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From the Editor’s Desk

Politics and the Impact on Medicine
Every four years our Republic goes through the grand
process of electing a new president, all 435 House of Representative seats, 34 Senate seats, new state governors and
countless new state legislators. For many physicians, politics
is low on the list of priorities. Unfortunately, politics have
become an ingrained part of how we practice medicine in
the United States. For decades, politics and politicians have
been dictating everything from physician
reimbursement, to
practice guidelines and
regulations. Politicians
even govern how we directly interact with our
patients (i.e. Florida
Physician Gun Law).
Up until last year, every
physician who has been
accepting Medicare patients has been dealing
Ruple Galani, MD
Editor-in-Chief
with the looming threat
Northeast Florida Medicine
of massive physician
reimbursement cuts via the Sustainable Growth Rate. The
passage of the Affordable Care Act in 2010 has ushered in
a new era of meaningful use, electronic medical records,
payment model changes, readmission penalties and the
accelerated death of the independent physician.
At the state level, Florida physicians have been battling
malpractice reform, independent practice expansion of
nurse practitioners, Medicaid cuts and much more. With
each passing year, the politics of medicine erodes at the
foundation of our profession and our ability to do our job,
caring for our patients.
Physicians need to use this current election cycle to rise up
and become a louder and more powerful voice in the political
process. Our lack of involvement decades ago has led to the
current state of affairs in U.S. Medicine. As cliché as it may
seem, physicians need to swallow our bitter pill and become
engaged and entrenched in all levels of politics. At minimum,
prior to getting into the voting booth, each physician needs
to do their research on the candidates and their positions
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and plans for the state and national healthcare systems. In
the state of Florida, the Florida Medical Association vets
many of the candidates and makes recommendations on
which candidates are potential allies to physicians.
Unfortunately, individual physicians will make little
headway in the political process. Physicians must use their
expertise, knowledge and financial resources to truly be
engaged and influential in the political process. I would
encourage you to personally reach out to candidates and
current legislators and discuss the challenges physicians and
patients face in the trenches of day to day medicine. Spend
time lobbying in Tallahassee or Washington, D.C. Use your
financial clout and give dollars directly to candidates and
political action committees who will be “Friends of Medicine.” Work with other physicians or with organized medicine
(DCMS, FMA, or any professional society) to bring to the
forefront issues that affect your practices and patients. The
medical landscape is rapidly changing and physicians need
to muscle our way to the top of the political mountain. The
only people who can look out for a physician’s best political
and professional interests are fellow physicians.
It does not matter if you are Democrat, Independent or
Republican, being passive in this 2016 election cycle is not
an option. Our profession, practices and patients demand
our political involvement. Medicine is a science and art.
Politics is always dirty and messy.
Personal Note:
Politics aside, I would like to thank Dr. Sunil Joshi for
handing over the reins of Northeast Florida Medicine. He has
done a tremendous job at keeping our Journal an integral
part of our Medical Society. I have been part of the DCMS
Journal and Communications Committee for over five years.
In that time, with excellent leadership, we have enhanced the
quality and content of the Journal. From the topics addressed,
to more creative avenues, I hope the journal continues to
appeal to all our DCMS members. We are always looking
for new topics, ideas and active involvement by our DCMS
physicians in the Journal. v
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From the President’s Desk

DCMS: Organized Medicine at its Best
Medicine is truly one of society’s noble professions. Those
who choose to go through four years of medical school, at least
three years of residency and, sometimes, further fellowship
training do so because of a passion for the field and the patients
who benefit. Preventing
disease in one individual has a multitude
of effects downstream
that can positively
influence the health of an
entire community.
Unfortunately, there
are many forces that
lead to road blocks in a
physician’s path to caring
for his/her patients. At
times, insurance compaSunil Joshi, MD
nies decide that a certain
2016 DCMS President
diagnostic procedure or
treatment regimen is not “medically necessary.” This occurs
because there is a presumably cheaper way of managing the
condition. Despite years of these fail-first strategies, health
care insurance premiums continue to rise which suggests that
this approach is flawed.
Though the internet can make it easier to obtain up to date
information on a variety of topics, it also is a source of incredibly inaccurate medical information. The perfect example of
this is the fear many parents have of vaccinating their children.
Despite a multitude of scientific data in favor of vaccine safety,
misinformation by Hollywood celebrities and its spread through
social media tends to shape public perception.
These are just two examples of ways in which physicians’
jobs have become more difficult over the years. Though
there are not easy ways to overcome these outside forces,
organized medicine provides an avenue. In fact the DCMS’
mission is “helping physicians care for the health of our
community.” How does the Medical Society try to make the
doctor’s job easier? Organized medicine works for physicians
in four ways: 1) Legislative efforts 2) Advocacy 3) Education
and 4) Leadership.
Legislative Efforts:
Through the work of the DCMS Legislative Committee, the
Society is able to keep track of bills that are being pushed at the
state and national level that impact health care. The committee
members also follow the voting record of local legislators to
understand who typically votes for and against our priority bills.
This same committee leads the Northeast Florida Delegation
to the FMA Annual Meeting each summer. In preparation for
that meeting, the Delegation writes and reviews resolutions that
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are introduced to the FMA and, if passed, eventually sponsored
as a bill to the state House and Senate. The DCMS Legislative
Committee is to be commended for its tireless efforts.
Advocacy:
Healthcare advocacy is defined as a group of activities that
promote health and access to health care in communities and
the public at-large. It brings attention to certain illnesses/diseases
in medicine to increase awareness, funding and, hopefully, the
health of the community. There are many organizations in town
that raise awareness of specific conditions such as breast cancer
or multiple sclerosis, but only the DCMS Foundation promotes
wellness across all genders, races, specialties and disease processes.
In fact, later this year the Foundation’s President, Todd Sack,
MD will announce ways in which this organization plans to
make a huge impact in our community’s wellness through an
aggressive healthcare initiative. This will allow the DCMS to
continue to be a leader in the community while improving the
health of its citizens.
Education:
A successful organized medicine group provides continuing
medical education to its members. This can be done with
lectures, articles or even webinars. The DCMS produces this
outstanding journal (Northeast Florida Medicine) which is the
only peer reviewed medical publication by a county medical
society in the entire state. Each issue has CME and the state
mandated CME in HIV, medical errors and domestic violence
is frequently updated and available online as well. Starting this
year, the DCMS will have monthly membership meetings that
will include CME talks. This is not only a way for members
to interact with one another, but also to receive pertinent
education in a relaxed social environment.
Leadership:
Medical societies are filled with leaders. As respected members
of the community and the key cog of the healthcare system,
physicians have an opportunity to be involved in many aspects of
a municipality. Many members of the DCMS want to be more
involved in protecting the rights of patients but do not really
know how. Through the guidance of our DCMS Past-President,
Raed Assar, we will now have a DCMS Leadership Academy
that will have a curriculum to help build the physician leaders
of tomorrow. This impressive course will outline public speaking
strategies and appropriate media interactions to just name a few
of the many skills that will be discussed during each session.
Yes, there are indeed many forces at play that make a physician’s
job tougher than it has been in the past. Fortunately the Duval
County Medical Society has established the foundation of an
efficient organization that is here to protect physicians from these
road blocks so doctors can do what they are uniquely trained
to do, which is to take care of the health of the community. v
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From the CEO’s Desk

“Of course it’s a gumball machine!”
As I begin my 5th year as the Executive for the Duval
County Medical Society, I embarked on a mission to meet
with every member of this year’s Board of Directors…
in their offices if possible. This was a task easier said than
done. Many thanks go
to the multitude of office managers and Patti
Ruscito here at DCMS
for making it happen.
The purpose of these
meetings is quite simple. It’s an opportunity
to give some orientation to new Board
members, to answer
Bryan Campbell
any questions they may
DCMS Executive Vice President
have, and to get some
feedback from returning members on things that we are
doing well, things we aren’t doing well, and things that we
should consider in the new year.
That was the intention. What I learned was so much
more valuable.
I am perpetually in awe of the work that physicians do
to save lives every day. But there is something uniquely
different about meeting someone in their space…the space
where they change lives…the space that gives purpose to
the Medical Society.
One of those unique spaces is the office of Dr. Mark
Fleisher. Dr. Fleisher’s office overlooks the southbank and
downtown Jacksonville. I also learned that there is a direct
line of sight from my office in the AmerisBank Building
to his office.
However, the most distinctive thing about this office is a
unique piece of decoration.
Dr. Fleisher: “I think you can tell a lot about a person
from their office.”
Bryan: “For example, that’s a gumball machine.”
Dr. Fleisher: “Of course it’s a gumball machine!”
If you don’t know Dr. Fleisher, read his Creative Corner
article on page 56. If you know him, you know this exchange
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makes perfect sense. Dr. Fleisher has spent time as a comedy writer before becoming a respected physician for The
Borland-Groover Clinic. When I think about it, I have to
admit…of course there’s a gumball machine!
Dr. Elizabeth DeVos is a new member of the Board of
Directors this year. Her office is in the Department of
Emergency Medicine at UF Health Jacksonville. As anyone
who has been there knows, it’s a circuitous path to get to
the Department. This is a hospital I’ve been to a multitude
of times, but I did not know that this area even existed.
While I was meeting with Dr. James St. George in his
Ponte Vedra office, he had to excuse himself so he could
do a quick procedure. Ten minutes later we were back to
discussing agenda items and organized medicine…as if the
conversation had never been interrupted. There was literally
no indication that he had just performed a procedure which
greatly improved someone’s life just moments before.
These are the real lessons learned from this activity. It
is so exciting to see you all in your “comfort zones” doing
what you are so passionate about doing: caring for the lives
of people in our community.
Of course, these conversations also lead to a number of
fantastic ideas about where organized medicine is headed,
what the future holds for the independent physician, the
role of physician administrators in the Medical Society, and
innumerable fantastic ideas about engaging physicians in
the community in new and exciting ways.
One of the most common refrains that I heard from your
colleagues was a concern about how to get more people
engaged with the Medical Society.
“I was always just a member, but once I got involved I
became passionate about the Society and its mission.”
“Until I participated in the FMA Delegation, I had no
idea just how much was going on behind the scenes…
and how just one physician can make a change that
becomes law.”
The reasons that the Board members were excited and
engaged were as varied as their offices. But there was one
common theme: these are your colleagues who take their
responsibility to represent you in the House of Medicine
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From the CEO’s Desk

very seriously. They also are looking for new and exciting
ways to help you and your practice.
If you’ve ever thought about getting involved, or even
if you don’t want to get involved but have a great idea
for something that will improve the lives of physicians in
Northeast Florida, find one of our Board members (listed

below) and reach out to them and share your thoughts. They
would love to hear from you and to share that vision with
the entire membership. All it takes is just a simple email
or phone call…
…but I recommend visiting their office! v
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Residents’ Corner: University of Florida College of Medicine - Jacksonville

Dr. W. Jamie Plante (left) listens intently
while future Neuro-Oncologist Dr. Sherif Makar (right)
explains findings from a brain MRI.

An Update on the Neurology Residency Program
By Bobby Mannel, MD
Overview of the Program
The University of Florida College of Medicine - Jacksonville
Neurology Residency Program has been preparing successful
physicians since its inception in 2005. The program’s diverse
competency-based curriculum and extensive exposure to
neurological research helps teach physicians to be the next generation of neurologists. The neurology department is a major
referral center for its expertise in stroke, epilepsy, neuromuscular disorders, multiple sclerosis, movement disorders, headache,
neuro-ophthalmology, sleep medicine, neuro-critical care and
neuro-imaging. The three year program is primarily affiliated
with UF Health Jacksonville. However, residents are afforded
the opportunity to rotate through UF Health Shands Hospital
in Gainesville and Brooks Rehabilitation Hospital, amongst
other facilities. Both allopathic and osteopathic physicians
embody the four resident per year classes.

Florida’s first nonmilitary hospital. In 1983, then known as
University Medical Center, the first Level 1 trauma center
was opened. The main campus in downtown Jacksonville is
a 695-bed health center and offers more than 40 residency
and fellowship programs. The recently opened state-of-the-art
UF Health North offers more than 20 outpatient specialty
services along with a 28-bed emergency department that
allows for patient accessibility 24/7. Further remodeling
of UF Health North is underway with construction of a
92-bed hospital wing. In 2004, UF Health Jacksonville was
designated as a Primary Stroke Center by the Joint Commission. Three years later, UF Health Jacksonville became the
first stroke program in North Florida to be designated as a
Comprehensive Stroke Center by the Agency for Health Care
Administration. Last year the Neuroscience Department,
which hosts the only Comprehensive Multiple Sclerosis
Program in North Florida, was recognized by the National
MS Society for its multidisciplinary approach.

Our Facilities
UF Health Jacksonville services the greater Northeast Florida and Southeast Georgia region as a hub for high-quality
patient care and clinical research. Previously named Duval
Hospital and Asylum, it was originally opened in 1870 as
DCMS online . org

Leaders in Neurology
Through diverse clinical exposure during their training,
residents are given the option to participate in any of the
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Residents’ Corner: University of Florida College of Medicine - Jacksonville

Senior resident Dr. Mary-Ann Fares reviews a
case while covering the neurology consult service.

Junior residents, such as
Dr. Imran Farooqui, have
early exposure to critical
neurological procedures like
electroencephalography.

30-plus clinical trials offered by the Neurology Department.
Some of the current or recent trials that the Neurology
Department was a part of include evaluating the efficacy of
SAGE-547 in super-refractory status epilepticus, investigating the role of intravenous glyburide in reducing malignant
cerebral edema following severe anterior circulation ischemic
strokes, and examining the long-term safety and effectiveness
of alemtuzumab as an immunomodulatory of MS.

Early on, residents are encouraged to participate in hospital-based committees, including appointments in patient
safety, pain, pharmacy & therapeutics, and graduate medical
education committees. Senior residents and fellows are able
to give back to the community by speaking with various
support groups. The department also coordinates organized
5k runs and is involved with free yoga and tai chi classes.

With this extensive clinical and translational science
exposure, neurology residents and fellows frequently present posters on the national level. For instance, Dr. Ryan
Crooks presented at the American Academy of Neurology,
while Drs. Omar Moore and Marianne De Lima will be
presenting at the American Federation for Medical Research.

The Future of Neurology

There are many examples of resident and fellow research
currently underway. Dr. Mary-Ann Fares is studying poor
sleep hygiene post-stroke and its detrimental effects on
potential future strokes. The Neurology Department,
led by future vascular neurology fellow Dr. Constance
Katsafanas, is working with the Emergency and Radiology
Departments to implement new acute stroke protocols
in order to further shorten door-to-needle tPA times. Yet
another quality improvement project is being headed by
Dr. Sherif Makar, in which he is attempting to expedite
post-discharge follow-ups with various services.
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Upon completion of residency, residents have the opportunity to continue their education in fellowship or start a
career as neurologists. Some recent graduates have elected
to sub-specialize in vascular neurology, neurocritical care,
neurophysiology, neuromuscular disorders, movement
disorders, neuro-ophthalmology and neuro-oncology. Prior
graduates from the residency and fellowship programs have
gone on to serve many different urban to rural locations.
Others have elected to stay on as attending physicians and
give back to future neurology classes. The University of Florida College of Medicine - Jacksonville neurology program
aims to deliver excellent and compassionate healthcare to
the residents of Northeast Florida and Southeast Georgia.
To learn more about the program, please visit the residency
website at http://www.hscj.ufl.edu/neurology/residency. v
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Guest Editorial

Palliative Care in Northeast Florida
What is palliative care? Which patients need it most?
Who provides it? What is the status of palliative care in
Northeast Florida?
Palliative care is specialized medical care for serious
illness, with a focus on quality of life, relief of distressing
symptoms and shared communication toward realistic goals.
This holistic care for
patients and families
is provided by a core
team of palliative social
workers, chaplains and
physicians. Palliative
medicine is a mainstay
now at many academic
centers, which publish
mounting evidence of
its benefits for patients,
families, hospitals and
our health care system.
In 1973, surgical
oncologist Dr. Balfour
Mount coined the term
“palliative care” to distinguish it from hospice care. While
not constrained by the Medicare Hospice Benefit, palliative
care is better viewed as a separate but complementary specialty to hospice. Palliative consultants often work side by
side with other specialists during an acute hospitalization.
The interdisciplinary palliative care team addresses not
only physical pain and symptoms, but also psychosocial
and spiritual issues that often magnify distress. Aggressively addressing these symptoms of suffering can then allow
important “goals of care conversations,” during which patients confirm their understanding of the medical opinion
and voice and document their preferences for care. These
conversations are best seen as a process, with preparedness
plans (advance directives) ultimately becoming physician
orders. And with improved symptoms, patients are better
able to comply with treatment plans.
Andrew P. Daigle, MD
Guest Editor

Patients expect their physicians to listen to their concerns,
address symptoms and provide their medical opinion. This
triad becomes increasingly important as an illness progresses,
and when attempts to cure or even manage a disease become
increasingly burdensome. We physicians foresee predictable
outcomes but often struggle to share these with our patients.
In our complex medical system both real and hoped-for
medical breakthroughs often lead to unrealistic expectations,
universal frustration and distress. The identified need for improved symptom management and communication exceeds
the current availability of palliative care specialists. However,
skills in palliative care are available to all practitioners.
After completing my fellowship in Hospice and Palliative
Medicine in 2007, I was honored to sit for the inaugural
board exam, after no fewer than 10 medical specialty boards
supported the official recognition of the specialty. By 2015, in
DCMS online . org

U.S. hospitals with more than 50 beds, 72 percent had some
type of palliative care program. Here in Northeast Florida,
nine hospitals have board-certified palliative physician-led
consultation services, and outpatient palliative services are
growing in their availability.
The articles in this issue, written by my local colleagues,
complement the nationwide move to provide “generalist-level
palliative care” training, while growing the number and
quality of palliative care specialists. We are fortunate to
have two Hospice and Palliative Medicine fellowships in
Jacksonville, at the University of Florida College of Medicine – Jacksonville and Mayo Clinic Florida.
Dr. Andrea Sharp’s article highlights palliative care in the
often urgent and high-pressure atmosphere of the emergency
department, where distressing symptoms need appropriate
management, and best disposition is essential.
Drs. Corey Hobbs, Jamie Cesaretti, Mitchell Terk and
Michael Olson bring to the forefront the use of advanced
technology to provide quality of life, noting that symptom
management has long been a major goal of radiation therapy.
Jamie Buller, our local coordinator for the Honoring
Choices® Florida community-wide advance care planning
collaborative, provides a wonderful overview of perhaps
the most patient-centered event in health care history, with
Jacksonville at the forefront.
Dr. Neel Karnani’s article permits us to accompany him
during a critically important procedure in palliative care:
that of compassionately removing life support. The “double
effect” confirms the clear intention of providing excellent
care when the goal is to protect our patient from technology
that is no longer helpful.
Drs. Robert Shannon, Alva Roche’-Green and Kristin Scott
have provided an encompassing series of case reviews that
highlight how effective a palliative approach can be in challenging situations, and review core concepts of our specialty.
Finally, palliative chaplain David Morrell brings his experienced perspective to the often-underappreciated area of
spiritual distress and offers support resources.
The rapid growth of palliative care highlights the need to
improve quality of life in our complex health care system.
Our patients with serious and advanced illnesses will greatly
benefit from physicians who embrace palliative care and refer
early when it is needed.
I hope this issue of Northeast Florida Medicine will
find itself at the top of your reading list and be a frequent
reference. I am honored to be your guest editor and to join
authors who bring such a wealth of experience, knowledge and
expertise to the discussion. We should all be proud that our
region has this degree of resources in palliative care – experts
who can provide the best care possible for our patients. v
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Palliative Care in the Emergency Department:
What Can Happen?
By Andrea Sharp, MD

Abstract: Emergency departments often have initial contact with
palliative care patients; especially those with uncontrolled symptoms
and those who are nearing the end of life. Not all palliative patients
presenting to the emergency department are seeking lifesaving or
prolonging measures. Common reasons for visits include uncontrolled
pain, dyspnea, nausea/vomiting and constipation. Most of these patients will presumably have the “standard of care” treatments already
in place. There are escalating treatment alternatives for the acute care
setting that adhere to primary palliative care principles.

Introduction
As the specialty of palliative care evolves, it is becoming
apparent that its presence is now more far reaching in
all spectrums of disease and specialties. Palliative care
physicians can influence the education of both patients
and providers to improve quality of life at any stage of
illness. This is of particular importance in emergency
departments as they often have initial contact with
patients, especially those with uncontrolled symptoms.
It has been shown that in the last six months of life 40
percent of advanced illness patients present to the emergency department (ED).1 The number of visits increase
closer to the last few months of life; 75 percent in the
last three months. Of these, 77 percent of patients are
admitted and 68 percent eventually die in the acute
care setting.1 These admissions are burdensome, costly
financially to both the patient and institution, and, perhaps most importantly, they can have a negative impact
on quality of life measures. Programs that successfully
amalgamate palliative care (PC) in the ED are at centers

Address correspondence to:
Andrea C. Sharp
Mayo Clinic
4500 San Pablo Road
Jacksonville, FL 32226
904-953-1498
sharp.andrea@mayo.edu
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with inpatient PC teams. Fortunately, in Duval County
most facilities have this vital inpatient resource.

Emergency Department
Emergency department physicians (EDPs) are disposition driven and work in a high pressure, acute
environment while simultaneously managing multiple
patients with advanced disease. If a patient’s disposition
is not altered by immediate management it is typically
addressed secondarily. Any successful palliative intervention in the ED must be efficient, beneficial, and
purposeful. Additionally, rather than assume the patient
is presenting for life prolonging/saving care, EDPs should
address patient goals and embrace difficult conversations,
as these outcomes can impact future trajectories of care.
An emergency physician mantra is often “Does it need
to happen in the ED?” Merging primary palliative care
principles with the emergency culture should therefore
expand the mantra to “What can happen in the ED?”
Literature indicates that primary visits to the ED in
the palliative population are typically related to poorly
controlled symptoms.1,2

Pain Management
When patients present to the ED with pain complaints,
it should first be determined if this represents a new and
changing process or an uncontrolled chronic pain emergency. Given the pharmacokinetics of opioids, intravenous
therapy (IV) medications should be used when treating an
acute pain crisis in the ED. IV formulations generally peak
in 10-15 minutes, as compared to 60-90 minutes for oral
administration. Additionally, it is vital to be familiar with
simple opioid equianalgesic dosing (Table 1) for appropriate
conversions. Otherwise the risk of over/under dosing is of
concern.3 An empathetic conversation communicating
expectations should be undertaken to agree that the goal
may be for pain relief rather than complete resolution,
especially in the opioid tolerant patient.
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Table 1: Opioid Equianalgesic Dosing
Drug

IV (mg)

PO (mg)

Morphine

10

30

Hydromorphone

1.5

7.5

Oxycodone

~

20

Hydrocodone

~

30

12- 25mcg

~

Fentanyl

Once the etiology of pain has been better understood,
the next vital step in management should be to determine
if the patient is opiate naïve or tolerant. In general, if a
patient has been using a total daily dose (TDD) equivalent to 60 mg of oral morphine (30mg oxycodone)
longer than one week, they are to be considered opioid
tolerant and thus will require higher dosing to achieve
therapeutic effect.2,3
In a naïve patient, morphine is typically the initial
drug of choice at 5-10mg IV, or 0.1mg/kg. The patient
should be reevaluated in 10-15 min and dose escalated
or repeated, if necessary. Detailed titration regimens
exist. However, for simplicity, it is safe to say that
25-50 percent increases would be safe and prudent if
mild to moderate pain persists. If severe, uncontrolled
pain is reported dose escalation of 50-100 percent is
appropriate.3,4 Sedation would be a noticed side effect
before respiratory depression. Fentanyl should be used
in renal/liver failure patients. The elderly should be
managed more conservatively, typically starting with
half the standard dose.
In the opiate tolerant patient, all chronic opiate medications, long and short acting, should be converted to
the TDD of morphine equivalents. The initial parenteral
dose should be 10 percent of TDD. Again, the patient
should be reevaluated and redosed until adequate control
is achieved. Understand that those on chronic opiates
will require disproportionate dosing to achieve control
compared to what is needed for their baseline daily needs.
This, however, may exceed what seems to be common
practice.3 At reassessment it is standard to increase your
initial dose 50-100 percent if pain is unchanged or
increasing. If pain remains at a level of 4-6 by patient
16 Vol. 67, No. 1 2016 Northeast Florida Medicine

report then repeat the same dose. If pain level is at 0-3,
the current treatment is effective.3
Should respiratory depression become an issue in the
opioid tolerant patient, it is recommended to provide
supportive care, stimulate the patient and wait for drug
metabolism.3 An IV dose should be at peak effect in
approximately 15 minutes. Administration of naloxone
is discouraged unless acutely necessary as this can reverse
pain control and result in agonizing rebound pain for
the chronically tolerant patient.
Of note, recent literature is supporting lower, non-dissociative use of ketamine in opioid tolerant patients.5
Ketamine blocks the NMDA receptor and is also a weak
opioid antagonist. A conservative dose of 0.1mg/kg can
be given as an adjuvant to the initial opioid dose. Studies
show that this can greatly reduce overall opiate need and
decrease pain perception in such opioid tolerant patients
enduring acute pain crisis.5

Dyspnea
Dyspnea or breathlessness is a common subjective
complaint and a leading reason for palliative patients
presenting to the ED. It can provoke great anxiety for
both the patient and caregiver. Dyspnea is a symptom
of totality in that, in addition to its physical effects, it
also influences psychological anxiety and suffering, and
has social implications on those close to the patient.6
In line with “what can we do,” a search for a reversible
condition should always be sought and addressed. Despite definitive intervention, symptom management is
still essential.
After supplemental oxygen, which may or may not
be of benefit unless the patient is hypoxic, opioids are
the drug of choice in managing dyspnea. Doses for the
opioid naïve patient are much lower than those required
for acute pain management.3,4 Start with morphine
2-5mg IV (5 mg PO) and repeat dose every 15 minutes
titrating to effect or sedation, which will occur prior to
respiratory depression. In the opioid tolerant patient,
doses may be started at 10-25 percent TDD every 30
minutes.3,4 In renal and liver failure patients, fentanyl
should be used. Additionally, anxiolytics can be provided
for the anxiety associated with breathlessness; monitor
closely for concomitant sedation.
DCMS online . org
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Nausea and Vomiting
Nausea and vomiting are other causes for acute emergency department visits in the palliative care population
and significantly affect quality of life. Identifying the etiology and potentially reversible conditions should first be
explored. Once initiating treatment, understanding the
cause of symptoms greatly influences any pharmacologic
intervention. Basic understanding of the emetic pathway
is vital in providing targeted therapy. Simply, the central
vomiting center receives input from both central (cortex,
vestibular, chemoreceptor trigger zone) and peripheral
afferent pathways. Emetogenic neurotransmitters include
dopamine, serotonin, histamine and acetylcholine.7
Centrally, the chemoreceptor trigger zone (CTZ)
mediates the most frequent causes for nausea. Given its
location on the floor of the fourth ventricle, where the
blood brain barrier is porous, toxins, metabolites, and
drugs (opioids and chemotherapeutic agents) can be
highly provoking. The CTZ then stimulates the central
vomiting center via dopamine and serotonin. Initial
therapy targeting this area should be addressed using
dopamine antagonists (metoclopramide, prochlorperazine and haloperidol). Secondarily, ondansetron can
be added. In the palliative population, ondansertron
is generally reserved for intractable symptoms, save
those related to chemotherapy/opioid induced nausea
and vomiting.7

Peripherally, GI tract causes of vomiting are mediated by both vagal and splanchnic afferents from
mechano/chemo receptors. Serotonin and dopamine
are the primary neurotransmitters involved. Typically,
a first line agent, after ruling out bowel obstruction, is
metoclopramide given its dual central and peripheral
actions on serotonin and dopamine. Prochlorperazine
and haloperidol are alternatives. Again, ondansetron
is a viable and safe option but effects are limited to
serotonin antagonism only.
Initiate therapy with attempts to target the apparent
provoking receptor. If response is only partially effective, consider adding new therapy targeting alternate
neurotransmitter pathways, rather than changing the
agent. If a patient presents and is already established
on anti-emetic therapy, apply a second and different
class of anti-emetic to augment and address symptoms
given the mechanistic interplay.7 Acknowledge major
side effect profiles and drug interactions as there
are many. Fortunately, the role of the EDP is acute
symptom management and many of the long term
drug effects can be scrutinized further once comfort
has been provided.
In this advanced illness population, common palliative causes, associated neurotransmitters and drug
suggestions can be abridged using the AVOMIT
mnemonic (Table 2).8

Table 2: Nausea and Vomiting in Palliative Care
Cause

Receptor

Drug

Anxiety/Anticipate

Central

Benzodiazepines

AcH, H1

Promethazine, Meclizine,
Diphenhydramine

AcH, H1,
D2, 5HT3/4

Metoclopramide, Prochlorperazine,
Haldol, ondansetron

D2, 5HT3

Metoclopramide, Haloperidol,
Ondansetron

AcH, H1, 5HT

Prochlorperazine, Promethazine,
Ondansetron

D2, 5HT3

Haloperidol, Metoclopramide,
Ondansetron, Prochlorperazine,

Vestibular (Meds/Mets)
Obstruction (bowel,
constipation, visceral,
metastases)
Medication/Metabolic (CTZ)
Infection/Inflammation
Tumor/Toxins
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Do not use metoclopramide
in complete obstruction
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Lastly, corticosteroids can also be effective in the management of nausea and vomiting, particularly when related
to chemotherapeutic agents, elevated ICP or inflammation
of neurologic or gastrointestinal etiology. Keep in mind
neutropenic precautions prior to starting. Additionally,
start at the lowest possible dose (dexamethasone 4 mg)
and ensure outpatient follow up for either its continuation
or discontinuation once acute symptoms are managed.7

Constipation
Constipation is a burdensome symptom that affects
up to 48 percent of palliative care patients and, if on
concomitant opiate therapy, the statistic rises to a staggering 87 percent.9 Once bowel obstruction has been
ruled out, a physician should remedy this complaint as
it can often be the underlying cause for persistent nausea/vomiting, fatigue, anorexia and shortness of breath.
Additionally, if left untreated it can predispose patients
to further ominous conditions. Dehydration can be a
factor so adequate fluid intake should be encouraged.
Any patient on an opioid should be on a chronic bowel
regimen. In short, most patients should be using both a
stool softener and laxative (stimulant or osmotic agent).
In general, start with a stimulant laxative and titrate
to effect (BM every 48 hours). If this fails, the dose
or frequency of the stimulant may be increased or an
osmotic agent added. In the acute setting, care should
be escalated in a stepwise fashion. If conservative measures fail, consider suppositories or enemas. For opioid
induced constipation refractory to all other strategies,
methylnaltrexone is available. It is a peripherally acting
opioid antagonist. It does not cross the blood brain
barrier thus it will not mitigate analgesic effects, nor
will it precipitate withdrawal. It is given subcutaneously
according to the patient’s weight, and should be added
to existing laxative therapy. Studies demonstrate laxative
effect following a single dose in almost 50 percent of
patients within four hours. Additional doses may be
provided and demonstrate increased efficacy.10

Conclusion: “What can happen?”
Not all palliative patients presenting to the ED are
seeking lifesaving or prolonging measures. Often times,
symptom burden is their compelling incentive. Emergency
department physicians can become more versed in recog18 Vol. 67, No. 1 2016 Northeast Florida Medicine

nizing palliative appropriate patients and conceivably alter
their future trajectory of care. If these complex patients
are presenting to the ED for uncontrolled symptoms, the
information provided should be earnestly contemplated.
Most of these patients will presumably have the “standard
of care” treatments already in place prompting escalating
alternatives. Hopefully, implementing some of these
strategies can alleviate suffering in patients and introduce
some reciprocated satisfaction for providers. “What can
happen” then becomes an aggregate success. v
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Abstract: Radiation therapy is an important component of
multi-disciplinary oncological care for patients with a limited
prognosis. Historically, radiation oncologists have focused on
symptom management in an effort to improve quality of life. This
is accomplished by providing focal short-duration low complexity
radiation to both metastatic and locally advanced cancers arising
in multiple sites throughout the body. In addition to improvements
in quality of life, palliation with radiation has been shown to
increase length of life in patients with stage IV disease. A new
concept termed the “oligo” metastatic disease state and the use of
very focal radiosurgery have allowed for patients to have not only
few symptoms associated with their cancers, but also longer lives.

Introduction
Radiation oncologists play an important role in the
palliative management of malignancies involving all organ
systems. Each patient referred for palliative radiation must
have many factors considered before determining whether
radiation is indicated and how it should be administered.
The most common factors considered include life expectancy,
performance status, age, primary tumor histology, number
of metastases, cost to the patient and expected side effects
of treatment.1
Traditional radiation doses and fractionations vary based
upon multiple factors. Typical curative doses of radiation
for gross disease range from 60-80 gray (Gy), given in daily
1.8 to 2-Gy fractions. Adjuvant radiation following surgery
typically consists of 45-70 Gy, also given in 1.8 to 2-Gy
fractions. When a high total dose is administered with a
goal of complete tumor eradication, the inadvertent injury
to normal organs is partially mitigated by giving low daily
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doses. This allows for interfraction normal tissue repair. The
last several fractions of a curative radiation regimen are meant
to address the final few surviving cancer cells in a tumor bed.
It is from these last several radiation fractions in a curative
regimen that the risk arises of a late normal tissue effect of
radiation. Therefore, in the palliative setting, one can give
a markedly lower total dose. This can significantly reduce
tumor burden without approaching significant risk to normal
tissue. This is similar to the goals of systemic chemotherapy.
The only difference is that radiation is localized to a focal
region rather than putting the entire body at risk. Common
palliative doses are 40 Gy in 2.67-Gy fractions, 30 Gy in
3-Gy fractions, 20 Gy in 4-Gy fractions and 8 Gy in a single
fraction.2 These regimens allow a shorter radiation course and
have a relatively low risk of causing significant side effects.
Advances in radiotherapy techniques have increased conformality of the radiation dose to the target, allowing better
sparing of normal structures. Stereotactic radiosurgery (SRS)
and stereotactic body radiotherapy (SBRT) are increasingly
being utilized in one to five large fractions with curative intent. These techniques are being investigated in palliation to
obtain quicker relief of symptoms3 or more durable control
of metastatic lesions.4 In addition, the SBRT has become a
much more valid option for the historically palliative patient,
because understanding of the natural history of patients
with metastatic disease has evolved considerably over the
past decade. Hellman and Weichselbaum described a new
paradigm for evaluating the patient with metastatic disease
simply based on the number of metastatic deposits found
on extent of disease evaluation studies. A recent SBRT trial
of multisite extracranial oligometastases found that 18.3
percent of patients treated with SBRT had no progression
at a median follow-up of 20.9 months. In addition, the one
and two year progression free survival and overall survival
were 33.3 percent and 22.0 percent and 81.5 percent and
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56.7 percent respectively.5 More recently the concept of
oligo-recurrence has been explored. It is defined similarly
to an oligo metastases with the assumption that the cancer’s
primary site continues to be controlled.6

Brain
Brain metastases are some of the most common tumors
targeted by radiation oncologists. Given the poor penetration
of most targeted agents and chemotherapies through the
blood brain barrier, the standard of care for management
of intracranial lesions became whole brain radiotherapy
(WBRT). A recursive partitioning analysis (RPA) was developed with prognostic factors that included age, Karnofsky
Performance Status (KPS), controlled primary tumor and
brain as only site of metastasis, and found that even for the
best subset of patients the median survival was 7.1 months.7
More recently a diagnosis-specific graded prognostic assessment was created and revealed some groups of patients may
have a median survival as long as 18.7 months, especially
in the setting of controlled systemic disease.5
Whole brain radiotherapy is typically delivered with one
of the aforementioned palliative regimens. However, WBRT
can result in both irritating short-term side effects including
fatigue, alopecia, scalp dermatitis and serous otitis. It may
also cause an increased long-term risk of neurocognitive
decline. Over the years, multiple attempts have been made
to improve the quality of life of patients with brain metastases. Local treatment of patients with a limited number
of lesions has been attempted with both surgery and SRS.
For isolated lesions, there is evidence that a local procedure
performed with WBRT may improve survival compared to
patients receiving WBRT alone.8,9 This survival benefit has
not been proven in patients with multiple brain metastases.
In an attempt to decrease neurocognitive decline associated with WBRT, multiple studies have attempted to avoid
WBRT following local therapy for one to five metastases.
Individually, these trials found that adding WBRT to a local
therapy improves the local control, distant brain control and
risk of dying from a neurologic death, but has not shown
any difference in overall survival (although none have been
powered to detect a difference).10,11 However, a recent meta-analysis evaluated individual patient data for patients
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with one to four brain metastases randomized to SRS alone
versus SRS plus WBRT and found that for patients ≤50 years
old, there was a survival benefit to SRS alone without an
increased risk of distant brain metastases.12 Therefore, SRS
alone may become the new standard for this population.
In addition, attempts have been made to sculpt the radiation dose in whole brain out of critical structures. Since
short term memory deficiencies have been seen following
whole brain therapy,13 a national study of whole brain radiotherapy sparing the hippocampus was performed. This
so-called ‘hippocampal sparing’ therapy appears in early
analysis to have resulted in a superior neurologic outcome
compared to historical controls.14
Current guidelines recommend discussing treatment
options with patients. Patients with the best prognosis and
fewest lesions may be considered for local therapy with or
without WBRT. Those with many lesions are likely to benefit
most from WBRT alone.15 Many patients will eventually
receive a combination of both targeted treatments and
WBRT during their disease course. A recent report from
Columbia University revealed in a data set of 528 patients
with multiple primary sites including lung cancer, breast
cancer, melanoma and renal cell cancer the median survival
times of several different approaches toward palliation of a
single brain metastasis. The median survival times were 9.0
months for SRS, 19.1 months for SRS plus WBRT, 25.5
months for SRS and surgical resection and 25.0 months
for SRS, surgery and WBRT. If a patient had more than
one brain metastasis the median survival times were 8.6,
20.4, 20.7 and 24.5 months, suggesting that there remains
a significant role for each component of radiotherapy for
the optimal outcome of the palliative patients.16

Spine
Metastatic disease in the spine can present in multiple
ways. Most commonly, progressive pain from a metastatic
lesion in the vertebral column is the presenting symptom.
However, if the lesion progresses to extend into the spinal
canal or neural foramina, then weakness, sensory loss, or
autonomic dysfunction may occur. A pathologic fracture
of an involved vertebral body may lead to rapid onset of
neurologic symptoms from bone impingement upon the
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cord. Furthermore, leptomeningeal spread or intramedullary
metastases can also lead to pain or neurologic symptoms.
The prognostic factors for survival in patients with spinal
metastases are similar to those with brain metastases.17
To improve chances of neurologic recovery, steroids
should be initiated immediately. Neurosurgical and radiation
oncology consultations should be obtained to optimize the
treatment approach. A randomized trial found that decompressive surgical resection with adjuvant radiation therapy
improves outcomes compared with radiation alone.18 In select
cases with vertebral body collapse, interventional radiology
may be consulted to discuss the role of vertebroplasty or
kyphoplasty. If surgery is performed, radiotherapy is typically
given as an adjuvant to decrease the risk of local recurrence.
If surgery is not recommended, radiation may be utilized as
the definitive treatment. For patients undergoing radiation
alone, good pretreatment ambulatory status, radiosensitive
histology, younger age, lack of visceral metastases and slow
rapidity of motor symptoms correlate with a higher probability of post-treatment ambulation.19
For definitive RT, the standard dose to the spine is 30 Gy
in 10 fractions. Compared with less protracted regimens (8
Gy x 1, 4 Gy x 5), 30 Gy in 10 fractions improved the rate
of local control significantly.20 For patients with an excellent prognosis and oligometastatic disease, dose escalation
with SBRT is also an acceptable treatment option and has
demonstrated excellent long-term control.21 A randomized
trial comparing 8 Gy of conventional RT vs 16-18 Gy SRS
is ongoing.22

Bone
Bone metastases typically present with localized and progressive pain, but can also present with pathologic fracture,
neurologic symptoms, and difficulty ambulating. For up to
a few isolated lesions, external beam radiotherapy (EBRT)
shows pain improvement in up to 60-80 percent of patients,
and complete pain relief in up to 30 percent of patients.23 It is
also believed that radiation can help stabilize bone metastases
at risk for pathologic fracture through remineralization.24
Multiple older studies found no difference in initial relief
of pain when different radiation fractionation schemes were
utilized.25,26 Further dose reduction was attempted in the
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1990s-2000s to a dose of 8 Gy in one fraction. A review of
multiple randomized studies revealed the early pain response
to be equivalent compared to a fractionated approach, but
suggested that a single fraction may have a slightly higher
risk of pain flare, pathologic fracture, and a significantly
higher risk of retreatment.27 Therefore, an 8 Gy fraction is
best offered to patients with a shorter life expectancy and
in an area not at significant risk for pathologic fracture.
SRS has been attempted to achieve a better response
with a convenient one day treatment. A current phase III
trial is evaluating if improved pain relief is obtained with a
16-Gy SRS treatment compared with a conventional 8 Gy
treatment. A current cost-analysis of this study suggests that
SBRT is not cost effective compared to conventional RT in
patients with a limited life-expectancy,28 and this will need
to be weighed when considering treatment options.
Of interest is the radioisotope radium-223, an alpha
particle emitter with a proclivity for dissemination in
bone tumor sites. It was found to confer both a survival
benefit and significant prolongation of time to first symptomatic skeletal events (15.6 months versus 9.8 months)
in patients with castration-resistant prostate cancer with
symptomatic bone metastases.29,30 In addition, treatment
with the radioisotope decreased the incidence of radiation
for symptomatic metastases, spinal cord compression,
symptomatic pathological bone fracture and the need for
orthopedic surgical intervention.

Thorax
Thoracic radiotherapy may provide symptomatic relief of
hemoptysis, cough, chest pain or other symptoms of thoracic
progression. A systematic review revealed that radiotherapy has
partial and complete responses of 80 percent and 70 percent
for hemoptysis, 64 percent and 55 percent for chest pain, and
50 percent and 30 percent for cough, respectively.31 This same
review found dysphagia to be the most common acute toxicity
in 15-20 percent of patients, followed by pneumonitis in 3
percent, and very rare myelopathy in <0.5 percent.32
Radiotherapy is also commonly used when tumor bulk
threatens the integrity of adjacent structures. The superior
vena cava (SVC) is easily compressed and tumor burden
within the mediastinum (often from small or non-small
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cell lung cancer) can impair blood return to the right
atrium from the head and upper extremities. With tumors
that are rapidly proliferating, impairment of blood return
from tumor compression can outpace collateralization and
lead to backup of blood in the upper torso. If uncorrected,
SVC syndrome is fatal. Management of SVC syndrome
is multidisciplinary, and may require urgent initiation of
chemotherapy, radiotherapy, anticoagulation, endovascular
stenting and thrombectomy.32
Airway occlusion from tumor bulk can also occur and lead
to partial or total collapse of lung. Endobronchial stenting,
chemotherapy and external beam radiotherapy, as well as
endobronchial brachytherapy, have been employed to restore
airway integrity.33

Esophagus
Unresectable or metastatic esophageal cancer will very
commonly progress and cause symptoms such as dysphagia
and bleeding. This is one instance when palliative radiation
is frequently given in prolonged courses (50 Gy in 25 fractions) to maintain durable tumor control. Approximately
70 percent of patients will receive some degree of palliation
with EBRT alone, and 54 percent are able to swallow solid
foods until their death.34 Another study treated 49 patients
with Stage III-IV disease using concurrent chemo-radiation
and found a 91 percent improvement in initial swallowing
function.35 Sixty-seven percent had improvement that
lasted until death.36 Therefore, combined and protracted
chemo-radiation should be considered in patients with a
good performance status who are deemed candidates to
receive chemo-radiation. In patients with a poorer KPS,
shorter RT courses may be utilized.

Technology
Perhaps radiation oncology has benefited more than
any other field in cancer care from the development of the
modern computer. Until very recently it was not possible
to combine large and complex image data sets taken of the
patient’s disease process using MRI, CT and PET scanning
in a dynamic way that is imperceptible to the patient while
they undergo treatment. With the most recent generation
of linear accelerators it is now considered standard to
superimpose and modify the patient’s radiation care plan
onto daily images taken just prior to treatment. In terms of
radiosurgery, the field has been able to modify and improve
the standard tool of the trade, the linear accelerator, in order
to deliver both high quality image-guided radiation and
radiosurgery. Figures 1-4 provide four examples of modern
palliative radiotherapy images. In the past, a standard radiation department needed to have multiple machines in
order to carry out its daily functions, an example being the
gamma knife to deliver brain stereotactic radiation and a
cyberknife and/or novalis to deliver body radiosurgery. At this
point most commercially available radiation therapy systems

Figures 1-4:

Four examples of modern palliative radiotherapy.

Figure 1:

Pelvis
Advanced pelvic tumors may arise from multiple primary
sites including prostate, bladder, rectum, anus, uterus and
cervix. All of these tumors have the ability to cause bleeding,
genitourinary obstruction, gastrointestinal obstruction and
pain. Given the wide variety of tumor types and prognoses,
multiple treatment regimens may be recommended. For many
advanced malignancies, a combination of chemotherapy
and full course radiation may be recommended for durable
response because pelvic disease progression invariably causes
a large decline in quality of life.37 For patients with a short
life-expectancy or with more urgent presentations (acute
bleeding), shorter palliative doses are commonly used.
22 Vol. 67, No. 1 2016 Northeast Florida Medicine
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Figure 3:

Figure 4:

Conclusion
Over the last several decades, radiation therapy has
proven to have a large positive impact upon the quality of
life of oncologic patients requiring palliative interventions.
Moreover, early referral to a palliative care specialist has
demonstrated improved survival and decreased depression
rates while avoiding futile care at the end of life.38 Joint efforts with palliative care specialists will continue to evaluate
techniques to minimize radiation side effects and improve
outcomes for patients receiving palliative radiotherapy. As
in all studies, the true endpoints will be improving quality
of life and extending median survival. v
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Advance Care Planning:
Infrastructure for Having the Conversation
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Identify what physicians can do to ensure patients receive the care they want.
Date of release: March 1, 2016

Date Credit Expires: March 1, 2018

Estimated Completion Time: 1 hour

How to Earn this CME Credit:
1.
Read the “Advance Care Planning: Infrastructure for Having the Conversation” article.
2.
Complete the posttest. Scan and email your test to Kristy Wolski at kristy@dcmsonline.org or mail
		
it to 1301 Riverplace Blvd., Suite 1638, Jacksonville, FL 32207.
3.
You can also go to www.dcmsonline.org to read the article and take the CME test online.
4.
All non-members must submit payment for their CME before their test can be graded.
CME Credit Eligibility:
A minimum passing grade of 70% must be achieved. Only one re-take opportunity will be granted. A certificate of credit/
completion will be emailed within four to six weeks of submission. If you have any questions, please contact Kristy Wolski at
904.355.6561 or kristy@dcmsonline.org.
Faculty Disclosure:
Andrew P. Daigle, MD and Jamie Buller, LCSW, ACHP-SW report no significant relations to disclose, financial or otherwise,
with any commercial supporter or product manufacturer associated with this activity.
Disclosure of Conflicts of Interest:
St. Vincent’s Healthcare (SVHC) requires speakers, faculty, CME Committee and other individuals who are in a position to control
the content of this educations activity to disclose any real or apparent conflict of interest they may have as related to the content of
this activity. All identified conflicts of interest are thoroughly evaluated by SVHC for fair balance, scientific objectivity of studies mentioned in the presentation and educational materials used as basis for content, and appropriateness of patient care recommendations.
Joint Sponsorship Accreditation Statement
This activity has been planned and implemented in accordance with the Essential Areas and policies of the Accreditation
Council for Continuing Medical Education through the joint sponsorship of St. Vincent’s Healthcare and the Duval County
Medical Society. St. Vincent’s Healthcare designates this educational activity for a maximum of 1 AMA PRA Category 1
credits.TM Physicians should only claim credit commensurate with the extent of their participation in the activity.
DCMS online . org

Northeast Florida Medicine Vol. 67, No. 1 2016 27

CME

Advance Care Planning:
Infrastructure for Having the Conversation
By Andrew P. Daigle, MD & Jamie Buller, LCSW, ACHP-SW

Introduction

What is Honoring Choices® Florida?

Advance care planning (ACP) is a process of understanding, reflecting and discussing goals, values and preferences
for future healthcare decisions. ACP should be integrated
into routine medical care and practiced across the continuum of care in all health settings and in the community.

Honoring Choices® Florida (HCFL) educates the community on the benefits of and builds the infrastructure
necessary to expand adoption of advance care planning. The
true value of ACP lies in the conversation, as individuals are
given the opportunity to explore and discuss their values,
beliefs and life experiences. HCFL trains facilitators who
help patients explore and talk about their wishes should
they be faced with a serious or life-limiting illness. It has
been launched in Northeast Florida with the goal to spread
throughout the state of Florida.

Most everyone in health care today, especially those in
acute-care settings, has heard of the term “advance directive.”
When the U.S. Congress passed the Patient Self-Determination Act in 1991, the law mandated that hospitals and
other specific health providers establish policies and procedures to comply with the Act’s requirements.1 Hospitals
began to ask patients at admission if they have an advance
directive. Some also created brochures or handouts to help
educate patients and families.
This approach has not been effective, resulting in a low
number of completed documents, documents that are not
available when needed, and information in documents that
is not clear when presented.2 Nationally, among severely
or terminally ill patients, fewer than 50 percent have an
advance directive in their medical record.3 Between 65
percent and 76 percent of physicians whose patients have
an advance directive were not aware that it existed.4
In Northeast Florida, several hospitals reviewed medical
records of patients who died in those hospitals during a threemonth period in 2013. Aggregate data analysis following that
review showed there was an advance directive on the medical
record only 14 percent of the time. This demonstrates a
significant opportunity to improve care in our community.

Address correspondence to:
Jamie Buller, Director of Advance Care Planning
Community Hospice of Northeast Florida
4266 Sunbeam Road
Jacksonville, FL 32257
jbuller@communityhospice.com
Andrew P. Daigle, MD
Senior Medical Director
Community Palliative Consultants
4266 Sunbeam Road
Jacksonville, FL 32257
adaigle@communitypalliative.com
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HCFL is modeled after Respecting Choices®, a pioneer
program in advance care planning based in La Crosse, Wisconsin. Gundersen Lutheran Hospital in La Crosse embarked
on this journey more than 20 years ago. Studies show that
96 percent of patients who die in hospitals in that region
have an advance care plan. The written plan is on the chart
99 percent of the time and patients receive care consistent
with their wishes 99 percent of the time.4

How is this approach to planning
different from other approaches?
The HCFL model views the planning process as more
complex and challenging than simply asking questions
required by law and handing out a form or brochure.
Trained facilitators guide conversations to help participants
understand their health care treatment options, clarify their
goals, make decisions about the appointment of a surrogate
decision maker, put a written plan in place, communicate
wishes and share documents with family, friends, clergy,
physicians and other health providers. Facilitators also:
- identify and explore the person’s fears, concerns and gaps
in understanding and address these issues as needed;
- review the person’s experiences of illness and medical
decision-making and assist him or her to use those
experiences in advance care planning decisions;
- explore the person’s values, goals and beliefs and consider the importance of each relative to the person’s illness;
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- identify questions that the person needs to have answered
and develop a plan to obtain needed information;
- and ensure that plans are developed in a clear and
complete manner and direct the participant to communicate it to those who need to know.

What are the benefits?
There are many benefits to a comprehensive and structured
approach to ACP. Most notably, this methodology ensures
that patients are provided care and treatment consistent
with their goals and values. Over its 20-plus year history,
Respecting Choices® demonstrated results such as fewer
hospital readmissions, plans that are clear and available to
health care providers, high patient and family satisfaction
with hospital care, an increase in surrogate understanding
of patient goals of care, decrease in decisional conflict, reduction in stress, anxiety and depression among surviving
relatives, and an improvement in the prevalence of written
advance directives.5 Benefits to the health care team included:
integration of specific and easy-to-understand plans into
medical decision making; integration of ACP into routine
patient care, resulting in timely decisions appropriate to
stage of illness; decrease in moral distress of health care
providers and clinicians working with patients and surrogates
on end-of-life decision making; and a shift in time spent
by physicians and the health care team on crisis end-of-life
decision making to time spent on early and effective ACP.5

Comparing data
A comparison of data of hospitals in Northeast Florida communities (Fernandina Beach, Jacksonville, Jacksonville Beach,
Orange Park and St. Augustine) to La Crosse, Wisconsin, the
state of Florida, the United States, and hospitals at the 90th,
50th and 10th percentiles demonstrates the effectiveness of
an integrated ACP approach6 (Figure 1). La Crosse has the
fewest number of hospital admissions per 1,000 decedents
during the last six months of life, the lowest percentage of
decedents admitted to critical care during the hospital stay in
which death occurred, the fewest inpatient days per decedent
during the last six months of life and the lowest percentage of
decedents hospitalized at least once during the last six months
of life. La Crosse also has the lowest inpatient spending per
decedent during the hospitalization in which death occurred
and the lowest inpatient spending per decedent during the
last six months of life.6
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What has been done in
Northeast Florida so far?
Six health systems/hospitals (Baptist Health, Brooks
Rehabilitation, Flagler Hospital, Mayo Clinic Florida, St.
Vincent’s HealthCare and UF Health Jacksonville) participated in the first phase of Honoring Choices® Florida
implementation. Eight small patient/participant populations at the sites were selected to test ACP processes and
the new document. The sites implemented the advance care
planning programs between April and September 2014 and
collected data through November 2014. Site populations
included patients in primary care offices (Baptist Health,
Mayo Clinic Florida and UF Health Jacksonville), Radiation Oncology (St. Vincent’s Medical Center Riverside),
an inpatient acute care unit (St. Vincent’s Medical Center
Southside), a transitional care unit (UF Health Jacksonville),
an inpatient rehabilitation unit (Brooks Rehabilitation), a
cardiac rehabilitation outpatient clinic (Baptist Health), as
well as an employee group (Flagler Hospital). Cumulative
data reflected7:
- 663 patients/participants approached
- 229 (35 percent) participated in a
facilitative conversation
- 104 (45 percent) completed an ACP document
- Facilitators spent an average of 25 minutes
per patient/participant.

Successes demonstrated
from these pilot groups include:
The pilot groups developed a common ACP document and
a standardized set of patient education material which helped
when training facilitators, ensuring that a consistent message
was communicated. The six competing community health
systems/hospitals collaborated, in partnership with Community Hospice of Northeast Florida as program convener, to
develop strategies and test systems for ACP implementation.
Storage and retrieval systems for completed documents were
created for electronic medical record systems. The program
managers also formulated implementation plans and revised
as appropriate. All processes allowed for engagement of the
patient/participant and family. All pilot partner participants
identified best practices and implemented those practices
as the pilots evolved. The pilot partner hospitals also had
patients/participants complete a post-conversation survey.
Those surveys reflected a high satisfaction rate. All pilot partners participated in organizational education to encourage
planning and engage site leadership and staff. Participants
Northeast Florida Medicine Vol. 67, No. 1 2016 29
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and family members indicated a high level of interest and
engagement in the discussions and likewise indicated a desire
to share their positive experiences with others.

rective documents were completed. They expressed concern
that quality ACP conversations take too much time and
dissemination and spread throughout an organization can
be a complex, time-consuming process. Respecting Choices®
leadership validated that these are common concerns expressed
by teams following an initial implementation. They verified
that program success is not judged by the number of completed documents, but instead at the organizational level. They
also helped the teams develop questions to address in future
implementations to measure success:

Lessons learned from the pilot sites
While the health system/hospital partners were pleased
with the results, they noted that lessons learned from the
pilots will help further develop ACP in the community.
Outpatient sites, such as physician offices, are ideal locations
for the introduction of ACP, recruitment strategies and
initiating the conversation. Consistency in site leaders and
facilitators is also important for the success of implementation and expansion. As facilitators became more skilled
through practice, the length of time they spent in individual
conversations decreased. Resource needs were identified for
scalability in the hospitals. Facilitator turnover impacted
patient/participant volume, as some sites had not prepared
for this possibility. On occasion, when patients/participants
left the conversation with an incomplete document, they
never completed or returned it, as teams had not created a
follow-up process.

1) Has a process been designed so that targeted patients
can be routinely approached and ACP initiated?
2) If patients express an interest in ACP conversations,
can they be connected to a qualified ACP facilitator?
3) If and when an advance directive is created, can it be
reliably made part of the patient’s medical record?
4) Has a standardized advance directive document been
designed, tested and disseminated?
5) Have standardized ACP patient education and engagement materials been developed and tested?
6) Are outcomes being monitored and reported regularly?
7) Is the oversight committee developing an overall
community engagement and outreach strategy?

Although pilot partners exceeded program goals in various
measures, expectations were higher, leading to team leadership
and facilitator disappointment. Although no completion goal
was established prior to implementation, the pilot partners
did not believe that an appropriate number of advance di-

Figure 1:
NE Florida

La Crosse
WI Region

All Florida

National
Average

90th %ile

50th %ile

10th %ile

1387.16

1063.6

1420.3

1336.5

1506.9

1300.9

1066.9

Inpatient days per decedent during
hospitalization in which death occurred

1.27

0.94

1.35

1.52

1.96

1.34

0.91

Inpatient days per decedent during
the last 6 months of life

9.54

5.3

9.7

8.7

10.1

8.2

6.0

Inpatient spending per decedent during the
hospitalization in which death occurred

3267

2541

3387

4171

5729

3541

2659

Inpatient spending per decedent during
the last 6 months of life

14,553

11,175

15,805

16,243

20,749

14,154

11,864

Percentage of decedents admitted to ICU/CCU
during the hospital stay in which death occurred

14.9%

9.2%

15.1%

15.4%

18.6%

14.5%

10.7%

Percentage of decedents spending 7 or more days in
ICU/CCU during the last 6 months of life

21.2%

2.7%

21.7%

14.7%

20.6%

13.0%

6.4%

Percentage of deaths occurring in hospital

21.2%

19.1%

18.8%

22.1%

26.4%

21.5%

16.3%

Percentage of decedents hospitalized at least
once during the last 6 months of life

70.2%

60.6%

70.9%

68.3%

72.8%

67.9%

60.7%

Hospital admits per 1,000 decedents
during the last 6 months of life
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Since the program supports the use of
non-physician facilitators in advance care
planning, what can the physician do to
ensure patients receive the care they want?
Studies have shown that patients age 65 and older, who
discussed advance care planning and directives with their
physician experienced increased satisfaction with that interaction.3 Patients reported less fear and anxiety and believed
that their physicians had a better understanding of their
wishes. These patients continued to discuss their wishes with
their families and these discussions enabled the patients and
families to reconcile differences about end-of-life care.3
The physician is an important member of the ACP team
and has a significant role to support patients in their desire
and need to have the conversation. It is not realistic to expect physicians to have the time to provide this service or
participate in a conversation that can take 40 to 90 minutes
depending on the patient and the stage of planning. Facilitators guide patients through the conversation and call on
the expertise of the physician when needed. The physician
can help ensure that patient and family decision making is
based on adequate information and understanding.
Physicians play a key role in initiating conversations, motivating their patients to plan, providing medical information
as needed, reviewing plans over time and guiding patients
and decision makers as illnesses progress. When physicians
initiate conversations with patients and families about endof-life care, values, goals and preferences, ACP becomes a
part of routine care. This helps normalize conversations about
death, dying and care when a patient is faced with a serious
or life-limiting illness. It is important for physicians to consider the evolving needs of patients approaching the end of
life, which include physical, emotional, social and spiritual
needs of the patient, family and caregivers. End-of-life care
considerations should also include accessing palliative care
specialists when appropriate. Additionally, physicians and
office staff can add questions to office intake forms about
ACP to help initiate discussion. They can also maintain
written information about ACP in the office waiting room
and exam rooms, train to become certified ACP facilitators
and refer patients to Honoring Choices® Florida to schedule
a facilitative conversation about ACP.
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Next Steps
The hospitals that participated in the initial implementation phase are tasked with spreading ACP through their
patient populations. Given the lessons learned, it is critical
to move ACP beyond the walls of the hospitals and into
community settings. Implementation of ACP in other health
care settings such as long term care facilities, assisted living
facilities, continuing care retirement communities, physician office practices, and home health agencies is underway.
Engagement of leadership and staff in community settings
such as senior centers, councils on aging, religious and
faith-based organizations, universities, community agencies
with a focus on senior services and estate planners and elder
law attorneys is also critical to move ACP upstream, before
people are faced with a serious or life-limiting illness.
Training facilitators based at community sites will help
with ACP program implementation. Community education
will foster interest among individuals so they understand
the need for ACP while they are still healthy. Providing
trained facilitators, experienced in guiding what may be a
difficult conversation, is key to the success of new implementation sites.

Conclusion
Patients want compassionate care that meets their needs
and desires when faced with a serious or life-limiting illness.
However, unless they have talked with their family, health
care team, and others, they may not receive the care desired.
Advance care planning offers the opportunity for a conversation with the goal of documenting an individual’s wishes.
Honoring Choices® Florida is an innovative, results-based
ACP program with the objective of helping individuals
understand, reflect, discuss and document their goals, values and preferences for care when faced with a serious or
life-limiting illness.
The HCFL website, HonoringChoicesFL.com, connects
physicians and other community members with information,
tools to establish ACP programs in other settings, and the
opportunity to schedule ACP conversations with trained
facilitators at no cost.
Physicians and other health care providers have the opportunity to improve care at the end-of-life, making sure
patients receive the care that they want. v
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1. Advance care planning (ACP):
a. Is most effective when done in
an acute care setting.
b. Should be integrated across the continuum of
care in all health settings.
c. Is not necessary until an individual
has a terminal illness.
d. Is the same as advance directives.
2. Research documents that the benefits of
advance care planning include:
a. Patients receive care consistent with
their wishes.
b. A reduction in readmissions.
c. A decrease in decisional conflict.
d. All of the above.
e. A and C above.
3. Documented benefits to health care providers include:
a. ACP is integrated into routine patient care.
b. There is a reduction in moral distress
of clinicians.
c. The amount of time spent with
patients increases.
d. All of the above.
e. A and B above.
4. Honoring Choices® Florida is:
a. A new program with a focus on
infertility treatment.
b. A statewide effort to educate on the
benefits of managed care.

c. A program implemented in northeast Florida
with the focus on having an ACP conversation
and documenting health care wishes.
d. Done in conjunction with funeral homes to ensure
people get the burial or cremation they request.
5. How does Honoring Choices® Florida differ
from other approaches?
a. Facilitators are trained to guide the conversation.
b. Discussion includes goals of care after exploration of concerns, experiences, values, beliefs
and religious preferences.
c. Written plans are clear, complete and concise.
d. All of the above.
e. A and B above.
6. Successes from the pilot programs at local
hospitals include all but which of the following:
a. Greater than 75 percent document completion rate.
b. The development of a common ACP document.
c. Collaboration between six competing health
systems/hospitals.
d. A high patient/participant satisfaction rate.
7. Lessons learned from the pilot programs include
all but which of the following:
a. Consistency in trained facilitators and site
leaders was important for success.
b. Outpatient sites were ideal settings for the ACP
conversation.
c. Facilitators need to be physicians, nurses or
social workers by training to be effective.

d. The average time for a conversation was
reduced with experience of the facilitator.
8. Physicians can provide care that is consistent
with patient goals and values by:
a. Providing thorough and adequate
medical information.
b. Motivating patients to plan and initiate
the ACP conversation.
c. Normalizing ACP discussions as a part
of routine care.
d. All of the above.
9. R
 esearch confirms:
a. Patient satisfaction with their physician
increases when the physician has a
discussion about ACP.
b. Patients report less fear and anxiety after
talking with their physician about ACP.
c. Having the conversation with the physician
encouraged patients to talk with their family
about their wishes.
d. All of the above.
10. O
 ffice staff can help motivate patients to
follow up on creating an ACP by:
a. Including ACP on office intake documents.
b. Maintaining a supply of the Honoring Choices
Florida ACP document in the office.
c. Becoming a certified trained facilitator.
d. All of the above.

1. What will you do differently as a result of this information? ____________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________



2. How will you apply what you learned to your practice? ________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
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Compassionate Terminal Weaning: Putting an End to Suffering
By Neel Karnani, MD, FAAFP, FAAHPM
Palliative Care Service, Orange Park Medical Center, St. Vincent’s Clay County
Medical Director, Haven Hospice, Orange Park, FL

Introduction
Palliative care physicians are often asked if their work is
depressing with the implication that it probably is. However,
the satisfaction of facilitating a “good death” for patients,
by reducing suffering and receiving the gratitude of their
families, is reward enough. One form of “good death”
is the compassionate terminal wean. The withdrawal of
life-sustaining measures is a clinical procedure, and as such,
deserves the same preparation and expectation of quality
as other procedures.1 After the decision to withdraw life
support is made, a protocol for removing the patient off
the ventilator is critical.
A successful terminal wean would not be possible without
other members of the palliative care team, who are critical
to its success. Depending on the setting, these team members include physician colleagues, nurses, social workers,
respiratory techs, and last but not least, members of the
clergy. These individuals are vital to the ease and comfort
of the patient and family. They are also a source of support
for each other. It can be, and often is, an emotionally
exhausting experience for everyone involved.

End of Life Conversation
The decision to withdraw life sustaining measures, including the ventilator, is never taken lightly. It is made in
conjunction with the family when there is little chance of
meaningful recovery. This is also true in instances when
continuing to ventilate the patient serves to prolong the
dying process or when the quality of life would be unacceptable to the patient, even if the individual was to be
successfully weaned of the ventilator. The conversation
is also prompted when prior attempts at weaning have
failed; in cases of futility, or when the family decides that
continuing ventilation in such circumstances is not what
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the patient would have chosen to accept.2 Every now and
then, patients get intubated because their DNR (do not
resuscitate) order could not be located at the time of intubation. If it later surfaces in the intensive care unit (ICU),
the family can ask for extubation.
It is critical to the success of a “good death” to have a
candid conversation with the family members, so they can
understand the medical facts. Not infrequently, a physician can use the speaker phone on the family member’s
cell phone to include other crucial family members in the
decision making process. A physician should also make a
concerted effort to get the perspective and opinion of the
relevant specialists before approaching the family, so the
entire medical team is on the same page. The family needs
to hear a consistent message from that team.
It is important to use language that lay people can relate
to- often at a fifth grade level. Frequently, amongst the
family there is a member with a medical background. In
these cases a physician should address that person individually, using medical language that will be understood. This
‘medical’ family member can be very helpful in getting a
consensus in the family, as a whole. Although a consensus
amongst family members is preferable, it is not crucial, as
long as the wish of the surrogate or proxy, is followed. This
is predicated on the patient’s wishes regarding end of life
care. Often it takes more than one conversation with the
family to make a decision. Sometimes it takes more than
one physician to reiterate the poor prognosis for the family
to come to a decision that they are comfortable with. In the
rare instance, the decision is made to not take the patient
off life sustaining measures. In those cases, the patient
undergoes a tracheostomy and insertion of a percutaneous
endoscopic gastrostomy (PEG), and is transferred to a long
term acute facility for further care.
It is imperative that the family is informed of the procedure in detail for the terminal wean and be allowed to
ask questions that will set their minds at ease. It is equally
important to inform them of possible outcomes after extubation. A physician should tell them that one of three
possibilities will occur: i) the patient may pass very soon
(minutes to hours) after extubation, ii) the patient may
linger for several days, iii) rarely, the patient may recover to
the extent that they may be well enough to be discharged
to a long term facility. The family should be prepared for
DCMS online . org
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some degree of prognostic ambiguity. Studies have shown
that patients who are on vasopressors and on a fraction of
inspired oxygen (FiO2) of over 70 percent tend to pass away
more quickly compared to those who are on a neurological
or neurosurgical service.3

Extubation in Various Clinical Settings
About 20 percent of all deaths in this country occur in the
ICU. That is approximately 540,000 Americans that die in
the intensive care unit every year.4 It follows that the ICU
is the most frequent setting that palliative care physicians
are called upon for compassionate terminal weaning. ICU
nurses, who are experienced in looking after critically ill
patients, are invaluable in the process. In fact, they often
take the initiative and are responsible for triggering a consult
for palliative care, as are the nursing case managers. Before
writing any orders to compassionately extubate the patient,
most ICUs mandate that two physicians document in the
chart that extubation of the patient is medically appropriate
under those specific clinical circumstances.
There is no therapeutic rationale for the use of neuromuscular blocking agents in the treatment of dying
patients during withdrawal of ventilation. They only produce the appearance of comfort and may be responsible
for the deliberate termination of life because of the effect
of iatrogenic neuromuscular blockage in the absence of
mechanical ventilation.5

glyccopyrrolate (Robinul) to help reduce pharyngeal secretions, an analgesic, which could be morphine or hydromorphone (Dilauid), and a benzodiazepine, such as lorazepam
(Ativan) or midazolam (Versed). The dosages used depend
on whether the patient is opioid naïve and if they have
been on sedatives.7 A good starting point in opioid naïve
patients is morphine 5 to 10 mg or hydromorphone 1 to
2 mg. These doses can be repeated at intervals of 10 to 20
minutes, as required for patient comfort. Ativan can be
started at 1 to 2 mg and can be repeated at similar intervals
as necessary. A nurse stands by with the syringes loaded to
be given immediately when requested by the physician. In
the ICU setting, the patients are often on an IV infusion of
fentanyl, diprivan (Propofol) or midazolam. Haloperidol,
2 to 4 mg can be given, as necessary, for any agitation that
may occur, at an interval of two to four hours.
With regard to specific dosing of the drugs, the concept
of “anticipatory dosing” (as opposed to reactive dosing)
should guide clinicians in the use of sedation and analgesia at the end of life. It makes rational sense to err on the
side of giving more medication producing sedation, rather
than administering the smallest possible dose to obviate

Two methods for ventilator withdrawal have been described: immediate extubation or terminal weaning over a
period of 20 to 40 minutes, gradually reducing the ventilator
rate and positive end-expiratory pressure (PEEP). Gradual
weaning gives the family more time to bid farewell, which
is a cathartic experience. Lest one thinks that this time is
marred by fear and discomfort, there is sometimes love
and laughter involved as the family members reminisce
about the good times and say their goodbyes. Children are
sometimes allowed in the room with their parents’ approval.
This is especially true if the terminal wean is being done
in the home setting.6
When the ventilation rate and positive end-expiratory
pressure (PEEP) is at zero, the endotracheal tube cuff is
deflated. The tube is removed and oxygen is administered
by nasal cannula. Removing the tube helps to normalize
the patient and allows the family to get closer to the patient, both physically and emotionally. Patient comfort
is of paramount importance. Throughout the process the
focus is on making sure the patient remains asymptomatic.
There is nothing more hurtful to the family than seeing
their loved one suffer in pain or from air hunger- an image
they will carry with themselves for the rest of their lives.
Prior to the wean, patients can be premedicated with
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symptoms.8 Concerns about unintended consequences,
such as hastening death, are exaggerated, if established
dosing guidelines are followed.8 For those who believe
this might border on euthanasia, the ethical principle of
“double effect” should reassure the clinician. As long as the
intent of administering these drugs is not to hasten death
but for the benefit of the patient, the clinician is covered
from an ethical perspective.9 Studies have shown that higher
doses of opioids and benzodiazepines in the setting of life
sustaining treatment were not associated with hastening
death. In fact, the reverse is true.10
The route of drug administration is usually intravenous.
In certain instances, such as in the home setting or when IV
access is difficult, the subcutaneous route for medications
(morphine, hydromorphone, lorazepam and glycopyrrolate)
works just as well. The dosing intravenously is the same
as subcutaneously.
Prior to proceeding with extubation, the hospital bed
can be converted to a hospice bed. There are some financial and statistical implications for the institution, but
more importantly, this allows the family to receive the
benefits of bereavement counselling for up to a year after
the patient’s demise. This is especially true when children
are involved in the grieving process. It is at this time that
monitor alarms are silenced.
A member of the clergy is usually present unless the
family declines. Sometimes the patient and family are more
comfortable with having their own pastor attend and their
presence can be reassuring, not only for the family, but
also for members of the clinical team. Once the patient has
been extubated, the clinical team withdraws from the room
to give the family privacy to spend some final moments
with their loved one.
The clinician should be ready to spend additional time
with the family after the patient is extubated to address
their concerns, especially when they are second guessing
themselves about making the right decision. This is more
likely to happen when the whole dying process lasts longer
than anticipated. In such instances, it is the obligation of the
clinician to reassure the family about doing the “right thing.”

Conclusion
It is sometimes said that the most compassionate extubation is not intubating the patient in the first place.11
However, it is clearly not possible to predict with precision
which patients will progress to a compassionate terminal
wean. What is crucial is that withdrawing life support (ventilator) should not be perceived by the patient or family as
withdrawing of care.12 Frequent and candid communication
with the family will obviate this issue. The patient needs
to continue to receive aggressive, timely and appropriate
palliative care. The role of the palliative care physician is to
36 Vol. 67, No. 1 2016 Northeast Florida Medicine

facilitate the continuity of care from the curative mode to
one of comfort care, thereby reducing pain and suffering.
Palliative medicine is at the forefront of promoting
progressive and compassionate clinical practices for the
terminally ill patient which can, in fact, be very satisfying
for the physician. v
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Palliative Care for Primary Care Providers:
Isn’t this what we all do?
By Robert P. Shannon, MD, FAAHPM1, Alva Roche’-Green, MD1, Kristin M Scott, MD1
1

Departments of Family Medicine and Palliative Medicine, Mayo Clinic College of Medicine, Jacksonville, Florida

Introduction
Many palliative principles are imbedded at the core of
primary care. In this article, the authors emphasize the
fundamental nature of caring “for our fellow creatures
in pain” from the perspective of a family physician/geriatrician, an internal medicine/pediatrics physician, and a
neurologist/palliativist in training. Though borrowed from
the traditions of hospice, the emphasis in this discussion
is on early introduction of palliative care in the pursuit of
“assessing, anticipating and alleviating suffering.”1
Here is a case-based introduction to principles of palliative care. All are real cases from the collective experiences
of the authors. Specific identifiers have been altered to
protect each patient’s identity. Additionally, we illustrate
the principles of primary palliative care and the facets of
specialty consultative palliative care.

Case Studies
Case One:
• Highlights the benefits of preparation of an Advance
Directive (AD) via Advance Care Planning (ACP).
• Demonstrates the ethical principle of autonomy.
• Acknowledges the important role of religious beliefs
and tolerance and respect thereof.
• Medical history: 83-year-old chronic “hurt all over,”
bone/joint pain, subacute pruritus, episodic epistaxis,
and dyspnea.
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Case Two:
• Highlights common and special roles of primary and
consulting palliative care doctors.
• Demonstrates ethical challenges of surrogacy.
• Demonstrates the need to trust but verify; i.e. documentation of AD etc.
• Illustrates the danger of allowing concern for the surrogate to over-shadow the patient.
• Demonstrates tremendous angst among the medical
teams (collectively and individually) consequential to
the care.
• Medical history: 90-year-old with severe dementia that
evolved into end stage dementia over four years.

Case Three:
• Highlights how lack of advance directive (AD) and
ACP creates care challenges and family distress.
• Demonstrates the use of a family conference as a tool
to discern “what matters most.”
• Demonstrates the children’s intrafamilial dynamics.
• Medical history: Reverend M’s condition: Nonagenarian with stage IV colon cancer with relatively high
functional capacity.
• Mrs. M: Nonagenarian with advanced dementia (Functional Assessment Screening Tool (FAST): Stage 6).
(Table 1)
• A crisis occurred when Mrs. M needed critical care;
Rev. M could not decide for his wife; the children were
equally divided based on diametrically opposing biblical
interpretations.

Palliative Care Defined:
The World Health Organization defines palliative care
as an approach that improves the quality of life of patients
and their families facing the problems associated with
life-threatening illness. This is through the prevention
Northeast Florida Medicine Vol. 67, No. 1 2016 37
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Table 1:
Functional Assessment Screening Tool for dementia10:

Stages
• 1. No difficulties
• 2. Subjective forgetfulness
• 3. Decreased job functioning and organizational capacity
• 4. Difficulty with complex tasks, instrumental ADLs
• 5. Requires supervision with ADLs
• 6. Impaired ADLs, with incontinence
• 7. A. Ability to speak limited to six words
		

B. Ability to speak limited to single word

		

C. Loss of ambulation

		

D. Inability to sit

		

E. Inability to smile

		

F. Inability to hold head up

and relief of suffering by means of early identification and
impeccable assessment and treatment of pain and other
problems: physical, psychosocial, and spiritual.2 Note that
there is no prognostic limiting factor; for example: a life
expectancy of six months or fewer. The authors’ operational
definition is “to assess, anticipate and alleviate suffering.”1
Appropriate candidates for palliative care consultations
include patients with newly diagnosed metastatic cancer,
not merely when all curative modalities fail. Rather, the
early introduction of palliative philosophy and treatment
modalities allows life extending and symptom mitigation
strategies to enhance one’s quality of life and, occasionally,
quantity of life. A sentinel study from the New England
Journal of Medicine demonstrated improved quality of life,
reduced costs and life extension when early palliative care
principles were integrated with standard oncology care.3
Moreover, the American Society of Clinical Oncology
has suggested that palliative care be fully integrated in
standard oncology practice in the not too distant future. 4
Optimally, it should be integrated prior to a crisis in the
emergency room and referred in the outpatient setting.
With time and the practical wisdom of palliative care
physicians guiding the patient and family, in concert with
the primary care physician, all will eventually benefit
from hospice care. Ask yourself the standard “surprise”
question: “Would you be surprised if this patient would
die in the next year?” If not surprised, this is an appropriate candidate for hospice referral and most certainly
for a palliative care referral. Palliative care is the “bridge
to hospice.”
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Most physicians embrace facets of palliative care; however, when the patient needs or requests a consultation, the
option of consultative palliative care prevails. Outpatient
and inpatient palliative care consultations are time intensive, patient centered and family inclusive. Regrettably, the
inpatient consultations are often performed in crisis mode
and are often complex, contentious and challenging to
everyone, including the care team. The primary consultation request for inpatient consultation continues to focus
on variations of “clarification of treatment goals,” and, to
a lesser extent, on symptom evaluation and management.
The family conference typically includes the patient (if
able), the surrogate, all interested family members and
the palliative medicine physicians with other care team
members who are able to participate. The chaplain is
also an important member of the team who is often able
to assist in keeping the focus open and respectful of the
existential aspects of care.
As the referring consultants recognize the value of early
integration of palliative principles, palliative care physicians
are seeing complex symptoms in patients who possess a
higher functional capacity earlier in their disease trajectory,
facilitating advance care planning (ACP). In addition to the
symptom evaluations and treatments, these consultations
are not “reactive” and “crisis-oriented.” Parenthetically, this
is more emotionally tolerable and gratifying. Furthermore,
it recapitulates the inherent notion of living well facing
a non-curable condition. “It is not about dying well! It
really is about living well! We will discern and discover
that which matters the most and develop a plan to meet
your goals.”
The process of the consultations includes evaluation
and documentation of the domains of care as outlined by
the National Consensus Project and other publications.5
Briefly, the 8 Domains of Care6 include:
Domain 1- Structure and Process of Care:
This domain includes an interdisciplinary team (IDT)
comprehensively assessing the needs of the patient with
transition to hospice, as appropriate.
Domain 2- Physical Aspects of Care:
This domain uses best practices to evaluate and ameliorate
pain and other troublesome symptoms in informed-decision settings effectively communicated to the patient and
care-team.
Domain 3- Psychological and Psychiatric Aspects of Care:
This domain attempts to assess, analyze and alleviate pain
by pharmacologic, nonpharmacologic and complementary
therapies. Grief and bereavement care is offered.
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Domain 4- Social Aspects of Care:
This domain engages social services with integration
and referral services.
Domain 5- Spiritual, Religious, and Existential Aspects of Care:
This domain addresses the worldviews and cosmologies
that patients consider important and is sensitive to their
religious beliefs and traditions.
Domain 6- Cultural Aspects of Care:
This domain allows the patient to articulate cultural rituals, language and culture-specific needs into their care plan.
Domain 7- Care of the Patient at the End of Life:
This domain begs timely assessment and informing of
impending death in a compassionate manner.
Domain 8- Ethical and Legal Aspects of Care:
This domain mandates that the patient’s goal of care is
obtained in an ethically respectful manner consistent with
the patient’s expressed interest (or surrogate) while staying
congruent with state and federal statutes. Advanced Care
Planning is a key component of this domain.
The palliative care interdisciplinary team (IDT) includes
a broad spectrum of health care professionals including
physicians, nurses, social workers, chaplains, counselors,
case managers, rehabilitation specialists, speech and language pathologists and pharmacy professionals. This team
assesses and treats the palliative needs of the patient and
family, facilitates patient-centered communication and
decision making and coordinates continuity of care across
settings throughout the disease continuum.

Case Studies: A Closer Look
Here are the cases evaluated from both a primary care
and a palliative care perspective:
Case One: Mrs. S presented to the emergency department
(ED) near her 84th birthday in a dire medical crisis with
acute multiple myeloma based on bone marrow biopsy.
This explained her complaints of bone pain and hurting all over. The pancytopenia contributed to epistaxis,
fatigue, and dyspnea, and her pruritus was attributed to
elevated bilirubin. She also suffered with mild congestive
heart failure. She wanted information about diagnosis,
additional options and advice; however, once informed,
she declined additional evaluation or treatment other than
symptom-driven care. Her doctor passionately stated, “Mrs.
S, you will die if you don’t. Why won’t you?”
Her reply: “God’s will, has no why!”
Indeed, her Roman Catholic faith was so resolute that
she informed the medical staff that medicines and medical
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interventions should not thwart ‘Divine Will’. An advance
directive that had been written in her 60s was clearly executed and known to all of her health care providers, her
family, friends and her church community.
This case represents how a well-planned life and thoughtful AD evolves into a well-lived life and a well-lived death.
Furthermore, respect for the ethical principles of autonomy,
beneficence and non-maleficence were manifest. There
was no duress for unwanted treatments. Perhaps even
more illustrative, the manifest serenity, tranquility and
equanimity in the last four days of her life were witnessed
and enjoyed by many siblings, children, grandchildren and
health care providers in her journey to join her husband
who died many decades earlier.
Case Two: Mr. P presented to the ED and was subsequently admitted for evaluation of altered mental status,
superimposed on severe end stage dementia with a FAST
score of 7C.10 (Table 1) He previously had innumerable
outpatient palliative care visits, ED visits and hospital
admissions, preceded by an approximate six to seven
year inexorable cognitive decline. His primary physician
referred him for a palliative care evaluation after multiple
neurological evaluations confirmed the diagnosis of Alzheimer’s dementia.
The patient’s surrogate spoke with confidence regarding
the patient’s substituted wishes and provided documentation as the surrogate and power of attorney for health care.
It was also evident that this child was suffering tremendously at the prospect of losing her father. She was alone
in the world; her father was the only close relationship.
Since the patient could not speak for himself and didn’t
generally seem to suffer, the caring physicians often found
themselves more worried about the daughter’s well-being
than the patient’s.
Regrettably, no documentation of a health care directive
manifested during the years of outpatient consultations,
emergency visits and hospitalizations. Additionally, these
frequent admissions ultimately created a significant angst
in virtually everyone involved in her care.
After considerable debate and legal counsel, the clinic
legal department was able to obtain the patient’s “living
will-advance directive” which in essence precluded the
diagnostics and therapeutics rendered over the preceding
years. Ultimately, Adult Protective Services required the
daughter/health care surrogate to allow Mr. P’s enrollment
in hospice services consistent with his living will.
The moral of this story is to “trust; yet, verify,” especially
in the cases of incompetent patients. Our caring and trusting
nature was exploited to the chagrin and disappointment of
all and with the very real possibility of unintentional harm.
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Case Three: Rev. & Mrs. M. were new primary care patients with the intent to prepare the Reverend to transition
into hospice. His functional capacity was relatively high
(Karnofsky Score of 50). (Table 2) His wife, with a FAST
dementia score of 6 (Impaired Activities of Daily Living
with incontinence), was lovingly attended to by her son and
daughter-in-law and grandchildren. However, suddenly and
unexpectedly she required significant medical attention for
acute respiratory distress. Over several days her condition
worsened. Her other visiting children came specifically
for a family meeting to consider options, including intubation. Interestingly, the family members interpreted
their father’s Lutheran biblical scripture in diametrically
opposing manners; half of the family members requested
that “nature prevail to a natural death” and the other half
requested that “every God-given medical treatment” be rendered. The family conference, mediated by the consultant,
created a single time-limited trial, which was acceptable
to all, allowing her to survive.
Negotiating a compromise with a time-limited trial is
an invaluable “win-win” strategy that allows everyone to
know their perspectives were honored. Ultimately, when
the next medical urgency presented itself, no attempts at
resuscitation and all manner of comfort measures were

rendered. Anticipatory grief counsel was provided to the
husband and the family. The authors admit that “grief is
grief ”; however, preparation for “what might happen” may
mitigate suffering by the survivors too.

10 Things Palliative Care Clinicians Wished
Everyone Knew About Palliative Care:
Please consider these pearls of palliative wisdom from a
recent publication by experts in palliative medicine; the authors recommend this list of the Top 10 Things Palliative Care
Clinicians Wished Everyone Knew About Palliative Care:7
1. Palliative care can help address the multifaceted aspects
of care for patients facing a serious illness.
2. Palliative care is appropriate at any stage of serious illness.
3. Early integration of palliative care is becoming the new
standard of care for patients with advanced cancer.
4. Moving beyond cancer: Palliative care can be beneficial for many chronic diseases. This includes non-curable
non-cancer medical conditions such as end stage renal, liver,
heart, lung failure, as well as various neurological diseases.

Table 2: Karnofsky Performance Status Scale Definitions Rating (%) Criteria7,12
Able to carry on normal activity and
to work; no special care needed.

Unable to work; able to live at home and
care for most personal needs; varying
amount of assistance needed.

Unable to care for self; requires equivalent of institutional or hospital care;
disease may be progressing rapidly.

100

Normal no complaints; no evidence of disease.

90

Able to carry on normal activity; minor signs or symptoms of disease.

80

Normal activity with effort; some signs or symptoms of disease.

70

Cares for self; unable to carry on normal activity or to do active work.

60

Requires occasional assistance, but is able to care for most of his personal needs.

50

Requires considerable assistance and frequent medical care.

40

Disabled; requires special care and assistance.

30

Severely disabled; hospital admission is indicated although death not imminent.

20

Very sick; hospital admission necessary; active supportive treatment necessary.

10

Moribund; fatal processes progressing rapidly.

0

Dead

The Karnofsky Performance Scale Index allows patients to be classified as to their functional impairment. This can be used to compare effectiveness of different therapies and to assess the prognosis in individual patients. The lower the Karnofsky score, the worse the survival for
most serious illnesses. The assessment is named after Dr. David A. Karnofsky, who described the scale with Dr Joseph H. Burchenal in 1949.
40 Vol. 67, No. 1 2016 Northeast Florida Medicine
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5. Palliative care teams manage total pain. This is defined
as physical, psychological, emotional, spiritual, social, and
existential suffering.
6. Patients with a serious illness have many symptoms
that palliative care teams can help address.
7. Palliative care can help address the emotional impact
of serious illness on patients and their families.
8. Palliative care teams assist in complex communication
interactions.
9. Addressing the barriers to palliative care involvement:
Patient’s hopes and values equate to more than a cure. It
is critical to discover what matters most to the patient and
conceive a plan of care to meet those goals.
10. Palliative care enhances health care values.

Ten More Things
We Want Physicians To Know!
These ideas are from the authors’ perspectives:
1. It is OK to call hospice without us; really. Seek the
opinion of the palliative care consultants and the nurse
liaisons from hospice via the telephone to discuss enrollment criteria and concerns about eligibility.
2. Ultimately, listening to the patient’s and families’
stories, narratives and goals to discover what matters most
is rewarding for all (including the care team; it is important
to acknowledge this).
3. Write a plan of care that meets the patient’s needs
consistent with their culture, religion, spirituality and worldview; their goals are our goals. Their hopes become our hopes.
4. It is never too early for ACP; it is only too late. Getting
a notice that your consult has been canceled because the
patient just died is not professionally or personally rewarding.
5. BE with the patient and family; it is not necessary to
DO something. Compassionate presence speaks volumes.
6. Listen with open mind and heart. When you respond
to their needs and concerns, you really are serving them.
As palliative care consultants, we are occasionally asked
to get the do not resuscitate order (DNR) or to otherwise
meet the referring consultant’s goal, which may not be
the patient’s goal. Our challenge is to remain constant, to
discern and to define the most important concern of the
patient, and to discuss and actuate their plan of care. In
this sense, we truly keep an open mind.
7. Talk less and listen more. Assiduously and aggressively
assess, analyze, anticipate and alleviate suffering. Remember,
DCMS online . org

“aggressive” is an adjective that may be associated with aggressive curative as well as aggressive palliative; furthermore,
aggressive palliative, when applied early, often enhances
quality of life, extends life and reduces cost.3,8,9
8. Collaborate with colleagues. None of us have all
the medical knowledge and skills or solutions. When
you’re scratching your head facing tough choices, turn
to a colleague for suggestions. Sometimes our emotional
investments in our patient unwittingly bias our perceptions. Also, studies have shown that neither doctors nor
family members are adept at guessing what patients want;
therefore, it is wise to consider a second opinion.
9. Care always. Patients and families deserve to know
more than just the facts. They need to know about the
person who utters the facts, the odds and all the percentages. They need to know that the palliative care consultant
has a heart, a soul and an empathic perspective, most of
all. Sometimes it is better to start with “how much do
you want to know?” and “who should we visit about your
condition?” Sometimes, the factual “odds of success” are
specifically not what they want to hear. With empathy, we
aim for a modicum of healing even in the absence of curing.
10. Take care of your life while you help others live
well. It is not a luxury, it is a necessity. Physician burnout
is the ultimate paradox; those who serve others must “put
the oxygen mask on first, then help their seat-mate” as
instructed in the case of an air emergency! Fortunately,
caring for each patient is a hallmark in the world of hospice and palliative medicine, as evidenced by the wealth
of resiliency and self-care didactics at the national hospice
and palliative care meetings.

Author Recommendations
and Conclusion:
Develop your own words in creating conversation-starters
to facilitate empathic communication among the participants.
Most people want all the information available regarding the
diagnosis, treatments, benefits, burdens, alternatives and odds
of success; however, not everyone. Therefore; start here:
• How much do you want to know about your
condition/treatment/prognosis?
• To whom should we speak about your situation
and who would you like to participate?
• What matters the most?
• Knowing what you know now, how would you
like to proceed?
• What tradeoffs are you willing to accept or reject?11
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Cultivate the habit of listening intently to the patient’s
answers and create clarifying questions based on the previous answers. Do not merely complete a checklist without meaning and purpose. Be prepared to listen to their
narratives. A patient’s meaning of life and their treatment
goals are contained within their story.

6.

National Consensus Project Steering Committee.
Clinical Practice Guidelines for Quality Palliative
Care. 2004; http://www.aacn.org/WD/Practice/
Docs/CP_Guidelines_for_Quality_Palliative_Care.
pdf. Accessed March 29, 2015.

The authors agree that we integrate many of these palliative notions in our primary care. We encourage you to
integrate these strategies of listening, as we seek to care
compassionately and comprehensively to assess, anticipate
and alleviate each patient’s suffering. It really is about living well for “all of life”; not merely at the “end of life.” v

7.

Strand JJ, Kamdar MM, Carey EC. Top 10 things
palliative care clinicians wished everyone knew
about palliative care. Mayo Clinic Proceedings. Aug
2013;88(8):859-865.

8.

Delivering High-Quality Cancer Care: Charting a
New Course for a System in Crisis. 2013; http://
www.iom.edu/Reports/2013/Delivering-High-Quality-Cancer-Care-Charting-a-New-Course-for-a-System-in-Crisis.aspx. Accessed November 17, 2013.

9.

Morrison RS, Penrod JD, Cassel JB, et al. Cost
savings associated with US hospital palliative care
consultation programs. Arch Intern Med. Sep 8
2008;168(16):1783-1790.
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Domestic Violence/Intimate Partner Violence:
Screening, Detection and Intervention
Background:
The Duval County Medical Society (DCMS) is proud to provide its members with free continuing medical education (CME) opportunities in subject areas mandated and suggested by the State of
Florida Board of Medicine to obtain and retain medical licensure. The DCMS would like to thank the
St. Vincent’s Healthcare Committee on CME for reviewing and accrediting this activity in compliance with
the Accreditation Council on Continuing Medical Education (ACCME).
This issue of Northeast Florida Medicine includes an article, “Domestic Violence/Intimate Partner Violence: Screening,
Detection and Intervention” authored by Linda R. Edwards, MD, which has been approved for 2 AMA PRA Category 1
credits.TM For a full description of CME requirements for Florida physicians, please visit www.dcmsonline.org.
Faculty/Credentials:
Linda R. Edwards, MD is an Associate Professor of Medicine and Chief, Division of General Internal Medicine for the
University of Florida College of Medicine-Jacksonville in Jacksonville, FL. She is also Senior Associate Dean/Designated
Institutional Official for the Office of Educational Affairs.
Objectives:
1. Become familiar with the number of patients within a physician’s practice who are likely to be victims of domestic violence.
2.	Learn screening procedures for detecting whether a patient has any history of being a victim or perpetrator of domestic violence.
3.	Be able to provide patients with information on referring patients to resources in the local community such as domestic
violence centers and other advocacy groups that provide legal aid, shelter, victim counseling or child protection services.
Date of release: March 1, 2016

Date Credit Expires: March 1, 2018

Estimated Completion Time: 2 hours

How to Earn this CME Credit:
1.
Read the “Domestic Violence/Intimate Partner Violence: Screening, Detection and Intervention” article.
2.
Complete the posttest. Scan and email your test to Kristy Wolski at kristy@dcmsonline.org or mail
			
it to 1301 Riverplace Blvd., Suite 1638, Jacksonville, FL 32207.
3.
You can also go to www.dcmsonline.org to read the article and take the CME test online.
4.
All non-members must submit payment for their CME before their test can be graded.
CME Credit Eligibility:
A minimum passing grade of 70% must be achieved. Only one re-take opportunity will be granted. A certificate of credit/
completion will be emailed within four to six weeks of submission. If you have any questions, please contact Kristy Wolski at
904.355.6561 or kristy@dcmsonline.org.
Faculty Disclosure:
Linda R. Edwards, MD reports no significant relations to disclose, financial or otherwise with any commercial supporter
or product manufacturer associated with this activity.
Disclosure of Conflicts of Interest:
St. Vincent’s Healthcare (SVHC) requires speakers, faculty, CME Committee and other individuals who are in a position to control
the content of this educations activity to disclose any real or apparent conflict of interest they may have as related to the content of this
activity. All identified conflicts of interest are thoroughly evaluated by SVHC for fair balance, scientific objectivity of studies mentioned
in the presentation and educational materials used as basis for content, and appropriateness of patient care recommendations.

Joint Sponsorship Accreditation Statement
This activity has been planned and implemented in accordance with the Essential Areas and policies of the Accreditation
Council for Continuing Medical Education through the joint sponsorship of St. Vincent’s Healthcare and the Duval County
Medical Society. St. Vincent’s Healthcare designates this educational activity for a maximum of 2 AMA PRA Category 1
credits. TM Physicians should only claim credit commensurate with the extent of their participation in the activity.
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Domestic Violence/Intimate Partner Violence:
Screening, Detection and Intervention
By Kaitlin R. McCurdy, MD, Ozdemir Kanar, MD, Brittany Lyons, DO,
Jeffrey Winder, DO, Linda R. Edwards, MD
Department of Medicine, University of Florida College of Medicine-Jacksonville

Abstract: Domestic Violence/intimate partner abuse is prevalent
throughout the United States, as well as the rest of the world.
More than one in three women and one in four men report having
experienced some form of rape, physical violence, or stalking by a
partner in their lifetime.1 It is therefore important for healthcare
providers to be aware of the prevalence of domestic violence and
become familiar with appropriate screening and referral tools in
order to identify victims and provide resources.

Introduction
News feeds and newspapers seem to be filled with
tragic stories of children and women who have lost their
lives because of an abusive partner who then turns the
gun on themselves. According to a 2015 article by The
Florida Times-Union, 18 deaths were related to domestic
violence in Jacksonville in 2014. Eight of those cases involved adults killed by a spouse, girlfriend or boyfriend.2
The media draws our attention to the issue of domestic
violence/intimate partner violence (IPV), but it is not
a recent societal phenomenon. Early English common
law permitted men to beat their wives using the “rule
of thumb,” which restricted the size of the stick used
for “discipline” to one no bigger than the width of his
thumb.3 In the U.S., assault did not become a legally
recognized reason for divorce until the late 1800’s, and
as late as the 1980’s many states carried an exception to
the rape statute that exempted from prosecution a man
who raped his legally married spouse. Today, every state
holds a partner legally liable for marital rape. IPV has
been identified and studied as a social problem with serious consequences to individual health and well-being.
Healthcare providers should be aware of the issues of
domestic violence, including elder abuse, and the risk

Address correspondence to:
Linda R. Edwards
655 W. 8th Street
Jacksonville, FL 32209
904-244-3530
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of abuse to the children in the homes where domestic
violence occurs.

Definition of Domestic Violence
or Intimate Partner Violence
The Florida statutes (741.28-741.31) define domestic
violence as any assault, aggravated assault, battery, aggravated battery, sexual assault, sexual battery, stalking,
aggravated stalking, kidnapping, false imprisonment,
or any criminal offense resulting in physical injury or
death of one “family or household member” by another
who is or was residing in the same single dwelling unit.
A family or household member includes spouses, former
spouses, persons related by blood or marriage, persons
who are presently residing together as if a family, or who
have a child in common regardless of whether they have
been married or have resided together at any time. A
functional definition of IPV is the victimization of an
individual when the perpetrator of the abuse has some
special relationship with the individual, either familial,
intimate or romantic.

Epidemiology:
Intimate partner violence is disturbingly prevalent
throughout the United States and the world. More than
one in three women (35.6 percent) and one in four men
(28.5 percent) report having been the victim of rape,
physical violence or stalking by a partner.1 Although
both men and women can experience IPV, women are
far more likely to experience severe sexual and physical
violence from a partner or to be killed by one. 4 According
to the World Health Organization’s report on Violence by
Intimate Partners, between 10 and 69 percent of women
were physically assaulted by an intimate male partner at
some point in their lives.5 Most assaults are minor and
include pushing, grabbing, slapping, and hitting; however, intimate partner violence can lead to death, which
accounted for 1,192 deaths in the U.S. in 2010. 6 Sixty-four
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percent of women who experience domestic violence have
an intimate relationship with the perpetrator; however,
only 16.2 percent of men have an intimate relationship
with their perpetrator. 7 It is difficult to estimate the
percentage of perpetrators because victims historically
underreport given the consequences of admitting to such
actions. These statistics are alarming since most acts of
domestic violence are not reported, likely making the
actual numbers much higher.
Intimate partner abuse often starts or escalates during
pregnancy or the postpartum period.8 Physical abuse is
estimated to occur in approximately 7 to 20 percent of
pregnancies, making it more prevalent than preeclampsia
or gestational diabetes. Pregnancy may lead the woman
to focus her attention on her unborn child and thus
less attention may be given to her partner. When the
pregnancy is unintended the risk of domestic violence is
three times greater. 9 Even more alarming is that abused
pregnant women have a threefold higher risk of becoming
a victim of homicide or attempted homicide.10

Pathophysiology of an
Unhealthy Relationship
To better understand the relationship between a victim
and his or her abuser, it is important to understand the
pathophysiology of an unhealthy relationship. Abusive
relationships develop because one individual in the relationship exerts his or her power over the other. As shown
in The Duluth Wheel of Power and Control, the methods
of abuse used by an abusive individual are numerous (Figure 1) and their use is unpredictable. The abuse begins
with a tension building phase. This may include threats,
intimidation, fear and guilt (described in the wheel),
followed by physical or sexual abuse. 11 Many times the
abuser will blame their abusive behavior on the victim and
the victim may ignore or deny the abuse until it recurs.
Because the abusive behavior is unpredictable, women
may feel as though they are “walking on eggshells.”12

Figure 1: The Duluth
Wheel of Power
and Control
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The Affected Individuals

II. Adult Victims

I. Elders:

Anyone is a potential victim; however, victims of IPV
are predominantly women less than 35 years of age, with
many having had prior exposure to IPV.16 Additional risk
factors for IPV can be found in Table 1. 17-22

Another form of domestic violence is elder abuse, which
is also prevalent world-wide. Often overlooked, it does not
usually receive the same prevention and screening awareness
as intimate partner abuse. The prevalence of elder abuse
ranges from approximately 10 percent of cognitively-intact
elders to 45-50 percent of those elders who suffer from
dementia. Per the National Elder Abuse Incidence Study,
19 percent of the population in the U.S. is over the age
of 80, and over half of all reports of abuse are within this
age range.13 Types of elder abuse include physical, mental,
emotional/psychological and sexual abuse, neglect, abandonment, poor and improper medical care and financial
exploitation. Risk factors that can predispose an elderly
individual to abuse include disability, depression, dementia,
social isolation, poor socioeconomic status, external family
stressors and substance abuse.
Elder abuse can occur in any setting. In the home, it
is usually a daughter or son who takes over the role of
“parenting the parent” and becomes frustrated with this
additional responsibility. Characteristics of those who
abuse the elderly include those with the inability to cope
with stress, a lack of support or family structure for the
caregiver, a history of substance abuse or depression and
a progressively increasing perception that taking care of
the elder is burdensome and financially difficult with little
psychological reward. The American Medical Association
and the American Academy of Neurology specifically advise
screening individuals age 65 years and older for abuse.
One approach is to utilize the Abbreviated Screening
Method which recommends asking your elderly patients
three questions:
1.) Do you feel safe where you live?
2.) Who prepares your meals?
3.) Who handles your checkbook?
It is critical that elderly patients be screened alone
to eliminate possible intimidation. If any of the above
questions raise suspicion for elder abuse, one of the more
detailed questionnaires should be performed such as The
Brief Abuse Screen for the Elderly (BASE) or The Elder
Assessment Instrument (EAI).14,15 Elder abuse or suspected
abuse should be reported to the physician’s local elder
abuse hotline.
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Certain groups have a higher prevalence of IPV including trauma victims, emergency room patients, patients
with chronic abdominal pain, patients with chronic
headaches, pregnant patients with injuries, patients with
sexually transmitted diseases, and elderly individuals with
injuries.23 Women living in non-industrialized countries
have higher incidence of IPV than those living in industrialized countries.24

Table 1: Risk Factors for Domestic Violence
Risk Factors for Domestic Violence 17-22
•  Prior exposure to intimate partner violence
•  History of heavy alcohol or drug use
•  Female sex
•  Young age (< 24 years of age)
•  History of depression or chronic mental illness
•  Lower level of education
•  Residence in lower socioeconomic neighborhood

III. The Littlest Victims – The Children
Nationwide, more than three million children are living in homes where IPV occurs. Among these children,
studies estimate that the prevalence of child abuse may
be as high as 60 percent. 25,26 The U.S. Department of
Health & Human Services reported that in 2013 alone
678,932 children were victims of child abuse and neglect,
signifying that 9.1 in 1,000 children are affected.27
The long term effects of a child witnessing or being a
victim of domestic violence are numerous and include
increased risk for perpetuation of domestic violence in their
future relationships along with many psychological effects
such as depression and vague somatic complaints.28,29 These
children may also display increased rebellious behavior
with an increased tendency for truancy, dropping out of
school, drug and alcohol use and episodes of running away.
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IV. The Batterer

Figure 2: Common Presenting Symptoms

An abuser may lead what appears to be a “normal” life
outside the home. He/she can be a productive member of
society and the violent behavior may only occur behind
closed doors. The abuser may have been a victim of abuse
as a child. Men who lived in violent homes as children are
more likely to be violent with their adult partners than
men who were reared in non-violent homes.24 For the
batterer, casting blame and guilt on the victim can elevate
their own sense of worth. Like victims of IPV, batterers
also are often abusers of alcohol and drugs.

Clinical Presentation
A patient experiencing intimate partner violence may
present in a variety of manners. Often they present with
inconsistent injuries or vague explanations of injuries.
Victims may also have poor follow- up, frequently miss
appointments, be non-compliant with medications or
may be reluctant to comply with a physical examination.
Their partner may be present and reluctant to leave the
room during history or examination. It is estimated
that between two and seven percent of acute emergency
room visits are from IPV.30 Often victims will seek care
in the emergency department because they are likely to
see different healthcare providers each time and there is
less follow-up. The patient’s social history may include
substance abuse disorders, tobacco abuse, anxiety and
depression. Higher rates of previous abuse as a child
and suicide attempts are also observed.30-32 According to
Medical and Psychosocial Diagnoses in Women with a
History of Intimate Partner Violence, published in 2009,
several signs and symptoms are associated with intimate
partner violence and are noted in Figure 2. Signs and
symptoms with the highest relative risk include anxiety,

in Victims of Intimate Partner Violence
Signs/symptoms associated with IPV

Relative Risk Ratio

Substance Abuse

6.33

STDs

3.30

Depression

3.24

Anxiety

2.73

Tobacco Abuse

2.34

Lacerations

2.15

Contussions/abrassions

1.72

LBP

1.58

Headache

1.56

substance abuse, tobacco abuse, depression, headache,
sexually transmitted infections, contusions/abrasions, low
back pain and lacerations (Figure 2).33 Persons suffering
from IPV and/or sexual/physical abuse also have a 1.5 to
2 times greater risk of having functional gastrointestinal
symptoms. 30 Victims of intimate partner violence also
reported worse physical and mental health and increased
chronic pain and disability preventing employment.
Physical examination is often unremarkable. However,
the physician may discover old fractures, cigarette burns
or bites in areas that are not readily visible.

The Role of the Healthcare Provider:
Screening
All health care providers should remain alert for the
presence of IPV, even in asymptomatic patients. The
United States Preventive Services Task Force states that

Table 2: The HITS Screening Tool for Domestic Violence
How Often Does Your Partner

Never

Rarely

Sometimes

Fairly Often

Frequently

Physically hurt you

1

2

3

4

5

Insult or talk down to you

1

2

3

4

5

Threaten you with harm

1

2

3

4

5

Scream or curse at you

1

2

3

4

5

A total score of more than 10 is suggestive of intimate partner violence.
The New England Journal of Medicine. 2012-11; 367:2071-2073.
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screening asymptomatic females for IPV may provide benefits with minimal adverse effects.34 The Affordable Care
Act passed in August 2012 required insurance companies
to cover IPV screening and counseling as part of eight
essential health services for women at no additional cost
to the patient.35 Based on this information, all primary
care providers should screen females 12 years of age and
older for IPV. Additional red flags that suggest screening
is necessary include but are not limited to trauma, chronic
or recurrent sexually transmitted disease infections and
injuries in the elderly.
Primary care providers can include screening questions in their initial assessment. Asking questions in a
non-threatening and non-judgmental manner is imperative. Using phrases such as, ‘I ask all of my patients
about violence in the home’ allows the provider to ask
the necessary questions without singling out the patient.36
The healthcare provider should never ask the patient
why they have allowed the abuse to happen or why they

have not left as this re-victimizes the patient. Raising
questions about potential abuse should occur only if
the patient is alone. If the questions are asked when the
partner is present the patient may deny that abuse occurs
and the potential for escalation of violence at home is
increased. Victims should be assured that information
will be kept confidential unless there is a lethal weapon
involved. This reassurance may help to put them at ease.
Providing resources in restrooms or other private areas of
the clinical setting allows women to obtain information
without directly speaking to someone. Reasons cited
for the lack of routine screening for IPV by healthcare
providers include physician comfort levels, awareness of
the various techniques, fear of offending the patient and
perceived lack of effective interventions.
Several effective screening tools for intimate partner
violence have been developed. A widely utilized screening tool is the HITS (Hurt, Insult, Threaten, Scream)

Figure 3:

Campbell, JC. (2004). Danger Assessment. Retrieved May 28, 2008,
from http://www.dangerassessment.org.
Campbell JC, Webster DW, Glass N. (2009). The danger assessment: validation of a
lethality risk assessment instrument for intimate partner femicide.
Journal of Interpersonal Violence, 24(4):653-74
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Figure 4:
Safety Packing List by the U.S. Department of Health and
Human Services, Office of Women’s Health
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Table 3:
Screening Tool for Domestic Violence (Table 2). HITS
consists of four questions scored on a 5 point scale ranging
from never to frequently.37 This test has a 30-100 percent
sensitivity and 55-99 percent specificity. Physicians may
also consider simply asking the patient if he/she is afraid
of their partner or anyone else. A positive response can
lead to further questions.

Local, State and National Resources
Local Hotlines
Hubbard House, Inc.
(Duval, Baker and Nassau Counties)

1-800-500-1119

Quigley House
(Clay County)

1-800-339-5017

Betty Griffin House
(St. John’s County)

1-800-500-1119

Florida Coalition Against
Domestic Violence

1-850-671-3998

Step 1: Be supportive. Physicians can best support
their patients by acknowledging the patient’s admission
of abuse and the difficulty the patient must have faced
in disclosing this information. In addition, the physician
can also ask the victim how they can best support them.

First Step
(Batterer’s Intervention Program)

1-904-354-0076 ext.
201

National Domestic
Violence Hotline

1-800-799-SAFE
(7233)

Step 2: Assess the patient’s safety. Clinicians should
employ open-ended questions to ask victims of IPV about
their concerns and fears.38 A validated 20-Item Danger
Assessment Tool (Figure 3) is also available to predict the
likelihood of lethality or near-lethality in a relationship
afflicted by domestic violence. 39 Although the majority
of patients are not in imminent danger and are not planning to leave their current abusive relationship, clinicians
should not lose sight of the fact that IPV can result in
death. Physicians should work closely with the patient
to formulate a safety plan. A Safety Packing List (Figure
4) highlights items that should be included in the safety
plan. Essential items include a set of keys, important
documents such as birth certificate(s), additional cash
and clothes, as well as the emergency numbers and the
number of someone that the victim trusts and can call in
an emergency.40 Patients should be educated on the course
of domestic violence and the potential for escalation of
violence if the victim chooses to leave the relationship.

National Sexual Assault Hotline

1800-656-4673

Child and Elder Abuse Hotline

1-800-96-ABUSE

The National Teen Dating
Abuse Helpline

1-866-331-9474

Secondary and Tertiary Prevention: Four Steps to
Take Once Intimate Partner Violence is Detected

Step 3: Know onsite, local and national resources. The
best resource for IPV victims is IPV advocacy services as
they are well trained in IPV intervention and can most
adequately assist the patient in dealing with IPV. Additionally, the National Domestic Violence Hotline is a
valuable resource as are others listed in Table 3. Physicians
and patients should ensure that any provided resources
are hidden or concealed from the abuser. References can
be small (thereby easily concealed in a shoe, etc.), obscure
(hidden on the back of the physician’s card along with
other useful numbers), or even technologically savvy.
The ASPIRE News App appears to be a news website but
actually offers a discrete way to call for help and can be
downloaded onto a phone or other electronic device.41
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National Hotlines

Online Resources
Futures Without Violence

www.futureswithout
violence.org

National Coalition Against
Domestic Violence

www.ncadv.org

Step 4: Determine whether or not Child Protective
Services should be involved. If any child is thought to be
unsafe in the home, it is mandatory for the clinician to
report this. However, the IPV victim and parent of the
child should be encouraged to report on his or her own
as this may assist in custody decision making.

Documentation
Careful documentation is imperative in cases of domestic
violence, especially when the patient is contemplating pursuing legal intervention. Documentation should include
direct quotes from the patient regarding time, nature and
other details regarding the abuse; physical exam findings;
photography or sketches of the sustained injuries (photographs to include the patients face in case of necessity for
evidence); and comments on comorbidities and degree of
disability.38,41 If necessary, rape kits should be obtained,
completed and documented. Physicians should not use
words such as “denies” or “claims” as this may suggest
disbelief in the patient especially in a court of law. More
appropriate language includes “patient reports” rather
than “patient denies or claims.”
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Mandatory Reporting
\In the state of Florida, physicians are not required to report
domestic abuse unless serious injury or gunshot wounds were
inflicted. Reporting of domestic abuse without the informed
consent of the patient is illegal even if the patient admits to
the violence.42 If there is a suspicion of child abuse or an
admission of such, the child abuse must be reported to the
Department of Children and Families.
As of 2012, only a minority of states had mandatory
reporting of IPV which is largely due to the concern that
mandatory reporting requirements threaten patient-physician confidentiality and may deter women from seeking
needed medical attention or discussing abuse.43,44 In
surveys of victims presenting to emergency departments,
most victims do not support mandatory reporting.45 This
is likely due to the fact that these women recognize that
the reporting may lead to an escalation of the violence
by their abuser. Nonetheless, it is important that health
care providers be familiar with their state requirements
for mandatory reporting of IPV.

Intervention
Randomized control trials studying IPV are not feasible
because of the nature of the “disease.” However, in recent
years, many meta-analyses have been performed to further
investigate the effectiveness of intervention in IPV. In
2013, the World Health Organization issued guidelines
stating that, except for women who have spent one or more
nights in a shelter or pregnant women, there was insufficient evidence that interventions for IPV improved health
outcomes.46,47 Since that time, one large meta-analysis
was published suggesting that women-centered advocacy
and home-visitation programs reduce a woman’s risk of
further violent abuse.48
The effectiveness of batterer’s intervention is also not
completely understood. Therapy for batterers includes
counseling and group therapy. The duration of treatment
in the state of Florida is 26 weeks. In this setting men
with previous abusive behavior challenge other men about
their unacceptable behavior. Many men are court ordered
into these intervention programs and for those men who
do complete at least a six month program, there is some
data to show that the recidivism rate is low.

Conclusion
Domestic violence is prevalent and impacts the psychological and physical well-being of the victims, as well as

50 Vol. 67, No. 1 2016 Northeast Florida Medicine

the children in the homes where the abuse occurs. It is also
associated with financial and societal ramifications. Health
care providers need to pursue a better understanding of
victims and their perpetrators, the clinical presentation,
who and how to screen for IPV and the resources that
are available to victims. Be your patient’s advocate! v
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Domestic Violence/Intimate Partner Violence: Screening, Detection and Intervention
CME Questions & Answers (circle one answer)/Free to DCMS Members/$55.00 charge non-members*
(Return by March 1, 2018 by mail: 1301 Riverplace Blvd. Suite 1638, Jacksonville, FL 32207 or online: www.dcmsonline.org.)
1. Approximately how many women will experience
domestic violence at some point in their lifetime?
a.
b.
c.
d.

1 in 1,000
1 in 100
1 in 10
1 in 3

10. In the state of Florida, the physician is
required to report:
a. All cases of suspected domestic violence
b. No cases of suspected domestic violence
c. Cases of suspected domestic violence where
serious injury occurs
d. Cases of suspected domestic violence where
gunshot wounds are inflicted
e. Both C and D

a. True
b. False

2. Approximately how many men will experience
domestic violence at some point in their lifetime?
a.
b.
c.
d.

5. Children who witness or are the victims of
domestic violence are at increased risk for
perpetuating domestic violence in their future
relationships.

1 in 1,000
1 in 100
1 in 10
1 in 4

6. A safety plan for a victim includes:
a.
b.
c.
d.

A spare set of keys
An extra set of clothing hidden away
A place to seek shelter
All of the above

11. Which of the following is not part of adequate
documentation of domestic violence?
a.
b.
c.
d.

7. During pregnancy, domestic violence:

3. Which of the following recommendations
regarding IPV screening are true:
a. The Affordable Care Act of 2012 required
insurance companies to cover IPV screening
at no additional cost to the patient
b. Additional ‘red flags’ that suggest screening
is necessary include, but are not limited
to, trauma, chronic or recurrent sexually
transmitted disease infections, and injuries
in the elderly
c. All primary care physicians should screen
females 12 years of age and older for IPV
d. All of the above
4. During a patient encounter, which of the
following is not a ‘red flag’ that would make a
physician consider IPV?
a. A partner who is reluctant to leave the room
b. A patient who has repeated unexplained
injuries
c. A patient with poor follow up
d. A patient who appears anxious or depressed
e. A patient with consistent follow up

a.
b.
c.
d.
e.

Stops
Decreases
Stays the same
Increases
C and/or D

Direct quotes from the patient
Physical exam findings
Photographs or sketches of injury
Using language such as ‘patient denies’ or
‘patient claims’

12. Which of the following is true regarding
offering a patient information on resources?
a. Physicians should provide a patient experiencing intimate partner violence with a local
or national Help Hotline phone, offer referral to an advocacy service, and formulate a
safety plan with the patient
b. Physicians should provide a patient experiencing intimate partner violence with a local
or national Help Hotline phone number and
encourage the patient to leave their spouse
c. Physicians should provide a patient experiencing intimate partner violence with a local
or national Help Hotline phone number
and nothing else.
d. Physicians should provide a patient experiencing intimate partner violence with a local
or national Help Hotline phone number
and large informational packets on domestic
violence so that they will not be misplaced.

8. Violence may escalate when the victim attempts
to leave the abusive relationship.
a. True
b. False
9. Victims of domestic violence who have been
surveyed prefer that violent crimes perpetrated
against them be reported to authorities.
a. True
b. False

1. What will you do differently as a result of this information? ____________________________________________________________________________
___________________________________________________________________________________________________________________________



2. How will you apply what you learned to your practice? ________________________________________________________________________________
___________________________________________________________________________________________________________________________
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Spiritual Assessment: An Important Role in Alleviating
Pain and Suffering in Patients and their Families
with Advanced Serious Illness
By David G. Morrell, MDIV, CT1 and Andrew Daigle, MD2
1
2

Pastoral Care Department, Baptist Health System, Jacksonville, FL

Medical Director, Community Palliative Consultants, Jacksonville, FL

Introduction
For over two decades, spiritual care has played an
important role throughout the continuum of quality
palliative care. Spiritual, religious and existential concerns
are indispensable elements of healthcare in general and,
especially, in palliative care.1 Therefore, in order to deliver
competent and responsible health care, it is necessary for
health care professionals to recognize spiritual need and
existential suffering (which includes religious distress) as
they focus on the overall well-being of patients.
Although the most common model for palliative care
programs includes a professional chaplain as an integral member of the team, a basic spiritual history and
screening is often the responsibility of other members
of the interdisciplinary team. For these team members,
fundamental skills, tools and techniques – in addition
to a basic knowledge of spirituality terms and concepts
– are needed to screen and recognize spiritual need and/
or distress that might be affecting a patient’s healing
process. These skills are essential for team members in
determining when to refer to a professional chaplain for
more advanced, in-depth spiritual care.
The chaplain’s responsibilities are not limited to the
patient but include the family, the interdisciplinary team
and other health care professionals. Regarding palliative
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care patients in particular, spiritual support is best when
given intentional and focused attention in the process of
alleviating pain and suffering.2

Recognizing spiritual
and existential distress
Awareness of spiritual concerns and spiritual needs is
prevalent among the administration and staff in most
major health care settings; however there is a growing
concern for service to outpatients (which often includes
palliative patients). To illustrate one of the reasons for
this concern, a survey completed locally among Baptist
Health’s home health population revealed that, while
over 65 percent of home health patients desired religious
support, more than 70 percent of patients reported they
were not receiving support from their congregations.3
Historically, the widely-accepted practice for outpatients
has been the provision of basic religious resources (such
as rituals, sacraments and prayer) which most agree is
an act of benevolence. Today there is increasing awareness of a deeper level of spirituality and, often, spiritual
distress, which warrants more extensive attention that a
professional chaplain is needed to provide.3
The fundamental skills, tools, and techniques for
recognizing spiritual, religious and existential distress
requires an understanding of the terms and concepts. This
can be problematic as definitions vary and the concepts
are often broad.4 For example, the word “spiritual” comes
from the Latin word, spiritus, meaning breath. Synonyms
helpful in understanding this concept are psyche, with
origins in Latin and Greek, meaning breath, soul or
mind. Psyche comes from the Greek word psychein which
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conveys the idea of breathing, living and animation. That
which is spiritual is also defined as non-corporeal, not of
the human body and not physical. In behavioral health
settings, “spiritual” is often defined as that which gives
life meaning and is then associated with ways purpose
and significance are understood. However, many are
concerned that such a definition may provide too great
a vista for focus and clarity and, as such, render, in a
paradoxical twist, the term spirituality “meaningless.”4
A patient being “spiritual” is often used synonymously
with being “religious.” Religion, also, has a Latin root,
religare, which means “to restrain or hold back.” Religion
can be defined as a set of rules, practices, traditions and
beliefs used by a community of people to assign meaning,
value and purpose to life and its events, especially as these
events relate to the transcendent. Therefore, because of
the more limited scope of the term “religious,” the term
“spiritual” remains most regnant and relevant in health
care and, for palliative care in particular.
The term “existential” can be defined as “relating to that
which is in a state of existing or being.” Danish philosopher
and theologian, Soren Kierkegaard, is believed to have
originated the concept that every individual (vs. society
or religion) is solely responsible for giving meaning to
his/her life and living his/her life authentically. In other
words, we exist, proceed to encounter ourselves, grow up
in the world and ultimately define ourselves. In regards to
illness, a patient may be struggling with how the disease
process and experience affects his/her values, beliefs and
feelings about his/her own existence in the past, present
and future. If not addressed, the burden of the patient’s
illness may increase.
To proceed from the existential “being” towards the idea
of well-being is an important tenet of palliative medicine.
The Centers for Disease Control and Prevention states
that well-being “generally includes global judgments of
life satisfaction and feelings ranging from depression to
joy.”5 American psychotherapist and former monk Thomas
Moore, notes in his book, Care of the Soul in Medicine,
that daily exposure to constant chronic illness, a patient’s
loss of physical and social capacity and, ultimately,
death, obscures consideration of well-being. In Moore
terminology, we are drawn to a distinctively different
depth (in addition to “body” concerns) as we work with
the physical capacity of our patients, intervene to restore
DCMS online . org

vigor, specialize in specific organ health and manage
pain. Therefore, if members of the health care team are
sensitized and educated, attention to spiritual concerns
becomes part of the healing/coping dialogue. This type
of conversation invites discussion of current meanings,
changing attitudes, level of inner peace and the degree
of satisfaction in one’s life. In other words, there emerges
an interest in the “soul,” which Moore clarifies as those
matters which are preciously essential for the patient.
Such matters bring about questions for the patient
involving how the process affects one’s character and
essence. A patient might question their usefulness, how
their friends, family, or community might think differently about them, or whether they have any generosity
or courage to still love and show compassion to others.
Other matters of some uncertainty that may arise could
include finding the stamina and creativity to change one’s
thinking on what quality life is for them and what is the
healthiest way to grieve perceived losses.
Health care professionals are increasingly encouraged to
develop a genuine sense of presence when with patients.
Some are able to move beyond I-It relationships (which
are separate and detached) and achieve what Jewish philosopher Martin Buber terms I-Thou/I-You relationships,
in which the whole being of people are considered and
relationships are mutual and reciprocal. For many, it is
challenging to proceed, patiently and intentionally eliciting and receiving the many important “I-Thou” and
“I-It” relationships in the patient’s world. For most, more
challenging still is to hear and witness those relationships
and meanings shifting and changing before one’s eyes.3
This is where the professional chaplain becomes essential.

When to Refer:
Basic screening skills, tools, techniques
Many health care agencies routinely offer chaplain or
pastoral care services upon admission or intake to a facility
or program. In palliative care programs, the chaplain is
included as an integral team member, but may not be
the team member responsible for every patient’s spiritual
history and/or screening. The basic history and screening
of spiritual, religious and existential needs of a patient is
a foundational component of quality of life for patients
Northeast Florida Medicine Vol. 67, No. 1 2016 55
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Table 1:

and their families. Often the screening is the responsibility
of other members of the interdisciplinary team.6
A basic screening can take place in the form of a “getting
to know you” conversation and can be as basic as asking
a few questions such as, “How do you find strength in
difficult situations?” or “In whom or what do you place
your confidence and trust for your overall well-being?”
Other questions might be, “Is there a spiritual component for you?” and “Are you part of a particular faith
community?” In addition to asking questions such as
these, paying attention to the questions a patient is asking
is equally, if not more, important. He or she might be
asking, “Why is this happening to me?,” “What did I do
to deserve this?” or questions about God, his/her higher
power or his/her religious tradition. The domains of
suffering, derived from the Oxford Textbook of Palliative
Medicine, (Table 1) can assist in questions one might use
in a basic spiritual assessment.7 Chronically ill patients
can experience suffering across four domains: physical,
emotional, social and spiritual. Basic screening skills, tools
and techniques, which may include inquiring about hopes
and dreams, fears and concerns and values or beliefs, can
be acquired with nominal effort, are “second nature” for
the majority of palliative care providers and can come from
any member of the interdisciplinary team. The National

Domains of Suffering/Concept of Total Pain7
PHYSICAL – What – e.g. pain, nausea, dyspnea, fatigue
EMOTIONAL – How – e.g. angry, depressed, confused, anxious
SOCIAL – Who – e.g. relationships, family/friend conflict and
support
SPIRITUAL – Why – e.g. attributing meaning to undesired events
Adapted from: Cherny N, Fallon M, Kaasa S, et al. Oxford Textbook of Palliative
Medicine. 5th ed. Oxford: Oxford University Press; 2015.

Consensus Project for Quality Palliative Care guidelines
state that an assessment is best done when a standardized
instrument, such as the Functional Assessment of Chronic
Illness Therapy-Spiritual Well-Being (FACIT-Sp-12), is
used. 8 (Figure 1)
Another commonly used resource is Dr. Christina
Puchalski’s FICA Spiritual History Tool. FICA is an
acronym for a guide to effective questions: Faith or
beliefs (“What do you believe in that gives meaning to
your life?”), Importance and influence (“How important
is your faith to you?”), Community (“Are you a part of
a religious or spiritual community?”), and Address or
Application (“How would you like us to address these
issues in your health care?”).9

Figure 1:
FACIT-Sp-12: Functional Assessment of Chronic Illness Therapy - Spiritual Well-Being; The 12-item Spiritual Well-Being Scale8
Below is a list of statements that other people with your illness have said are important.
Please circle or mark one number per line to indicate your response as it applies to the past 7 days.

Not at all A little bit Some-what

Quite a bit

Very much

Sp1

I feel peaceful

0

1

2

3

4

Sp2

I have a reason for living

0

1

2

3

4

Sp3

My life has been productive

0

1

2

3

4

Sp4

I have trouble feeling peace of mind

0

1

2

3

4

Sp5

I feel a sense of purpose in my life

0

1

2

3

4

Sp6

I am able to reach down deep into myself for comfort

0

1

2

3

4

Sp7

I feel a sense of harmony within myself

0

1

2

3

4

Sp8

My life lacks meaning and purpose

0

1

2

3

4

Sp9

I find comfort in my faith or spiritual beliefs

0

1

2

3

4

Sp10

I find strength in my faith or spiritual beliefs

0

1

2

3

4

Sp11

My illness has strengthened my faith or spiritual beliefs

0

1

2

3

4

Sp12

I know that whatever happens with my illness, things will be okay

0

1

2

3

4

Permission to use the FACIT-Sp-12 is required and is available at FACIT.org.
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During screening the medical professional or social
worker, determines when to consult a professional chaplain. Questions may reveal religious ritual needs, faith
group needs or strength and support needs, which would
trigger a chaplain referral. For example, a patient may
disclose a sense of isolation from his/her faith community.
Another consult opportunity would be a patient who
conveys anger and/or frustration which may or may not
be directed towards anyone in particular, his/her higher
power, the illness itself, etc. Still another indicator would
be family members who are voicing differences of opinion
regarding treatment options and/or end-of-life decisions.
Additionally, chaplain referrals are not limited to the
final stages of a patient’s disease or to patients and/or
families who identify themselves as religious or spiritual.
Existential distress and its potential complexities are not
limited to the religious or spiritual. One example would be
a patient’s family who is asking, “Why is this happening
to her? She’s always been a good person who helps others.
She shouldn’t be suffering.” Another example may be a
patient who is struggling with broken relationships and
expressing a need to give or receive forgiveness. Often, it is
simply the desire of a patient or family member for more
in-depth listening that warrants a pastoral care referral.

The Role of the Chaplain
The role of spiritual care within palliative medicine
in the United States can be seen from the earliest days
of this movement. Chaplains have been integral in developing and promoting the concept and philosophy of
palliative care since the early 1990s.10 They now serve
on palliative care interdisciplinary teams as specialists
in helping to alleviate and relieve suffering of patients
and their loved ones. This is accomplished by participating in daily rounds, providing spiritual and religious
support to patients and families, offering their presence
in family meetings alongside other team members and
providing spiritual support to palliative care teams. As
men and women with expertise in spiritual, religious and
existential distress, they are trained in family systems
and dynamics and the art of skilled and active listening.
This offers a unique and essential layer of support for
patients, families and staff. In a culturally sensitive and
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non-judgmental manner, chaplains seek to understand
(vs. “fix”) the patients and/or family members, often
providing insights to their respective palliative care teams
that might otherwise be missed. In addition to offering
these insights, the palliative care chaplain’s role includes
written spiritual assessments of patients, which leads to
the building of spiritual care plans. These plans may include advance care planning conversations, goals of care
discussions, grief support, end-of-life support, family
support or religious resources. The chaplain’s role also
includes a generous orthodoxy for religious ritual support
and a responsibility to communicate with clergy in the
community as is indicated.
Finally, an essential aspect of the chaplain’s role is
providing education, pastoral presence, support and
encouragement to the interdisciplinary team. This support includes education regarding self-care and stress
management techniques, facilitation of reflective and
devotional moments and debriefings. These duties are
not marginal to patient care, but rather integral to it.
According to many, the chaplain’s caring for the team in
areas such as loss and grief, compassion fatigue, ethical
decision-making and personal spiritual, religious or existential distress has a far-reaching and positive impact
on the overall effectiveness of the team.

Conclusion
Spiritual screening, history-taking and assessment are
significant responsibilities of the entire palliative care
interdisciplinary team. While the professional chaplain
is the specialist in spiritual, religious and existential
matters, basic spiritual screening and history-taking is a
team endeavor. Recognition and screening of such matters
can be effectively accomplished by team members as they
acquire fundamental skills and make use of resources such
as The Spiritual Assessment Tool-FICA. Such tools assist
in identifying the need to refer a patient to a professional
chaplain for spiritual care at an advanced level. The chaplain will proceed to address the spiritual and religious needs
of the patient and family, ultimately assisting the team
with the alleviation of pain and suffering for patients and
their families facing advanced serious illness. As the team
works collaboratively to care for patients and families,
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connections are made, healing is promoted and lives are
transformed. This includes the lives of our patients, their
families and the entire interdisciplinary care team. v

6.

American Academy of Hospice and Palliative Medicine; Center to Advance Palliative Care; Hospice and
Palliative Nurses Association; Last Acts Partnership;
National Hospice and Palliative Care Organization.
National Consensus Project for Quality Palliative
Care: Clinical Practice Guidelines for quality palliative care, executive summary. J Palliat Med. 2004
Oct;7(5):611-27.

7.

Cherny N, Fallon M, Kaasa S, et al. Oxford Textbook of Palliative Medicine. 5th ed. Oxford: Oxford
University Press; 2015.

8.

Bredle JM., Salsman JM, Debb SM., et al, Spiritual
Well-Being as a Component of Health-Related Quality of Life: The Functional Assessment of Chronic
Illness Therapy—Spiritual Well-Being Scale (FACIT-Sp). Religions. 2011 Mar 15;2;77-94.

9.

Puchalski CM. The George Washington Institute for
Spirituality and Health. FICA Spiritual History Tool
© [Internet]. 1996 [cited 2015 Dec]. Available from:
https://smhs.gwu.edu/gwish/clinical/fica/spiritual-history-tool

References
1.

Association of Professional Chaplains. Standards
of Practice for Professional Chaplains[Internet].
Updated 2015 Oct 22 [cited 2015 Dec 1]. Available
from: http://www.professionalchaplains.org/content.
asp?pl=200&sl=198&contentid=514

2.

Board of Chaplaincy Certification Inc, an affiliate
of APC. Competencies of the Certified Hospice and
Palliative Care Chaplain [Internet]. 2015 [cited 2015
Dec]. Available from: http://bcci.professionalchaplains.org/content.asp?pl=45&sl=42&contentid=49

3.

Wagoner L. The Role Spirituality Plays in Health
Care. Jacksonville Hospital News. 2012 Dec.

4.

Okon TR. Spiritual, Religious, and Existential
Aspects of Palliative Care. J Palliat Med. 2005
Apr;8(2):392-414.

5.

Centers for Disease Control and Prevention.
Health-Related Quality of Life (HRQOL) Well-being Concepts [Internet]. Updated 2013 Mar 6 [cited
2015 Dec]. Available from: http://www.cdc.gov/
hrqol/wellbeing.htm

58 Vol. 67, No. 1 2016 Northeast Florida Medicine

10. Board of Chaplaincy Certification Inc, an affiliate
of APC. Background of Hospice and Palliative Care
Specialty Certification [Internet]. 2015. Available
from: http://bcci.professionalchaplains.org/content.
asp?pl=45&sl=47&contentid=47

DCMS online . org

Patient Page

Creative Corner

I Spy with My Little Eye a Real GI
So, I’m giving a talk when I realize that I was flat out
lying. I told the group that my field of interest was Crohn’s.
That was true. I told them that I had no idea what causes
it or how to cure it. That was
honest. I told them that my
real field of interest was the
baseball field and if the Yankees signed me, I’d ditch my
practice to go pitch batting
practice. That was accurate.
Then I told them I was a GI
from Jacksonville, Florida.
That was the lie. As soon as
I uttered the phrase, I knew
that I said something horMark Fleisher, MD
rible and unconscionable.
I said I was a GI and right
away I had a flood of humbling epiphanies.
Let’s be candid about this. I am a physician who specializes in gastroenterology, but I am not a real GI. I
don’t find pirates. I find polyps. I don’t fight Al Qaeda.
I fight GERD. I don’t eat K-rations leaning against my
tank. I eat in the safety of the doctors’ cafeteria. I am not
a GI guy. I am a toy GI. You don’t hunt down a terrorist
armed with a stethoscope and Surgi-lube. So how dare I
take their name in vain? I decided right then and there to
never say that again. I will never refer to my field as GI.
Not when there are men and women who gave and are
willing to give their life so I may live mine. I specialize
in digestive disorders. Whew! I feel better already.
As I left that talk about biologic therapy (and not biologic
warfare), I passed through the main dining room of the
restaurant. Everyone knows that medical talks are given
at Morton’s not Mass General. I like to say that the food
is fresh and only the lecture is canned at these dinners.
Anyway, I’m walking through the steakhouse dining room
and I spy with my little eye a real GI. I asked the manager
about the man in the dress blues with the young lady in
a pretty white dress. He tells me that they’re celebrating
their anniversary. They are on a budget and only ordered
appetizers and cocktails. As I looked over my shoulder, I
saw my colleagues gorging. I gave the manager my credit
card and told him to order a full meal for the sailor and
his bride. I instructed him to tell him “Your money’s no
good here.” Like from a 1940’s movie. I thought that was
a great way to spend the money I just earned from giving
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a drug company-sponsored talk. The manager took down
my card number and promised to carry out my orders.
A week later I received a thank you note from the sailor.
He sent me a picture of his nuclear submarine, along with
a coin inscribed with his crew’s insignia. He wrote that his
crewmates thought it was great to be appreciated. That
week my wife, Rhonda, and I took our boys to Steak and
Shake. Just as we finished, four soldiers sat down at the
booth next to us. I gave the waitress a hundred dollar
bill and told her to let the soldiers eat what ever they
want and she could keep the change. She told me that
her brother was in the service and she thought this was
wonderful. We quickly left and got in our car. Max and
Samuel wondered what was going on. I told them that
these soldiers protect us every moment. They protect
millions of people that they will never meet...millions of
nameless countrymen. I told them when those servicemen walk down the street now they can always wonder
if that guy over there or that woman over here was the
one who picked up their check. Now all those faceless
people have an identity.
In both instances, the waitress and the manager who
were part of the process loved participating. This is how
you share the wealth, I told our boys. They felt better
knowing they were doing a good deed. A few weeks later,
a group of soldiers came in to Maggiano’s. I asked the
manager what was the story. “One of them is retiring,” he
said. Not everyone at their table had all their limbs. My
youngest asked me “Are we going to pick up their check?”
“You bet,” I replied. We gave our card to the waiter
and off he went. The manager came over to shake my
hand. I told him to let the soldiers know it’s from their
fellow Americans for a job well done. My boys beamed.
I felt better. I may not teach them much. I learn more
from them than they do from me, but this lesson they
learned: Always remember that the dangerous work of
others allows us to play in peace.
America faces many challenges. Most of these challenges
will test our will and resolve and our values. I know we are up
to these tests. As a 54-year-old physician who specializes in
digestive diseases, I know that I am not GI material. However,
I know my job is to try to make people feel better. I want to
challenge all of my colleagues: if you see someone in uniform,
pick up their check. Tell them their money is no good here.
Tell them “From a guy in GI to a real GI, thank you.” Trust
me, there’s no better feeling. v
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