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Pilot Tool Name:

Universal Screening Tool for Palliative Care

 

Description & Purpose:

Developed as part of the St. John Providence Health System – Duke Institute on Care at the End of Life Collaboration on Palliative Care, this tool was developed, as a part of a one year pilot, to screen all hospitalized adult patients for a broad range of palliative care needs including physical comfort/function, communication/care coordination, psychosocial/emotional concerns, spiritual care concerns and assistance with decision making.  Depending on the disposition of the form, patients were recommended for a palliative care, spiritual care, or social work consult.    
 
Source: 
St. John Providence Health System & Duke Institute on Care at the End of Life -- Collaboration for Palliative Care, 2008.

 
Contact: 
Mary Hicks, NP, Palliative Care

St. John Hospital & Medical Center

22101 Moross Road

Detroit, MI 48236

Mary.Hicks@stjohn.org
313-343-3072

 

Recommendation for use of this tool (what worked well): 

· Who completes? RN or case manager

· When should it be completed?  On admission and every 3-5 days thereafter
· How should the information collected be used?  Suggest data aggregation of multiple completed tools from patient population.  Data may then suggest PC triggers that are appropriate for population being screened.
To use this tool: 
You may copy this tool for your own use.  Please credit source:  

St. John Providence Health System & Duke Institute on Care at the End of Life -- Collaboration for Palliative Care, 2008.

 
References used in the tool’s development: 

Many palliative care screening tools were reviewed as part of the development of this tool.  This tool draws heavily from the good work done by Hospice of the Bluegrass.

Patient Room #: ______________


Date:  ______________

Name of staff person completing this tool: (PRINT) _________________________  

	INSTRUCTIONS: Use this tool for every patient to identify palliative care needs and how to address them.  Use the tool:   

· Within 3 days of admission or transfer within the hospital

· After 14 days of hospitalization 
	· PATIENT IS ENROLLED IN HOSPICE CARE, check here and DO NOT complete the rest of the tool.

· PATIENT HAS ALREADY BEEN SEEN BY PALLITIAVE CARE, check here and DO NOT complete the rest of the tool.

	-Section 1: Obtain order for palliative care consult- 

If the patient meets one or more criteria in this section, obtain an order for a palliative care consultation

	CRITICAL INCIDENT/ 

VENTILATION  
	· Cardiac arrest

· Considering PEG tube placement

· Mechanical ventilation and considering tracheostomy

· Morphine drip started

· Stage 3 or 4 Decubitus ulcer (pressure ulcer)
	· Code status change to DNR

· Considering ventilation withdrawal with death expected

· Considering transfer to long-term ventilator facility

	HOSPITALIZATION  
	· ECF admission - from extended care facility (Nursing Home, LTAC, Assisted-living) with ADL dependence

· 2 or more ICU admissions during this hospitalization

	DIAGNOSIS  
	· Anoxic encephalopathy

· COPD with chronic dyspnea at rest

· Cancer with any of the following: 

· Metastatic

· No more treatment planned

· Multi-system organ failure (MSOF)

· Liver disease with any of the following: 

· Not a candidate for liver transplant

· Ascites despite maximum diuretics

· Encephalopathy

· HIV with any of the following :

· Wasting syndrome

· Stroke with any of the following (check all that apply): 

· Decreased LOC 

· Dysphagia (Failed swallow study)
	· Kidney disease with:

· Recently stopped or wants to stop dialysis

· Cardiac disease with any of the following: 

· Valvular disease not appropriate for surgery

· Severe pulmonary hypertension 

· Severe cardiomyopathy

· Severe CAD, not a candidate for revascularization

· Candidate for heart transplant

· High grade AV block and refusing pacing therapy

· Dementia with any of the following (check all that apply):

· Non-ambulatory, incomprehensible or no speech

· Nourishes poorly by mouth, or is nourished by tube

· Recurrent aspiration pneumonia

	PHYSICAL/ FUNCTIONAL STATUS  
	· Uncontrolled or chronic symptoms that interfere with quality of life – including any of the following:    Pain, Nausea, Dyspnea, Anxiety, Fatigue, Sleeplessness, Weight loss

	
	· Marked decrease in functional status/ADLs in last 1 - 2 months

	PSYCHOSOCIAL AND DECISION-MAKING ISSUES   
	· No advance directive AND end-of-life decisions need to be made

· Surrogate/health care proxy is distressed about decision-making

· Code status: Diagnosis and/or health status calls for code status discussion with patient/family; and/or there is conflict about code status designation

· Patient/family members/medical team members disagree or are confused about prognosis/goals of care/use of specific interventions 

· Ethical issues (autonomy, best interest of the patient) are a concern

	HOSPICE/ PALLIATIVE CARE  
	· Patient/family request palliative care
	· Patient/family are revoking hospice care

	

	Did patient meet any criteria in Section 1?    
	· NO             GO TO Section 2 (IF in MICU, re-screen at 4+ days; other units, re-screen at 14+ days            

                                                 hospitalization.)

	
	· YES            COMPLETE information below AND add any additional notes/comments at the end of the form:

· Verbal Order from physician: Physician Name _________________________________________ 

                                                          Date/time: __________________________

· Physician declined to order PC consult: Physician Name _____________________________________

                                                                         Date/time: __________________________

Reason:________________________________________________________________________

	
	Sign here and put the form in the binder. 

        ______________________________________________   Date: _________

	-Section 2: Assess and meet palliative care needs-
If patient meets one or more criteria in Section 2 , 

assure that the following potential sources of suffering are assessed and addressed by appropriate staff

	RECURRENT ADMISSIONS   
	· Current admission is for recurrent/chronic issues
	· More than 3 admissions in 6 months

	DIAGNOSIS  
	· Cancer
· CHF 

· HIV

· Kidney disease

· Dementia
	· Liver disease
· Sickle cell disease 
· Progressive muscular disorder 

· Stroke with:

· Dependant for ADL 
	· COPD with any of the following:

· O2 needed in order to perform ADLs

· Recurrent pulmonary infections

· ECF admission - from extended care facility (Nursing Home, LTAC, Assisted-living)

	

	Did patient meet any criteria in Section 2?    
	· NO             Sign here and put the form in the binder for Liz DiStefano.  ADD notes/comments at the end of the form.

             _____________________________________________   Date: _________

· YES            COMPLETE the section below “Potential sources of suffering and suggested interventions.”  ADD notes/comments at the end of the form.


	Potential sources of suffering and suggested interventions

	Domain of Care
	Possible needs/concerns

(Check all that apply)
	Suggested interventions

(Check those that are implemented

	PHYSICAL COMFORT/ FUNCTION
	· Patient needs pain and symptom management

· Patient needs help to reach maximum possible/desired functional level
	· Addressed by unit staff  ______________

· Palliative care consult (pain and symptom mgt.)

· Referral to physical therapy or occupational therapy

	COMMUNICATION/ CARE COORDINATION
	· Patient/family lack understanding of diagnosis and treatment plan

· Patient/family do not know who is the key physician, ARNP or RN coordinating care AND know how to contact
	· Provide patient education (Use translator if necessary)

· Palliative care consult(for help understanding diagnosis/prognosis)

	PSYCHOSOCIAL/ EMOTIONAL CONCERNS
	· Patient has limited family or other social support

· Patient/family exhibit extreme anxiety about diagnosis/prognosis/symptoms

· Patient/family exhibit/demonstrate avoidance behavior or lack of coping skills relative to illness, diagnosis, prognosis, and/or treatment
	· Addressed by unit staff _____________

· SW or spiritual care referral

	SPIRITUAL CARE CONCERNS
	· Patient/family exhibit fear, anger, guilt, tears or grief 

· Patient/family exhibit hopelessness or abandonment

· Patient/family express spiritual concerns/distress related to health/illness (“Why is this happening to me/us?”)
	· Addressed by unit staff _____________

· Spiritual care referral

· Connect to community-based spiritual care provider/clergy (ask patient about whom to contact)

	DECISION-MAKING
	· Patient/family need/desire help with decision-making (and/or advance directive)

· Disagreement/conflict about treatment decisions
	· Addressed by unit staff _____________

· Palliative care consult and/or 

· Ethics consult

	Are any of the above needs/concerns applicable to the patient?
	· NO             Sign here and put the form in the binder for Liz DiStefano.

          _____________________________________________   Date: _________

	
	· YES            COMPLETE information below:

Check interventions implemented including how addressed on unit.

Physician notified?  If yes, Name _______________________  Date: ________

· Orders taken/written   Date/time: _____________________

· NO orders taken/written  Reason:  __________________________________

Sign here and put the form in the binder.

        ______________________________________________   Date: _________

	
	

	
	

	Notes/Comments:



Name: ___________________


MRN: ___________________









