence that the
Pal-Cx translated well, showed content and apparent
validity, and demonstrated feasibility.
Implications for Research, Policy, or Practice.
Nationally, clinicians and patients would benefit
from the full validation of this tool. Moreover, this
tool will be invaluable for practitioners seeking an
objective measure for identifying factors that influ-
ence complexity in PC and identifying patients for re-
ferrals.

Palliative Care Consultation in Patients
Admitted with Heart Failure (S728)
Michelle Crispo, MD, Maine Medical Center, Portland,
ME. Shelly Davgun, MPH, Maine Medical Center, Port-
land, ME. F. Lucas, PhD, Maine Medical Center, Port-
land, ME. Douglas Sawyer, MD, PhD, Maine Medical
Center, Portland, ME. Rebecca Hutchinson, MD
MPH, Maine Medical Center, Portland, ME.

Objectives
� Explore effect of palliative care consultation in
CHF patients.

� Considering how palliative consultation can effect
decisions on resuscitation preferences.

Original Research Background. Prior studies have
shown that although heart failure (HF) is associated
with morbidity and mortality similar to advanced can-
cers, rates of advance care planning (ACP) remain
low.
Research Objectives. We sought to assess if receipt
of palliative care consultation (PCC) was associated
with changes in markers of ACP in patients admitted
for acute HF.
Methods. We performed a cross-sectional analysis
of all patients admitted during a 1-year time period
with a diagnosis of acute HF. Patients were grouped
into those who underwent PCC and those who did
not. Chart review was performed to determine
receipt of PCC, presence of an advanced directive
(AD), documented code status, and whether a
change in code status occurred during the
hospitalization.
Results. 471 patients were admitted for HF during the
study period; 13% received PCC. Patients with and
without PCC were similar in age, gender and ejection
fraction (EF); however, patients receiving PCC were
sicker, having a higher severity of illness (SOI) score. Af-
ter adjusting for age, gender, EF, and SOI, HF patients
receiving PCC were 3.4 times more likely to have an
AD located in the EMR (95%CI 1.9-6.3). Similarly, after
adjusting for age, gender, EF and SOI, patients
receivingPCCwere 8.2 timesmore likely to increase lim-
itations on resuscitation preferences (Full to DNR) dur-
ing the hospitalization (95% CI 3.8-18.0).
Conclusion. Receipt of PCC in patients admitted for
HF was associated with an increased likelihood of hav-
ing an AD in the EMR and to increase limitations on
their resuscitation preferences.
Implications for Research, Policy or Practice.
Ongoing efforts to increase the number of HF pa-
tients who receive PCC is likely to be associated with
increased rates of ACP as well as limitations in receipt
of overly aggressive care.

Managing Changes in Condition in the SNF
with a Rectal Administration Catheter to
Prevent ED and Hospital Utilization (S729)
Robert Parker, DNP RN, Interim Healthcare, Austin,
TX.

Objectives
� Verbalize understanding that rectal hydration
and medication administration is an effective
alternative to parenteral or hypodermoclysis
therapy.

� Incorporate new understanding/skills that can help
drive nursing efficiency and patient outcomes.

� Incorporate understanding in the use of oral
medications on hand to quickly address symp-
toms via the rectal route.
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Background. Options to treat a patient’s change in
condition when the oral route is compromised in
the SNF setting are limited. Parenteral or hypoder-
moclysis administration of fluids and medication is
possible; however, these methods have limitations,
and require alternate forms of medications that can
be costly. Delays in obtaining orders, equipment and
supplies has the potential to increase emergency
department (ED) and/or hospital utilization.
Aim Statement. The aim of this QI project was to
look at the feasibility of the intervention to facilitate
safe, easy, comfortable and effective enteral hydration
and medication delivery via the rectal route, and the
ability to treat changes in a patient’s condition while
decreasing the need for parenteral therapy and ED
or hospital utilization.
Methods. A Pretest-posttest intervention study design
was used to evaluate 11 clinical use cases of a special-
ized rectal administration catheter to treat patient
changes in condition in four SNFs over a 2-month
period between November and December 2016.
Results. Ten participants (100%) completed the
study with 11 total use cases. Hydration was effective
in all 11 use cases, with all participants tolerating the
intervention without signs of discomfort or expulsion
of fluids. Nine of the 11 (81%) use cases facilitated
successful management of the patients’ condition at
the facility. In two use cases, participants had ‘Do
Not Hospitalize’ orders on the chart. For the remain-
ing nine use cases, ED or hospital transfer would have
been necessary if unmanageable in the SNF. Of these
nine use cases, seven (78%) were able to avoid ED
and/or hospital utilization through successful man-
agement of the condition. The other two participants
(18%) needed acute care intervention.
Conclusions and Implications. In all use cases the
catheter provided a safe, easy, and comfortable alter-
native to provide hydration and medication adminis-
tration compared to parenteral and previous enteral
delivery options. Additionally, the SNFs were able to
reduce the need for ED or hospital utilization.

Regional Variations in the Provision of
Palliative Care in Patients Hospitalized with
Heart Failure within the Veterans Health
Administration (S730)
Shelli Feder, MSN FNP APRN, Yale University School
of Medicine, New Haven, CT. Janet Tate, ScD, VA
Health Systems Connecticut, West Haven, CT. Julie
Womack, PhD, VA Connecticut Healthcare System/
Yale School of Nursing, West Haven, CT. Kathleen
Akg€un, MD MS, VA Connecticut Healthcare System
and Yale Medicine, West Haven, CT. Amy Justice,

MD PhD, West Haven Veterans Administration Medi-
cal Cente/West Haven and Yale University School of
Medicine, New Haven, CT.

Objectives
� Describe a method for identifying high and low
performing geographical regions in terms of
palliative care use within the Veterans Health
Administration.

� Identify associations between the Veterans Health
Administration’s 18 service delivery networks, Vet-
erans Integrated Service Networks regions and
palliative use among patients hospitalized with
heart failure.

Original Research Background. Palliative care (PC)
use is increasing among hospitalized heart failure
(HF) patients. The Veterans Health Administration
(VHA) was an early adopter of PC, with services
offered in all inpatient facilities.
Research Objectives. To identify regional differ-
ences in PC use and determine associations between
region and PC in hospitalized HF patients in the VHA.
Methods. We conducted a nested case-control study
of patients with HF who were hospitalized from fiscal
years 2003e2015 enrolled in the Veterans Aging
Cohort Study (VACS), a study of HIV-infected and
uninfected adults. PC was identified using ICD-9
code V66.7. Cases with PC (n ¼ 210) were matched
1:5 to 1,042 HF patients without the PC code by
age, hospital discharge date, and ejection fraction.
We categorized regions by the VHA’s 18 service deliv-
ery networks, Veterans Integrated Service Networks
(VISNs). We calculated the ratio of PC cases to con-
trols for each VISN. VISNs within the top 25% of
VISN ratios were defined as high performers and
the bottom 25% as low performers. We conducted
conditional logistic regression to determine associa-
tions between VISN and covariates including the
VACS Index (prognostic indicator), HIV infection,
comorbidities, hospitalization characteristics, and
PC.
Results. The sample was 99% male, the mean age was
64�10 years and 54% of cases and 57% of controls
were African American. Controlling for hospital
length of stay, the VACS Index, and HIV infection, pa-
tients hospitalized in high performing VISNs had 4.46
times the odds (95% Confidence Interval [CI] 2.60 e
7.62) of PC compared to low performing VISNs.
Conclusion. Significant regional variation exists
among PC utilization for patients hospitalized with
HF within the VHA.
Implications for Research, Policy, or Practice.
Research is needed to identify system, regional, and
hospital-level characteristics associated with variations
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in PC use among patients hospitalized with HF within
the VHA.

Comparison of Palliative Care Interventions
for Cancer vs. Non-Cancer Patients: A
Secondary Analysis of a Systematic Review
(S731)
Megan Bannon, BA, University of Pittsburgh School of
Medicine, Pittsburgh, PA. Natalie Ernecoff, MPH, Uni-
versity of North Carolina, Chapel Hill, NC. James
Dionne-Odom, PhD RN, University of Alabama at
Birmingham, Birmingham, AL. Yael Schenker, MD,
University of Pittsburgh, Pittsburgh, PA. Robert
Arnold, MD FAAHPM, University of Pittsburgh, Pitts-
burgh, PA. Camilla Zimmermann, MD, University
Health Network, Toronto, Ontario. Michele Klein-
Fedyshin, MSLS BA BSN RN, University of Pittsburgh,
Pittsburgh, PA. Dio Kavalieratos, PhD, University of
Pittsburgh, Pittsburgh, PA.

Objectives
� Compare palliative care interventions used in ran-
domized clinical trials for cancer versus non-can-
cer patients by content and structure.

� Discuss opportunities for future research
regarding models of palliative care, particularly
in non-malignant illnesses.

Original Research Background. The majority of
palliative care (PC) interventions are cancer-specific;
fewer trials target individuals with non-malignant
illnesses.
Research Objectives. Compare the content and
structure of PC interventions tested in cancer versus
non-cancer populations.
Methods. Secondary analysis of a systematic review
and meta-analysis of randomized clinical trials of palli-
ative care interventions. MEDLINE, EMBASE, CI-
NAHL, and CENTRAL were searched from each
database’s inception to 7/22/16. Two reviewers inde-
pendently screened and abstracted data per Cochrane
Collaboration guidelines. Data abstracted included:
PC domains addressed, duration, location, provider
specialization, and caregiver involvement. Trials were
categorized by disease (cancer, non-cancer or mixed).
Results. Of 7,153 records, 43 trials met inclusion
criteria: 19 cancer trials, 12 non-cancer trials, and 12
mixed disease trials. Compared to cancer interven-
tions, fewer non-cancer interventions addressed the
end-of-life PC domain (8% vs. 32%), were longitudinal
(50% vs. 79%) (defined as interventions > 2 months),
involved generalist PC (25% vs. 53%), and included
caregivers (50% vs. 68%). More non-cancer interven-
tions delivered PC in inpatient settings compared to
cancer interventions (42% vs. 10%), with less use of
mixed settings (defined as a combination of inpatient,
outpatient, and home-based settings, 8% vs. 37%).

Delivery of care in outpatient and home-based settings
was comparable between non-cancer and cancer inter-
ventions (17% vs. 16% and 33% vs. 37%, respectively).
Conclusion. The portfolio of oncology PC interven-
tions is more diverse than that of non-cancer.
Oncology PC trials focused more on delivering longi-
tudinal PC in outpatient and home-based settings,
had more caregiver involvement, and have begun to
study generalist models of PC. Heretofore, non-cancer
interventions have primarily comprised inpatient spe-
cialty consultation.
Implications for Research, Policy, or Practice.
Our results likely reflect the relative nascence of
non-malignant PC compared to oncology PC. Given
the differences between cancer and non-cancer dis-
eases, research is needed to identify models of PC de-
livery whose content and structure are designed to
address disease-specific characteristics.

Descriptive Analysis of Patient-Reported
Symptoms and Associated Shared Care Plans
from a Primary Palliative Care Intervention
(CONNECT) for Patients with Advanced
Cancer (S732)
Chandler Mitchell UPMC Institute of Clinical
Research, Pittsburgh, PA. Yael Schenker, MD, Univer-
sity of Pittsburgh, Pittsburgh, PA. Seo Young Park,
PhD, University of Pittsburgh, Pittsburgh, PA. Robert
Arnold, MD FAAHPM, University of Pittsburgh, Pitts-
burgh, PA. Nicole Pope, MPH BS, University of Pitts-
burgh, Pittsburgh, PA. Gregg Robbins-Welty, BS,
University of Pittsburgh School of Medicine, Pitts-
burgh, PA.

Objectives
� Describe the Edmonton Symptom Assessment
Scale (ESAS) and Distress Thermometer and be
able to identify the most prevalent physical and
emotional symptoms reported by advanced can-
cer patients enrolled in a primary palliative care
study (CONNECT).

� Identify the most frequently addressed symptoms
on shared care plans (SCPs) from primary pallia-
tive care visits with advanced cancer patients and
how those symptoms were addressed.

Original Research Background. Patients with
advanced cancer face physical and psychological symp-
toms that are often undertreated in routine oncology
care. As part of an oncology nurse-led ‘‘primary’’ palli-
ative care intervention, symptoms were assessed via pa-
tient-reported outcomes and addressed using shared
care plans (SCPs).
Research Objectives. Describe the (1) frequency
and severity of symptoms reported by patients with
advanced cancer and (2) content of associated shared
care plans.

Vol. 55 No. 2 February 2018 673Scientific Poster Abstracts



Methods. Adult patients with metastatic solid tumors,
ECOG performance status of <¼ 2, and for whom the
oncologist ‘‘would not be surprised if the patient died
within a year’’ were included. Oncology nurses admin-
istered the Edmonton Symptom Assessment Scale
(ESAS; nine symptoms, range 0-10) and the distress
thermometer (range 0-10) and created SCPs at every
visit.
Results. Among 167 primary palliative care visits con-
ducted by 12 nurses with 77 patients, ESAS and
distress thermometers were completed at 100% of
visits and SCPs were completed at 83%. The highest
(worst) patient-reported symptoms were tiredness
(mean 4.4, SD 2.9); low sense of well-being (mean
3.1, SD 2.5); and poor appetite (mean 2.9, SD 2.9).
The mean distress thermometer score was 3.4 (SD
2.8). SCPs addressed an average of 1.5 symptoms
(SD 0.6) per visit. Among completed SCPs, the most
frequently addressed symptoms were tiredness (38%)
and poor appetite (26%); well-being was addressed
infrequently (1%). 38% of SCPs included medication
changes.
Conclusion. Patients reported a range of physical
and emotional symptoms with mild severity. SCPs
focused largely on non-pharmaceutical approaches
to physical symptoms, while emotional symptoms
and patient well-being were rarely addressed.
Implications for Research, Policy, or Practice.
Patient-reported outcomes coupled with SCPs provide
an opportunity to alleviate symptoms as part of a pri-
mary palliative care approach for patients with
advanced cancer. Oncology nurses may require addi-
tional training and support to address emotional
distress and well-being.

Utilization of High-Fidelity Simulation to
Teach Advance Care Planning to
Undergraduate Nursing Students (S733)
Cheryl Brohard, PhD RN CHPCA AOCN, University of
Houston, Houston, TX. Earline Moreland, MSN RN
FNP-BC, University of Houston College of Nursing,
Houston, TX.

Objectives
� Describe the use of simulation for advance care
planning.

� State the research outcomes of the high fidelity
simulation.

Original Research Background. The lack of clinical
opportunities for palliative care and end-of-life experi-
ences for undergraduate nursing students creates a
void in the students’ confidence, comfort, communi-
cation, and attitude to deal with these situations.
Nurses report they are uncomfortable, fearful,

helpless, anxious, and often feel inadequately pre-
pared in dealing with death and dying. Research has
found that simulations improve the students’ experi-
ence with dying patients in a controlled, safe, and
interactive learning environment.
Research Objectives. The purpose of this research
was to describe the impact of simulation on the knowl-
edge, communication, confidence, and satisfaction to-
ward advance care planning (ACP) with nursing
students.
Methods. Undergraduate nursing students (n¼80)
were recruited from an accelerated BSN program in
a Tier 1 university located in Southwest United States
after IRB approval. Small groups of students inter-
viewed a high fidelity mannequin in a home-like envi-
ronment while other students viewed the patient from
a classroom. Groups were no larger than 17 students.
Students prepared to talk about ACP. A pre-briefing
session included how to initiate the talk about death
and dying; de-briefing session included questions
about ACP, use of words associated with end-of-life,
and students’ initial responses toward conversations
about death. Students completed 3 instruments
(SSSL, SDS, EDQ) at the end of the simulation de-
briefing. Data analysis included one group’s descrip-
tive statistics.
Results. Students’ responses (agree and strongly
agree were combined) included 92% felt the simula-
tion resembled a real life situation, 95% felt that it
was designed specifically for their level of knowledge
and skills, 93% felt support was offered in a timely
manner, 83% felt self-confident in learning, and
97% felt they had learned from comments made by
the teacher.
Conclusion. In this limited study, high fidelity simu-
lations showed students increased in confidence, com-
fort, communication, and satisfaction toward ACP.
Implications for Research, Policy, or Practice.
High fidelity simulations for ACP increases knowledge
and skills of future nurses.

Hospital-Wide Impact of Early Palliative
Care Interventions on Direct Costs and Length
of Stay (S734)
Masaya Higuchi, MD, Columbia University Medical
Center, New York, NY. Jorge Luna, MS MPH MPHIL-
NYP, Columbia University Medical Center, New York,
NY. Craig Blinderman, MD MA FAAHPM, Columbia
University Medical Center, New York, NY. Hojjat Sal-
masian, MD PhD MPH, New York-Presbyterian Hospi-
tal, New York, NY. David Vawdrey, PhD, New York-
Presbyterian Hospital, New York, NY. Ronald D. Adel-
man, MD, Weill Cornell Medical College/New York
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Presbyterian Hospital Weill-Cornell Medical Center,
New York, NY.

Objectives
� Comprehend the impact of palliative care consul-
tation on cost of hospitalization.

� Comprehend the methods used to estimate the
impact of palliative care consultation on cost of
hospitalization.

Original Research Background. Earlier palliative
care consultations have been shown to reduce length
of stay (LOS) and overall costs, while improving the
quality of medical care afforded, in most, but not all
studies.
Research Objectives. To estimate the unbiased
impact of early initiation of palliative care on LOS
and total direct costs.
Methods. This observational study retrospectively as-
sessed patients who utilized adult palliative care
consultation services at an academic medical center
between the dates of January 2015 and September
2015. Palliative consults, DNR status and ICU utiliza-
tion were extracted from the electronic health record.
Direct costs were extracted from the Allscripts EPSi ac-
counting module. Comorbidity information was calcu-
lated using claims records processed with CMS-HCC
(v2016). The effectiveness of early onset (0-3 days
from admission), as compared to mid onset (4-10
days) and late onset (>10 days) palliative consults,
on LOS and total direct costs were estimated using tar-
geted maximum likelihood (propensity-score based)
additive effect estimates.
Results. Palliative consultation was administered to
1425 inpatient visits, stratified by the timing of consul-
tation yields: early (n¼467), mid (n¼523), late
(n¼435). Shifting onset of palliative consultation
within the first 3 days of admission is associated with
a cost reduction of $1,575 per visit (p¼0.019) among
the mid-onset group; and reduction of $2,073 per visit
(p¼0.042) among the late-onset group. Estimated im-
pacts of LOS are 1.4 days reduction (p¼0.004) in the
mid-onset group; and 2.2 days reduction (p¼0.011) in
the late-onset group. Subgroup analysis among critical
care units and oncology wards demonstrated larger
cost savings.
Conclusion. Early initiation of palliative care is asso-
ciated with reduction of length of stay and total direct
costs.
Implications for Research, Policy, or Practice.
Advanced evaluation (causal inferences toolkits,
improved risk-adjustment and standardized costs)
confirms the need for earlier utilization of palliative
care as part of the normal health system workflow
(i.e., clinical triggers) and propensity measures may
help in targeting of key populations.

Efficacy of a Novel Communication Skills
Intervention for Practicing Oncologists (S735)
Alexander Coltoff, MD, Icahn School of Medicine at
Mount Sinai, New York, NY. Elizabeth Lindenberger,
MD, Icahn School of Medicine at Mount Sinai, New
York, NY. Amy Kelley, MD MSHS, Icahn School of
Medicine at Mount Sinai, New York, NY. Laura Gelf-
man, MD MPH, Icahn School of Medicine at Mount
Sinai, New York, NY. Laura Morrison, MD, Yale Pallia-
tive Care Program, New Haven, CT. Nina Bickell, MD
MPH, Mount Sinai School of Medicine, New York, NY.
Cardinale Smith, MD PhD, Icahn School of Medicine
at Mount Sinai, New York, NY. Stephen Berns, MD,
University of Vermont Medical Center, Burlington,
VT. Anthony Back, MD, University of Washington, Se-
attle, WA.

Objectives
� Describe a novel communication skills interven-
tion aimed at practicing oncologists.

� Evaluate the efficacy of a GoC discussion training
session for practicing oncologists.

Original Research Background. Oncologists
routinely have opportunities for goals of care (GoC)
discussions with patients and their families. GoC dis-
cussions increase the likelihood that patients receive
care consistent with their wishes and values. However,
studies indicate oncologists often feel uncomfortable
or ill-equipped to discuss end-of-life care with their
patients.
Research Objectives. To evaluate the efficacy of a
communication training and coaching intervention
for oncologists to increase utilization of key communi-
cation skills (eliciting values, empathic statements,
etc.) during GoC discussions.
Methods. We randomized solid tumor oncologists to
participate in communication skills training using a
coaching model at four hospitals. After attending a
1-hour lecture on GoC discussions, oncologists were
randomized to intervention (INT) or usual care
(UC). INT oncologists participated in an interactive
2-hour training session and conducted four joint
GoC visits with communication coaches in their actual
practice environment. We recorded GoC discussions
before and after the intervention to assess communi-
cation skill utilization. Three blinded coders evaluated
skill ascertainment using a validated assessment tool.
Results. Oncologists (n¼22) were 67% male, average
46 years of age (range 34-68) and 20 years (range 8-42)
in practice, and 59% reported training in GoC. Sixty-
nine percent were White, 23% Asian, and 8% Hispan-
ic. At baseline, there was no difference between the
number of GoC skills employed by the INT group
(mean 6.64 � 3.88) and the UC group (mean 5.45
� 2.58) (p ¼ 0.41). Post intervention, the INT group
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utilized significantly more skills in their GoC discus-
sion (mean 8.27 � 3.64) than the UC group (mean
5.36, � 2.25) (p ¼ 0.035).
Conclusion. A training and coaching communica-
tion model resulted in a significant increase in skill
utilization during GoC discussions led by practicing
oncologists.
Implications for Research, Policy, or Practice.
Improving the quality of oncologist-led GoC discus-
sions may be possible through interactive and innova-
tive training programs.

Could Payer Mix Affect Length of Stay or
Readmissions Among an Outpatient
Palliative Care Cohort? (S736)
Kimberly Curseen, MD, Emory School of Medicine,
Atlanta, GA. Ali John Zarrabi, MD, Emory University,
Atlanta, GA. Karen Armstrong, PhD, Emory Univer-
sity, Atlanta, GA. Tammie Quest, MD, Emory Univer-
sity School of Medicine, Atlanta, GA.

Objectives
� Identify what would be an expected payer mix for
an outpatient palliative care clinic/supportive
oncology practice in the Southeast.

� Correlate payer source and quality metrics which
include hospital LOS, disposition, and hospital
readmissions.

Background. Outpatient palliative care is (PCC) the
developing frontier of palliative medicine. Character-
izing and promoting financially viable models for pay-
ment of services are imperative to their sustainability.
There is a paucity of research addressing payer mixd
meaning the breakdown of individuals and organiza-
tions that pay for a provider’s servicesdin PCC or its
impact on metrics important to quality in palliative
care (PC) such as hospital length of stay (LOS) and
hospital readmissions.
Research. We seek to describe the payer mix for our
academic outpatient PC practice. Furthermore, we
sought to identify if payer mix (commercial, govern-
mentdMedicare/Medicaiddor self-pay) influenced
hospital LOS, discharge to hospice, or readmissions.
Methods. After obtaining IRB approval, we conduct-
ed a retrospective chart review of supportive oncology
patients from 2014-2017 (n ¼ 3137) using data
restricted to ICD10 codes for solid tumors. We per-
formed bivariate tests and multivariable logistic regres-
sions to examine the main effects of LOS,
readmissions, insurance status, and discharge disposi-
tion using SAS version 9.4 (Cary, NC).
Results. Payer mix included 711 (24%) commercial
insurance enrollees, 2357 (75%) Medicare or
Medicaid recipients, and 38 (1%) self-pay. Mean
LOS was 12.7 days (SD 16.38). The majority (94%)
of patients had more than five readmissions.

Commercial insurance was associated with prolonged
LOS ( > ¼ 30 days), discharge disposition to hospice,
and hospital readmissions ( > 5) compared to govern-
ment insurance (p < 0.05). Of the 3137 patients, 325
(10%) expired, 1328 (42%) were discharged to hos-
pice, while 1463 (47%) were discharged to rehab,
skilled nursing facilities or home care.
Conclusion. The majority of patients in our aca-
demic PCC had governmental insurance and were
less likely than those with commercial insurance to
have prolonged LOS, discharge to hospice, or hospital
readmission.
Implications for Research, Policy, or Practice.
These findings provide evidence that investigation is
needed to examine the effect of payer mix on PCC
and patient outcomes.

Relationship Between Patient- and System-
Level Characteristics and Utilization of
Outpatient Palliative Care in Patients with
Advanced Cancer (S737)
Justin Yu, MD, University of Pittsburgh Medical Cen-
ter, Pittsburgh, PA. Yael Schenker, MD, University of
Pittsburgh, Pittsburgh, PA. Kristin Ray, MD MS, Uni-
versity of Pittsburgh School of Medicine, Pittsburgh,
PA. Cardinale Smith, MD PhD, Icahn School of Med-
icine at Mount Sinai, New York, NY.

Objectives
� List 3 specific populations, among patients with
advanced cancer, that are at risk for decreased uti-
lization of outpatient palliative care.

� Explain that geographic access can be measured
as a function of travel time and be familiar with
a computer software programs that can be used
to calculate this.

Original Research Background. Utilization of
outpatient specialty palliative care (OSPC) improves
outcomes for patients with advanced cancer. Barriers
to utilization of OSPC remain unclear.
Research Objectives. 1) Identify the proportion of
patients with advanced solid tumors, treated within a
cancer center network with well-established OSPC ser-
vices, who received OSPC. 2) Identify patient- and sys-
tem-level factors associated with utilization of OSPC.
Methods. We performed a retrospective cohort anal-
ysis of adult patients with advanced solid tumors who
received oncologic treatment within the University of
Pittsburgh Medical Center Cancer Center network
(UPMCCCN) in 2016. Patients were identified by
UPMCCCN’s Registry and Information Services
department from the records of a clinical decision
tool used by w90% of oncologists. OSPC utilization
was determined from the billing records of
UPMCCCN’s outpatient palliative care clinics. Addi-
tional patient demographics were obtained from the
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electronic health record. Travel time from a patient’s
home to closest OSPC clinic was determined with Arc-
GIS 10.5 (ESRI, Redlands, CA).
Results. 9485 unique patients with advanced solid tu-
mor cancer received oncologic care within UPMCCCN
in 2016. 385 patients (4%) used OSPC, while 9100 pa-
tients (96%) did not. Patients who utilized OSPC were
younger (mean age 60 v. 69 years; p<0.0001) and lived
closer to an OSPC clinic (mean travel time 42 v. 61
min; p<0.0001). Patients receiving care at a primary
oncology practice with a collocated OSPC clinic had
significantly higher utilization of OSPC (11.4%)
compared to those without a collocated OSPC clinic
(0.62%, p<0.0001).
Conclusion. OSPC utilization was low among pa-
tients with advanced solid tumor cancer. Older and
more remote populations are at higher risk for
decreased utilization.
Implications for Research, Policy, or Practice. To
improve palliative outcomes for all advanced cancer
patients, novel healthcare delivery models are needed
to engage at-risk populations in OSPC.

Validation of the Diagnostic Tool for
Complexity in Palliative CaredCriterion
Validity Study (S738)
Maria Rosa Salvador Comino Emory University School
of Medicine, Atlanta, GA. Teresa Beck, MD FAAFP,
Emory Healthcare, Atlanta, GA. Rianot Amzat, MD
MPH, Emory University Hospital, Atlanta, GA. Karen
Armstrong, PhD, Emory University, Atlanta, GA. Ashi-
ma Lal, MD, Emory University School of Medicine, At-
lanta, GA. Tammie Quest, MD, Emory University
School of Medicine, Atlanta, GA. Maria Luisa Martin-
Rosello Dr, Cudeca Hospice Foundation, Be-
nalm�adena, M�alaga, Spain.

Objectives
� Comprehend the factors that influence
complexity in palliative care.

� Know a new tool to objectively assess complexity
in palliative patients.

� Know a new tool that provides an objective mea-
sure in triaging patients between basic and
specialized palliative care teams.

Original Research Background. The Diagnostic
Tool for Complexity in Palliative Care (Pal-Cx) seeks
to determine which patients benefit from a referral
to a specialized palliative care (SPC) team. The tool
based on the degree of complexity in palliative care
(PC) was validated in Spain. This work describes the
last step of the Spanish tool’s validation process into
the English language.
Research Objectives. Researchers sought to mea-
sure criterion (concurrent) validity by comparing the

Spanish tool with the Australian tool ‘‘Needs Assess-
ment Tool: Progressive Disease’’ (NAT:PD).
Methods. Criterion validity was evaluated by
comparing our tool Pal-Cx with the Australian
NAT:PD tool. Twelve (50%) PC clinicians, six (25%)
nurse experts in surgery, family medicine and PC,
and six (25%) medical students. We calculated Means,
SD, t-test, and Cronbach’s alpha using SAS version 9.4
(Cary, NC).
Results. For the study (n¼52), 24 clinicians (57% fe-
males) assessed 28 (54%) oncology palliative patients
and 24 (46%) non-oncology PC patients with the
Spanish tool and the NAT:PD tool. We found that
both tools correlated significantly (t-test ¼17.19,
p<0.001; Cronbach’s alpha ¼0.82) for all similar do-
mains indicating good convergent validity. Using pre-
vious psychometric data, researchers obtained a final
version of the English Diagnostic Tool for Complexity
in Palliative Care.
Conclusion. Study findings showed that The
Diagnostic Tool for Complexity in Palliative
Care (Pal-Cx) demonstrated good criterion (concur-
rent) validity and may be recommended as a
measure for identifying appropriate candidates
for a SPC referral based on the degree of
complexity.
Implications for Research, Policy, or Practice.
Clinicians seeking an objective measure for the evalu-
ation of the factors that influence complexity in palli-
ative care plus triggers for proper referrals would
greatly benefit from this tool.

Advancing Access to Palliative Medicine
Services Through a Multi-Centered
Interdisciplinary Educational Collaborative:
The Impact of Practice Improvement Projects
(S739)
Stacie Levine, MD FAAHPM, University of Chicago,
Chicago, IL. Sean O’Mahony, MD MS FAAHPM,
Rush University Medical Center, Chicago, IL. Aliza
Baron, AM, University of Chicago, Chicago, IL. Erik
Fister, Medical Student, Rush University, Chicago, IL.
Holly Nelson-Becker, PhD LCSW, Loyola University
Chicago/Brunel University London, Chicago, IL.
George Fitchett, PhD, Rush University Medical Center,
Chicago, IL. Catherine Deamant, MD FAAHPM, Cook
County Health and Hospitals System, Chicago, IL. Aziz
Ansari, MD, Loyola University Medical Center, May-
wood, IL.

Objectives
� Describe the structure of a multi-centered inter-
disciplinary palliative medicine training program,
emphasizing the use of practice improvement
projects.

Vol. 55 No. 2 February 2018 677Scientific Poster Abstracts



� Discuss the qualitative analyses and results of the
practice improvement projects and quantitative
impact on access to palliative medicine services.

Original Research Background. Chicago area
health care organizations seek to strengthen and
expand palliative care (PC) services. The Coleman
Palliative Medicine Training Program (CPMTP) meets
this need through live education, mentorship, leader-
ship engagement, and practice improvement projects
(PIPs). Fifty-six physicians, nurses, social workers,
and chaplains from 29 health systems completed the
2-year program. Each PIP addressed institutional
gaps in PC services and required leadership support
and measurable outcomes.
Research Objectives

� Classify PC PIP interventions and outcomes.
� Measure PC service utilization and growth at sites.

Methods. Two researchers independently and collab-
oratively reviewed the PIPs for common themes
around institutional interventions and outcome mea-
sures. Qualitative data was classified utilizing a check-
list reflecting key words obtained from project
descriptions and outcomes. PC program characteris-
tics and service utilization data were collected also
through a registry survey for year 2012, 2014, 2015
and 2016.
Results. Thirty site-specific PIPs were implemented
in inpatient, outpatient, nursing home, home-based
care and hospice settings affiliated with 10 teaching
hospitals, 9 community hospitals, 2 safety net hospi-
tals, 1 home-based, and 1 outpatient program. Mul-
ti-interventions per project included: staff
education (83%), process improvements (63%),
improving access (47%), documentation improve-
ments (23%), program-building (17%), needs assess-
ments (10%), and patient/family education (3%).
Outcome classifications were: increased access (13),
unmet needs identified (13), improving care delivery
improvement (11), process improvements (8), and
increased service utilization (3). Of those who
completed registry surveys, from 2012-2015 PC staff-
ing increased 92% (N¼19 sites); patient visits
increased 139% (N¼6). In 2015-2016 patient visits
increased 27% (N¼4).
Conclusion. Embedding PIPs in a PC training pro-
gram can improve services at diverse health care orga-
nizations and settings. Myriad, measurable outcomes
were attainable in 2 years. Regional growth in staff
and increased service utilization was demonstrated
over 4 years.
Implications for Research, Policy, or Practice.
Pooling and disseminating regional PC program met-
rics may stimulate institutional program growth.

Palliative Care and Stroke: An Integrative
Review of the Literature (S740)
Kristen Overbaugh, PhD RN, UT Health San Antonio,
San Antonio, TX. Stephanie Molidor, BSN RN CCRN,
UT Health San Antonio, San Antonio, TX. Carole
White, PhD RN, UT Health San Antonio, San Antonio,
TX. Deborah James, MSN RN, University of Texas
Health Science CenterdSan Antonio, San Antonio, TX.

Objectives
� Describe how healthcare professionals involved in
stroke care, stroke survivors, and their family
members perceive palliative care.

� Discuss how palliative care is integrated within
stroke care.

Background. Stroke survivors and their family mem-
bers face unique needs related to life-altering func-
tional and cognitive changes and burdensome
symptoms, which negatively impact quality of life
(QOL). Guidelines recommend that primary palliative
care (PC) be offered to all stroke patients; however,
gaps exist in understanding how PC is perceived and
implemented within stroke.
Objective. To generate an in-depth analysis of the
current state of PC in stroke by systematically exam-
ining the scientific literature.
Study Identification. Using guidelines proposed by
Whittemore and Knafl, an integrative review was con-
ducted. PubMed, CINAHL, and Scopus databases
were used to search for peer-reviewed studies pub-
lished in English between 1990 and 2016 using the
terms ‘‘palliative care’’ AND ‘‘stroke’’ OR ‘‘acute
stroke.’’ Four authors reviewed titles or abstracts for
relevancy. Of 363 articles, 44 were screened for eligi-
bility resulting in 21 articles; a review of references re-
sulted in a final sample of 23.
Data Extraction and Synthesis. Two authors inde-
pendently read full text versions of each study and
organized data into a table. All authors met monthly
to discuss findings and clarify discrepancies. Quality
was evaluated using Melnyk and Fineout-Overholt’s
criteria for appraisal.
Results. The majority of studies were descriptive and
quality was rated as moderate to good. PC is most
commonly offered in acute stages when patients are
not expected to survive and is predominantly under-
stood as end of life care. However, only a minority of
stroke patients received this care. Evidence-based pro-
tocols facilitated PC. Healthcare professionals, pa-
tients, and families reported unmet needs
surrounding communication and physical and psycho-
social support, uncertainty regarding how and when to
transition to PC, and conflicts surrounding decision-
making.
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Conclusions and Implications for Research,
Policy, or Practice. PC was focused primarily on ter-
minal stroke patients; however, this population re-
ported needs that could benefit from PC throughout
the stroke trajectory. Intervention research is needed
to examine models of care that integrate PC and
stroke to improve QOL in stroke.

Pediatric Unexpected Death: Examination of
a Unique Population and Its End-of-Life Care
Management (S741)
Katherine Peeler, MD, Boston Children’s Hospital,
Boston, MA. Joanne Wolfe, MD MPH FAAHPM,
Dana-Farber Cancer Institute, Boston, MA.

Objectives
� Describe leading causes and locations of pediatric
death in the United States.

� Define pediatric sudden unexpected death
(SUD).

� Compare and contrast differences in demo-
graphics, medical therapies, and end-of-life condi-
tions between children dying from unexpected
causes with children dying from complications
of a chronic disease in the critical care setting.

Original Research Background. Unintentional
injury is the leading cause of death among U.S. chil-
dren. Although unexpected pediatric death is more
common than death from chronic disease, data on
end-of-life (EOL) care in this population is scarce.
Research Objectives. This study aims to describe
EOL conditions and practices in children who die in
the pediatric intensive care unit (PICU) as a result
of sudden, unexpected causes.
Methods. We performed a chart review of all deaths
in a large PICU from 2008 to 2015. Subjects were clas-
sified as experiencing sudden unexpected death
(SUD) or death related to a life-limiting condition
(LLC). Descriptive statistics were used to characterize
the cohorts. Wilcoxon test and Fisher’s Exact test were
used to compare continuous and categorical variables
respectively.
Results. Interim analysis revealed 108 deaths in 2008
and 2009 (22% SUD). There were no significant dif-
ferences in age, gender, or ethnicity. However, chil-
dren in the SUD group were more likely to have
government-only insurance (61%) compared with
LLC group (24%) (p < 0.001). Differences in mode
of death were not significant, nor were differences in
parental presence at death or DNR orders in place
prior to death. The SUD group had higher rates of
extracorporeal support in the 24 hours prior to death
(21%) compared with the LLC group (2%) (p¼0.02).
Notably, palliative care service consultation was signif-
icantly less common (p¼0.01) in the SUD group
(4.2%) versus the LLC group (28.6%).

Conclusion. SUDs are the leading cause of pediatric
death in the United States and comprise 22% of
deaths in a large PICU. These patients have markers
of lower socioeconomic status, and are more likely to
use extreme forms of medical care just prior to death.
Implications for Research, Policy, or Practice.
Future studies should assess parent-reported out-
comes in these children, especially since pediatric in-
tensivists typically provide primary palliative care to
this large population of patients and their families.

Family Participation in Withholding and
Withdrawing Life-Sustaining Therapy
Decisions: ‘‘I Just Had to Have Myself
Prepared for this Day’’ (S742)
Debra Wiegand, PhD RN CCRN CHPN FAHA FPCN
FAAN, University of Maryland, Baltimore, MD. Linda
Hoke, PhD RN, Hospital of the University of Pennsyl-
vania, Philadelphia, PA. In Seo La, RN, Doctoral Stu-
dent, University of Maryland School of Nursing,
Baltimore, MD.

Objectives
� Understand the experience of families who are
participating in end of life decisions for a family
member with a life-threatening exacerbation of
a chronic illness.

� Describe strategies to help families participating
in decisions to continue, limit and withdraw life-
sustaining therapies.

Original Research Background. Little is known
about the experiences families face when participating
in decisions to continue or limit life-sustaining treat-
ments in the intensive care unit (ICU) setting. Under-
standing what families experience is important so that
nurses, physicians, and other members of the interdis-
ciplinary team can best help families.
Research Objective. The purpose of this study was
to describe the experience of family members partici-
pating in decisions to continue or limit life-sustaining
therapy on behalf of an adult family member with a
life-threatening exacerbation of a chronic illness.
Methods. A hermeneutic phenomenological
perspective guided this qualitative investigation. Pur-
posive sampling was used to recruit families. Inter-
views were conducted with family members in an
ICU setting as they participated in decisions to
continue or limit life-sustaining treatments. All inter-
view transcripts were transcribed with units of mean-
ing, clusters, and then categories inductively
determined. Within and across family analyses were
conducted. Data saturation was reached and method-
ological rigor was established.
Results. The majority of the patients (78%) had an
exacerbation of a cardiac condition and died in the
ICU. Thirteen family members participated in the
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investigation. Family members were a mean age of 51
years, 62% were female, 46% were the patient’s
spouse, and 62% were African American. The cate-
gories that evolved from the data included: illness
journey: it is getting worse, hope, uncertainty, roll-
ercoaster, guided by patient wishes, and family deci-
sion-making. Families participated with providers in
a shared decision-making process.
Conclusion. The investigation found that family
members were closely involved with the ICU team as
life-limiting decisions were made on behalf of their
family member.
Implications for Research, Policy, or Practice.
Nurses, physicians, and other interdisciplinary team
members can help families by keeping them
informed, acknowledging their difficult journey, and
involving them in the decision-making process as
complex decisions about continuing, limiting, and
withdrawing life support are made.

Healthcare Providers Attitudes and
Knowledge Toward Dementia in American
Samoan Culture (S743)
Shellie Williams, MD, University of Chicago, Chicago,
IL. Jeffrey Graupner, MPH, University of Chicago, Chi-
cago, IL. Ritabelle Fernandes, MD MPH FACP, Univer-
sity of Hawai’idJohn A. Burns School of Medicine,
Honolulu, HI. Rita Gorawara-Bhat, PhD, University
of Chicago, Department of Medicine, Chicago, IL.

Objectives
� Make attendees aware of the impact of American
Samoan (AS) culture on caregivers attitudes and
knowledge about AD.

� Increase understanding of the importance of
developing resources for dementia education in
the American Samoan culture.

Original Research Background. Despite moderni-
zation, AS culture has retained norms/practices,
including respect toward elders, familial protection
and shame of elders’ behavioral symptoms, and care-
giving as solely a family responsibility. Such ties to
their cultural identity can impact the care AS health-
care providers give elders with AD. There is a dearth
of research on AS culture and its relationship to care-
giving for AD elders. The present research seeks a ful-
ler understanding of how AS cultural practices shape
caregivers’ awareness, attitudes/knowledge about AD
in AS.
Research Objectives. Understand impact of Amer-
ican Samoan (AS) culture on caregivers’ attitudes/
knowledge about Advanced Dementia (AD).
Determine resources for dementia education and care
supports for AS culture.
Methods. 1) Focus Groups, (n¼54): Four, 1-hour ses-
sions conducted with community-based caregivers/

advocates, using a semi-structured Moderator Guide.
2) Semi-structured Interviews (n¼26) conducted
with physicians. 3) Key Informant interviews (n¼ 3).
4) Ten-item Survey asking about knowledge/attitudes
towards AD, administered to all participants prior to
focus groups/interviews (n¼80). Emergent themes
were analyzed using Dedoose web-based qualitative
software.
Results. Survey indicates 50% of sample conceptu-
alized AD as a normal part of aging and a terminal
illness, and 83% conceived it as mental illness.
Further, 70% believed it was not painful, and peo-
ple with AD should be cared for at home (74%).
Focus groups/interviews corroborated these find-
ings, showing AS lack knowledge about AD that
is based in: 1) nuances of AS language, conceptu-
alizing AD as a mental and terminal illness; 2)
respect for elders, making it shameful for others
to see their elders’ behavioral symptoms, and, 3)
caring for elders with AD as responsibility of
family.
Conclusion. AS cultural norms embedded in lan-
guage play a role in shaping attitudes/ knowledge of
healthcare providers about AD.
Implications for Research, Policy, or Practice.
Developing culturally sensitive educational materials
and disseminating them through community
advocates, faith-based organizations and audio-visual
channels.

Geriatric Trauma and Palliative Care (GET
PC): Identifying Characteristics of the
Population (S744)
Kyle Yoder, DO, Summa Health, Akron, OH. Jennifer
Drost, DO MPH, Summa Health, Akron, OH. Michael
Oravec, MPH, Summa Health System, Akron, OH.
Lauren Birmingham, PhD, Summa Health System, Ak-
ron, OH.

Objectives
� Understand the rationale for why the study of
palliative care and geriatric trauma patients is
important.

� Describe the significant characteristics of geriatric
trauma patients that received palliative care
consultation at a level 1 trauma center.

Original Research Background. Palliative care
consultation (PCC) is effective in reducing length of
stay (LOS) and readmissions in many settings. Howev-
er, little is known about the frequency and effective-
ness of PCC in geriatric trauma patients. Research
has highlighted both the increasing number of geri-
atric trauma patients in US hospitals and the associ-
ated morbidity and mortality.
Research Objectives. To describe the specific char-
acteristics of geriatric trauma patients that received
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PCC at a community teaching hospital with a level 1
trauma center.
Methods. A retrospective observational study was
completed using data obtained from the trauma regis-
try and hospital administrative data. Patients aged 65
and older admitted to the trauma service between
January 2013 and December 2015 for > 24 hours
were included. Bivariate analyses using c2 and t-tests
were used to identify covariates associated with having
PCC. Covariates with p<0.25 were included in a
mixed-effects logistic regression model.
Results. There were 1,343 patients in the trauma reg-
istry that met inclusion criteria; 151 (11.2%) received
PCC (91 (60.3%) female, 144 (95.4%) white, and 111
(73.5%) admitted to the ICU). In the adjusted model,
factors significantly associated with having a PCC
included age (OR 1.05, p<0.001), ISS¼16-24 (OR
3.60, p<0.001), ISS$25 (OR 13.77, p<0.001), ICU
admission (OR 1.74, p¼0.025), Alzheimer’s disease
(OR 2.10, p¼0.020), dementia (OR 1.64, p¼.048),
DNR at admission (OR 1.86, p¼0.036) and spinal
injury (OR 2.58, p<0.001).
Conclusion. This study identified characteristics of a
geriatric trauma patient population correlated with
PCC while admitted to a level 1 trauma center.
Implications for Research, Policy, or Practice. This
study can help facilitate future efforts to assess LOS,
readmission rates, mortality rates, and identify triggers
for PCC in geriatric trauma patients.

Should States Allow Physician-Assisted
Suicide or Euthanasia? A Survey of Hospice
Personnel (S745)
Douglas David, DO HMDC, Hospice By the Sea, Trust-
bridge, West Palm Beach, FL. George Luck, MD
FAAHPM, Florida Atlantic University College of Med-
icine, Boca Raton, FL. Jacqueline Cortizo, MD, West-
on, FL. Michael DeDonno, PhD, Florida Atlantic
University, Boca Raton, FL. Ramesh Roshan, MD,
Trustbridge, West Palm Beach, FL.

Objectives
� Understand that hospice personnel and the gen-
eral public have different beliefs about states al-
lowing physician assisted suicide (PSA) and
euthanasia.

� Should question why there is a difference in be-
liefs about PSA and euthanasia between hospice
personnel and the general public.

� Discuss how ethnicity, gender and religious affili-
ations affect the belief of allowing PSA and
euthanasia.

Original Research Background. Recent Gallup
polls found that nearly 70% of Americans support
physician assisted suicide (PSA) and euthanasia. We
would expect that the majority of hospice personnel

would also support PSA/euthanasia. This study ex-
plores how hospice personnel respond to questions
about PSA/euthanasia and factors that may influence
their decisions.
Research Objectives

� Compare opinions of hospice personnel to the
general public regarding PSA/euthanasia.

� Understand that ethnicity, gender and religion
affect opinion on PSA/euthanasia.

� Identify areas where education/clarification are
needed.

Methods. A 32-question survey was emailed to 2097
employees and volunteers at a nonprofit hospice.
Questions included demographics and if states should
allow PSA (886 respondents) and euthanasia (885 re-
spondents). Answers were analyzed based on ethnicity,
gender and religious affiliation.
Results. Of the respondents of the survey, 44% sup-
ported states allowing PSA and 36% supported states
allowing euthanasia. Ethnicity, gender and religious
affiliation show a variation in whether or not people
believe states should allow PSA or euthanasia. Those
individuals who completed an advance directive were
more likely to support PSA and euthanasia.
Conclusion. The majority of hospice employees and
volunteers do not support PSA and euthanasia. This
survey was from a large metropolitan nonprofit hos-
pice in southeast Florida and polling hospices nation-
wide may show different results.
In our study 18% of respondents polled about PSA
answered ‘‘not sure/not sure what PSA means’’ and
23% answered ‘‘not sure/not sure what euthanasia
means.’’
Implications for Research, Policy, or
Practice. The survey does not answer why there is a
difference between hospice personnel and the general
public about PSA/euthanasia suggesting further
research needs to be undertaken to discover why there
is a difference. The results identify a need to educate
hospice personnel so we can help educate the general
public in understanding these terms. States should
ensure the voting public has a clear understanding
of these terms before allowing PSA or euthanasia.

Symptom Burden and Palliative Care Among
Patients with Multi-Morbidity (S746)
Lynn Reinke, PhD RN ARNP NP, Department of Vet-
erans Affairs, Seattle, WA. Erica Tartaglione, BS, VA
Puget Sound Health Care System, Seattle, WA. Peter
Rise, MS, VA Puget Sound Health Care System, Seat-
tle, WA. David Au, MD MS, Department of Veterans
Affairs, Seattle, WA.

Objectives
� Identify patient-level predictors of high symptom
burden.
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� Describe strategies to implement and evaluate
standardization of symptom assessment and man-
agement protocols in primary care settings.

Original Research Background. Palliative care
research has largely focused on patients with disease
specific conditions. As patients age, they often
accumulate diseases that increase their risk of death
that is not attributable to a single condition.
Research Objectives. We assessed symptom burden
and quality of life among patients with >3 chronic
conditions to determine whether patients receive
assessment and treatment consistent with palliation
of symptoms. We hypothesized a higher number of
comorbidities would be associated with greater symp-
tom burden and poorer quality of life.
Methods. We identified patients at high risk of hos-
pitalization or death using a prognostic model. We
administered cross-sectional surveys (Memorial
Symptom Assessment Scale and Veterans-Rand 12)
to randomly selected patients enrolled in primary
care clinics in the VA Health Care System from
May-December 2015. We asked patients if their
most bothersome symptom was addressed and being
treated during their recent appointment. Regression
models identified patient-level predictors of high
symptom burden and poor self-perceived health
status.
Results. Patients (n¼503) were white (74%), males
(97%), aged 71+11.2 years. Patients reported
10.6+5.5 active symptoms and poor quality of life
(28.6+11.4) (physical component scale 0-100, higher
score¼better health). Pain and dyspnea were the
most burdensome symptoms (n¼145, 29%; n¼57,
11%) respectively. Among patients, 348 (74%)
perceived their clinician assessed their most bother-
some symptom and 330 (70%) reported they were
receiving treatment for it. Younger patients
(p¼0.01) and those with a greater number of mul-
ti-morbidities (p<0.001) reported higher symptom
burden than older patients and those with fewer
multi-morbidities. Younger patients (p¼0.002) and
those with a greater number of multi-morbidities
(p<0.001) perceived themselves as having worse
physical health than older patients and those with
fewer multi-morbidities.
Conclusion. Our findings support standardization of
symptom assessment and management in primary care
settings for patients with multi-morbidities. Amelio-
rating symptoms may result in patients’ higher
perceived quality of life.
Implications for Research, Policy, or Practice.
Implementation of assessment protocols.

Does Palliative Care Improve the Quality of
End of Life Care in the Intensive Care Unit?
(S747)
Anna Thomas St. Luke’s University Hospital Network,
Bethlehem, PA. Jennifer Axelband St. Luke’s Univer-
sity Hospital Network, Bethlehem, PA. Michael Pipe-
stone, MD, St. Luke’s University Hospital Network,
Bethlehem, PA.

Objectives
� Present original research from a retrospective
study of palliative care consultation and quality
of care at the end of life in the intensive care unit.

� Present original research from a retrospective
study of palliative care consultation time and
quality of care at the end of life in the intensive
care unit.

� Present a novel scoring system to assess quality of
end of life care using chart based metrics.

Original Research Background. There are few
studies that have examined how Palliative Care
Consultation (PCC) impacts quality of end-of-life
care (EOLC) as delivered in the Intensive Care Unit
(ICU).
Research Objectives. Determine whether PCCs
improve quality of EOLC in the ICU, compared to
no consultation. Secondary outcome was to determine
whether early PCC (< 72 hours of ICU stay) improves
the quality of EOLC in the ICU compared to late PCC
(> 72 hours).
Methods. Quality of EOLC for adults who passed
away during an ICU admission was measured using
chart metrics through retrospective analysis, and
four metrics were chosen to create a scoring system.
One point each was awarded for documentation of
(a) use of palliative medications at the time of
death or extubation, (b) inclusion of social and
spiritual support, (c) clarification of decisional
apparatus and (d) family meetings; for a maximum
score of 4.
Results. Of the 63 patients that were included, 31
had a PCC, and 32 had none. The primary outcome
of quality score was significantly higher for PCC,
compared to no consultation (median 2 vs 1;
p¼0.022). PCCs were associated with a 30% higher
frequency of documentation of symptom-specific
care plans (p<0.05 each), and higher rate of docu-
mentation of decisional apparatus within 24 hours
of ICU admission (80.65% vs 50%, p¼ 0.038)
compared to controls. Subgroup analysis demon-
strated that early PCC was associated with a signifi-
cantly higher score compared to late PCC (median 3
vs 1; p<0.05).
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Conclusion. PCCs are associated with a comprehen-
sive, timely and organized approach to end of life
and therefore an inferred higher quality of EOLC in
the ICU as demonstrated through retrospective chart
analysis.
Implications for Research, Policy, or Practice.
Our simple scoring system for EOLC in the ICU was
piloted to assess quality; further prospective studies
are needed to validate its use and to further investigate
the role of early vs. late PCCs.

Healthcare Utilization Impact of Concurrent
Palliative Care and Oncology Services Among
Older Patients (S748)
Anjuli Vasquez University of Texas Health Science
Center San Antonio, San Antonio, TX. Sherri
Rauenzahn, MD, UT Health San Antonio Cancer
Center, San Antonio, TX. Shuko Lee, MS, South
Texas Veterans Health Care System, San Antonio,
TX. Praveena Iruku, MD, University of Colorado
Health, Colorado Springs, CO. Tamna Wangjam,
MD, Stanford University, Palo Alto, CA. Jennifer
Healy, DO, University of Texas Health Science Center
San Antonio, San Antonio, TX. Paromita Datta, MD,
Audie L. Murphy Memorial Veterans Hospital/Uni-
versity of Texas Health Science Center San Antonio,
San Antonio, TX. Sandra Sanchez-Reilly, MD
FAAHPM, UT Health Science Center and South
Texas Veterans Health Care System, San Antonio, TX.

Objectives
� Describe characteristics in geriatric versus non-
geriatric oncology patients.

� Describe trends in healthcare utilizations among
oncology patients.

Original Research Background. Despite data sup-
porting integration of palliative care (PC), the num-
ber of available cancer therapeutics creates
challenges in determining timing for referrals. As a
result, PC services are under-utilized and referral to
hospice occurs late for many cancer patients. Veterans
however are a unique population in that palliative and
hospice services can be provided concurrently with
active oncologic care.
Research Objectives. To analyze treatment trends
and additional referrals among geriatric oncology pa-
tients in regards to referral practices to PC/hospice
services and healthcare utilization.
Methods. This is a retrospective chart review of
consecutive medical oncology consults at a tertiary
VA hospital from July 01, 2010 through June 30,
2011. Data includes demographics, cancer treatment
history and utilization information (PC/hospice refer-
rals, ED visits, hospitalizations, among others). Vari-
ables were collected and censored on July 01, 2016.

Results. N¼490, 277 (56.5%) subjects age $65 (OA)
and 213 (43.5%) subjects age <65. OA were more
likely to be male (97.1% vs 87.3%, p¼<0.01), have a
faculty primary oncologist (43.9% vs 22.8%,
p¼<0.01) and have lung (28.9% vs 16.9%, p¼
<0.01) or genitourinary (25.63 vs 17.84, p¼0.04) can-
cer than non-OA. There were no differences in cancer
stage, metastasis, number of lines of chemotherapy,
referral practices (PC, hospice, psychiatry, nutrition,
or physical/occupational therapy), ED visits, or hospi-
talizations. However, non-OA were more likely to have
active cancer (90.3% vs 82.8%, p¼0.02) and die dur-
ing their ultimate admission (17.8% vs 10.2%,
p¼0.02).
Conclusion. The results showed similar oncologic
management between geriatric and non-geriatric pop-
ulations except during the ultimate admission where
younger patients were more likely to die. PC services
were utilized among both age groups. Additional
research is required to determine if this difference is
related to patient complex characteristics or provider
factors.
Implications for Research, Policy, or Practice.
Identifying trends in geriatric and non-geriatric pa-
tient healthcare utilization will help increase the
role of concurrent services, including early provision
of PC.

Focus Group Findings on Needs and Supports
for Family Caregivers Caring for a Family
Member with Cognitive Impairment (S749)
Jill Slaboda, PhD, Gary and Mary West Health Insti-
tute, San Diego, CA. Robin Fail, MPP, Center to
Advance Palliative Care, New York, NY. Brynn
Bowman, MPA, Center to Advance Palliative Care,
New York, NY. Amy Wade, MPH, West Health Institute,
San Diego, CA. Lisa Morgan, MA, LDM Strategies,
New York, NY. Greg Norman, PhD, West Health Insti-
tute, La Jolla, CA. Diane Meier, MD FACP FAAHPM,
Icahn School of Medicine at Mount Sinai, New York,
NY.

Objectives
� Identify the top challenges and knowledge gaps
of family caregivers caring for an individual with
dementia gathered through market research.

� Identify how caregiver’s would like to be
perceived and the type of resources they would
like to have based on results of market research.

Original Research Background. To develop educa-
tional course content for healthcare providers on sup-
porting caregivers of individuals with dementia, we
conducted formative research into the current chal-
lenges, experiences and knowledge gaps of family
caregivers.
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Research Objectives
. � Understand the challenges and experiences of

family caregivers.
� Understand caregivers’ preferences for receiving
information.

Methods. Public Opinion Strategies conducted four
in-person focus groups (n¼36) and an online focus
group (n¼20) with family caregivers. Family caregivers
were unpaid relatives, partners or friends who
currently or in past year, help care for a family mem-
ber or friend with dementia, Alzheimer’s disease,
stroke or Parkinson’s disease. Participants were re-
cruited through existing panel and provided consent.
Caregivers were asked about experiences, challenges
and needs, gave feedback on online resources, and
ranked images of caregivers that resonated with their
experience. Caregivers were asked open ended ques-
tions and completed written exercises independently.
Results. Caregivers’ biggest challenges included man-
aging schedules and the emotional toll and stress of
caregiving. They wanted information about how to
manage behavioral changes such as screaming, aggres-
sion, agitation, paranoia, hallucinations, restlessness,
wandering, and late-day confusion. They felt they
lacked understanding of what to expect at illness
stages, coping with other medical conditions, manag-
ing medications, and talking with doctors. When
asked about resources, family caregivers wanted to
connect with other caregivers. Caregivers rated images
more highly when they depicted the caregiver and
their loved one demonstrating love and support,
compared to images perceived as showing people dis-
tressed or worried
Conclusion. Focus groups identified gaps in under-
standing how to deal with the symptoms associated
with dementia as well as knowing disease progression.
Caregivers emphasized a desire to connect with other
caregivers to share knowledge and emotional support
and preferred accessing online resources.
Implications for Research, Policy, or
Practice. Findings will be used to develop course
training for healthcare providers in the clinical and
operational aspects of caring and supporting family
caregivers.

Impact of Goals of Care upon End-Of-Life
Care Planning (S750)
Amy Lipson, PhD MPH MSW, Case Western Reserve
University, Cleveland, OH. Sara Douglas, PhD, Case
Western Reserve University, Cleveland, OH. Barbara
Daly, PhD RN FAAN, Case Western Reserve University,
Cleveland, OH.

Objectives
� Describe the demographics of deceased patients
with a diagnosis of lung or GI cancers.

� Understand the differences in advance care plans
and end-of-life resource use between patients with
divergent goals of care (quality of life versus
survival).

Background. Knowledge of patients’ goals of care
can help guide treatment decisions. Our objective is
to examine whether there are differences in advance
care plans and resource use at end of life (EOL) be-
tween those who identify goals of care focused heavily
upon survival versus quality of life (QOL).
Methods. This study was a longitudinal, descriptive
study design. Subjects were interviewed every 3
months until death and asked to indicate their current
goals of care. Anchors on the scale were QOL and sur-
vivaldwith a value of 50 indicating a goal with equal
weight given to both domains. Values >50 indicated
a goal of care that was focused more on survival
than QOL. The goals of care data used for this analysis
were those obtained closest to the subject’s death.
Results. In this sample of 68 patients with advanced
cancer, the majority of the sample were Caucasian
(63.2%), male (54.4%), had a diagnosis of GI cancer
(66.2%), had an advance directive (60.3%), and
were enrolled in palliative care (57%). The mean
age of the sample was 63.3 (11.6) with a range of 36-
85 years. There were no associations found between
patient goals of care and age, advance directives,
race, or palliative care. In order to examine those at
the tails of the goals of care scale, we chose to compare
resource use between those in the upper tertile (sur-
vival) and those in the lower tertile (QOL). Those in
the lower tertile were more likely to enroll in hospice
(X2(1)¼3.886, p¼.049) but there was no difference in
number of hospitalizations in the last 30 days of life
between those in the upper and lower tertiles, p¼1.00.
Conclusion/Implications. Gathering data on pa-
tients’ goals of care can enhance the likelihood of
initiating conversations and providing patients with
the care they desire at EOL.

What Can Families Expect? Outcomes After
Palliative Extubation in Seriously Ill Patients
(S751)
Latrice Pelissier, MS RN FNP-BC, New York Presbyte-
rian Queens, Flushing, NY. Cynthia Pan, MD AGSF
FACP, New York Presbyterian Queens, Flushing, NY.
Jane Morris, MS RN ACHPN, New York Presbyterian
Queens, Flushing, NY. Fernando Kawai, MD FACP,
New York Presbyterian Queens/Weill Cornell Medi-
cine, New York, NY.

Objectives
� Verbalize understanding of how long after pallia-
tive extubation do patients expire.

� Learn the various facilities patients were dis-
charged to after palliative extubation.
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Original Research Background. For seriously criti-
cally ill elderly patients on mechanical ventilation,
prognosis for significant recovery may be minimal.
These individuals, or their surrogates, may decide
for ‘‘palliative extubation.’’ A common prognostic
question arises: ‘‘How long does she/he have?’’
Research Objectives. This study describes demo-
graphics, mortality, time to death and sites of disposi-
tion after palliative extubation.
Methods. Retrospective 7-year study in an urban com-
munity hospital with an ethnically diverse, elderly pop-
ulation. We reviewed patients post palliative
extubation, time to death or survival to discharge.
Results. 435 subjects underwent palliative extuba-
tion. Mean age: 78 years, 60% Female, ethnically
diverse with 46% White and 54% others. Post extuba-
tion, 304 (70%) died in-hospital while 131 (30%) sur-
vive to be discharged. Among the patients who were
discharged, 88 (72%) were discharged to in-patient
hospice, 24 (20%) to home hospice, and 10 (8%)
were discharged to other care settings such as short-
term rehab or nursing home with comfort care. Of
those who died, the mortality rates were: 72% died
within 24hours post extubation and 28% more than
24 hours. Of those who died, median time to death
8.4 hours (range 1 minutes-16.7days).
Conclusion. Palliative extubation at end of life was an
option selected by an ethnically diverse, elderly popu-
lation. Our analysis showed that while 70% died in
hospital, 30% were discharged alive. These results
are helpful for counseling families and for anticipa-
tory guidance and planning.
Implications for Research, Policy, or Practice.
These results are helpful for counseling families and
for anticipatory guidance and planning. As well as
guidance for providers taking care of these seriously
critically ill pts on mechanical ventilation.

Methylphenidate for Cancer-Related Fatigue
in Children Receiving Pediatric Palliative
Care (S752)
Caitlyn Hark Boston Children’s Hospital, Boston, MA.
Joanne Wolfe, MD MPH FAAHPM, Dana-Farber Can-
cer Institute, Boston, MA. Richard Koch, BA, Dana-
Farber Cancer Institute, Boston, MA. Christina
Ullrich, MD MPH FAAHPM, Dana-Farber Cancer
Institute, Boston, MA. Medina Mishiyeva, BS Psychol-
ogy, Dana-Farber Cancer Institute, Boston, MA.

Objectives
� Describe patterns of methylphenidate administra-
tion in children with cancer related fatigue.

� Delineate patterns of side effects among children
who received methylphenidate for cancer related
fatigue.

Original Research Background. Methylphenidate
(MPH) is a common symptomatic treatment of can-
cer-related fatigue (CRF). However, little evidence
guiding its use for CRF in children exists.
Research Objectives. To describe characteristics,
efficacy and side effects of MPH in children with
CRF.
Methods. A retrospective chart review was conducted
for children who received cancer related care at a
large academic center (January, 2000-June, 2015),
were followed by the pediatric palliative care team
and prescribedMPH for CRF. Child demographic
and clinical characteristics were abstracted as
were data related to concomitant opioid use. Clinician
descriptions of fatigue prompting MPH treatment
were collected, along with data regardingMPH effi-
cacy and side effects. Results were summarized with
descriptive statistics including frequencies and mea-
sures of central tendency.
Results. A total of 63 patients, 49% female, median
(IQR) age 16 (13-19) were identified. About half
(54%) had solid tumors; fewer had a brain tumor
(22%), hematologic malignancy (19%) or hematopoi-
etic stem cell transplant (5%). Over half (59%)
received chemotherapy and 14% received radiation 2
weeks prior to initiating MPH. Many (68%) were on
opioids at the time of MPH initiation.
Patients started MPH amedian (IQR) of 23 (8.4-36.5)
months after cancer diagnosis and a median (IQR) of
3 (1-7) months before death. The mean (SD) starting
dose of MPH was 0.22 mg/kg (0.17). The major-
ity h90%) had a documented reduction in CRF.
Among those who reported improvement, over half
(51%) did not require any subsequent dose adjust-
ment. Fourteen children reported a total of 18 side ef-
fects. The most common side effects were mood
disturbance (6 reports); headache, sleep distur-
bance, anorexia and increased focus (2 reports
each). Five children discontinuedMPH due to intoler-
able side effects.
Conclusion. Methylphenidate was effective and well
tolerated by children with CRF.
Implications for Research, Policy, or Practice.
MPH is a promising agent in the treatment of CRF
in children and its use warrants greater consider-
ation.

Impact of Palliative Care Consultation on
Code Status Among Patients Receiving
Chemotherapy at End of Life (S753)
Rachel Rosenblum Mount Sinai Hospital, New York,
NY. Laura Van Metre, MD, Mount Sinai Hospital,
New York, NY. Bethann Scarborough, MD, Mount Si-
nai Hospital, New York, NY. Cardinale Smith, MD
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PhD, Icahn School of Medicine at Mount Sinai, New
York, NY.

Objectives
� Describe patterns of receipt of chemotherapy at
the end of life among patients with hematologic
malignancies.

� Describe PC utilization among patients with he-
matologic malignancies at the end of life.

Original Research Background. Patients with he-
matologic malignancies have more aggressive care at
the end of life (EOL), including chemotherapy,
when compared to solid tumor patients. Early pallia-
tive care (PC) involvement is associated with improved
patient outcomes, but these consults often occur late
or not at all.
Research Objectives. We sought to evaluate the
impact of PC involvement on code status in patients
who received chemotherapy at EOL.
Methods. We reviewed electronic medical records of
in-hospital cancer patients who died in 2014 within 2
weeks chemotherapy receipt. We identified demo-
graphic and clinical factors, PC involvement, and pat-
terns of care at EOL in solid and hematologic
malignancy patients.
Results. Of 67 patients identified, 64% had a hemato-
logic malignancy while 36% had a solid malignancy.
PC was consulted for 83% of solid tumor patients
and 58% of hematologic patients. The median time
between admission and PC consultation was longer
for hematologic patients (10.5 days) than for solid tu-
mor patients (3 days). Although rates of Do Not Resus-
citate (DNR) orders were the same for hematologic
(83.7%) and solid tumor patients (83.3%) at time of
death, PC consultation increased uptake of DNR sta-
tus for both groups (88% and 100%, respectively).
Conclusion. Patients with a hematologic malignancy
are more likely to receive chemotherapy at the EOL.
PC consultation is less likely to occur among these pa-
tients; however, it is associated with an increased rate
of DNR status at the time of death.
Implications for Research, Policy, or Practice.
Given the distinct and sometimes unpredictable
course of hematologic malignancies, unique trigger
consult criteria are needed to increase PC utilization
and address code status in these patients.

A Qualitative Study on Inappropriate ICU
Admissions: One Step Closer to Preventing
Inappropriate ICU Care (S754)
Stephanie Harman, MD, Stanford Palliative Care,
Stanford, CA. Natalie Ruth Marks, BA, Stanford Med-
ical School, Stanford, CA. Katherine Kruse, MD, Chil-
dren’s Hospital of Minnesota, Minneapolis, MN.

Janine Bruce, DrPH, Stanford University School of
Medicine, Palo Alto, CA. David Magnus, PhD, Center
for Biomedical Ethics Stanford University, Stanford,
CA.

Objectives
� Understand the factors that influence and lead to
inappropriate ICU admissions

� Describe strategies that could prevent inappro-
priate ICU admissions.

Original Research Background. Critical care medi-
cal societies outline comprehensive guidelines to iden-
tify non-beneficial treatment within the ICU, yet these
guidelines do not specify formal criteria for inappro-
priate ICU admissions.
Research Objectives. Using qualitative research
methods, this study explores the causes of inappro-
priate ICU admissions to learn how to best prevent
them.
Methods. Critical care, hospital, and emergency med-
icine physicians from a quaternary care hospital were
recruited to participate in semi-structured qualitative
interviews. The interview explored the physician’s
role in ICU admissions, considerations surrounding
inappropriate ICU admissions, and a hypothetical sce-
nario of a patient with end stage heart failure present-
ing to the ED in extremis. Authors (RM, KEK)
collaboratively conducted thematic analysis through
an iterative process of coding and identification of
overarching patterns and themes, with input from
the entire analysis team to further refine findings.
Results. A total of 25 attending physicians and crit-
ical care fellows were interviewed. Major themes
included: 1) Expected clinical trajectories can be
challenging to gauge under pressure to make a deci-
sion of ICU admission within the facility and with
limited information in an inter-facility transfer; 2)
Trainees triage more towards admission than attend-
ings and systematically serve as the major gatekeeper
for intrafacility ICU admissions; 3) Lack of advance
goals of care discussions in patients with serious
illness prior to life-threatening clinical decompensa-
tion and the ICU serving as a repository for goals of
care discussions.
Conclusion. There are significant challenges in pre-
venting inappropriate admissions to the ICU due to
prognostic uncertainty and the perceived lack of
advance conversations regarding the risks and benefits
of the ICU in the context of overall goals of care.
Implications for Research, Policy, or Practice.
Augmenting ICU admission policies to include rela-
tive contraindications would provide more guidance
and trigger discussions regarding the benefits of ICU
admission.
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Palliative Procedures in Interventional
Radiology (S755)
Michael Pottash, MD MPH, MedStar Washington Hos-
pital Center, Washington, DC. Shimon Aronhime,
MD, Columbia University, New York, NY.

Objectives
� Learn about the prevalence and characteristics of
the palliative procedures performed by Interven-
tional Radiology.

� Understand how Interventional Radiology practi-
tioners might become formidable allies in
improving symptoms and function for patients
with advanced illness.

Original Research Background. Many of the pro-
cedures performed by an Interventional Radiology
(IR) department are palliative in nature. With less
toxicity and risk, IR procedures are ideal for patients
with advanced illnesses seeking improvement in symp-
toms or function.
Research Objectives. We aim to quantify and
describe the palliative procedures performed by an
IR department at a tertiary care hospital.
Methods. We retrospectively reviewed the electronic
medical record to identify palliative procedures per-
formed in the IR department between April and
June of 2017 and whether the patient had seen a Palli-
ative Care (PC) practitioner. We considered a pallia-
tive procedure to be any intervention with the
primary purpose of alleviating symptoms associated
with chronic illness. Data were analyzed using descrip-
tive statistics.
Results. Of the 1,100 procedures performed by IR,
142 (13%) were palliative. Of all palliative procedures,
paracentesis was the most commonly performed
(60%), followed by long-term drainage catheters
(13%), biliary drains (9%), thoracentesis (8%), and
chest tubes (5%).
The average age of patients receiving a palliative pro-
cedure was 59 (23-84) and 77 were female (54%). Can-
cer was the most common disease requiring a palliative
procedure (65%), with liver disease (20%) and cardiac
disease (8%) as the next most frequent causes. Half
were performed as an outpatient (50.7%) while only 5
procedures were performed on an ICU patient.
Of palliative procedures, 5.6% had a DNR order in the
chart and 33% ultimately had a PC consultation.
Conclusion. A significant number of procedures per-
formed by an IR department can be considered palli-
ative. Of these, 33% ultimately had a PC consultation.
Implications for Research, Policy, or Practice.
Given the large number of palliative procedures per-
formed by IR, further research should determine
how educating IR practitioners in generalist PC im-
pacts outcomes for patients with advanced illness.

Do Paid Caregivers Help Homebound
Patients Manage Symptoms? (S756)
Jennifer Reckrey, MD, Icahn School of Medicine at
Mount Sinai, New York, NY. Emma Geduldig, BA,
Icahn School of Medicine at Mount Sinai, New York,
NY. Alex Federman, MD MPH, Icahn School of Medi-
cine at Mount Sinai, New York, NY. Abraham Brody,
PhD RN ACHPN, NYU Rory Meyers College of
Nursing, New York, NY.

Objectives
� Characterize the roles that paid caregivers play
when the seriously ill homebound patients they
care for experience symptoms.

� Describe communication between paid caregivers
and a patient’s family and healthcare providers in
response to symptoms in seriously ill homebound
patients.

Original Research Background. Seriously ill home-
bound patients experience multiple chronic condi-
tions, significant functional impairment, and high
symptom burden. Many rely on paid caregivers
(PCGs) to remain comfortably at home. These PCGs
are the ‘‘boots on the ground’’ who are present
when patients are their sickest and most symptomatic.
Yet little is known about how PCGs help these patients
manage symptoms or communicate with their families
and healthcare team about needed care.
Research Objectives. The goal of this project was to
examine patient, proxy, and PCG perspectives about
the role that paid caregivers play in the care of seri-
ously ill homebound patients.
Methods. We identified seriously ill homebound pa-
tients who had a PCG for at least 6 months for at least
8 hours per week. We recruited both patients (or their
proxies if they lacked capacity) and their paid caregivers
and conducted separate, semi-structured interviews last-
ing approximately 45minutes with each interviewee. In-
terviews were analyzed using thematic analysis.
Results. Seriously ill homebound patients experi-
enced significant symptoms. Patients, proxies, and
PCGs identified several ways PCGs act to help manage
patient symptoms: monitoring for symptom wors-
ening, advocating for proper treatment of symptoms,
and providing interpersonal support. PCGs routinely
communicated with patients’ healthcare providers
about symptoms or worrisome health changes. Some
communicated only in times of crisis, but others
communicated on a regular basis.
Conclusion. Paid caregivers play an important role in
helping seriously ill homebound patients manage
symptoms and get the supportive care that they need.
Implications for Research, Policy, or
Practice. PCGs should be considered as part of the
team of caregivers and health professionals who
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work together to keep seriously ill homebound pa-
tients comfortable at home. Interventions to improve
symptom management among functionally impaired
patients like the homebound should include training
and support for their PCGs and emphasize the impor-
tance of communication with the healthcare team.

Positive Optimism and Palliative
Chemotherapy: Does It Really Effect Symptom
Burden? (S757)
Samina Qamar, MD, University of Texas Health Sci-
ence Center San Antonio, San Antonio, TX. Yiressy
Izaguirre Baday, BS, University of Texas Health Science
Center San Antonio, San Antonio, TX. Shuko Lee, MS,
South Texas Veterans Health Care System, San Anto-
nio, TX. Jennifer Healy, DO, University of Texas Health
Science Center San Antonio, San Antonio, TX.

Objectives
� Better communication
� Analysis on multiple occasions

Original Research Background. Optimism, a posi-
tive trait of human personality, has been linked to
lower pain level and psychological stress in patients
with chronic illness.
Research Objectives. The purpose of this study is to
determine correlation between dispositional optimism
and symptom burden in palliative care (PC) patients.
We hypothesize that higher dispositional optimism
equates to lower symptom burden.
Methods. Dispositional Optimism scores were
measured using the revised ‘‘Life Orientation Test’’
(LOT-R) in a set of PC male patients (ages 30-89) in
VA PC clinics. LOTR scores were correlated against
‘‘Edmonton Symptom Assessment Score’’ (ESAS).
Age, gender, ethnicity, diagnosis, and presence of
depression data was collected. Differences in LOTR
and ESAS scores were measured among variables.
Results. Cronbach alpha of >0.85 for survey was
used. Participants (N¼ 34) were 82% >60 years old,
76% Caucasian, and 67% Non-Hispanic/Latino.
Seventeen participants had cancer, 3 COPD, 1 CHF,
3 ESRD, and 8 other terminal diseases. Optimism
scores were higher in non-white (18 vs.14, P¼0.04)
and cancer (16 vs.13, P¼ 0.04). Optimism was higher
in cancer with chemotherapy vs. without (19 vs. 13,
P¼0.004) but no significant difference in ESAS (32
vs. 38). There was a nonsignificant negative correla-
tion between LOTR vs. ESAS and PHQ2 vs. optimism
scores. A strong positive correlation was found
between PHQ2 and ESAS (P¼0.001).
Conclusion. In PC patients, symptom burden did not
correlate with optimism. Results support a model in
which optimism is a variable trait affected by external
factors. Specifically, higher optimism in non-white pa-
tients may be attributed to spiritual/cultural

differences. Higher optimism in cancer patients versus
chronic diseases may be attributed to perceived cura-
tive potential and availability of therapeutic options.
This suggests the need for improved communication
with patients throughout the course of their disease.
Higher symptom burden is correlated with increased
depression as expected.
Implications for Research, Policy, or Practice.
Future direction includes collecting optimism scores
on multiple occasions during treatment course to
determine whether it impacts symptom burden.

Attributes of Primary Care Physicians
Associated with Engaging Patients in Advance
Care Planning: Analysis of US Physicians
Responses from International Survey (S758)
David Nowels, MD, University of Colorado School of
Medicine, Aurora, CO. Susan Kunihiro, MD, Univer-
sity of Colorado Swedish Family Medicine, Littleton,
CO. Molly Nowels, MA MS(c), Colorado School of
Public Health, Aurora, CO. Hillary Lum, MD PhD, Uni-
versity of Colorado School of Medicine, Aurora, CO.

Objectives
� Describe the frequency with which US primary
care physicians report having routine ACP conver-
sations with older or sicker patients.

� Identify attributes of primary care practice associ-
ated with physician-patient ACP conversations.

Original Research Background. Sparse data exist
concerning frequency of advance care planning con-
versations (ACPC) by primary care providers (PCP)
and practice attributes facilitating ACPC.
Research Objectives. To analyze US PCP character-
istics and primary care practice attributes associated
with ACPC.
Methods. We analyzed US PCP responses from the
2015 Commonwealth Fund International Survey of Pri-
mary Care Doctors. Main outcome was PCP report of
frequency of ACPC with older or sicker patients. Vari-
ables included physician and practice characteristics,
stress related to practice, and reimbursement mecha-
nisms. We performed bivariate analyses using chi square
analyses; variables with significant associations (p<0.05)
were included in multivariable logistic analyses.
Results. Of 977 US PCPs, 458 (47%) reported routine
ACPC with older or sicker patients. Those 45+ years
(73%) or male (60%) were more likely to have ACPC
(p<0.001). ACPC were most common in cities, least
common in rural locations, and negatively associated
with suburban practices (p<0.001 overall). PCPs seeing
patients with multiple chronic conditions (83%) or
palliative needs (22%) and home visit providers
(39%) were more likely to have ACPC (p<0.001). Be-
ing part of an Accountable Care Organization was asso-
ciated with ACPC (p<0.01), while Patient-Centered
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Medical Home practices and integrated healthcare sys-
tems were not. All reimbursement mechanisms (e.g.
fee-for-service, capitation, salary-based) were associated
with ACPC. 44% of PCPs considered their work stress-
ful, which was negatively associated with ACPC
(p<0.01). Multivariable logistic modeling (N¼726)
identified seeing patients with multiple chronic condi-
tions, seeing patients with palliative care needs,
providing home visits, and capitation as independently
associated with ACPC (p<0.001).
Conclusion. Among PCP and practice attributes,
seeing patients with multiple chronic conditions or
palliative care needs, and providing home visits are
strongly associated with having ACPC with older or
sicker patients.
Implications for Research, Policy, or Practice.
Systematizing ACPC in primary care should start by
focusing on patients with multi-morbidity.

The Use of Personalized Pain Goal in Routine
Pain Assessment Among Outpatients with
Advanced Cancer (S759)
Joseph Arthur, MD MBCHB, University of Texas MD
Anderson Cancer Center, Houston, TX. Syed Naqvi,
MBBS, MD Anderson Cancer Center, Houston, TX.
Kimberson Tanco, MD, University of Texas MD Ander-
son Cancer Center, Houston, TX. Ali Haider, MD, MD
Anderson Cancer Center, Houston, TX. Courtney Ma-
ligi, MD, University of Texas MD Anderson Cancer
Center, Houston, TX. Minjeong Park, PhD, University
of Texas MD Anderson Cancer Center, Houston, TX.
Eduardo Bruera, MD FAAHPM, University of Texas
MD Anderson Cancer Center, Houston, TX.

Objectives
� Learn about the different ways to assess pain man-
agement outcomes.

� Compare the different types of assessing pain
outcome measures.

Original Research Background. There is no univer-
sally accepted definition for measuring pain outcomes
in cancer pain management. The personalized pain
goal (PPG) has been shown to be a relevant measure
in assessing pain control outcomes among patients
with cancer.
Research Objectives. In this study, we examined the
use of the PPG in routine outpatient practice and
compared it with a different pain outcome measure,
the pain treatment response.
Methods. Initial and follow up clinical information of
387 eligible supportive care outpatients were retro-
spectively reviewed and analyzed. Achievement of
PPG was defined as pain #PPG and pain treatment
response as $30% or $2 point pain reduction.
Results. PPG was successfully completed in 375/387
(97%) of all patients with cancer pain. The median

baseline PPG was 3 for all patients, 2 for mild pain (1-
3), 3 for moderate pain (4-6), and 3 for severe pain (7-
10). Multivariate analysis indicated that the odds ratio
of failure to achieve the PPG at the first follow up visit
was 1.01 with higher morphine equivalent opioid dose
(p¼0.0005), 1.46 with higher number of adjuvant use
(p¼0.006), 2.62 with severe pain (p¼0.006), 1.79 with
severe depression (p¼0.009), and 1.02 with higher total
symptomdistress score (p¼0.003).Using thePPGas the
gold standard, the overall sensitivity and specificity of
pain treatment response were 83% and 77% respec-
tively. The sensitivity/specificity in patients with base-
line mild, moderate, and severe pain were 78%/
100%, 75%/89%, and 100%/60% respectively.
Conclusion. PPG was successfully completed in the
majority of patients, suggesting its utility as a standard
pain outcome measure in routine clinical practice. Pa-
tients with higher opioid use, higher number of adju-
vant use, severe pain, severe depression, and higher
overall symptom burden were less likely to achieve
their personalized pain goals.
Implications for Research, Policy, or Practice.
The results will help with better assessment of pain
outcomes and eventually improve cancer pain man-
agement.

Association Between Religiosity and Advance
Directive Completion in a Nationally
Representative Sample (S760)
Deborah Hoe, MA MSocSc, University of Southern
California, Los Angeles, CA. Susan Enguidanos, PhD
MPH, University of Southern California, Los Angeles,
CA.

Objectives
� Describe the relationship between religious ser-
vice attendance and strength of religious beliefs
and advance directive completion.

� Understand the relationship between religious
service attendance and strength of religious be-
liefs on end of life care preferences.

Original Research Background. Studies have
shown that individuals with high religiosity are more
likely to choose aggressive care at end of life (EOL).
However, less is known about the association between
religiosity and advance directive (AD) completion.
Research Objectives. To investigate the association
between religious service attendance, importance of
religion, advance directive completion, and docu-
mented preferences for EOL care (prolonged/aggres-
sive care vs. limited care, comfort care, or care
withheld), using a nationally representative sample
from the Health and Retirement Study Core and
Exit interviews conducted between 2000 and 2014.
Methods. We conducted descriptive analyses with
data compiled from 10,592 participants and from
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proxies following participant death. Next, we conduct-
ed logistic regression analysis to determine the predic-
tors of advance directive completion, and among
those with directives, the predictors of electing pro-
longed/aggressive care at EOL.
Results. More thanhalf (59.0%)of decedents attended
religious services in the years precedingdeathand86.9%
reported that religion was important to them. Less than
half (44.4%)had completed anadvancedirective, andof
those, 5.7% elected aggressive care. Decedents who at-
tended religious services had higher odds for AD
completion. Conversely, those who reported that reli-
gion is important had lower odds for AD completion. Pa-
tients who attended religious services at least once a year
but less than once a week were more likely to elect pro-
longed/aggressive care.
Conclusion. The findings suggest a difference be-
tween religious practice and strength of belief when
completing advance directives, and EOL care
preferences.
Implications for Research, Policy, or Practice.
More research is needed to understand how religious
attendance and the strength of religious beliefs influ-
ence individuals’ EOL behaviors and care preferences.
Physicians should be aware of the potential for reli-
gious service attendance and beliefs in care decisions.

Malignant Pain in the Opioid Epidemic: An
Unregulated Malady (S761)
Julie Mitchell, DO, Wake Forest School of Medicine,
Winston-Salem, NC. Leslie Blackhall, MD MTS, Uni-
versity of Virginia School of Medicine, Charlottesville,
VA. Joshua Barclay, MD MS MSC FACP, University of
Virginia, Charlottesville, VA.

Objectives
� Describe the state of the opioid epidemic in the
United States.

� Identify current opioid prescribing regulations in
place for prescribers taking care of patients with
serious illness.

� Identify differences in screening habits and
knowledge of current laws and regulations in pre-
scriber groups caring for distinct populations.

Original Research Background. Responding to an
epidemic of opioid related deaths, guidelines and laws
have been implemented to promote safety. While ef-
forts focus on non-malignant pain, most misused opi-
ates come from friends, family, or legal prescriptions.
Research Objectives. This study evaluates differences
in screening and knowledge of laws between providers
treating cancer versus congestive heart failure (CHF).
Methods. We adapted a survey with questions
regarding screening practices, knowledge of opioid
prescribing laws, and provider education from Black-
hall, et al. Surveys were distributed in March 2017 to

oncology and CHF clinicians at the University of Vir-
ginia. We used chi-square tests for categorical variables
and t-tests and for continuous variables.
Results. Forty-six of 129 (35.6%) oncology providers
and 9 of 14 (64.2%) CHF providers responded with us-
able survey results. Routine screening was rare in both
groups, with 28.3% of oncology and 14.3% of cardiol-
ogy providers routinely screening patients for sub-
stance abuse (p¼0.053). Only 19.6% of oncologists
reported always using the prescription monitoring
program (PMP), while 71.43% of cardiologists re-
ported always using it (p¼0.014). 66.67% of oncology
providers never used a urine drug screen (UDS), while
86.7% of cardiologists reported using it ‘‘when indi-
cated’’ and 14.3% never used it (p¼0.0086). Screening
of family members was rare, with 34.78% of oncolo-
gists and 57.14% of cardiologists reporting never
screening family (p¼0.317). Knowledge of laws was
similar between groups, with 14.29% of cardiology
and 17.39% of oncology providers reporting no knowl-
edge of opioid prescribing laws (p¼0.2869). Only
34.78% of oncology providers were able to identify
current laws.
Conclusion. Routine screening of patients and family
for substance abuse risk was uncommon for both
groups, but cardiology providers were more likely to
use the PMP or UDS. Knowledge gaps regarding Vir-
ginia laws were noted in both groups.
Implications for Research, Policy, or Practice.
Improved education regarding best practices, laws, as
well as programs to promote screening, are needed
for providers.

Concurrent Use of Opioids and
Benzodiazepines or Non-Benzodiazepines
Sedative Hypnotics Among Cancer Patients
Referred to Outpatient Palliative Care Clinic
of a Comprehensive Cancer Care Center
(S762)
Ali Haider, MD, MD Anderson Cancer Center, Hous-
ton, TX. Ahsan Azhar, MD FACP, University of Texas
MD Anderson Cancer Center, Houston, TX. Syed Naq-
vi, MBBS, MD Anderson Cancer Center, Houston, TX.
Kristy Nguyen, PharmD, University of Texas MD An-
derson Cancer C, Houston, TX. Tonya Edwards,
MSN BSN RN, MD Anderson Cancer Center, Houston,
TX. Janet Williams, MBA MPH, University of Texas
MD Anderson Cancer Center, Houston, TX. Eduardo
Bruera, MD FAAHPM, University of Texas MD Ander-
son Cancer Center, Houston, TX.

Objectives
� Discuss the risk involved in prescribing concur-
rent use of opioids and benzodiazepines.

� Discuss the palliative care role in simplifying poly-
pharmacy.
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Original Research Background. Benzodiazepines
(BZD) and non-benzodiazepines sedative hypnotics
(S/H) have the potential for sedation and respiratory
depression when prescribed concurrently with opioids.
There is paucity of literature on the frequency and the
effects of this concurrent use among cancer patients.
Methods. This is a retrospective review of 2000
randomly selected patients (250 patients each year)
seen as first consultation between January 1, 2009
and December 31, 2016. Patients were included if
they had a diagnosis of cancer either local, advanced,
or metastatic disease, were 18 years or older, and were
on any opioids. We compared 300 randomly selected
patients with concurrent use of opioids and BZD or
S/H with 300 randomly selected patients on opioid
only. We also collected data at first follow-up visit
among eligible patients. Descriptive statistics and Wil-
coxon rank sum test were used for analysis.
Results. Ninety-six out of 221 (43%) patients were on
concurrent BZD or S/H during 2011 Vs 67 out of 217
(31%) in 2016 (P¼.028). Out of 600 patients reviewed
for secondary analysis; Median MEDD was statistically
higher among patients with concurrent use of opioid
with BZD or S/H (75 mg/day IQR [40, 145] versus
opioid only group (60 mg/day IQR [30, 150];
P¼0.009) upon referral. At first follow up, patients
among concurrent use group, half 142 (47%) stopped
BZD or S/H.
Conclusion. Concurrent use of opioids and BZD or
S/H has declined in recent years among patients
seen at supportive care clinic of a comprehensive can-
cer center. Concurrent use group received a higher
MEDD. After one supportive care consult, half of the
patients successfully discontinued BZD or S/H.
Implications for Research, Policy, or Practice.
Earlier involvement of a palliative care team in care
of cancer patients can assist with simplifying poly-phar-
macy especially reducing the rate of concurrent use of
opioids and BZD or S/H.

The Endeof-Life Experience for International
Patients: Review from a Destination Medical
Center (S763)
Daniel Partain, MD, Harvard Interprofessional Pallia-
tive Care, Boston, MA. Justin Sanders, MD MSC,
Dana-Farber Cancer Institute, Boston, MA. Jacob Strand,
MD FACP FAAHPM, Mayo Clinic, Rochester, MN.

Objectives
� Recognize the unique nature of the population of
seriously ill international patients.

� Review the end-of-life experience of seriously ill in-
ternational patients at a major US referral center.

Original Research Background. Patients from all
over the world travel to the United States to receive med-
ical care. Seriously ill international patients and their

families may face barriers to goal concordant end-of-
life (EOL) care, especially those whose illness severity
prevents a return to their home country. Little is known
about the EOL experiences of this diverse group.
Research Objectives. This review was designed to
characterize the EOL experiences of all international
patients that died at Mayo Clinic Rochester, a tertiary
care academic medical center with a large interna-
tional referral base, from 2005-2015.
Methods. After institutional review board approval,
charts in the electronic medical record were reviewed
for patients that died from 01/01/2005-12/31/2015
with a primary address outside of the United States.
Data were abstracted and analyzed with standard statis-
tical methods.
Results. Eighty-two (n ¼ 82) international patients
meeting the inclusion criteria died at Mayo Clinic be-
tween 2005-2015 with a median age at death of 59.5 years
(range 21-88). Forty-eight patients (59%) weremale, and
the top three countries of origin were Saudi Arabia (n ¼
20), Kuwait (n ¼ 16), and Canada (n ¼ 9). The median
length of the terminal hospital stay was 13 days (range 1-
231 days). Nine patients (11%) had completed an
advanced directive and 74% of patients had a DNR status
at timeofdeath.Thirty-fourpatients (42%) receivedpalli-
ativemedicine consultation during terminal admission at
a median of 8.5 days before death.
Conclusion. Most changes to resuscitation prefer-
ences occurred during terminal hospitalization; three
patients (4%) had do not resuscitate (DNR) status on
admission and 61 patients (74%) were DNR at time of
death. Compared to other published datasets of Amer-
ican patients, our cohort demonstrated a much lower
completion of advance directives (11%).
Implications for Research, Policy, or Practice.
Further research is needed to explore and clarify the
unique needs of seriously ill international patients.

Palliative Care for Neurosurgery Patients
(S764)
Anne Kelemen, LICSW ACHP-SW, MedStar Washing-
ton Hospital Center, Washington, DC. Michael Pottash,
MD MPH, MedStar Washington Hospital Center, Wash-
ington, DC. Hunter Groninger, MD, MedStar Washing-
ton Hospital Center, Washington, DC.

Objectives
� Recognize the characteristics and outcomes of
Neurosurgery patients who received a Palliative
Care consult.

� Discuss how the outcomes data can inform future
practice and opportunities for collaboration with
Neurosurgical providers.

Original Research Background. Palliative Care
(PC) is consulted less frequently for hospitalized pa-
tients requiring neurosurgical intervention than for
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patients with other critical illnesses. Reasons for this
may include relatively less symptom burden, and dif-
ferences in medical culture between Neurosurgery
and other critical care services.
Research Objectives. We aimed to examine the
characteristics and outcomes of patients who received
PC consultation while admitted to the Neurosurgery
service at an academic tertiary care hospital.
Methods. A retrospective chart review was performed
on all patients admitted to the Neurosurgery service
who received a PC consultation between July, 2016
and March, 2017. Data were collected from PC assess-
ments and from the electronic health record and
analyzed using descriptive statistics.
Results. Twenty-six patients admitted to the Neuro-
surgery service received Palliative Care consultation
between July, 2016 and March, 2017.
The major reason for PC consultation was to define
goals of care (92%). While many patients died in the
hospital (38%) or were discharged to hospice
(19%), many were discharged to home (8%) or a
nursing/rehab facility (35%).
Average time to PC consultationwas 7.7 days fromadmis-
sion while length of stay was 17.2 days. Length of stay for
early PC consultation (#4 days) was 10.1 days, while
length of stay for late (>4 days) PC consultation was
19.8 days; this difference was not statistically significant.
Conclusion. PC was primarily consulted to help
clarify goals of care and may result in decreased hospi-
tal length of stay. The data suggest that calling PC
need not be the consult of last resort and can offer pa-
tients and their families an abundance of resources.
Implications for Research, Policy, or Practice.
Patients can benefit from a PC consult even if they
will eventually be discharged with intent to rehab.
Future research should investigate how to best inte-
grate PC consultation in neurosurgical practice.

Exploring Approaches to the Management of
Acute Neoplasm Related Pain in Patients on
Buprenorphine or Methadone for Opioid
Dependence (S765)
Magalie Bruneus, MD, Memorial Sloan-Kettering Can-
cer Center, New York, NY. Lauren Koranteng,
PharmD, Memorial Sloan-Kettering Cancer Center,
New York, NY. Natalie Moryl, MD, Memorial Sloan-Ket-
tering Cancer Center, New York, NY.

Objectives
� Discuss the common barriers and challenges inman-
aging acute neoplasm related pain in patients on Bu-
prenorphineorMethadone forOpioidDependence.

� Describe published therapeutic approaches in the
management of acute pain in opioid dependent
patients.

Background and Objective. Opioid abuse is a
devastating, costly, and growing problem in the
United States. To improve access to addiction treat-
ment buprenorphine has become widely available.
Data on best strategies in treatment of cancer pain
in patients on buprenorphine or methadone for
addiction are lacking. Optimal acute neoplasm
related pain management in opioid dependent pa-
tients with cancer is a clinical challenge in both inpa-
tient and outpatient settings due to balancing
concerns for exacerbating physical dependence
while avoiding under-treatment.
Study Identification. We performed a systematic re-
view using an electronic search strategy on published
articles in the past 20 years.
Data Extraction and Synthesis. We tabulated the
challenges and recommendations that were dis-
cussed. Using these principles, we report on the clin-
ical challenges and outcomes of two patients with
acute cancer related pain who were on chronic
opioid maintenance with methadone or buprenor-
phine respectively whose acute pain crisis was suc-
cessfully managed in the inpatient setting.
Results. The reviewed articles reflected various ap-
proaches with two common themes which included
either (1) maintaining the patient on their chronic
maintenance drug while adding additional opiates or
(2) altering the daily dosage of the chronic mainte-
nance drug by adjusting the frequency or temporarily
remove the maintenance drug until acute pain resolves
and then reintroduce it. In our encountered cases of
opioid dependent patients with acute cancer pain and
chronic opioid maintenance, the acute pain was
managed in the hospital setting by providing additional
opiates for breakthrough along with continued supervi-
sion and support with close outpatient follow up.
Conclusions and Implications for Practice, Policy,
and Research. Effective pain management strategies
involve proper pharmacological support and assis-
tance from an interdisciplinary team to address psy-
chosocial distress associated with coping with the
illness. This work will allow researchers and health-
care professionals to consider existing knowledge
gaps in the field and evaluate potential for the estab-
lishment of consensus guidelines for this challenging
patient population.

Effectiveness of Subacute Rehab as a Bridge to
Cancer Treatment (S766)
Diana Stewart, PharmD, MedStar Washington Hospi-
tal Center, Washington, DC. Muhammad Azeem
Khan, MBBS, Medstar Washington Hospital Center,
Washington, DC. Clint Pettit, MD, MedStar Washing-
ton Hospital Center, Washington, DC. Hunter
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Groninger, MD, MedStar Washington Hospital Center,
Washington, DC.

Objectives
� Describe effectiveness of SAR for patients seeking
to gain strength for future cancer treatment.

� Identify baseline characteristics of patients that
are less likely receive further cancer treatment af-
ter discharge to SAR.

Background. Patients with advanced cancer inevi-
tably experience functional decline. Discharge to sub-
acute rehabilitation (SAR) with the goal of gaining
strength for future cancer treatment is common.
However, patients may forgo hospice, and it is not
known how many patients make it to oncology
follow-up or receive cancer treatment after discharge
to SAR.
Aim Statement. Our aim is describe if SAR success-
fully bridges patients to oncology follow-up and subse-
quent cancer treatment.
Methods. A retrospective review was conducted in
the electronic medical system at MedStar Washington
Hospital Center (MWHC) for cancer patients who had
a palliative care consult and were discharged to SAR
that admission. Baseline data collected included Eas-
ter Cooperative Oncology Group (ECOG) perfor-
mance status. Patients were excluded if they did not
follow with an oncologist at the affiliated Washington
Cancer Institute (WCI).
Results. From 2015-2017, 16 patients meeting
criteria were identified. 13 (81%) of the 16 patients
were discharged to SAR to improve strength. 7
(44%) saw their oncologist after discharge from
SAR, of which 3 (19%) received further cancer treat-
ment. Patients who made it to follow-up had baseline
ECOG of 1 or 2. No patient with an ECOG of 2 or
greater received further anticancer therapy. Eight
(50%) of the patients were eventually readmitted to
MWHC.
Conclusions and Implications. Discharge to SAR
may not help patients meet the goal of gaining
strength for future cancer treatment, particularly for
those patients with ECOG performance status of 2
or greater. More research is needed to evaluate if
and when patients these patients are referred to hos-
pice as well as time until death. This work will assist cli-
nicians in framing goals of care discussions for
patients with advanced cancer who may be better
served by hospice than SAR.

Palliative Care Needs of Advanced Cancer
Patients in the Emergency Department (S767)
Isabelle Marcelin, BS, New York University School of
Medicine, New York, NY. Caroline McNaughton, BS,
University of Chicago Pritzker School of Medicine,
Chicago, IL. Nicole Tang, BS, New York University

School of Medicine, New York, NY. Jeffrey Caterino,
MD MPH, Ohio State University, Columbus, OH. Cor-
ita Grudzen, MD, New York University Langone
Health, New York, NY.

Objectives
� Discuss the palliative care needs among ED-pre-
senting cancer patients.

� Discuss how palliative care needs change by
geographic location and how these needs affect
patient outcomes.

Original Research Background. Increasing Emer-
gency Department (ED) utilization by patients with
active and advanced cancer necessitates further under-
standing of this historically understudied population.
Research Objectives.

� Assess palliative care needs and patient outcomes
for patients who present to the ED with advanced
or metastatic cancer.

� Understand how patient factors assessed in the
ED affect outcomes such as healthcare utilization
and mortality and how these factors may vary with
site location.

Methods. An observational, prospective cohort study
of patients with active cancer was conducted at 18
EDs of the Comprehensive Oncologic Emergency
Research Network (CONCERN). Data collection
involved an in-person survey exploring patient factors
including quality of life, functional status, physical
and psychological symptom burden, as well as a 30-
day chart review identifying patient outcomes including
healthcare utilization, mortality, advance directive status
and comorbidity severity. These outcomes were exam-
ined in relation to the presence or absence of palliative
care services, hospice care services, advanced care plan-
ning, and geographic location among participants.
Results. Enrolled advanced cancer patients (n¼346)
had a mean (�SD) age of 62.2 (�12.3), with 49%
Male, 50% Female. In the advanced cancer popula-
tion, 84% reported having not received palliative
care services, and 97% reported having not received
hospice services. Forty-two percent of patients did
not have an advance directive of any kind.
Conclusion. Significant palliative care needs exist
among ED advanced cancer patients.
Implications for Research, Policy, or
Practice. This is the first multisite endeavor to charac-
terize palliative care needs among advanced cancer pa-
tients in the ED; further research is warranted to
better understand these needs.

Healthcare Providers’ Roles in Decision
Making About Tracheostomy for Children
with Medical Complexity (S768)
Savithri Nageswaran, MD, Wake Forest School of Med-
icine, Winston-Salem, NC. Shannon Golden, MA,
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Wake Forest University Health Sciences, Winston-
Salem, NC. William Gower, MD MS, University of
North Carolina School of Medicine, Chapel Hill,
NC. Nancy King, JD, Wake Forest School of Medicine,
Winston-Salem, NC.

Objectives
� Identify the roles of physicians and non-physician
clinicians in the decision-making process about tra-
cheostomy for children with medical complexity.

� Identify barriers faced by healthcare providers
when guiding caregivers in decision making about
tracheostomy for children with medical complexity.

� Identify potential solutions to improve the trache-
ostomy decision-making process for children with
medical complexity.

Original Research Background. Children with med-
ical complexity (CMC) receive life-sustaining treat-
ments (LST) for survival. Guiding caregivers about
LST is an important aspect of pediatric palliative care.
Research Objectives. Describe healthcare providers’
roles in the tracheostomy decision-making process for
CMC.
Methods. This qualitative study was conducted in a
tertiary care children’s hospital in North Carolina be-
tween February and October 2015. Five focus groups
of 33 hospital-based healthcare providers that
included hospitalists, pediatric intensivists, neonatolo-
gists, pulmonologists, otorhinolaryngologists, nurses,
social workers, care coordinator, and respiratory,
speech and physical therapist were conducted. Focus
groups were audio-recorded and transcribed verbatim.
We used ATLAS.ti software to code and manage qual-
itative data. Recurrent themes were identified.
Results. Theme 1. Physicians considered many child-
level factors when recommending tracheostomy: under-
lying condition, survival, risk of recurrent hospitaliza-
tions, and neurological impairment. Recommending
tracheostomy for CMC with limited survival, perceived
poor functioning andquality of life, andprogressive con-
ditions was morally and ethically difficult for clinicians.
Theme 2. Clinicians considered caregivers’ ability to pro-
vide complex care at homewhen recommending trache-
ostomy. Barriers to decisionmaking were caregivers’ lack
ofunderstandingof the severityof child’s condition, ben-
efits/ futility of tracheostomy, and the effect of tracheos-
tomy on long-term care of CMC, and the influence of
social media. Theme 3. Physician variability in tracheos-
tomy recommendation was an impediment to guiding
caregivers. Physicians attributed this variability to clinical
uncertainty and lack of outcomes data about the effect of
tracheostomy. Theme 4. Palliative care services were
helpful to clinicians in the decision-making process.
Bedsidenurses, had information about and trusting rela-
tionshipwith caregivers, that were important. Physicians’
engagement of non-physician clinicians in daily rounds,

and provider and family meetings were potential strate-
gies to improve the decision-making process.
Conclusion. Healthcare providers play an important
role in guiding caregivers in the decision-making pro-
cess about tracheostomy for CMC.
Implications for Research, Policy, or Practice.
Opportunities to improve the tracheostomy decision-
making process exist.

Most Impactful Factors on the Health-Related
Quality of Life of a Geriatric Population with
Cancer (S769)
Gabrielle Rocque, MD, University of Alabama at Bir-
mingham, Birmingham, AL. Andres Azuero, PhD,
University of Alabama at Birmingham, Birmingham,
AL. Karina Halilova, MD MPH, University of Alabama
at Birmingham, Birmingham, AL. Courtney Williams,
MPH, University of Alabama at Birmingham, Birming-
ham, AL. Kelly Kenzik, PhD, University of Alabama at
Birmingham, Birmingham, AL. Supriya Kumar Yag-
nik, MPH, Genentech, Inc., South San Francisco,
CA. Maria Pisu, PhD, University of Alabama at Bir-
mingham, Birmingham, AL.

Objectives
� Recognize the factors influencing health-related
quality of life (HRQoL) inolder patientswith cancer.

� Identify symptoms associated with quality of life.
Original Research Background. As the population
of older adults with cancer continues to grow, the
most important factors contributing to their HRQoL
remain unclear.
Research Objectives. The goals of this project were
to 1) evaluate the relationship between quality of life
and physical, psychological, social and spiritual do-
mains, and 2) understand the relationship between
of symptoms on HRQoL.
Methods. Older adults ($65 years) with cancer
participated in a telephone survey (N¼1,457). Out-
comes were measured with the Physical Component
Summary (PCS) and Mental Component Summary
(MCS) scores of the SF-12.v2 instrument. Statistical
techniques used to identify domains (physical, psycho-
logical, social and spiritual) most strongly associated
with HRQoL included linear and conditional infer-
ence regression tree models. Models were developed
in a training dataset (N¼920) and performance as-
sessed in a validation dataset (N¼537).
Results. Respondents were a median of 19 months
from diagnosis; 28.1% were on active treatment. Most
relevant factors predicting PCS were symptom severity,
comorbidity scores, leisure-time physical activity, and
having physical support needs. Most relevant factors
for MCS were having emotional support needs, symp-
tom severity score, and number of financial hardship
events. Results were consistent across modeling
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techniques. Symptoms strongly associated with PCS
included fatigue (adj. R2¼.34), pain (adj. R2¼.32),
disturbed sleep (adj. R2¼.16), and drowsiness (adj.
R2¼.16). Symptoms strongly associated with MCS
included fatigue (adj. R2¼.23), problems remembering
things (adj. R2¼.17), disturbed sleep (adj. R2¼.16), and
lack of appetite (adj. R2¼.16).
Conclusion. Findings support the importance of ad-
dressing persistent symptoms, managing comorbid-
ities, promoting leisure-time physical activity, and
addressing financial challenges.
Implications for Research, Policy, or Practice. A
long-term comprehensive approach is needed to
ensure the well-being of older adults with cancer.

Patterns of Opioid Prescription, Utilization,
and Costs Among Palliative Care Inpatients
Between 2008-2014 (S770)
Zhanni Lu, MPH, MD, Anderson Cancer Center,
Houston, TX. Kristy Nguyen, PharmD, University of
Texas MD Anderson Cancer Center, Houston, TX.
Eden Mae Rodriguez, PharmD, University of Texas
MD Anderson Cancer Center, Houston, TX. Jimin Wu,
MS, MD, Anderson Cancer Center, Houston, TX. Suresh
Reddy, MD, MD, Anderson Cancer Center, Houston,
TX. Eduardo Bruera, MD FAAHPM, University of Texas
MD Anderson Cancer Center, Houston, TX. Sriram Yen-
nu, MD, MD, Anderson Cancer Center, Houston, TX.

Objectives
� Determine patterns of opioid prescription and
utilization among palliative care inpatients.

� Determine patterns of opioid costs among pallia-
tive care inpatients.

Original Research Background. There are limited
data on prescription patterns and opioid cost in pa-
tients receiving palliative care.
Research Objectives. The aim of this study was to
determine daily prescription, use, and cost of opioids
per patient in a palliative/supportive care consulta-
tion service at a Comprehensive Cancer Center.
Methods. Medical records of 1232 cancer consecutive
patients with supportive care consultations were re-
viewed. Eligibility criteria included referral to support-
ive inpatient service during the month of October
every year from 2008 to 2014, and using scheduled
opioids. Morphine Equivalent Daily Dose (MEDD),
opioid cost per patient ($), cost per MEDD per patient
($), cost per MEDD per opioid ($) were calculated.
Results. A total 493 patients were eligible (median was
55 years, 57% female, 91% referred for symptom man-
agement).Although themedianMEDD(IQR) increased
after palliative care consultation by 30 mg (0, 60) 53%
(p<0.001), themedian (IQR)MEDDof opioids per per-
son decreased from 120 mg (48.0, 240.0) in 2008 to 66
mg(45.0, 144.0) in 2014 (p¼.054).Median (IQR)opioid

cost per patient was $28.18 (8.19, 172.1) in 2008 and
$34.31 (3.89, 258.98) in 2014 (p¼.204). Median (IQR)
cost per MEDD per patient was $ 0.17 (0.09, 0.77) in
2008 and 0.84 (0.06, 5.08) in 2014 (p¼.192), and mean
cost per MEDD dose was $1.61 in 2008 and $2.96 in
2014. Median cost per MEDD for Methadone was
$0.06, and other opioids was $0.259 (p<0.001).
Conclusion. Although the daily opioid dose signifi-
cantly increased after each palliative care consultation
by approximately 53%, the daily opioid use per person
decreased from 2008 to 2014. The median cost per
MEDD per patient remained stable over the 7 years.
The median cost for methadone was significantly
lower than other opioids.
Implications for Research, Policy, or
Practice. Over 7 years, there was a decrease in the
daily opioid dose use per patient. The cost of opioids
per patient remained stable over the 7 years.

Pediatric Intensivist End-of-Life Practices in
Vietnam (S771)
Brenda Schiltz, MD MA MS FAAP, Mayo Clinic, Ro-
chester, MN. Priyal Fadadu, BS, Mayo Clinic, Roches-
ter, MN. Joy Liu, BS, Mayo Clinic School of
Medicine, Rochester, MN. Ashok Kumbamu, PhD,
Mayo Clinic, Rochester, MN. Yves Ouellette, MD,
Mayo Clinic, Rochester, MN. Tran Dong Xoay, MD,
National Hospital of Pediatrics, Hanoi, Vietnam.

Objectives
� Discuss end-of-life practices in tertiary care pediat-
ric intensive care unit in Vietnam.

� Create interest in global pediatric palliative care
opportunities.

Original Research Background. Although there
has been a significant reduction in childhood mortal-
ity, Vietnam’s under-five and neonatal mortality rate
still stand at 22 and 11 per 1,000 live births, respec-
tively. Few studies exist on physician attitudes towards
life-sustaining treatment and decision making in the
Vietnamese pediatric intensive care unit.
Research Objectives. This study aims at understand-
ing pediatric intensivist perceptions, attitudes and
practices surrounding the end of life in a tertiary
care pediatric hospital in Vietnam.
Methods. A mixed-method study utilizing paper sur-
vey and semi-structured interviews were conducted at
a tertiary care pediatric hospital in Vietnam. NICU
and PICU physicians and nurses were included. A total
of 18 interviews and 68 surveys were completed and
subsequently analyzed.
Results. Qualitative analysis demonstrates three ma-
jor themes surrounding end-of-life care: socio-eco-
nomic and religious/cultural factors influence
decision to withdraw treatment or not; lack of physi-
cian experience and infrastructure influence
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physician decisions, and who initiates (parent vs.
physician) discussion about treatment decisions influ-
ences dynamics of the end-of-life processes.
Quantitative analysisdemonstrates that intensivists largely
agreeon involving parents in decisions towithdrawornot
escalate life sustaining treatment, but not as readily with
alternative resuscitation status. Intensivists find it impor-
tant to try all potentially lifesaving interventions, however,
the presence of a chronic medical condition may influ-
ence that decision.Most intensivists regard it as apersonal
disappointment if the patient dies.
Conclusion. Many opportunities for improvement are
present for pediatric end-of-life care in Vietnam. Infra-
structure and education regardingpalliation in the ICU
setting may be of benefit. In addition, psychosocial fac-
tors that are unique to the Vietnamese population are
worth exploring as they intersect with the evolvingmod-
ern medical technologies and chronically ill children.
Implications for Research, Policy, or Practice.
This research highlights opportunities for expanding
pediatric palliative care education and practices to in-
tensivists around the globe.

Early Findings from Systematic Depression
Screening Implemented as Part of the
Oncology Care Model (S772)
Gabrielle Rocque, MD, University of Alabama at Bir-
mingham, Birmingham, AL. Austin Cadden, MBA
MPH, University of South Alabama Mitchell Cancer
Institute, Mobile, AL. Debra Wujcik, PhD RN, Care-
vive, Inc, Miami, FL. Carrie Stricker, PhD RN, Carevive
Systems, Inc., Miami, FL. Agnes Davis, MS, Carevive,
Inc. Philadelphia, PA. Meredith Jones, MS BSN RN
BA, USA Mitchell Cancer Institute, Mobile, AL.

Objectives
� Describe routine depression screening imple-
mented as part of the Medicare’s Oncology Care
Model (OCM).

� Identify the rates or patient-reported depression
within real-world oncology settings obtained as
part of the OCM.

� Describe relationship between self-reported
depression and performance status.

Original Research Background. The OCM man-
dates routine use of depression screening for
oncology patients, providing a unique opportunity to
evaluate patient-reported outcomes.
Research Objectives. The goals of this project were
to 1) evaluate rates of patient-reported depression
identified during routine screening within the OCM,
and 2) assess the relationship between self-reported
depression and performance status.
Methods. Adults with cancer (n ¼ 489) at 2 academic
institutions who completed a patient-reported depres-
sion screen were included in the analysis. Depression

was assessed using the Patient Health Questionairre-
2 (PHQ2), which expanded to the PHQ9 when indi-
cated. Moderate and severe depression were defined
as scores of $10 and $20, respectively. Chi square
tests were utilized to assess for an association between
depression and performance status.
Results. 489 surveys were administered by the clinical
team (navigator, nurse, physician) in routine practice
from 10/2016-7/2017. Median age was 70 years old;
59% were female. The most common cancer diagnoses
were breast (N ¼ 68, 14.0%), ovarian (N ¼ 53, 10.8%),
and prostate (N¼ 42, 8.4%).One percent of patients re-
ported severe depression and an additional 4% reported
moderate depression overall. The two institutions had
varying rates of moderate or greater depression (11%
vs 2%). 25% of patients had a reduced performance sta-
tus (2 or greater). Patients reporting moderate or severe
depression were more likely to report a reduced perfor-
mance status (c2 [10] ¼ 72.79, p < .0001, phi ¼ .386).
Conclusion. Depression is associated with poorer
performance status. When population-based depres-
sion screening is implemented as part of OCM, pallia-
tive care providers may see an influx of patient
referred for depression.
Implications for Research, Policy, or Practice.
Routine screening within payment reform models,
such as the OCM, will likely result in the need to
develop additional palliative care services to treat
depressive symptoms.

Searching for a StandarddA Survey of
Hospice Operating Practices in Michigan
(S773)
Kayla Sheehan California Northstate University, Elk
Grove, CA. Maria Silveira, MA MD MPH FAAHPM,
University of Michigan, Ann Arbor, MI.

Objectives
� Describe the variability in hospice operating prac-
tices throughout Michigan.

� Identify potential research directions to under-
stand the mechanisms underlying variation in
hospice services.

Original Research Background. More Americans
than ever are receiving hospice care, but access to
that care may not be equal. Stringent admission
criteria, limitations in services offered, and rigid pay-
ment schema may limit access to hospice or compro-
mise the care patients receive.
Research Objectives. Describe variation in the oper-
ating practices of hospices in Michigan and identify
practices that may restrict access to hospice services.
Methods. We conducted an online survey of hospices
in Michigan using questions developed through an
iterative process involving multiple stakeholders. The
survey was conducted in two parts, one for the medical

696 Scientific Poster Abstracts Vol. 55 No. 2 February 2018



director and one for the hospice administrator. Re-
spondents answered benchmarking to FY2016 data.
Responses were tabulated.
Results. We received data from 49 (49%) medical di-
rectors and 39 (44%) hospice administrators. We
observed variation in access to some therapies, such
as palliative chemotherapy (29% did not cover), blood
products (50%), hormonal cancer treatment (45%),
TPN (37%), and vaccines (60%). Importantly, 20%
could not support patients using methadone (20%).
The reasons for not offering these treatments
included: cost, perceived futility, hospice philosophy,
and lack of trained staff. Most hospices (60%) re-
ported recommending temporary disenrollment for
patients to access services hospice could not provide.
Most hospices lacked the ability to provide charity
care (60%) or offer sliding scale payment (52%) to
indigent patients. Many hospices lacked services
tailored toward racial or ethnic minorities (40%).
Conclusion. There is variation in the kinds of services
hospices in Michigan can offer. We discovered a signifi-
cant proportion of hospices limit access to somepalliative
treatments andmedications, andcannotoffer support for
impoverished patients or ethnic minorities.
Implications for Research, Policy, or Practice.
Further work is needed to understand what will
improve access to palliative treatments through hos-
pice. Developing and enforcing standards may not
be successful if hospices lack the financial ability to
pay for the services in question.

Is Nonhospice Palliative Care ‘Colorblind’?
Evaluating Racial Differences in Inpatient
Nonhospice Palliative Care (S774)
Oladele Osisami University of Alabama at Birming-
ham, Birmingham, AL. Marie Bakitas, DNSc NP-C
FAAN, University of Alabama at Birmingham, Bir-
mingham, AL. Jacqueline Palmore, BSN, University
of Alabama at Birmingham, Birmingham, AL. Ashley
Nichols, MD, University of Alabama at Birmingham
Center for Palliative & Supportive Care, Birmingham,
AL. Stephen Howell, DNP RN ACHPN CRNP, Univer-
sity of Alabama at Birmingham, Birmingham, AL.
Rodney Tucker, MD MMM FAAHPM, University of
Alabama at Birmingham Center for Palliative and Sup-
portive Care, Birmingham, AL. Andres Azuero, PhD,
University of Alabama at Birmingham, Birmingham,
AL. Gulcan Bagcivan, PhD, University of Alabama at
Birmingham School of Nursing, Birmingham, AL.

Objectives
� Recognize that there are racial differences in re-
gards to palliative care, but research aimed at
non-hospice palliative care is scarce.

� Examine racial differences that exist in an inpa-
tient palliative care unit.

Original Research Background. Minorities are less
likely than whites to utilize hospice services and
more likely to receive medically ineffective treatments
at end of life. Barriers towards hospice utilization
among African Americans (AA) are well-documented,
however less is known about disparities in non-hospice
inpatient palliative care (PC).
Research Objectives. The study aimwas todetermine
if there were racial differences in clinical care trends at
an inpatient palliative care unit (PCU). We hypothe-
sized that compared to Whites, AA would have longer
hospital lengths of stay (LOS) and time until PC consul-
tation and that these trends would improve over time.
Methods. We conducted a comparative cross
sectional study of the UAB Center for Palliative and
Supportive Care program inpatient database from
October 2004 to December 2015.
Results. The total program sample (n¼11786) was
50.1% male, 33.2% AA, and median age 64.42 years.
Compared towhites, AAs were statistically younger (me-
dian age 62 vs. 66, p¼.000), had longer PCULOS (4 vs. 3
days, p¼.000), had a shorter time from admission to PC
consultation (3 vs.4 days, p¼.006), andwere less likely to
be DNR (60% vs. 72%, p¼.000). Areas that remained
similar for both Whites and AA included total popula-
tion discharge dispositions and hospital LOS. When
we compared trends for AA to Whites from 2004-2010
to 2011-2015, in the later time period AA had longer
hospital LOS (p¼.028) but similar time to PC consulta-
tions (p¼.13).
Conclusion. Some racial differences exist in inpa-
tient non-hospice palliative care LOS and time to
consultation; however, over time there was no differ-
ence in time to consultation.
Implications for Research, Policy, or Practice.
Further research on PC care trends in non-hospice
palliative care is needed to fully articulate the true na-
ture of PC racial disparities.

Opportunities for ACO Innovation in Hospice
and Palliative Care (S775)
Julia Driessen, PhD, University of Pittsburgh, Pitts-
burgh, PA. Turner West, MPH MTS, Bluegrass Care
Navigators, Lexington, KY.

Objectives
� Describe how the Medicare ACO model addresses
clinical coordination and financial responsibility
for hospice and palliative care.

� Identify potential implications of the ACO model
for the delivery of hospice and palliative care.

Original Research Background. TheMedicareACO
model’s built-in flexibility to support coordination of
care, and the inclusion of hospice in the savings calcula-
tion for ACOs, incentivizes these organizations to reex-
amine how they use hospice and palliative care.
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Research Objectives. Assess the potential implica-
tions of the Medicare ACO model for delivery of hos-
pice and palliative care, due to the incentives around
coordination of care and the financial inclusion of
hospice expenditures in the ACO savings calculation.
Methods. We conducted a literature scan to quantify
variation in hospice and palliative care delivery in the
current Medicare fee-for-service (FFS) environment.
We then applied microeconomic principles to identify
how the transition to the ACO model could affect the
variation and barriers identified. We also surveyed par-
allel efforts in the Center for Medicare & Medicaid
Innovation to understand the implications of other
new payment and delivery models.
Results. We identified three potential impacts of the
ACO model structure on how ACOs utilize hospice
and palliative care:

1. More attention by referring providers to hospice
quality: Because ACO providers are both finan-
cially and clinically responsible for hospice utili-
zation, providers have an incentive to refer to
hospices providing high-quality care.

2. Expanded use of palliative care: The ACO model
creates a market for palliative care as the start of a
continuum of care for seriously ill beneficiaries
that may act as a bridge to hospice care.

3. Condition-specific EOL care pathways: By encour-
aging patient-centered coordination and care
planning, the ACO model incentivizes repackag-
ing hospice care into a menu of services that can
be tailored to different illness trajectories.

Conclusion. The substantial variation in hospice uti-
lization and lack of a sustainable FFS palliative care
model creates opportunities for more strategic use of
these services by ACOs.
Implications for Research, Policy, or Practice.
This work highlights the opportunities for changing
the delivery of hospice and palliative care under the
ACO model.

Hospital Resource Utilization and Presence of
Advance Directives at the End of Life for
Adults with Congenital Heart Disease (S776)
Jill Steiner, MD, University of Washington, Seattle,
WA. J Randall Curtis, MD MPH, University of Washing-
ton, Seattle, WA. Ruth Engelberg, PhD, University of
Washington, Seattle, WA. James Kirkpatrick, MD, Uni-
versity of Washington, Seattle, WA. Susan Heckbert,
MD PhD, University of Washington, Seattle, WA. Lois
Downey, MA, University of Washington, Seattle, WA.

Objectives
� Define hospital resource utilization by adults with
congenital heart disease (ACHD) in the last 30
days of life.

� Recognize patterns of resource utilization for pa-
tients withACHDin the context of those for cancer.

Background. Because of recent treatment advances,
most children with congenital heart disease now sur-
vive to adulthood. Interventions, hospitalizations,
and symptom management needs by this rapidly-ex-
panding group are substantial. However, end-of-life
utilization patterns are unknown.
Research Objectives. To examine end-of-life hospi-
tal use by patients with ACHD, and to compare this
use to patients with advanced cancer.
Methods. A retrospective study combining electronic
health record and Washington state death certificate
data to identify 10,849 patients with ACHD or cancer
who died between January 2010 and December 2015.
Outcomes were resource use in the last 30 days of life
including inpatient admissions, intensive care unit
(ICU) stays, emergency department (ED) visits, and
documentation of advance directives or POLST forms.
Results. There were 10,784 patients with cancer and 65
patients with ACHD who died during this time period.
Median age at death was 63 and 45 years respectively.
In the last 30 days of life, 39% of patients with ACHD
were hospitalized, 39% had an ICU stay, 64% died in
the hospital, and only 42% had a documented advance
directive or POLST form. Compared to patients with
cancer, patients with ACHD received significantly more
ICU care (39% vs 10%, OR 2.62, 99% CI 1.35-5.09),
adjusted for age, comorbidities, and care facility. There
were also trends toward more hospital admissions and
days of hospital and ICU care, and patients with
ACHD tended to die more frequently in the hospital.
Conclusion. Patients with ACHD are more likely to
receive care in the ICU in the last 30 days of life than
those with cancer and may be less likely to die at home
and have documentation of advance care planning.
Implications for Research, Policy, or Practice.
Patients with ACHD represent an important popula-
tion for improvements in palliative care. Multi-center
involvement is needed to identify large numbers of
ACHD patients for further study.

Impact of Advance Care Planning
Interventions on Patient and Family
Satisfaction: A Systematic Review and
Descriptive Analysis (S777)
Ryan Van Wert, MD, Stanford University, Stanford,
CA. Ellen Wallace, BA, University of Massachusetts
Medical School, Worcester, MA.

Objectives
� Discuss the types of interventions used to support
high quality advance care planning.

� Recognize the impact of advance care planning
on patient and family satisfaction.
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Background and Objective. Patient satisfaction has
been used to evaluate the quality of end-of-life (EOL)
care, and is an increasingly usedmetric to measure pro-
vider performance and reimbursement. The objective
of this systematic review and descriptive analysis was to
determine the impact of advance care planning
(ACP) interventions on patient and family satisfaction.
Study Identification. All prospective and retrospec-
tive clinical trials in adults and pediatric populations
with an ACP intervention, and a measured outcome
of patient and/or family satisfaction.
Data Extraction and Synthesis. Studies were group-
ed by type of ACP intervention, and the impact of the in-
terventions on patient and family satisfaction was
described for each type. Of 487 citations, 11 trials met in-
clusion criteria. ACP interventionswere categorized as fol-
lows: self-directed completion of AD (1 study), self-
directed ACP web-based or video education tools (2),
and facilitatedACPdiscussionwith trained facilitators (8).
Results. Study participants included general elderly
(6) or pediatric populations (1) and specific popula-
tions including cancer (1), HIV/AIDS (1), teenagers
with cancer (1) and dementia (1). Certain studies
were based in specific care settings, including nursing
homes (2), primary care clinics (1), palliative care
units (3) and acute care (1). Self-directed ACP showed
a trend toward increased patient satisfaction. The use
of ACP video and web-based tools was associated with
increased patient satisfaction. Six of the 8 studies of
facilitated ACP conversations showed increased pa-
tient satisfaction. Several studies also demonstrated
improvement in anxiety and depression symptoms,
and increased completion rates of advance directive
documents in ACP intervention groups. Families
were generally more satisfied with EOL care when an
AD was in place.
Conclusions and Implications for Practice, Policy,
and Research. Patient and family satisfaction
increased with a variety of ACP interventions, support-
ing the use of ACP in high quality EOL care. These
data may also support a business plan for ACP programs,
given the implications for provider reimbursement.

Nonpharmacological Interventions to Improve
Sleep Among Adults with Advanced Serious
Illness (S778)
Elizabeth Capezuti, PhD RN, Hunter College, New
York, NY. Rana Sagha Zadeh, PhD MArch, Cornell
University, Ithaca, NY. Nicole Woody, MHA, Cornell
University, Ithaca, NY. Aleksa Basara, BA, Cornell Uni-
versity, Ithaca, NY. Ana Krieger, MD MPH, Cornell
University, Ithaca, NY.

Objectives
� Identify effective and non-effective interventions
to improve sleep.

� Identify areas for future research to improve
sleep.

Background and Objective. Sleep fragmentation is
common among those in the advanced stage of a
serious illness. Non-pharmacological interventions
such as reduction in noise/light, to improve sleep
have few, if any, adverse effects and are often underu-
tilized in these settings. The objective is to systemically
summarize the literature concerning non-pharmaco-
logical interventions to improve sleep among adults
with advanced serious illness.
Study Identification. Inclusion criteria included
experimental or quasi-experimental studies in any
setting including palliative care or hospice.
Data Extraction and Synthesis. We searched
several databases (Medline Complete, Cumulative
Index to Nursing and Allied Health Literature, Wiley
Interscience, Ageline, Academic Search Premier, and
AMED) for studies focusing on sleep outcomes asso-
ciated with non-pharmacological interventions
involving participants with advanced serious illness
published from 1996 to 2016.
Results. From a total of 2,731 results, 42 studies met
the inclusion criteria. These included 31 individual in-
terventions that were evaluated individually and some
in combination with other interventions. Twelve
studies employed either multiple interventions within
an intervention category (n¼8) or a multi-component
intervention consisting of interventions from two or
more categories (n¼5). The team conducted a data
extraction process that led to a list of codes for the
type and method of intervention. These were grouped
into categories that emerged from our synthesis: sleep
hygiene (1), environmental (6), physical activity (4),
complementary health practices (11), and mind-
body practices (13). Of the 42 studies, 22 demon-
strated a statistically significant, positive impact on
sleep and represented each of the categories. The
quality of the studies varied considerably, with 17
studies classified as strong, 17 as moderate, and 8 as
weak.
Conclusions and Implications for Practice, Policy,
and Research. Several interventions have been
demonstrated to improve sleep in these patients. How-
ever, the small number of studies and wide variation of
individual interventions within each category limit the
generalizability of findings. Further studies are
needed to assess interventions and determine effec-
tiveness and acceptability.

Trends in Inpatient Palliative Care Referrals
in Solid Organ Malignancies: Where Are We
Now? (S779)
Fabian Johnston, MD MHS, Johns Hopkins Medicine,
Baltimore, MD. Jessica Ruck, BS, Johns Hopkins Med-
ical Institutions, Baltimore, MD. Thomas Smith, MD
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FAAHPM, Johns Hopkins Medical Institutions, Balti-
more, MD.

Objectives
� Recognize the gap in inpatient palliative care use
in patients with solid organ malignancies.

� Recognize the role evaluation of gaps in palliative
use may plan in improving implementation of
models for improving palliative care.

Original Research Background. It is unknown how
frequently PC teams are involved in the care of pa-
tients with various malignancies.
Research Objectives. Evaluate the gap in palliative
care referral for patients with solid malignancies
Methods. Using the National Inpatient Sample, we
identified 357,267 inpatient hospitalizations 2012-
2014 for patients with a primary diagnosis of cancer
and a DRG risk of mortality of 3-4 (high risk). Patients
were stratified by receipt of PC referral to compare
cost of admission, number of diagnoses, frequency
of cancer-specific surgical procedures, palliative in-
terventions, and in-hospital death. Statistical signifi-
cance was defined as p<0.05.
Results. Of these high mortality risk patients, 51%-
77% were treated at a teaching hospital and 11.4%-
30.7% received a PC referral, depending on the type
of malignancy. The frequency of palliative care referral
from 2012-2014 increased for all malignancy types
except brain cancer. Patients with a PC referral were
less likely than patients without a PC referral to receive
cancer-specific surgical procedures (all cancer types),
pleural catheter placement (all except for pleural can-
cers) and prolonged intubation (>96 hours; all except
melanoma and bone cancers). Overall, inpatient
chemotherapy and radiation were infrequent (<10%)
for all cancer types except testicular and pleural can-
cers. PC referral was associated with a lower cost of
admission for all malignancies except testicular and
pleural/mediastinal cancers, even among only patients
who received no surgical procedures during the hospi-
talization. For all malignancies, PC referral was associ-
ated with a higher number of diagnoses and a higher
risk of in-hospital death than no PC referral (30%-
45% vs. 4%-10%, all p<0.001).
Conclusion. PC utilization appears to be increasing
for patients determined to have a high risk of mortal-
ity. However, the difference in in-hospital death be-
tween those who receive a PC referral versus those
without suggests that a PC referral is still triggered
by imminent patient death.
Implications for Research, Policy, or Practice. To
translate evidence into practice, understanding the
gap is important.

Music Intervention as a Nonpharmacological
Tool in Improving Quality of Life of Palliative
Care Patients (S780)
Cynthia Peng, BS, Warren Alpert Medical School of
Brown University, Providence, RI. Kelly Baxter,
APRN, Care New England, Warwick, RI. Kate Lally,
MD, Care New England Health System, Providence, RI.

Objectives
� Identify appropriate patients to receive music
intervention.

� Discuss how to select appropriate pieces to
perform for patients and their families.

Original Research Background. The pain, anxiety,
and stress associated with end-of-life care are paramount
issues to address for both patients and their families.
Reduction of these factors could translate to improved
quality of life for patients approaching the end of life.
Research Objectives. We studied the effect of add-
ing music to standard care for patients receiving palli-
ative care in two hospitals in the Care New England
healthcare system.
Methods. In this mixed quantitative and qualitative
study, we implemented live music intervention ses-
sions. Outcomes collected include symptom burden
pre- and post-intervention using the Edmonton Symp-
tom Assessment Scale, opioid use in 24-hour periods
before and after the music intervention, as well as
qualitative personal narratives of patients’ and fam-
ilies’ experiences with the music.
Results. We collected data from 45 patients. Notably,
on the ESAS there were significant decreases in pain,
anxiety, and feelings of depression, along with signif-
icant increase in feelings of well-being. Opioid use in
24-hour periods after the music intervention showed
a trend toward decreased usage, when compared the
24-hour period before. Finally, we compiled qualita-
tive personal narratives of patients’ and families’ ex-
periences of the music intervention. We found
common themes of comfort, relaxation, escape,
and reflection.
Conclusion. This pilot project demonstrated the
beneficial effects of music in a specific patient popula-
tion that often struggles with symptom management
when only pharmacologic management is used. These
data more quantifiably elucidates tangible biological
and psychosocial factors that are positively impacted
by the intervention.
Implications for Research, Policy, or Practice.
With additional evidence in music as well as other
artistic modalities, it is promising that arts-based pro-
grams in inpatient hospice and palliative care settings
will continue to expand and flourish.
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Quality Improvement Posters

‘‘Doctor, Will You Pray with Me?’’ A
Quality Improvement Project to Overcome
Discomfort in Discussing Patient Spirituality
(QI801)
Tara Cook, MD, University of Pittsburgh Medical Cen-
ter, Pittsburgh, PA. April Christensen, MD, University
of Pittsburgh Medical Center, Pittsburgh, PA.

Objectives
� Recognize the importance of religious care in
whole-person palliative care and its underutiliza-
tion in clinical practice.

� Describe at least three common barriers that palli-
ative clinicians encounter when addressing pa-
tients’ religious needs.

� Discuss a model for increasing quality and
quantity of religious care implemented at one
institution and identify potential ways this model
can be adapted to other institutions or care
settings.

Background. Inadequate exploration of religious
needs may lead to unaddressed suffering. Nearly
90% of patients prefer that their clinicians
understand their religious beliefs and how these
impact medical decisions. While guidelines for
discussing patients’ religious concerns are available,
clinical implementation is lagging. We were interested
in improving palliative care clinicians’ assessment of
religion.
Aim Statement. The aim of this quality improvement
(QI) project was to determine clinician barriers to
addressing hospitalized patients’ religious needs
and measure the quality and quantity of clinician
conversations following an educational intervention
targeting identified barriers.
Methods. This IRB-approved QI project targeted
palliative care clinicians at the University of Pitts-
burgh Medical Center between September 2016
and May 2017. Baseline religious assessment data
was obtained by reviewing 105 charts and surveying
21 clinicians. Review of free-text comments
elucidated common barriers to religious history
taking. With chaplains, these results were used to
develop a one-hour educational intervention.
We incorporated established palliative care commu-
nication strategies for addressing two identified
challenges e when a clinician is questioned
regarding their religious beliefs and when a patient
is questioning personal faith. Additionally, instruc-
tion on a validated religious history tool was
provided. A post-intervention chart review and
survey were conducted.

Results. The post-intervention survey demonstrated a
43% to 75% increase in self-reported confidence,
including an over 10% increase in five of six aspects of
religious care. Perceived barriers changed fromproced-
ure-focused, including uncertainty on how to respond
to religious distress, to time-focused, concerned about
insufficient time to explore distress. The post-interven-
tion reviewof 103 charts showeda significant increase in
religious history documentation. The number of charts
documenting two or more religious history questions
increased from 13%pre-intervention to 36%post-inter-
vention. Post-intervention charts also documented a
broader range of questions.
Conclusions and Implications. This project demon-
strates that a one-hour intervention focusing on bar-
riers and how to use a common religious history
improved both quality and quantity of conversations.

First Responders: Educating Interdisciplinary
Champions to Provide Primary Palliative
Care (QI802)
Kathleen Broglio, DNP NPACHPN ANP CHPN FPCN,
Dartmouth Hitchcock Medical Center, Lebanon, NH.
Shila Pandey, NP, Columbia University Medical Cen-
ter, New York, NY. Frances Eichholz Heller, MSW, NY
Presbyterian, New York, NY. Craig Blinderman, MD
MA FAAHPM, Columbia University Medical Center,
New York, NY.

Objectives
� Describe a palliative care interprofessional educa-
tion program for nurses, nurse practitioners, so-
cial workers and physician assistants.

� Discuss participants’ reports of changes in prac-
tice and implementation of educational and qual-
ity improvement projects.

Background. We implemented an interprofessional
palliative care education project to train clinicians in
primary palliative care skills in an urban academic
medical center through a Fan Fox and Leslie R. Sam-
uel’s Foundation Grant.
Aim Statement. Promote integration of palliative
care principles in this institution as standard of care
for patients/families facing serious illness; and enable
participants to implement palliative care education or
quality improvement (QI) projects.
Methods. Registered nurses, nurse practitioners, so-
cial workers and physician assistants participated in a
one-year program. In year one, participants were
selected by managers and in years two and three, par-
ticipants applied for admission to the program. Pallia-
tive Care faculty members delivered monthly didactics,
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videotaped for enduring education, on principles of
palliative care including communication skills, symp-
tom management, and care of the imminently dying.
Additional components of the program were round-
ing with the palliative care team, and attending inter-
disciplinary palliative care rounds. Participants, in
interprofessional groups, created an educational activ-
ity or QI project for their selected clinical area.
Results. 24/38 (63%) completed year one, 29/39
(74%) completed year two, and 31/35 (89%) are
midway through completion of year three. End of pro-
gram surveys were completed by 10/24 (42%) year
one and all reported changes in practice. In year
one follow-up survey 15 months later 15/38 (39%)
completed the survey and 13/15 (87%) reported
changes in practice. In year 2, 17/29 (59%)
completed the survey and 13/17 (76%) reported prac-
tice changes. Examples of participant projects include:
advance care planning; integrating spiritual assess-
ment; staff education about end of life religious/spir-
itual; yoga/meditation for oncology patients; dyspnea
management in the ICU.
Conclusions and Implications. Interprofessional
palliative care education promotes integration of palli-
ative care principles into primary practice. Further
development includes physician participation in the
interprofessional education and development of
robust measurement of this education on interprofes-
sional collaboration and patient outcomes.

A Quality Improvement Approach to System-
Wide Physician Referral Patterns for Hospice
Care (QI803)
Gregory Luke Seidensticker, MD, OhioHealth, Colum-
bus, OH. Nicole Haller, MHA, OhioHealth, Colum-
bus, OH. Charles von Gunten, MD PhD FACP
FAAHPM, OhioHealth, Columbus, OH.

Objectives
� Recognize that referral for hospice care is a
behavior amenable to behavioral feedback.

� Physicians change their behavior when given
their personal performance for hospice referral.

Background. Hospital-based hospice programs
generally have short lengths of service in home hos-
pice caredmuch shorter than free-standing hospice
programs
Aim Statement. Improve Hospice Length of Service
by giving physicians feedback on their performance.
Methods. The OhioHealth Clinical Guidance Coun-
cil, comprised of physician subcommittees by specialty,
sets standards of care for purposes of improving qual-
ity and decreasing cost by facilitating decrease in vari-
ation for 3500 physicians serving the system across 40
counties in central Ohio. The, median length of stay
of patients referred by all OhioHealth physicians was
obtained for 2015. For the oncology, cardiovascular,

neurosciences, primary care and hospitalist clinical
guidance councils, a letter from the Chair was sent
to each physician noting gap between the council’s
opinion about optimal length of stay, the length of
stay reported by the National Hospice and Palliative
Care Organization (NHPCO), and the median length
of stay of all patients referred by OhioHealth physician
members of that clinical guidance council. A chart
graphing the median length of stay by member, indi-
cating the name of the member to which the letter
was directed, was mailed to each physician. One year
later, for calendar year 2016, the measurement of me-
dian length of stay by physician was repeated.
Results. For all physicians in 2015, the median length
of stay in targeted specialties was 15 days, in those not
targeted (control), 16 days. In 2016, the median
length of stay for all physicians in targeted specialties
was 25 days. In those not targeted (control) it was 10
days. The national median length of stay in hospice
care is 17 days. The median length of stay for all Ohio-
Health Hospice patients was 10 days at the time this
project was conducted.
Conclusions and Implications. A simple QI
approach yielded a 250% improvement in hospice me-
dian length of stay between intervention and control
to a level above the national median.

Implementing the Bereaved Family Survey for
an Advanced Cancer Population (QI805)
Jessica Kaltman, MD MSHS, University of California
Los Angeles, Los Angeles, CA. Anne Walling, MD
PhD, University of California Los Angeles, Los An-
geles, CA. Neil Wenger, MD MPH, University of Cali-
fornia Los Angeles, Los Angeles, CA.

Objectives
� Understand the implementation of a post-mor-
tem survey in a large health system.

� Understand vital areas for quality improvement in
EOL care.

Background. Despite being endorsed as a National
Quality Forum measure, the Bereaved Family Survey
(BFS), a tool to assess apatient’s end-of-life (EOL) expe-
rience, has not been broadly used outside the Veteran’s
Affairs Health System or in the outpatient setting. We
adapted the BFS for an advanced cancer population
and implemented it at an academic health system.
Aim Statement. Identify areas for quality improve-
ment in EOL care.
Methods. Between August 2016 and May 2017, we sur-
veyed caregivers of advanced cancer decedents. We
included English-speaking decedents >18 years of age
who were continuity patients of a health system oncolo-
gist and had documentation of metastatic disease in
either problem list, oncology notes, or advanced imag-
ing. Death was verified in the chart or by obituary found
via internet search. Caregivers surveyed were the
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appointed healthcare agent in an advance directive or
the first listed contact. Scoring was done via the top-
box approach. Surveys were mailed 3 months after
death with a follow-up post-card reminder and phone-
call at 2 and 4 weeks, respectively.
Results. Of 285 eligible decedents, 242 caregivers
were mailed surveys with 83 completed (34% response
rate) of whom 28% died in the hospital. Mean overall
BFS score was 75 out of 100. Ratings were high for
overall care quality (78% Always/Usually) and staff
caring (74% Always) with lower ratings for communi-
cation (58% Always), emotional/spiritual support
(37% Always with 30% not wanting support) and
pain control (56% Always/Usually uncomfortable).
Nearly 84% of respondents felt their loved one died
in the right place and 67% felt staff caring for the pa-
tient provided a dignified death. 74% of patients were
referred to hospice with 64% of caregivers stating the
hospice referral was timely.
Conclusions and Implications. A post-mortem sur-
vey implemented for an advanced cancer population
received a modest response rate but collected valuable
information regarding gaps in care quality to drive
quality improvement.

Determining the Feasibility and Utility of Risk
Assessment in Opioid-Treated Patients with
Cancer at an Outpatient Palliative Care
Clinic (QI806)
Lindsay Jablonski, PharmD Candidate, University of
Pittsburgh School of Pharmacy, Pittsburgh, PA. Julie
Childers, MD MS FAAHPM, University of Pittsburgh,
Pittsburgh, PA. Susan Jessell, MSN ACHPN CRNP,
University of Pittsburgh Medical Center, Pittsburgh,
PA. Jennifer Pruskowski, PharmD, University of Pitts-
burgh School of Pharmacy, Pittsburgh, PA.

Objectives
� Discuss the feasibility of opioid risk screening in
an outpatient palliative care oncology clinic.

� Quantify the capacity of opioid risk screening
tools to provide results that influence prescribing
decisions in an outpatient clinic setting.

Background. Opioid risk screening tools may facili-
tate safer opioid prescribing by identifying patients
at the highest risk for opioid abuse, misuse and diver-
sion. However, it is unclear if these tools actually influ-
ence prescribing decisions.
Aim Statement. To increase the prevalence of opioid
risk screening for palliative care outpatients receiving
chronic opioid therapy and to assess if screening re-
sults influence clinicians’ prescribing decisions.
Methods. A student pharmacist attended clinic one
afternoon per week to screen all patients prescribed
chronic opioid therapy using the Opioid Risk Tool

(ORT) and the Screener for Opioid Assessment for
Patients with Pain-Short Form (SOAPP-SF). Then, a
palliative care clinician conducted a routine office
visit. Finally, the student pharmacist shared screening
results with the clinician, who reported if results
impacted prescribing decisions.
Results. 30 patients were screened in total; 70% were
male, 86.7% were white, and the mean age was 54.6
years old. 23.3% of patients had colorectal cancer; a
variety of other cancers were represented. 30% of pa-
tients scored positive on the SOAPP-SF, and 20% of
patients scored high risk on the ORT. Prescribing de-
cisions were changed for 33.3% of patients; the most
common prescribing decision among high risk pa-
tients was to keep the opioid dose the same.
Conclusions and Implications. The results from
this quality improvement project demonstrate that
formal risk screening may impact prescribing patterns
in an outpatient palliative care oncology clinic, sug-
gesting that formal screening protocols may be bene-
ficial for clinicians when prescribing chronic opioids.
In addition, this strategy may reduce the amount of
opioids prescribed to patients at highest risk for
opioid abuse, misuse, and diversion, thereby protect-
ing patients and communities. Further research is
needed to determine the most effective and least
burdensome strategy for incorporating formal risk
screening into standard practice.

Improving Healthcare Proxy Completion Rate
(QI807)
Vandana Nagpal, MD FACP, UMass Memorial Health
Care, Worcester, MA. Jennifer Reidy, MD FAAHPM,
UMass Memorial Health Care, Worcester, MA.

Objectives
� Involving interdisciplinary team in a QI project.
� Sustaining a QI project.

Background. Every adult should have a healthcare
proxy (HCP), and this is especially true for patients
seen by palliative care. Ideally, they would have conver-
sations with their primary clinicians about serious
illness, with appropriate advance care planning. How-
ever, many inpatients do not have an HCP. We decided
to review the records of inpatients seen by the pallia-
tive care service at our institution and found that
only 60% had a valid HCP form on discharge.
Aim Statement. The aim of this project was to
improve HCP completion rate among inpatients
seen by palliative care to more than 90% by time of
discharge.
Methods. We collected our baseline data from July to
October 2016. We discussed opportunities for
improvement among our interdisciplinary team and
performed a root cause analysis of our current perfor-
mance. We got buy-in from team members and
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standardized the inclusion of patients’ HCP status in
daily rounds. The HCP forms were made readily avail-
able in our office area and any team member,
including our social worker, pharmacist, and learners,
could be tasked to obtain a valid HCP document for
our patients. We continued to monitor our perfor-
mance monthly and reported back to individual
team members.
Results. We collected monthly data from November
2016 to April 2017. The electronic patient charts
were randomly checked for the presence of an HCP
document to confirm our database. We achieved a
93% or more HCP completion rate by the time of
discharge for each of these months. The remaining
7% of patients lacked capacity to make decisions and
could not complete a HCP.
Conclusions and Implications. Standardization of
the process and involvement of all team members ap-
pears to be the key in improving HCP documentation.
It removes variability and inconsistency between pro-
viders and is essential for the success. However, the pa-
tient-related factors add some unpredictability. Our
next steps involve dissemination within our larger in-
stitution.

Pilot Implementation of a Low-Literacy Zone
Tool for Heart Failure Self-Management
(QI808)
Dan Weiss, DNP RN CHPN, Sharp HospiceCare Tran-
sitions Program, La Mesa, CA. Sue Robertson, PhD
MSEd RN CNE, California State UniversityeFullerton,
Fullerton, CA. Nicholas Gorman, EdD MPH, Keck
Graduate Institute, Claremont, CA. Joy Goebel, PhD
MN RN FPCN, California State UniversityeLong
Beach, Long Beach, CA.

Objectives
� Name and define the 3 components of HF self-
care, according to Riegel et al’s revised theory.

� Describe the meaning and practical significance
of the 3 different colored zones in the Zone
Tool for Heart Failure Self-Management used in
this QI project.

� Identify methods by which this QI project’s lead
evaluated feasibility of the HF zone tool.

Background. Heart failure (HF) affects 6.5 million
Americans, with 1 million hospitalizations annually, a
21.9% readmission rate, and $31 billion in healthcare
costs. Palliative care (PC) decreases HF patients’ symp-
tom burden, readmissions, and costs. Many elderly pa-
tients have difficulty recognizing and reporting HF
symptoms to their providers in a timely manner. Self-
care tools with color-coded zones (green ¼ all clear;
yellow ¼ caution; red ¼ take action) help patients
recognize and respond to HF symptoms and reduce
readmissions and costs.

Aim Statement. The purposes of this quality improve-
ment (QI) pilot project were to evaluate the feasibility
of implementing a low-literacy zone tool for HF self-
management with home-based PC patients and to test
the zone tool’s effect on self-care and quality of life.
Methods. An interdisciplinary PC team developed a
zone tool for HF self-management. Fifteen patients
with advanced HF in a home-based PC program
were recruited for this QI project. Health literacy
was prescreened with the Newest Vital Sign instru-
ment. HF self-care and quality of life were measured
respectively with the Self-Care of Heart Failure Index
and the Kansas City Cardiomyopathy Questionnaire
at baseline, 30 days, and 60 days. In post-implementa-
tion surveys, participants and nurses rated the zone
tool’s readability and helpfulness (feasibility). Analyses
of variance (ANOVA’s) evaluated the zone tool’s effect
on self-care and quality of life.
Results. Participants evaluated the zone tool as easy
to understand and helpful in recognizing and report-
ing HF symptoms. Due to the small sample size, AN-
OVA’s were inconclusive regarding the effect of the
HF zone tool on the two primary outcomes of interest.
Conclusions and Implications. This QI project
demonstrated the feasibility of implementing a zone
tool for HF self-management for patients in a home-
based PC program. Further research with larger sam-
ples is needed to assess HF zone tools’ effect on self-
care and quality of life.

Utilization of Support Services, Emergency
Department and Hospitalization in Advanced
Cancer Patients with Severe Disease in a
Community Cancer Institute (QI809)
Caitlyn McNaughton, PA-C, Lancaster General
Health/Penn Medicine, Lancaster, PA. Emily Gehron,
MSN-CRNP, Ann B. Barshinger Cancer Institute -
Lancaster General Health Penn Medicine, Lancaster,
PA. Shanthi Sivendran, MD, Penn Medicine at Lancas-
ter General Health, Lancaster, PA. Rachel Holliday,
BS, Lancaster General Health/Penn Medicine,
Lancaster, PA. Mike Horst, PhD MS MPHS, Lancaster
General Hospital, Lancaster, PA. Kristina Newport,
MD FAAHPM, Hospice & Community Care Lancaster
PA, Lancaster, PA.

Objectives
� Define advanced cancer population and severity
of disease.

� Describe a model of support service delivery in a
community cancer institute.

� State the correlation of as-needed support service
referral on ED utilization and unplanned hospi-
talizations in one community cancer center.

Background. Patients with advanced cancer are at
high risk for emergency department (ED) and
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hospital utilization, which is distressing and costly.
Palliative care consultation and symptom manage-
ment clinics have been shown to decrease ED and hos-
pital utilization, but the frequency and composition of
these interventions is still being delineated.
Aim Statement. To describe healthcare utilization in
patients with advanced cancer with respect to support
services provided and severity of disease in a commu-
nity setting.
Methods. 157patients with advanced cancer of pulmo-
nary, gastrointestinal, genitourinary or gynecologic
origin diagnosed January-December 2015 were re-
viewed retrospectively. Descriptive data including de-
mographics, disease characteristics, palliative care
consultation, support services utilized, and ED visits/
hospitalizations were collected for 12 months, or to
date of death. Support services included physician
assistanteled symptom management, nurse navigator,
social worker, nutrition, financial counselor, chaplain,
and oncology clinical counselor. Support service refer-
rals were made based on identified needs. Severe dis-
ease was defined as death within 6 months of diagnosis.
Results. Patients with severe disease had a mean of 6
ED visits per year, significantly greater than patients
with non-severe disease (p < 0.001). Patients with se-
vere disease also had more contacts with support ser-
vices per year (30.3 vs 9.1, p < 0.001). A palliative
care consult was placed in 50% of patients with severe
disease, and 23% in patients with non-severe disease (p
< 0.001).
Conclusions and Implications. Patients with
advanced cancer have high healthcare utilization in
the last 6 months of life. As-needed involvement of
support services correlated with severity of disease
but did not result in decreased ED utilization or hospi-
talization. These data suggest that availability of as-
needed support services alone is not a reliable strategy
to impact unplanned hospitalizations and ED visits.
Further research is needed to determine if preemptive
or mandatory utilization of support services is suffi-
cient to reduce healthcare utilization.

Designing and Implementing a Nursing
Education Simulation to Improve Confidence
and Competence in Providing Palliative Care
for the Dying Patient (QI810)
Benjamin Roberts, MSN RN, Johns Hopkins Univer-
sity School of Nursing, Baltimore, MD. Kaytlyn Burke,
MSN, Johns Hopkins University School of Nursing,
Baltimore, MD. Lauren Greco, MSN RN, Johns Hop-
kins School of Nursing, Baltimore, MD. Valerie Cotter,
DrNP, Johns Hopkins School of Nursing, Baltimore,
MD. Jennifer Wenzel, PhD, Johns Hopkins School of

Nursing, Baltimore, MD. Nancy Sullivan, DNP RN,
Johns Hopkins School of Nursing, Baltimore, MD.

Objectives
� Identify simulation components designed to
improve pre-professional nursing palliative care
curricula through simulation, in accordance
with recent AACN recommendations.

� Compare perceived student confidence and
competence in providing patient-centered end-
of-life care based on pre- and post-simulation
evaluations.

Background. The AACN has recommended
improved palliative care competencies and curricular
guidelines, as there is limited clinical preparation for
nursing students. In response to this gap in nursing
curricula, three graduating nursing students utilized
a literature-based approach to address nursing student
anxiety and low perceived competence to provide end-
of-life care.
Aim Statement. The purpose of this Quality
Improvement Project was to develop a high fidelity
simulation for pre-professional nursing students to
improve confidence and competence in providing
care for the dying person in the hospital setting.
Methods. With support from Johns Hopkins School
of Nursing faculty specializing in simulation and palli-
ative care, student leaders developed an initiative to
involve other pre-professional students in an introduc-
tory scenario in which a patient died while hospital-
ized for a heart failure exacerbation. Pre-professional
nursing students with a variety of backgrounds and
an interest in palliative care participated in the simula-
tion. Participants were asked to complete pre- and
post-test surveys to demonstrate perceived confidence
and competence in physiological and psychosocial
support for the dying patient.
Results. In the simulation pre-brief, student leaders
facilitated identification of the intent of the simula-
tion, the physiological and psychosocial needs of the
patient, symptom management strategies, communi-
cation techniques, challenges they anticipated, and
personal concerns. During the simulation, students
experienced decompensation and simulated death of
a standardized patient actor and were tasked with
providing comfort measures for the patient and two
standardized family members. During the debrief fac-
ulty utilized concept maps to guide discussion
regarding plan of care, comfort measures, ethical is-
sues, communication techniques, and personal reac-
tions to the simulation.
Conclusions and Implications. Student evaluations
will be utilized to guide future simulation delivery in
palliative care to the entire student body as well as to
develop other palliative care simulations.
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Quality Improvement and The Veterans
Health Administration’s Palliative Care
National Clinical Template (QI812)
Randall Gale, DrPH MPH, VA Palo Alto Health Care
System, Palo Alto, CA. Joy Goebel, PhD MN RN
FPCN, California State UniversityeLong Beach,
Long Beach, CA. Ariadna Garcia, MS, Stanford Uni-
versity, Palo Alto, CA. Karl Lorenz, MD MSHS, VA
Palo Alto and Stanford University, Palo Alto, CA.

Objectives
� Identify opportunities to use existing process level
EHR data in their practice settings for quality
assessment.

� Identify approaches to optimize quality efforts us-
ing process level data.

Background. Process measures provide evidence of
care delivered at the bedside. The Veterans Health Ad-
ministration’s (VHA) Palliative Care National Clinical
Template (PC-NCT), writes process-level data from
palliative care (PC) consultations to the Electronic
Health Record (EHR) that are aggregated and used
for quality improvement (QI).
Aim Statement. To describe experience using the
PC-NCT across facilities for QI.
Methods. Process-level data generated during PC-
NCT consults (7/1/2014 e 6/30/2017) were ex-
tracted from the EHR. We obtained user feedback
and descriptively analyzed patterns of use for QI.
Results. The PC-NCT was used 32,566 times (34% of
palliative care consultations) at 82 facilities (67% of fa-
cilities) to document care. At the domain level, Clin-
ical Presentation was used in 97%, Social History
84%, Symptom Review 78%, Psychological Assessment
17%, Palliative Performance Scale (PPS) 77%, Care
Planning 79%, Spiritual Concerns 57%, Physical Ex-
amination 87%, and Assessment and Recommenda-
tions 94% of PC-NCT consults. Facility culture,
preferential use of locally developed tools, and chal-
lenges with note formatting are reported as reasons
for non-use.
PC-NCT data identify clinical questions for teams that
are reviewed during twice yearly QI calls. Sites with low
PPS scores are prompted with, ‘‘How are you collabo-
rating with other services to promote earlier PC
consultation?’’ Those with large numbers of patients
reporting dyspnea are asked to consider how opioids
are used in dyspnea management, and sites with
sparse documentation of spiritual concerns are asked
to consider what questions clinicians ask about spiri-
tual concerns and whether they are comfortable ad-
dressing those needs. In addition to template use for
quality assessment, it is used to educate new PC
trainees on salient content for comprehensive con-
sults and reduce inter-provider variability in PC
delivery.

Conclusions and Implications. Competition for
scarce resources in healthcare necessitates optimizing
use of existing data. Process-level data from a stan-
dardized PC note template can be used for QI,
training, and standardization among staff.

Palliative Care in Hematologic Oncology: A
Needs Assessment (QI813)
Gene Decastro, MD, Northwell Health, Manhasset, NY.
Bridget Earle, MD, Northwell Health, Manhasset, NY.

Objectives
� Name the symptoms and issues most frequently
seen by hematology providers.

� List and discuss strategies used in the screening of
complex needs in hematology patients.

Background. As patients with hematologic malig-
nancies further enter the scope of practice for pallia-
tive medicine physicians, it is important to have an
accurate view of their needs. Historically, there is a
paucity of research examining symptom burden in
this cohort. Even fewer studies explore the experience
and perceptions of frontline hematology providers. As
our Geriatric and Palliative Medicine team at North
Shore University Hospital (NSUH) embarked upon a
collaborative Supportive Care model on our hospital’s
dedicated Leukemia and Bone Marrow units, it was
necessary to gain insight from providers about this
population.
Aim Statement. Identify issues seen by hematology
providers with a prevalence greater than 65 percent.
Methods. We conducted a supportive care needs
assessment survey of the staff (faculty, fellows, nurse
practitioners, nurses, social workers, and case manage-
ment) from the Leukemia and Bone Marrow units.
The survey encompassed eighteen domains and at-
tempted to assess their prevalence in patients accord-
ing to the Hematology team. It included symptoms,
social and functional complexities, advance care plan-
ning, and goals of care. Free text responses were used
to capture staff input about challenges in caring for
this population.
Results. We received a response rate of 30% (30/
101) with respondents primarily being nurses. It re-
vealed the most commonly seen domains. Those
selected as ‘‘frequently’’ or ‘‘almost always’’ were fa-
tigue (97%), nutritional issues (96%), gastrointestinal
issues (93%), anxiety (80%), goals of care (69%), and
advance directives (69%). We learned that symptom
management was a challenge for the staff. Managing
patients’ expectations about chemotherapy was a key
concern. Lastly, clear communication with patients
throughout treatment and caregiver support were
consistent themes.
Conclusions and Implications. Determining that
the four most prominent symptoms encountered by
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hematology staff were fatigue, nutritional, gastrointes-
tinal, and anxiety can help refine patient assessment.
Moreover, communication and decision making con-
cerns were important to staff. These results under-
score the necessity of provider perspectives while
treating patients with hematologic malignancies to
guide future initiatives.

A Three-Step Process to Create a Palliative
Medicine Co-Management Model of Care on
an Inpatient Hematology Unit (QI814)
Gene Decastro, MD, Northwell Health, Manhasset, NY.
Bridget Earle, MD, Northwell Health, Manhasset, NY.

Objectives
� Name and discuss strategies to build partnerships
between a palliative medicine team and other
services.

� Identify key metrics and outcomes that support
and enhance co-management partnerships.

Background. Northwell Health’s North Shore Uni-
versity Hospital (NSUH) campus has a dedicated he-
matology unit. This cohort of patients is under-
represented on our inpatient palliative care service,
comprising < 1% of initial consultations in 2016.
Given recent recommendations by the American Soci-
ety of Clinical Oncology about comprehensive cancer
care and recognizing the growing need for palliative
care in patients with hematological malignancies,
our goal was to initiate a concurrent hematologic
and palliative care delivery model.
Aim Statement. Increase the number of Palliative
Medicine consultations on the Hematology unit by
100 percent within three months.
Methods. A three-step process was initiated: inpatient
service buy-in and joint workgroup development, con-
current care delivery, and linkage to outpatient part-
ners. The first step was to obtain buy-in with faculty
stakeholders at our institution, including Hematolo-
gy-Oncology leadership. There was immediate support
for a partnership. Next, a workgroup was assembled to
jointly generate a needs assessment survey to deter-
mine how best to assist in the care of these complex
patients. We identified key metrics to measure and
linked our inpatient service with outpatient care via
our Supportive Oncology practice.
Results. The five month process culminated in
biweekly ‘‘screening rounds’’ with the Hematology
team, which were initiated in late June 2017 and
have identified high-need patients for consultation.
In 2016, our service saw two hematology unit consults
per month. In the month of July 2017, we saw thirteen
consults (650 percent increase).
Conclusions and Implications. Through relation-
ship management, workgroup development, and
care transition to the community, an inpatient

supportive care co-management model for patients
with hematologic malignancies was successfully imple-
mented using a three-step process. This strategy can
be replicated for other services with complex patients.
Future analysis of these metrics will be able to provide
valuable feedback to both services. By creating health-
care pathways with an emphasis on Palliative Medicine
co-management, we are poised to deliver comprehen-
sive care and measure its impact.

Sutter Health Advanced Illness Management
(AIM) 2016 Program Update (QI815)
Lori Bishop, BSN RN CHPN, Sutter Care at Home/
Sutter Health, Fairfield, CA. Monique Reese, DNP
ARNP FNP-C ACHPN, Sutter Care at Home, Fairfield,
CA. Praba Koomson, DNP RN CNE, Sutter Care at
Home, Modesto, CA. Sharyl Kooyer, RN, Sutter Care
at Home, Sacramento, CA.

Objectives
� Identify three measures of success for innovative
palliative care programs serving the seriously ill
patient population.

� Identify three characteristics of the advanced
illness population.

Background. Sutter Health’s AIM program began in
2009. We received a CMMI First Round HCIA three
year grant in 2012. The ability to demonstrate value
is critical to sustainability of innovative care models.
The poster provides AIM program outcomes for
2016, as well as strategies for financing the program
post-grant.
Aim Statement. The AIM program demonstrates the
impact an innovative program to improve the experi-
ence and quality of care while lowering the cost.
Methods. AIM program development included
creating metrics for operational, clinical, and financial
outcomes, and patient satisfaction. The team monitors
process measures on a daily, weekly, monthly and quar-
terly basis to ensure program quality and effectiveness.
Metrics demonstrate program value and identify op-
portunities for performance improvement. The pro-
gram was evaluated by an independent review
through the CMMI grant and determined to be of sig-
nificant value.
Results. The 2016 AIM program highlights include
an average daily census of approximately 2,700 pa-
tients receiving 119,000 contacts via phone or visit.
The program serves patients over 19 counties in
Northern California and received referrals from
1,900 physicians. 81.7 percent of patients served
were Medicare age, and 32 percent had a primary
diagnosis of cancer. 43 percent of AIM patients transi-
tioned to hospice care. The AIM patient population
experienced an 8 percent reduction in emergency
room visits; a 60 percent reduction in hospitalizations;
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a 64 percent reduction in ICU utilization; and a 6
percent reduction in the average length of a hospital
stay. Overall patient satisfaction was 86 percent.
Advance Care Planning documentation was
completed within 90 days for 97 percent of AIM
patients.
Conclusions and Implications. AIM is an effective
model to support seriously ill patients. The reductions
in high cost health care utilization translates into sig-
nificant total cost of care savings. Sutter Health’s abil-
ity to implement and sustain AIM in a variety of
markets demonstrates the ability to replicate the pro-
gram within other health care organizations.

Impact of a Home-Based Palliative Care
Program for Advanced Heart Failure (QI816)
Christopher Rowe, Transitions Lifecare, Raleigh, NC.
Catherine Quintana, RN, Transitions LifeCare, Ra-
leigh, NC. Stephen Young, MD, Transitions LifeCare,
Chapel Hill, NC. Laura Patel, MD, Transitions Life-
Care, Raleigh, NC.

Objectives
� Describe an interdisciplinary home-based pallia-
tive care pilot program for patients with advanced
heart failure.

� Discuss preliminary outcomes of home-based
palliative care intervention on acute care utiliza-
tion and satisfaction.

Background. Transitions LifeCare partnered with a
community hospital to offer home-based palliative
care (HBPC) to patients with advanced heart failure
(HF). These patients were identified by the hospital
as high utilizers of services. HBPC provided symptom
management, psychosocial support, advance care
planning, and patient education.
Aim Statement. Evaluate the impact of HBPC sup-
port on hospital utilization and quality of care.
Methods. This is a case series of 20 patients with
advanced HF who were high utilizers of healthcare
resources. Initial HBPC consultation occurred within
7 days of hospital discharge and care continued for
4-6 weeks. A nurse-directed interdisciplinary team
provided physical assessment, symptom manage-
ment, medication reconciliation, advance care plan-
ning, and psychosocial support. The Quality Data
Collection Tool for Palliative Care was used to
collect symptom management data and the FAM-
CARE-2 was used to assess family satisfaction. Data
were collected for hospital utilization in the 90
days leading up to the intervention and compared
to utilization during the pilot.
Results. Hospital admissions declined by 52.4%, from
14.7 per 30 days to 7 per 30 days (p ¼ 0.001). Hospital
days decreased by 53.8%, from 86.7 per 30 days to 40
per 30 days (p ¼ 0.04). Total ICU usage decreased

100%, from 9.7 per 30 days to 0 per 30 days (p ¼
0.01). Overall symptom burden decreased, and 40%
of patients had a change in code status or advance
directives.
Conclusions and Implications. This HBPC program
significantly reduced hospital admissions, total hospi-
tal days and ICU utilization for the participants while
reducing symptom burden. Expanding this HBPC pro-
gram would provide high quality care to patients and
cost savings to the partnering hospital. Based on
average hospital costs of HF admissions in NC, this
could represent a savings of up to $8,000 per patient
for this 30-day period.

Implementation of Advance Care Planning
EMR Tool into an Outpatient Primary Care
Clinic, a Multidisciplinary Approach
(QI817)
Cameron Simmons, MD, St. Louis University, St Louis,
MO. Scott Mikell, MD, Carolinas Healthcare System,
Charlotte, NC. Christopher Vieau, MD, Carolinas
Health Care System, Charlotte, NC.

Objectives
� Demonstrate effectiveness of educational sessions
and social worker involvement regarding imple-
mentation of new EMR tool into a primary care
clinic for ACP documentation.

� Discuss implications of our project and future
goals.

Background. The Care Alignment Tool (CAT) is an
Electronic Medical Record (EMR) tool designed to
enhance advance care planning (ACP) conversations
and documentation in Canopy. The CAT guides pro-
viders through advance care planning by prompting
questions regarding patient beliefs about their health,
goals for future health states, and, if applicable, de-
sires for end of life care. Providers can then document
their conversations and the form is available as part of
the patient’s EMR. Under a centrally located tab, it
can be easily accessed during any encounter and is
easily modified if the patient’s health circumstances,
or wishes, change.
ACP documentation remains a major challenge, with
particular respect to communicating ACP goals across
the spectrum of health care settings. One study
demonstrated approximately 50.9% of patients aged
65 or older had documentation of preferences for
ACP in the EMR; among these patients only 1/3 had
a scanned document available. This allows disparity
between patients’ desired preferences and their actual
experiences at the end-of-life.
Aim Statement. Our goal was to increase utilization
of the CAT for patients ages 65 and older at our
home practice, Elizabeth Family Medicine, from
January, 2016 until March of 2017.
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Methods. We employed the model for improvement
methodology. Our interventions were two brief educa-
tional sessions for clinicians, as well as embedment of
a clinical social worker at the practice specifically for
ACP discussions and aide. A monthly report of CATs
performed was used to collect out data.
Results. Pre-intervention: 10 total CAT completed
during 12 months CAT was available to providers.
Post-intervention: Over 3 months, a total of 22 CAT
were completed.
Conclusions and Implications. We observed a
meaningful increase in CAT utilization after imple-
mentation of our collective outpatient-directed inter-
vention. These results not only indicate a successful
implementation of CAT into an outpatient primary
care setting, but shows that simple interventions utiliz-
ing multiple disciplines can have a profound impact.

Empowering Key Players: A Pilot Intervention
to Improve Nurses’ Perceived Confidence
and Ability to Utilize Palliative Care
Communication Strategies (QI818)
Ashley Bernard, DNP AGACNP-BC, Saint Thomas
Heart, Nashville, TN. Mohana Karlekar, MD, Vander-
bilt University Medical Center, Nashville, TN. Rebecca
Hixson, RN CHPN, Vanderbilt University Medical
Center, Nashville, TN. Megan Shifrin, DNP ACNP-
BC, Vanderbilt School of Nursing, Nashville, TN.

Objectives
� Verbalize two palliative care communication tech-
niques that are effective for improving nurses’
perceived confidence and ability in communica-
tion skills.

� Identify strategies associated with successful im-
plementation of a 1-hour educational course on
palliative care communication techniques.

Background. Effective communication is an impor-
tant aspect of healthcare for patients requiring inpa-
tient oncology and palliative care (PC) services.
Inadequate communication decreases patient satisfac-
tion and increases adverse patient outcomes. Regis-
tered nurses (RNs) are uniquely positioned to
improve communication with patients and patient
families. However, research shows that most RNs
have not received PC communication training and
feel insufficiently prepared to communicate with pa-
tients and patient families.
Aim Statement. The purpose of this pilot interven-
tion was to provide RNs with PC communication edu-
cation in an effort to increase RNs’ perceived
confidence and ability to communicate with families
and care providers about complex PC topics.

Methods. The project took place on two oncology
step-down floors in a large academic medical center.
The project consisted of six 1-hour educational ses-
sions offered to RNs. The educational sessions con-
sisted of didactic instruction on PC communication
techniques and role-play simulations. For 6 weeks
following the sessions, project investigators performed
unit rounding to reinforce PC communication skills.
To evaluate outcomes, a previously validated Likert-
scale survey was utilized in a pre-intervention/post-
intervention design. A numerical point value was as-
signed to each potential response on the survey Likert
scale.
Results. Twelve RNs (n ¼ 12) completed the pilot
intervention. Overall pre-intervention to post-inter-
vention aggregate mean survey scores increased by
10.3 points (p < 0.01). Self-perceived ability increased
by an aggregate mean of 8.9 points (p < 0.01), and
self-perceived confidence increased by an aggregate
mean of 1.42 points (p ¼ 0.10).
Conclusions and Implications. This pilot project
supports that an economical 1-hour educational ses-
sion on PC communication techniques followed by
educational reinforcement through unit rounding
can successfully improve RNs’ perceived ability to uti-
lize PC communication skills. Implications for future
research includes replicating this project on a larger
scale and investigating correlations between increased
levels of RN perceived confidence and ability in PC
communication skills with patient satisfaction and
outcomes.

WGYLM?TM Strategies to Encourage Advance
Care Planning of Healthcare Providers
(QI819)
Catherina Madani, PhD RN, University of Californiae
San Diego, La Jolla, CA. Cassia Yi, MSN, University
of CaliforniaeSan Diego California, San Diego, CA.
Sharon Hamill, PhD, California State UniversityeSan
Marcos, San Marcos, CA. Kyle Edmonds, MD, UC
San Diego Health Systems, San Diego, CA.

Objectives
� Identify strategies to encourage advanced care
planning conversations among health care pro-
viders as well as patients.

� Describe tools to help initiate advance care plan-
ning conversations and discuss the benefits of
having quality advance care planning
conversations.

Background. Conversations regarding healthcare de-
cisions are central to patient- and family-centered
care. Early and regular advanced care planning
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(ACP) conversations benefit the patient, family, multi-
disciplinary team, and healthcare system.
Aim Statement. Initiatives targeting employee’s
participation in their own ACP may extend to
improvement in patients’ ACP utilization.
Methods. A social experiment entitled, ‘‘What gives
your life meaning’’ (WGYLM?TM) initially developed
at California State UniversityeSan Marcos to increase
student’s awareness of ACP was adapted to focus
health system’s employees’ attention on ACP over
the course of a 3-month campaign, which culminated
during National Healthcare Decisions week.
Results. Campaign information was displayed on
10,000 workstations, in a newsletter with 12,500 sub-
scribers, and in a front page article in the local news-
paper. Almost 1,700 Post-Its with comments
regarding what gives their life meaning were collected.
Over 1,500 ACP packets with ACP resources were
distributed. 1,200 signatures pledging to discuss ACP
with a loved one within 30-days. Of the 664-successful
follow-up email sent to pledge participants:

� 77 (12%) respondents responded to the survey;
44% were nurses, and 12% were physicians

� 41% reported already having an AD in place,
while 21% did not currently have a designated
proxy

� 85% reported talking with someone about what
gives their own life meaning

� 5% created an AD, and 8% edited an AD since
the campaign

� 73% agreed it helped them think about ACP in a
less scary way

� 83% agreed it increased interest to think about
future healthcare preferences

� 79% agreed it motivated them to talk about
healthcare they would want to receive at EOL
with a loved one.

Conclusions and Implications. ACP conversations
can be used to prepare anyone regardless of age,
sex, culture, or disease. Asking healthcare providers,
‘‘What gives your life meaning’’ may familiarize them
with the process of ACP and emboldened them to
encourage patients to have these same crucial
conversations.

What Is The Goal of Care for This Patient?
Documenting and Communicating Patient
Goals of Care across Teams in ICU (QI820)
Seiko Izumi, PhD RN FPCN, Oregon Health & Sci-
ence University, Portland, OR. Marya Choudhry,
MPH, Oregon Health & Science University, Portland,
OR. Jessica Bordley, MD, Oregon Health & Science
University, Portland, OR. Ellen Distefano, MN RN, Or-
egon Health & Science University, Portland, OR. Jayne
Mitchell, ANP-BC CHFN, Oregon Health & Science

University, Portland, OR. Cynthia Perez, MS RN CNS
CCRN, Oregon Health & Science University, Portland,
OR. Cheri Warren, MS RN, Oregon Health & Science
University, Portland, OR.

Objectives
� Describe challenges to provide care that is
concordant with patient goal of care in intensive
care setting.

� Discuss process and strategies to develop and
implement new documentation practice to
different teams.

� Discuss how to promote better communications
about patient’s goal of care across multiple teams
working in ICU settings.

Background. Providing goal concordant care in
ICU settings can be challenging. Clinical status of pa-
tients fluctuates daily, often hourly, thus treatment
options and goals of care could change accordingly.
Complex conditions require involvement of multiple
specialists and teams, and understanding of the pa-
tient’s goals of care may be inconsistent among
them. Nurses in an ICU experienced difficulty
tracking multiple providers discussing with their pa-
tient and/or families and resulting goals of care
decisions.
Aim Statement. An ICU team initiated a quality
improvement project aimed to create and implement
a system for consistent documentation of goals of care
conversations (GOCC) that are easily accessible to all
health care team members via the electronic health re-
cord (EHR).
Methods. The primary stakeholders for this project
were the nurses, intensivists, heart failure team, and
palliative care team. In the past, providers used
different methods and location in the EHR to docu-
ment GOCC. We identified the Advance Care Plan-
ning (ACP) tab in our EHR as a central location for
all ACP-related information including GOCC. Infor-
matics partner created a note template to document
GOCC with a function to ‘‘grab and insert’’ the
GOCC note into the ACP tab.
Results. Using the note template, GOCC notes
consistently appear in the ACP tab and are easily
seen by all team members with 1-click in one location
in a patient EHR. Following pilot test of the note
template use in each team, it was disseminated to
other providers as a best practice for GOCC
documentation.
Conclusions and Implications. Development of a
documentation system that fits the workflow of
different teams was a key to facilitate better communi-
cation across teams. Better documentation and
communication about GOCCs increase the opportu-
nity to have meaningful GOCC with patients and like-
lihood to provide goal concordant care.
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Use of Video Game Technology for Geriatric
Total Pain Management Education: Response
of Interdisciplinary Healthcare Students
(QI821)
Stormie Carter, BS, UT Health San Antonio, San Anto-
nio, TX. Jennifer Lacoss, MD, University of Texas
Health Science Center at San Antonio, San Antonio,
TX. Martha Martinez, MSN RNC, University of Texas
Health Science Center at San Antonio, San Antonio,
TX. Sandra Sanchez-Reilly, MD FAAHPM, UT Health
Science Center and South Texas Veterans Health
Care System, San Antonio, TX. Shuko Lee, MS, South
Texas Veterans Health Care System, San Antonio, TX.
Tristan Garcia Undergraduate, San Antonio, TX.

Objectives
� Describe PAIN-ME-FREE, an online video game
used to teach healthcare profession students
how to assess and treat total pain in older adults
using a multidisciplinary approach.

� Analyze nursing and medical student perceptions
of PAIN-ME-FREE as a useful education tool for
geriatric total pain management.

Background. Pain management curriculum is rarely
case based and integrative, leaving practitioners un-
prepared to manage an interdisciplinary and patient-
centered approach to pain management. With a
growing geriatric population suffering from pain, the
PAIN-ME-FREE online video game was developed by
UTHealth San Antonio affiliates. The game educates
future healthcare providers on total pain management
of elders using a multidisciplinary approach.
Aim Statement. To assess nursing and medical stu-
dent perceptions of PAIN-ME-FREE video game as a
useful educational tool for assessment and treatment
of total pain among elders.
Methods. After completion of PAIN-ME-FREE video
game, nursing (236) and medical (193) students
completed an online survey. Two free response ques-
tions asking to share concepts learned and plans to
implement new knowledge were answered and then
analyzed thematically. The survey also contained 9 Lik-
ert scale statements that students ranked from strongly
agree to strongly disagree. The Likert statements
covered themes such as innovation of the tool, student
comfort treating geriatric pain, and importance of the
tool in healthcare education. Likert responses were
analyzed with chi-square and odds ratios.
Results. Free responses from medical students
focused on technical aspects of pain management
such as proper opioid conversion, whereas nursing
student responses were more patient-centric including
fall risk and mental status assessment. Likert responses
demonstrated that over 67% of medical and 82% of

nursing students either agreed or strongly agreed
that the game was innovative and important to their
healthcare education. Nursing students demonstrated
increased comfort with interdisciplinary team involve-
ment in geriatric pain management (OR 2.1, p < .05)
and treatment of geriatric pain (OR 1.6, p < .05) when
compared to medical students.
Conclusions and Implications. PAIN-ME-FREE is
applicable for multidisciplinary use as a geriatric total
pain management educational tool. Perceptions of
the game may differ depending on discipline specific
educational philosophies and previous academic ex-
posures.

The Deprescribing Conversation Project
(QI822)
Laura Meyer, MD PharmD, University of Illinois Col-
lege of Pharmacy, Rockford, IL. Patrice Davis,
PharmD, University of Illinois at Chicago College of
Pharmacy, Rockford, IL. Hans Scheerenberger,
PharmD, University of Illinois at Chicago College of
Pharmacy, Rockford, IL.

Objectives
� Describe the attitudes and perceptions of hospice
nurses toward deprescribing conversations before
and after viewing the pharmacist-created depres-
cribing videos.

� Recognize the potential impact of nurse-pharma-
cist collaboration in deprescribing conversations.

Original Research Background. Nurses are
frequently frontline providers for patients nearing
the end of life and are often expected to deliver pre-
cise communication regarding futile treatments and
unnecessary medications to patients and families.
These conversations can be challenging for nurses as
well as emotional for patients and families. Pharma-
cists with their unique knowledge of pharmaco-
therapy, including medication time-to-benefit and
medication risk-to-benefit profiles, may be able to pro-
vide nurses with the ‘‘words’’ for difficult deprescrib-
ing conversations.
Research Objectives. The purpose of this project
was to enhance hospice nurses’ knowledge and com-
fort with deprescribing conversations by providing a
structured dialogue for discussing the benefits and
burdens of drug therapy in patients with limited life
expectancies.
Methods. Two patient-nurse vignettes were scripted
by a hospice pharmacist and filmed using student
pharmacist actors. Each video captured a common de-
prescribing situationdcholinesterase inhibitor ther-
apy in advanced dementia and inhaler polypharmacy
in chronic lung disease. Using Camtasia� video
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editing software, text overlay was created to highlight a
step-by-step approach for initiating deprescribing con-
versations and to reinforce various communication
strategies. Hospices nurses from two hospices viewed
these videos and completed a pre- and post-survey
regarding their perceptions and comfort with depres-
cribing conversations.
Results. Six nurses completed both the pre- and post-
surveys. After viewing the videos, all nurses reported
increased comfort with deprescribing conversations
and indicated that they planned to incorporate
communication strategies from the videos into their
own practices. Five of the six nurses indicated that
they were more likely to engage in deprescribing con-
versations with patients and families after viewing the
videos.
Conclusion. A structured approach to deprescribing
conversationsdmodeled by pharmacists and viewed
by nursesdimproved nurses’ comfort level with and
attitudes toward deprescribing conversations.
Implications for Research, Policy, or
Practice. Collaboration among nurses and pharma-
cists in end-of-life care has the potential to increase
the quality and quantity of nurse-initiated deprescrib-
ing conversations.

Social Worker as Leader on the Inpatient
Consult Service: An Innovative Model for
Palliative Care Delivery (QI823)
Jennifer Reidy, MD FAAHPM, UMass Memorial
Health Care, Worcester, MA. Annette Scanlon, MSW,
UMass Memorial Medical Center, Worcester, MA.
Delila Katz, PharmD, UMass Memorial Medical
Center, Worcester, MA. Vandana Nagpal, MD FACP,
UMass Memorial, Worcester, MA. Melissa Clark, PhD,
University of Massachusetts Medical School,
Worcester, MA. Suzana Makowski, MD MMM FACP
FAAHPM, Exeter Hospital, Exeter, NH.

Objectives
� Recognize the untapped potential for social work
leadership in palliative care program development.

� Understand how to analyze clinical needs and
match with internal team resources in order to
maximize efficiency and improve access to pallia-
tive care.

Original Research Background. With a critical
shortage of palliative care specialists, it is paramount
to find innovative models to provide palliative care.
Social workers are an integral part of palliative care
teams but often are not viewed as leaders on inpatient
consult services.
Research Objectives. We evaluated the feasibility,
acceptability, and consult volume of a social workere

driven consult service compared to a clinician-led
program.
Methods. We analyzed our referral patterns and iden-
tified a smaller consult volume, lower medical acuity,
and greater need for goals-of-care discussions at our
320-bed community hospital. We developed a model
dependent on a full-time social worker who triaged
and managed consults, as well as promoted the service
through strategic relationship-building, inter-profes-
sional education and peer mentoring. The social
worker worked alongside referring clinicians during
family meetings and provided expert psychosocial sup-
port. The palliative care physician provided phone
support for referring clinicians and performed in-per-
son consults for symptom management as directed by
the social worker.
Results. This model was piloted for 5 months and the
numbers of social worker and physician consults were
documented. This was compared with the previous 6-
month service data via phone consultation only and
through clinician presence respectively at the same
hospital. The hospital had an average of 720 admis-
sions/month during the studied time period. In the
6-months prior to the pilot, the monthly average pene-
tration rate for palliative care at the hospital was
1.13% for telephone coverage and 1.38% for coverage
with one clinician. Under the social worker led model,
the penetration rate increased to 2.84%.
Conclusion. Our pilot program demonstrates that a
social worker-led service is an effective, feasible way
to provide palliative care at a lower-acuity hospital.
Implications for Research, Policy, or Practice. Our
success with this approach may inform similar efforts at
other hospitals facing clinician shortages, while simulta-
neously empowering social workers as program leaders
and educators.

Measuring What Matters (MWM): Building
an Informatics Foundation for Quality
Improvement with Automatic Data Capture
and Enrollment into a Patient Registry
(QI824)
David Ling, MD, University of Virginia, Charlottesville,
VA. Joshua Barclay, MD MS MSC FACP, University of
Virginia, Charlottesville, VA. Leslie Blackhall, MD
MTS, University of Virginia School of Medicine, Char-
lottesville, VA.

Objectives
� Identify and use at least one electronic data item
to identify palliative care patients with HER.

� Review of the poster, the learners will be able to
identify the clinical workflows that capture spe-
cific Measuring What Matter quality indicators.
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Background. Palliative care programs are increas-
ingly asked to report on performance metrics.
These include the Measuring What Matters
(MWM) quality metrics, utilization, and outcome
data. Capturing these data is cumbersome and
time-consuming. Electronic health records (EHRs)
already store the data that identify relevant patients
and describe needed metrics. We have been devel-
oping informatics strategies to capture such essen-
tial data. Since 2013, we have had great success in
capturing patient reported symptom burden via
the patient portal.
Aim Statement. Develop an electronic patient regis-
try within the EHR that automatically enroll patients
based on pre-specified criteria. Develop informatics
tools to capture symptom assessment within the prac-
titioner usual documentation workflow.
Methods. Palliative care patients are automatically
enrolled into an electronic patient registry using
clinic locations, encounter providers, and inpatient
consultation orders as criteria. We embedded drop-
down lists in inpatient note templates to capture
screening for pain and use of pain medication as
discrete data.
Results. Set to look back for 2 years, the registry
became operational on June 15, 2017; over 7,800
unique patients are enrolled to date. Reports of oper-
ational metrics or patient outcomes can be readily
generated based on this patient database. Between
April 7, 2017, and June 29, 2017, 1,350 inpatient notes
were generated (334 for initial consultations and
1,016 for follow-up visits). The note templates were
used in 64.3% of all notes. MWM#2 (screening for
pain) and MWM#3 (pain treatment) were successfully
captured in 45% and 55% of all encounters
respectively.
Conclusions and Implications. An EHR-based pa-
tient registry is effective in maintaining a current
and accurate list of palliative care patients.
Embedded mechanism to capture MWM quality
metrics during clinical documentation succeeded
approximately half the time. Together, with more
widespread adoption, these two strategies could
form the basis for efficient and reliable data report-
ing that support quality improvement efforts.
Practitioners’ time pressure and usability concerns
remain significant challenges toward universal
adoption.

Advanced Care Planning Initiative in
Outpatient Geriatric and Palliative Care
(QI825)
Christian Nouryan, MA, Northwell Health, Great
Neck, NY. Kinga Kiszko, DO, Northwell Health System,
Manhasset, NY. Rupal Shah, MD, Northwell Health,

Manhasset, NY. Doreen Devins, BSN, Northwell Geri-
atric and Palliative Medicine, Great Neck, NY.
Kathleen Busardo, AAS, Northwell Health, Great
Neck, NY. Maria Carney, MD, Long Island Jewish Med-
ical Center, Manhasset, NY.

Objectives
� Improve outpatient ACP discussions and
documentation.

� Educate providers and learners about the
importance of these discussions and ensure
proper, consistent, documentation is in the
chart.

Background. In January 2016, CMS began reim-
bursement for advance care planning (ACP) conver-
sations with patients to establish goals of care (GOC)
for their future. Studies have shown patients prefer
their physician to initiate these conversations.
Outpatient offices provide an ideal setting to address
and hold ACP conversations to establish GOC before
a health event or crisis, rather than in the ED or
ICU.
Aim Statement. Our goal is to improve outpatient
ACP discussions and documentation. We also look to
educate providers and learners about the importance
of these discussions and ensure proper, consistent,
documentation is in the chart.
Methods. Each patient is provided information
about health care proxies (HCP), Medical Orders
for Life-Sustaining Treatment (MOLST) forms,
and/or goals of care. Our team assists with comple-
tion of HCP or MOLST, if applicable, in office. There
is then documentation of ACP preferences in a spe-
cifically identified area of the patient’s chart in the
EMR, which is readily visible to outside providers.
Each week, an office staff nurse audits two charts/
provider/week (56/month) to see if ACP have
been addressed. The data is then reviewed with the
providers at the monthly faculty meetings. Upon re-
view with the providers at the faculty meeting, bar-
riers are identified and solutions are discussed and
shared.
Results. Through this quality improvement project
there has been an increase in ACP discussions and
documentation. At the start of the project there
were 31.5 of the 56 charts (56.3%) had ACP
documentation. Within 6 months that rate had
increased to 40.6 of the 56 charts (72.5%). And af-
ter 3 more months, it increased to 51 of 56 charts
(91%).
Conclusions and Implications. Through compre-
hensive evaluation of office processes and identifica-
tion of barriers and possible solutions we were able
to demonstrate significant improvement on ACP dis-
cussion and documentation in an outpatient office
setting.
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Conversations of a Lifetime: Developing
Primary Palliative Care Skills Through
Simulation-Based Training (QI826)
Catherine Pham, MD, St. Elizabeth Healthcare, Edge-
wood, KY. Neha Gandhi, MD, Trihealth, Cincinnati,
OH. Manish Srivastava, MD FAAHPM, Bethesda North
Hospital, Cincinnati, OH.

Objectives
� Recognize the value of using quality improve-
ment methods in teaching primary palliative
care skills.

� Describe the role of simulation-based training in
improving communication about goals of care.

Background. The communication skills required to
integrate complex medical issues with patient-
centered values go beyond the basic interviewing skills
taught in medical school. As the US population ages,
the number of patients with advanced, chronic, life-
limiting illness will only grow, many of whom will
have multiple comorbid conditions. Resident physi-
cians are often at the front lines in caring for these pa-
tients. Therefore, it is critical that residents learn to
engage patients in conversations about their goals
and values while also informing them of their disease
trajectory and the burdens and benefits of their treat-
ment options.
Aim Statement. Increase residents’ self-reported
preparedness in having conversations about goals
of care.
Methods. Half-day workshop using didactics and
skills practice with standardized patients trained by
Hospice of Cincinnati. Content focused on breaking
bad news, responding to emotion, eliciting patients’
goals, discussing uncertainty, transitioning from cura-
tive to comfort care, and discussing death and dying.
Participants were internal medicine residents of Tri-
Health (N ¼ 28). Surveys measured prior training,
pre-course self-assessment, and immediate post-course
and long-term perceived changes in communication
skills and clinical practice using open- and closed-
ended questions.
Results. Response rate was 100% (pre- and post-
course) and 93% (at follow-up). Participants reported
improvement in all domains and sustained improve-
ment at follow-up (p < 0.05). Participants also
described detailed changes to their daily clinical
practice.
Conclusions and Implications. An interactive
communication skills-building course can have a
meaningful impact on residents’ perceived prepared-
ness and attitudes in having goals of care conversa-
tions. Our findings highlight the need for structured
education on communication skills with direct obser-
vation and feedback in residency training.

A Retrospective Review of the Role of
Palliative Care in Patients Evaluated for Left
Ventricular Device Implantation (QI827)
Wai Yim Lam, MD, North Shore University Hospital,
Manhasset, NY. Bridget Earle, MD, Northwell Health,
Manhasset, NY. Santiago Lopez, MD, North Shore
University Hospital, Manhasset, NY. Collette Murray
Student at Washington & Lee University, Northwell,
Manhasset, NY.

Objectives
� Identify outcomes of patients undergoing LVAD
evaluation.

� Identify demographics of population undergoing
LVAD evaluation.

Background. Left Ventricular Assist Device (LVAD) is
a therapy that can prolong life in advanced heart fail-
ure patients. This population and their caregivers can
have significant physical, emotional, and psychosocial
needs. In October 2014, to improve the quality of care
for this population, the Joint Commission recommen-
ded Palliative Care be added to the core interdisci-
plinary team. In 2016, North Shore University
Hospital (NSUH) started their LVAD program and
collaborated with the Geriatrics and Palliative (GAP)
Care team to meet this quality measure.
Aim Statement. Identify needs and outcomes of pa-
tients evaluated for LVAD implantation.
Methods. The LVAD team identified patients with
advanced heart failure whomay need an LVAD implan-
tation, andGAP teamwas consulted for such patients as
part of the comprehensive evaluation. In a retrospective
review, we examined designation of a healthcare proxy,
disposition, readmission and length of stay in patients
who underwent evaluation for an LVAD but did not
receive an implantation. In addition, the multifactorial
needs of LVAD patients were identified.
Results. Between 2016 and 2017, the LVAD program
evaluated 50 patients, of which 20 received an implan-
tation. The NSUH GAP team consulted on 44 of the
patients, with 26 of them not receiving an implanta-
tion. Of the 26 patients, the average age was 59, 95%
male, with English as the primary language. African
Americans/ multiracial patients comprised the major-
ity of patients (59%). 63% did not have a healthcare
proxy identified. 22.7% of the patients expired in
the hospital and 59% had a greater length of stay of
more than 15 days.
Conclusions and Implications. The number of pa-
tients who expired highlights the need to explore pa-
tients’ and families’ wishes as part of preparedness
planning. Given the number of readmissions, close
collaboration is needed in the outpatient setting to
address complications that may prevent a re-
hospitalization.
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Advance Care Planning: With Whom and
When? (QI828)
Sandhya Rao, MD, Boston Medical Center, Boston,
MA. Alexandra Dobie, LCSW, Boston Medical Center,
Boston, MA. Nicole Lincoln, MSN, Boston Medical
Center, Boston, MA. Diane Sarnacki, RN MSN,
AOCN, Boston Medical Center, Boston, MA. Gretchen
Gignac, MD, Boston Medical Center, Boston, MA.

Objectives
� Describe the benefits to using a Severity of Illness
tool to identify seriously ill cancer patients who
may benefit from Advance Care Planning (ACP)
and palliative care in the hospitalized setting.

� Identify the barriers to implementing a standard-
ized method to improve access to ACP and pallia-
tive care in an inpatient setting.

Background. In cancer patients, goals of care discus-
sions tend to occur in the last few months of life. A sys-
tematic method that identifies seriously ill patients
early in their admission may encourage consistent
advanced care planning (ACP) and improve access
to palliative care.
Aim Statement. To standardize: 1) triggers for ACP
for hospitalized patients with advanced cancer; and
2) ACP documentation in the Electronic Medical Re-
cord (EMR).
Methods. A novel Severity of Illness (SOI) tool was
created. ACP and/or palliative care consults were indi-
cated within 72 hours for those who scored 4 or
greater on the tool. All patients admitted to the hema-
tology-oncology (hem/onc) service over a 6-month
period were scored during multidisciplinary rounds.
Retrospective chart reviews determined whether the
proposed interventions were completed. The SOI
tool was validated via retrospective chart reviews on a
separate cohort of patients. Providers were surveyed
regarding their perception of ACP.
Results. 352 patients admitted to the hem/onc inpa-
tient service were scored using the SOI tool. 111
(31.53 %) of these patients received a score of 4 or
greater; 53 (47.74%) of this group received a pallia-
tive care consult and/or ACP. While all survey re-
spondents felt that ACP was an important part of
patient care, 33% indicated provider discomfort
with ACP and 63% of respondents believed an elec-
tronic trigger would be helpful in prompting initia-
tion of ACP.
Conclusions and Implications. The SOI tool alone
did not translate into consistent application of inter-
ventions. Barriers included inconsistent communica-
tion among providers and inconsistent use of the
ACP documentation template, creating ambiguity
regarding previously held ACP discussions. The

data highlights the need to formalize the use of the
SOI tool. There is a need for broader education
about ACP. This research has the potential to
improve the quality of care seriously ill cancer pa-
tients receive through earlier identification of pa-
tients that would benefit from ACP and palliative
care involvement.

Proactive Screening of Cancer Inpatients for
Palliative Care (QI829)
Jennifer Reidy, MD FAAHPM, UMass Memorial
Health Care, Worcester, MA. Vandana Nagpal, MD
FACP, UMass Memorial, Worcester, MA. Shawna
Steadman, MSN BS ACNP ACHPN, UMass Memorial
Medical Center Inc., Worcester, MA.

Objectives
� Understand how to look for opportunities at their
own institution for pro-active screening in tar-
geted patient populations.

� Understand how to look for opportunities at their
own institution to integrate generalist palliative
care education into peer subspecialty rounds.

Original Research Background. Hospitalized pa-
tients with cancer are often referred late (or not at
all) to palliative care, which can delay effective control
of symptoms and goals-of-care conversations. Earlier
palliative care referrals are associated with better qual-
ity of life and lower inpatient costs.
Research Objectives. We tested the feasibility of a
process to trigger more oncology consults within 24-
48 hours of admission and empower non-physician
hospital staff to identify patients with palliative care
needs.
Methods. The palliative care team joined a multidis-
ciplinary oncology rounds with nurses, social workers,
case managers and oncology fellows every weekday for
4 weeks. We introduced a standardized trigger tool
and triaged specialty-level consults versus ‘‘advice
only’’ curbsides with coaching in generalist palliative
care. We obtained buy-in from oncology attendings
for automatic consults based on the trigger tool and
multidisciplinary request.
Results. The palliative care team saw twice as many
oncology patients compared to previous months (24
vs. 11 per month). There was no significant increase
in early referrals (8 vs. 6 per month), likely due to
lack of on-site coverage on weekends. The team had
an almost-equal number of ‘‘advice only’’ curbsides
compared to early billable consults. An informal staff
survey found the shared rounds improved their sense
of teamwork and communication about their sickest
patients. The palliative care team improved its work-
flow by obtaining consults earlier in the day and
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communicating more directly and efficiently with the
hospital teams.
Conclusion. Our pilot program demonstrated a
trend towards greater (but not earlier) consult vol-
ume, enhanced teamwork, improved relationships
and empowerment of non-physician care providers
to identify patients’ palliative care needs. More data
is needed to understand how this approach impacts
patient outcomes and health care utilization.
Implications for Research, Policy, or Practice. A
relationship-based, multidisciplinary process for pro-
active patient screening can simultaneously increase
access to specialty palliative care and provide opportu-
nities for real-time generalist education.

Improving Relationships: Initiating a
Collaborative Project Between the
Neurosurgical Care Unit and Palliative Care
Unit (QI830)
Bridget Earle, MD, Northwell Health, Manhasset, NY.
Tiffany Powell, MSN RN, Northwell Health/North Shore
Universtity Hospital, Manhasset, NY. Adriana Calosso, MS,
Northwell Health, Manhasset, NY. Christopher Magalee
North Shore University Hospital, Manhasset, NY.

Objectives
� Demonstrate the necessity and benefits of Pallia-
tive collaboration in the identification and treat-
ment of neurocritically ill patients who would
benefit from palliative medicine.

� Understanding the importance of interdisci-
plinary collaboration in fulfilling standards set
through quality palliative metrics.

Background. Of the more than 500 patients
admitted to the Palliative Care Unit (PCU) at North
Shore University Hospital (NSUH) in 2016, only 84
(16%) were from the Neurosurgical Care Unit
(NSCU). Preliminary data indicated that most of those
84 patients were seen within one week of hospitaliza-
tion, but many expired within 24 hours of transfer.
Many of these patients (and their families) could
have benefitted from the services offered by our Geri-
atric and Palliative (GAP) team.
Aim Statement. The goals of this project are to 1)
collaborate with the NSCU team to identify patients
and families who could potentially benefit from a palli-
ative consult early in their hospital stay, and 2) to
assess the impact of this collaboration on quality palli-
ative metrics.
Methods. A GAP Nurse Practitioner began attending
a bi-weekly morning huddle with the NSCU team.
Automatic triggers included patients with an ICH
score > 4, but any patient deemed a potential benefi-
ciary was seen by the GAP team.

Results. 29 consults were requested in June, 3 of
which were triggered by ICH score > 4. Of those 29
patients, 17 were transferred to the PCU for end of
life care. Days-to-Consult dropped from an average
of 5.3 in 2016 to 4.2 in June 2017. Consult-to-Transfer
days dropped from 4.6 in 2016 to 2.3 in June 2017.
The automatic trigger of ICH score > 4 has become
ancillary to the project as the presence of a GAP
team member within the interdisciplinary team in
the NSCU has proved the greatest benefit.
Conclusion. The GAP-NSCU huddle has been enor-
mously successful in early identification of neurocriti-
cally ill patients who would benefit from palliative
consultation. In just a single month we have trans-
ferred 17 NSCU patients, after transferring 48 all of
last year.

Implementation of Electronic Patient-
Reported Outcomes (PRO) in Outpatient
Oncology Palliative Medicine (PM) Consults
(QI831)
Connie Edelen, MD, Levine Cancer Institute/CHS,
Charlotte, NC. Latoya Spencer, RN, Levine Cancer
Institute, Charlotte, NC.

Objectives
� List at least 3 symptoms screened in an electronic
PRO tool.

� Describe usability of an electronic PRO tool
including the average completion rate and dura-
tion for completion of each screen.

Background. PROs are an important component of
oncology care that allows patients to measure their
perceptions of their symptoms, functional status, and
well-being. Evidence has demonstrated benefits in sur-
vival, quality of life, and symptom control. Systematic
collection of PROs in the oncology PM setting, where
distress and symptom burden is typically high, benefits
both the individual patient care plan and monitoring
of population level outcomes.
Aim Statement. To assess utilization and effective-
ness of an electronic PRO screening tool for new
outpatient oncology PM patients.
Methods. The oncology PM clinic implemented a
tablet-based PRO screening tool available in English
or Spanish with a total of 39 questions including 11
symptom scales (0-10) and four validated screens for
anxiety/depression, nutrition, spirituality, and func-
tion. Patients were provided the tablet at check-in,
and completed results were integrated into the elec-
tronic medical record. Average completion time was
8 minutes. The PRO results were reviewed by the PM
team during the consult to assist with clinical deci-
sion-making and referrals.
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Results. During the first six months of 2017, 85%
(n¼151) of new oncology PM patients completed
the PRO tool. The average fatigue score (0-10) was
6.6, pain 6.1, and nausea 2.5. Patients ranked depres-
sion 1.2 and anxiety 0.9 on a 0-3 scale. Anorexia was
reported in 52% (n¼78) with 32% reporting weight
loss of greater than 13 lbs. Functional deficits were re-
ported in 11% (n¼16).
Conclusions and Implications. Electronic PROs
provide an effective way to screen new patients to
oncology PM for distress and uncontrolled symptoms
during the initial consultation. Results of the
screening tool allowed the PM team to address issues
that may not have been spontaneously offered by the
patient, and triggered referrals to cancer support ser-
vices (i.e. nutrition, psychotherapy) and other medical
specialties.

Leveraging the Electronic Health Record to
Seamlessly Capture Quality (QI832)
Jeanie Youngwerth, MD FAAHPM, University of
Colorado School of Medicine, Aurora, CO. Nancy
Robertson, MSN ANP-BC ACHPN, University of
Colorado, Aurora, CO. Arif Kamal, MD MBA MHS
FAAHPM, Duke Cancer Institute, Durham, NC. Jean
Kutner, MD MPH FAAHPM, University of Colorado
School of Medicine, Aurora, CO.

Objectives
� Discuss the Quality Data Collection Assessment
Tool (QDACT) as a template for local and na-
tional data collection.

� Describe the process of integrating QDACT into
the electronic health record.

� Identify challenges, successes and lessons learned
one-year after integration of national quality met-
rics into the electronic health record.

Background. Prospective quality measurement is crit-
ical to the delivery of high quality palliative care and
value-based payment. The foundational work of
Measuring What Matters and The Joint Commission
(JC) Advanced Certification in Palliative Care has led
the way in establishing a set of national quality pallia-
tive care metrics. However, there remains a limited un-
derstanding of how to implement palliative care
quality measures into routine real-world clinical set-
tings and merge seamlessly into clinician workload.
Aim Statement. To integrate QDACT into the EHR,
streamlined into the clinician workflow to improve ef-
ficiency of data collection of national quality measures
and clinical charting.
Methods. Five guiding principles were identified for
the integration of national quality measures into the
EHR (Epic) that can be adapted to other EHR sys-
tems. The five guiding principles for the EHR-QDACT

integration were: 1) data would be entered by the
clinician at each patient encounter; 2) the final prod-
uct would be user friendly; 3) different disciplines
could access QDACT for improved efficiency and inte-
gration into the clinical workflow; 4) data would auto-
populate into clinical notes for improved efficiency;
and 5) Epic reports could be built to fulfill The JC
mandatory performance measures reporting
requirements.
Results. EHR-QDACT integration led to improve-
ments and ease of documenting the 5 JC Palliative
Care mandatory measures from December 2016 to
June 2017: (1) PAL-01 Pain Screening and PAL-03 Dys-
pnea Screening stayed at 100% documentation pre-
and post-integration; (2) PAL-02 Pain Assessment
documentation increased from 57% to 100%; (3)
PAL-04 Treatment Preferences and Goals of Care
documentation increased from 56% to 98%; and (4)
PAL-05 Treatment Preferences on the Discharge
Document increased from 41% to 93%.
Conclusions and Implications. QDACT was success-
fully integrated into the EHR, streamlined into clini-
cian workflow to improve efficiency of data
collection and clinical charting, and fulfilled the docu-
mentation and tracking of The JC Advanced Certifica-
tion in Palliative Care mandatory measures.

Integration of Primary Palliative Care in the
ICU: The Critical Care Nurse Communicator
Program (QI833)
Andrew O’Donnell, RN, University of Wisconsin, Mad-
ison, WI. April Buffo, BSN RN, University of Wisconsin
Hospital and Clinics, Madison, WI. Toby C. Campbell,
MD MSCI, University of Wisconsin, Madison, WI.

Objectives
� Identify at least three elements of the initial, palli-
ative-focused visit, the Nurse Communication Co-
ordinators use with patients and families.

� Describe at least two evidence based shared deci-
sion making interventions the Nurse Communica-
tion Coordinators utilize to better align the
treatment plan with patient’s goals, values, and
preferences.

Background. Critically ill patients and their families
face complex, challenging decisions in the Intensive
Care Unit (ICU). Evidence suggests that communica-
tion in the ICU is often poor, contributing to family
distress. The ICU presents an opportunity to improve
goals of care conversations, enhance shared decision
making, and reduce family distress.
Aim Statement. The Critical Care Nurse Communi-
cator Program aims to improve shared decision mak-
ing in the ICU and ensure the treatment plan aligns
with what matters most to the patient. Through the
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integration of a palliative-trained Nurse Communica-
tion Coordinator (NCC) in the ICU, we hope to
improve communication, improve patient/family
satisfaction, improve provider perceptions of the qual-
ity of palliative care in the ICU, reduce family distress,
and decrease resource utilization.
Methods. Implemented in February 2017 in a 24-bed
medical/surgical ICU at the University of Wisconsin
Hospital, two full-time NCCs focus on patients with
high risk for morbidity, mortality, and/or irreversible
functional decline. Primary responsibilities include
(a) management of an ICU family meeting protocol
(b) consistent implementation of shared decision
making elements during family meetings (c) use of ev-
idence-based shared decision making tools, and (d)
daily visits with patients and families to integrate psy-
chological, cultural, and spiritual aspects of care, as
well as the patient’s goals, values, and treatment pref-
erences into the plan of care.
Results. Early results show improved quality and con-
sistency of family meetings as well as positive feedback
from patients, families, and staff. Ongoing program
evaluation includes: patient/family satisfaction, pro-
vider perceptions of the quality of palliative care,
post-discharge family member depression and PTSD,
and ICU resource utilization.
Conclusion. Preliminary results show the implemen-
tation of a palliative-trained NCC in the ICU can
improve the consistency and quality of communica-
tion. Additional time and data is required to assess
program impact on patient/family satisfaction, family
member distress, provider perceptions of the quality
of palliative care, and ICU resource utilization.

The Pink BookdQuantifying Demand for
Digital Palliative Care References (QI834)
Haipeng Zhang, DO, Dana-Farber Cancer Institute,
Boston, MA. Benjamin Kematick, PharmD, Dana-
Farber Cancer Institute, Boston, MA. Bridget Scullion,
PharmD BCOP, Dana-Farber Cancer Institute, Boston,
MA.

Objectives
� Recognize pinkbook.dfci.org as a free digital
resource for palliative care content.

� Recognize the Pink Book handbook utility.
Background. ‘‘The Dana-Farber Cancer Institute/
Brigham and Women’s Hospital Pain Management Ta-
ble and Guidelines’’ pocket reference is a convenient
handbook that palliative care clinicians at Dana-Farber
Cancer Institute (DFCI) have maintained for clini-
cians, learners, housestaff, and fellows rotating
through DFCI since 1998. The handbook, also known
as the Pink Book, has been mainly distributed in a

limited quantity hard copy format with a PDF format
electronic copy available through unofficial channels.
In May of 2017, we created a free website, pinkbook.
dfci.org as the official home of the Pink Book, along
with its companion reference books for nausea (Green
Book) and pediatric symptoms (Blue Book). We
report metrics from pinkbook.dfci.org over the initial
three months since its release.
Aim Statement. To quantify demand of digital pallia-
tive care resources, we report the usage metrics of
pinkbook.dfci.org over the initial three months of
release of the website.
Methods. We implemented an analytics platform, An-
gelfish web analytics (analytics.angelfishstats.com/) to
pinkbook.dfci.org. We describe usage rates of the web-
site from 5/1/17-7/31/17 via the analytics platform.
Results. Since release, pinkbook.dfci.org has had
2,652 unique visitors with 6,662 page views from these
visitors. 893 visitors used mobile devices (iPhone, iPad,
Android). The majority of visitors were from the
United States (2,002) with California (272), Massachu-
setts (216), and New York (197) being the top three
states using pinkbook.dfci.org. A total of 1,193 Pink
Book PDFs were downloaded over the three month
time period. The Green Book was downloaded 533
times while the Blue book was downloaded 402 times.
Total downloads for all books was 2,128 PDFs.
Conclusions and Implications. During the first
three months of its release, pinkbook.dfci.org saw
2,652 unique visitors, worldwide. Over 80 percent of
visitors of pinkbook.dfci.org downloaded one of the
reference books on the site. This suggests an ongoing
demand for digital palliative care resources.

The GAP-ED Project: Improving Care for
Frail and Elderly Patients Presenting to the
Emergency Department (QI835)
Regina Roofeh Northwell Health, New Hyde Park, NY.
Tara Liberman, DO, Northwell Health, New Hyde
Park, NY. Nancy Kwon, MD MPA, Northwell Health,
New Hyde Park, NY. Natalie Sohn, BA, Hofstra North-
well School of Medicine, Hempstead, NY.

Objectives
� Describe the benefits of a Geriatric Social Worker
in an Emergency Department.

� Recognize issue of vulnerable elderly population
using Emergency Department for non-emergent
medical issues.

Background. Older adults in the ED are a vulnerable
population at risk of return visits, unnecessary hospi-
talization, and death. ED admissions data at Long Is-
land Jewish Medical Center (LIJMC) revealed an
elderly population with multiple revisits for non-
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emergency medical care. The Geriatric and Palliative
(GAP) Division and ED at LIJMC implemented a
multidisciplinary GAP-ED Team, delivering geriatric
and palliative expertise to the ED.
Aim Statement. We aimed to reduce 30-day ED
revisit and hospitalization rates of older adults pre-
senting to the ER by providing comprehensive geri-
atric and palliative care assessments, discussing Goals
of Care, linking patients to community resources,
and coordinating care upon discharge.
Methods. The GAP-ED Specialist, a geriatric social
worker, identified ED patients who met inclusion
criteria ($65 years of age, community-dwelling, dis-
charged home, had medical/social co-morbidities
increasing risk of recidivism.)
The Specialist assessed medical conditions, medica-
tion reconciliation, psychosocial needs, and discussed
Goals of Care. The Specialist also connected patients
to community-based resources and followed up by
phone at 3, 7, and 30 days post-discharge.
Results. 370 patients met the inclusion criteria.
Advance directives were established for 96% of pa-
tients. There was a reduction in 30-day revisit rates
to 22.5%, and in hospitalization rates from 53.4% to
32.0%. 91.4% of surveyed GAP-ED patients believed
the Specialist was helpful in providing support and re-
sources; 85.7% believed all ED’s should have the GAP-
ED initiative. Patients and families were appreciative
of the assistance and focus on their needs. Post-
discharge, the GAP-ED Specialist improved communi-
cation and turnaround time in delivering services to
patients.
Conclusions and Implications. The reduction in
30-day ED revisit and hospitalization rates suggests
the GAP-ED Team improved the quality of care and
outcomes for at-risk elderly patients. Reduction of
non-emergent ED use concurrently reduces the
dangerous complications often experienced by older
adults while in the hospital and decompresses the
ED. Furthermore, the emotional support provided to
patients and their caregivers left a lasting impact and
improved their healthcare experience.

Rapid Response Team-Driven Palliative Care
Consults: A Case Series (QI836)
Clint Pettit, MD, MedStar Washington Hospital Cen-
ter, Washington, DC. Lissa Berroa Garcia, MD, Med-
Star Washington Hospital Center, Washington, DC.
Sanjeev Krishna Ganesh, BTech, MedStar Washington
Hospital Center, Washington, DC. Hunter Groninger

MedStar Washington Hospital Center, Washington,
DC.

Objectives
� Describe a novel palliative care referral process
driven by hospital-based Rapid Response Teams.

� Evaluate characteristics and outcomes of patients
who have received palliative consultation after
Rapid Response Team referral.

Background. Rapid response events, often critical
moments for seriously ill patients, present as clear op-
portunities for symptom management, for clarifica-
tion of goals, and for complex shared decision
making. Nevertheless, optimal processes to involve
specialty palliative care (PC) in this setting have not
been described. At our institution, RRT and PC
leaders initiated a quality improvement (QI) project
to increase appropriate referrals to PC arising from
rapid response events.
Aim Statement. To evaluate the effectiveness of a
RRT-driven PC consultation QI project.
Methods. RRT physicians and nurses received basic
education about PC and this QI initiative. In this first
QI phase, we explicitly chose not to employ consult
triggers but to leave RRT identification of potential
PC consults to ‘‘rapid response patients whom you
think might benefit from PC.’’ After confirming the
reason for PC consultation with the primary team,
the PC team engaged. To evaluate this case series,
data was gathered from retrospective EHR review
and analyzed using descriptive statistics.
Results. In the first 4 months of this QI project,
hospital RRTs identified 15 patients for potential
PC consultation. Primary attendings agreed to all
consult referrals. Patients were generally older
(median age 74, range 59-94), 53% female, had
median hospital length-of-stay 18 days (range 2-
120 days) with a median 12 days to PC consult.
Twenty-seven percent of patients had more than
1 rapid response event prior to PC consult. The
most common indication for rapid responses was
respiratory distress (47%); almost half of patients
(47%) had an underlying diagnosis of cancer. In
addition to acute symptom management, PC
consultation resulted in do-not-resuscitate orders
(60%), hospice dispositions (30%), in-hospital
end-of-life care (40%), and one decision to forego
hemodialysis.
Conclusions and Implications. This early-phase
RRT-driven referral process successfully identified pa-
tients who benefitted from specialty PC. Next steps
include identification of specific referral triggers and
wider dissemination of RRT referral process.
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Implementing Early Pediatric Palliative Care
for Patients in the Pediatric Intensive Care
Unit (QI837)
Kimberly McKane, DNP, Johns Hopkins All Children’s
Hospital, St. Petersburg, FL.

Objectives
� Create a standardized criteria for pediatric pallia-
tive care consultation using a systemic approach.

� Discuss the need of a formal Palliative consult to
be discussed daily in interprofessional rounds.

Background. The number of palliative care consults
prior to standardized criteria was low and goal was to
change practice and culture to increase number of
consults and improve timing. The interprofessional
team reviewed CAPC criteria and added additional
criteria based on population needs in the PICU.
Aim Statement. The purpose of this quality improve-
ment project was to develop a structured process to
identify patients who would most benefit from early
palliative care. Interventions included developing
standardized criteria for pediatric palliative care
consultation using a systemic approach, providing
nursing and provider education regarding the new
process and criteria, the importance of palliative
care, and addition of palliative consultation to the
PICU admission order set and daily rounding
checklist.
Methods. A single center retrospective chart review
from January 2014 through December 2016 was
completed. Criteria were evaluated to see if it was
used for the intended patients, if consults were gener-
ated, and if there were any measurable outcomes. Spe-
cific attention to if the interventions decreased the
length of time between admission to the PICU to
placement of palliative consultation as well as volume
of consultation.
Results. During the evaluation period the consulta-
tion rate increased from 3.5% to 13% of patients
seen in PICU and the time between PICU admission
and palliative care consultation decreased from
approximately 10 days to 3.5 days.
Conclusions and Implications. While Initial data
looks promising, with the increasing number of con-
sults and the decreased time frame from PICU admis-
sion to placement of consult, further assessment is
necessary to assess effectiveness and sustainably of
palliative care criteria. Data will continue to be
collected and assessed through 2017.

Story Time with Pediatric Palliative Care: A
Community Self-Care Strategy (QI838)
Amy Haskamp, MSN RN PCNS, Riley Hospital for
Children, Indianapolis, IN. Caitlin Scanlon, MSW,

Riley Hospital for Children - IU Health, Indianapolis,
IN. Adam Hill, MD, Riley Hospital for Children, Indi-
anapolis, IN. Amy Hatton, MSN RN CPNP, Riley Hos-
pital for Children at IU Health Hospitals,
Indianapolis, IN.

Objectives
� Identify a simple, effective way to facilitate self-
care among hospital team members.

� Describe the impact story time has had on the at-
tendees’ daily practice and self-care strategies.

Background. Story time was born out of a photo-
graph posted on social media depicting members of
the hospital’s pediatric palliative care team con-
ducting story time in their office as a method of
self-care amidst a difficult day. After seeing the photo,
hospital associates began requesting the expansion of
this activity to others within the hospital community.
The first story time was held with participants repre-
senting nursing, social work, child life, physicians, res-
idents, medical students, and members of the
hospital’s foundation. Following the first story time,
additional requests were received and is now held
every two weeks.
Aim Statement. To increase awareness regarding the
importance of self-care and providing an avenue for
this practice among pediatric team members at a large
children’s hospital.
Methods. Story time is conducted outside, weather
permitting, and limited to 15-30 minutes in dura-
tion. Blankets are placed on the ground to allow
for relaxing on the grass while a child’s storybook
is read. Initially, children’s bereavement books
were read to increase awareness of available age
appropriate books written about pediatric loss and
grief. Nostalgic snacks are provided at each story
time. Communication regarding story time events
is shared using social media and word of mouth. Sur-
veys were completed by attendees following multiple
sessions.
Results. Participants describe enjoying a moment of
their day that allows them to escape through a chil-
dren’s book and snacks. They feel this activity provides
a simple, non-intrusive part of their day allowing time
for self-care and refocusing of their workday. They also
voice appreciation for the opportunity to strengthen
community resilience and support.
Conclusions and Implications. Story time is a sim-
ple, low-cost method of promoting and facilitating
self-care among pediatric team members across the
hospital and appropriate for all disciplines. A mission
of this pediatric palliative care team is to promote well-
ness for all hospital associates and strive to find ways to
build a supportive hospital community.
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