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Objectives

A Stroke as a Serious lliness

A Discuss stroke and critical treatment
decisions

A Advance Care Planning in Stroke

A Describe special considerations for
stroke patients and palliative care
Including Medical Assistance in Dying
(MAID)
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Serious llIness




Stroke as a
Serious lliness

A Stroke prevalence is on
the rise

A Number one cause for
disability in Canada

A 50% or stroke survivors ! - . 3 oy

are chronically disabled




Stroke as a
Serious lliness

A The unseen burden of
stroke

A Persistent
multidimensional
Impairment of health
related quality of life !

A Dependent on wide
spectrum of factors;
modifiable and non-
modifiable




Stroke as a
Serious lliness

A Stroke has persistent
Impact on family and
social circles

A Financial impact of
stroke

1. Brocklehurst JC, Morris P, Andrews K. Social effects of stroke.
Soc Sci Med. 1981;15:35i 39.

2. The Canadian Study of Health and Aging Working Group.
Canadian Study of Health and Aging: study methods and
prevalence of dementia. Can Med Assoc J. 1994;150:899i 913.
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Talking about
Stroke and
Critical Treatment
Decisions




Talking about Stroke
and Critical
Treatment Decisions

A Cost-effective health care
utilization

A Goal-concordant care: do
not assume death is the
worst outcome

Almproved satisfaction,
patient expectations and
health-related quality of
life




RESEARCH

The impact of advance care planning on end of life care in
elderly patients: randomised controlled trial

Karen M Detering, respiratory physician and clinical leader,” Andrew D Hancock, project officer, Michael C

Reade, physician,” William Silvester, intensive care physician and director’

Abstract B 2010:540:
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Objective To investigate the impact of advance care planning on end of life care in elderly patients.

Design Prospective randomised controlled trial.
Setting Single centre study in a university hospital in Melbourne, Australia.

Participants 309 legally competent medical inpatients aged 80 or more and followed for six months or until
death.

Interventions Participants were randomised to receive usual care or usual care plus facilitated advance care
planning. Advance care planning aimed to assist patients to reflect on their goals, values, and beliefs; to
consider future medical treatment preferences; to appoint a surrogate; and to document their wishes.

Main outcome measures The primary outcome was whether a patient’s end of life wishes were known and
respected. Other outcomes included patient and family satisfaction with hospital stay and levels of stress,
anxiety, and depression in relatives of patients who died.

Results 154 of the 309 patients were randomised to advance care planning, 125 (81%) received advance care
planning, and 108 (84%) expressed wishes or appointed a surrogate, or both. Of the 56 patients who died by six
months, end of life wishes were much more likely to be known and followed in the intervention group (25/29,
86%) compared with the control group (8/27, 30%; P<0.001). In the intervention group, family members of
patients who died had significantly less stress (intervention 5, control 15; P<0.001), anxiety (intervention O,
control 3; P=0.02), and depression (intervention 0, control 5; P=0.002) than those of the control patients.
Patient and family satisfaction was higher in the intervention group.

Conclusions Advance care planning improves end of life care and patient and family satisfaction and reduces

stress, anxiety, and depression in surviving relatives.

Trial registration Australian New Zealand clinical trials registry ACTRN12608000539336.



Talking about
Stroke and Care
Decisions

A Structured communication
framework to support discussions
in patients with serious illness

A Stroke care is littered with
preference-sensitive medical
decisions

A Elicit patient goals and priorities

A Describe treatment options and
encourage shared decision making




Advance Care
Planning (ACP)
In Stroke
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FOUNDATION BEST PRACTICE
RECOMMENDATIONS

10.0 Patients surviving a stroke, as well as their families and informal caregivers, should be

approached by the stroke health care team to participate in advance care planning
[Evidence Level C].

i. The primary goal of advance care planning conversations is to prepare patients and
substitute decision makers for providing consent in future situations (for example, in light of
recent significant iliness such as stroke) [Evidence Level B].

a. Advance care planning may include identifying a substitute decision-maker (proxy;,
agent or Power of Attorney), an'l discussion of the patient’s personal values and wishes

Advance Care

which they can apply in future if the need arises to make medical decisions or provide
consent on behalf of the patient [Evidence Level B].

Advance care planning discussions should be documented and reassessed regularly
with the active care team and substitute decision-maker [Evidence Level C].

Planning 1

following a

St ro ke is a change in the patient's health status [Evidence Level B].

i.. The advance care planning conversation should be revisited periodically, such as when there

if. The interdisciplinary team should have the appropriate communication skills and knowledge

to address the physical, spiritual, cultural, psychological, ethical, and social needs of stroke
patients, their families, and informal caregivers [Evidence Level C].

a. Respectful discussion of patient’s values and wishes should be balanced with
information regarding medically appropriate treatment related to ongoing stroke
management and future medical care [Evidence Level C].

iv. Capacity related provincial legislation should be reviewed and appropriate substitute
decision makers should be identified if a survivor is deemed incapable of making specific
decisions re: their personal health care and/or discharge related finances [Evidence Level C].




Advance Care
Planning (ACP) In
Stroke

AAIl stroke survivors should
have a discussion to
participate in ACP

AProxy and directive ACP

APrepare patients and
substitute-decision makers
for future situations




) ARIADNE LABS %2
The Serious lliness ~

Conversation Guide (SICG)
Benefits Patients and Families

A Enhanced goal-concordant care
A Improve quality of life

A Higher patient satisfaction

A Better patient and family coping

A Eased burden of decision-making
from families

A More and earlier hospice care
A Fewer hospitalizations
A Improved bereavement outcomes

Mack JC 2010; Wright JAMA 2008; Chiarchiaro AATs 2015;
DeteringBMJ 2010; Zhang Annals 2008melJCO 2017




Serious lliness Conversation Guide

PATIENT-TESTED LANGUAGE

CONVERSATION FLOW

1. Set up the conversation
Introduce purpose
Prepare for future decisions
- Ask permission

2. Assess understanding
and preferences

3. Share prognosis
- Share prognosis
Frame as a “wish...worry”,
“hope...worry” statement
- Allow silence, explore emotion

4. Explore key topics
- Goals
Fears and worries
- Sources of strength
- Critical abilities
- Tradeoffs
Family

5. Close the conversation
- Summarize
Make a recommendation
- Check in with patient
- Affirm commitment

6. Document your conversation

7. Communicate with key clinicians
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“I'd like to talk about what is ahead with your illness and do some thinking in advance about what is important to you
so that | can make sure we provide you with the care you want — is this okay?”

“What is your understanding now of where you are with your illness?”
“How much information about what is likely to be ahead with your illness would you like from me?”

“I want to share with you my understanding of where things are with your illness...”

Uncertain: “It can be difficult to predict what will happen with your iliness. | hope you will continue to live well for
a long time but I’'m worried that you could get sick quickly, and | think it is important to prepare for that possibility.”
OR

Time: “I wish we were not in this situation, but | am worried that time may be as shortas ___ (express as a range,
e.g. days to weeks, weeks to months, months to a year).”
OR

Function: “I hope that this is not the case, but I'm worried that this may be as strong as you will feel, and things are likely
to get more difficult.”

“What are your most important goals if your health situation worsens?”

“What are your biggest fears and worries about the future with your health?”

“What gives you strength as you think about the future with your illness?”

“What abilities are so critical to your life that you can’t imagine living without them?”

“If you become sicker, how much are you willing to go through for the possibility of gaining more time?”

“How much does your family know about your priorities and wishes?”

“I've heard you say that ___isreally important to you. Keeping that in mind, and what we know about your illness,
I recommend that we ___. This will help us make sure that your treatment plans reflect what’s important to you.”

“How does this plan seem to you?”
“Iwill do everything | can to help you through this.”

ARIADNE|LABS

SI-CG 2017-04-18



Palliative Care
and Stroke
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Palliative Care

A Focuses on comfort and quality of life for those affected by life-
limiting iliness, such as large hemispheric strokes, and severe hemorrhagic
stroke

A Aims to prevent and relieve physical, social, psychological, or spiritual
suffering of stroke patients, their families and informal caregivers

A Can complement life-prolonging or disease-modifying therapies and need
not be reserved for those whose death is imminent

PALLIATIVE CARE IN ACUTE STROKE UNITS

Identifying ,"‘3-'-':7-72}‘ Care —\ Hydration/
Patients Sam’ Coordination & ‘,"/,/' Feeding

Emotional Palliative
Support Training

Communication
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Goals of Palliative Care

Objective of establishing consensus on a direction which incorporates

previously stated wishes/advanced care planning in addition to current
status and needs

Intent is to then have a written communication for the healthcare team
to assist in the individualized palliative plan

Status can change over time, written plan should be reviewed ¢ shift

Goals of care can be amended/revised at any time

“an approach that focuses on comfort and
quality of life for those affected by life-
limiting illness, such as large hemispheric

strokes, and severe hemorrhagic stroke”
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Canadian Best Practice Recommendations:

A palliative care approach should be applied when there
has been a catastrophic stroke or a stroke in the setting
of significant pre-existing comorbidity, to optimize care

for these patients, their families, and informal caregivers.

RATIONALE Currently at HHS:

No clearly defined palliative care pathway

. Canadian Stroke
BestPractices

(Boulanger, 2018)







