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Learning 
Objectives:

1) Identifying gaps in Hospice and 
Palliative education within the medical 
community

2) Review the main areas of education 
to focus while teaching/instructing on 
the differences and similarities in Hospice 
and Palliative care programs

3) Learn how to present this education to 
be effective and efficient (focuses on 
hospital-based education platform)



Gaps in Hospice and Palliative Education in 
the Medical Community

RNs

MDs

NPs

SW/Case Management

Chaplains



How Are These Gaps 
Being Identified

• Hospice/Palliative Care Employee Feedback
• Recognizing barriers that exists within 

their daily work



How Are These 
Gaps Being 
Identified

u Breaking Down Hospice 
Palliative/Hospice Referrals Based 
on Units
u Find similarities in referrals to 

develop a focus
u Example: cardiac care unit has an 

increase in referrals for CHF 
patients – In turn we may decided 
to provide focused education 
regarding the prognosis in those 
patients with CHF



How Are These 
Gaps Being 
Identified

u Hospitals and Medical Offices 
Requesting Additional 
Information



How Are These Gaps Being 
Identified
u Residencies – RN and MD

u Clinical staff/providers identifying lack of 
understanding



How Are These 
Gaps Being 
Identified

u Lack of dedicated medical 
school curriculum

u Local school program end of 
life care/palliative program 
and hospital familiarity



How Are 
These 
Gaps 
Being 
Identified u Nursing facilities identifying additional needs 

for education 



How Are These 
Gaps Being 
Identified

Palliative and Hospice community 
organizations



Palliative Vs. Hospice Services 12

Palliative Care 
Provides patients with individualized
care & relief from specific 
symptoms of a serious or advanced 
illness
Offers education on treatment 
goals, techniques to control pain, & 
complex decision making 
Available for any patients at any 
stage of a serious or advanced 
illness 
Palliative care is given concurrent 
with curative or maintenance 
treatments 
Home support or outpatient
palliative clinic may be available

Supportive Team of: Physicians, 
Nurses, Social Workers, & Chaplains 

Hospice Care 
Holistic approach focused on comfort care & 
providing patients/families relief from symptoms 
and stress of terminal illness. Patient has 
foregone curative care for comfort care 

Available for patients whose prognosis is 
believed to be 6 months or less 

Home support includes patient visits. Patients 
often desiring to be at home without intensive 
therapies 

Interdisciplinary Team of: Physicians, Nurse 
Practitioners, Nurses, Certified Nursing Aides, 
Social Workers, & Chaplains. Offering physical, 
spiritual and emotional support, bereavement, 
& support in end-of-life decisions 



Culture of Dying in America
v Death is often taboo in American culture

uPatients often reluctant to share their wishes

v Many healthcare workers are trained that death = 
v Healthcare workers may lack the communication skills to figure 

out what goals are most important to their patients.
v Healthcare systems may dedicate few if any resources to 

supporting and informing caregivers.

13



Lack of physician understanding and willingness to refer 
patients to palliative care

Harvard Medical School surveyed 4,074 physicians and asked them to 
imagine treating an asymptomatic patient who had 4-6 months to 
live. 
•65% of physicians were willing to immediately discuss end-of-life 
options;
•44% were willing to discuss a patient's do not resuscitate status;
•26% were willing to discuss hospice care; and
•21% were willing to discuss preferred site of death.

Study lead author, Dr. Nancy L. Keating:  "These conversations are 
time-consuming and difficult. Some doctors may feel patients will 
lose hope. It's easier to say, 'Let's try another round of 
chemotherapy,' instead of having a heart-to-heart discussion.“

Cancer. 2010 Feb 15;116(4):998-1006.



States Worse Than Death 
Among Hospitalized Patients With Serious Illnesses 15

Rubin EB, Buehler AE, Halpern SD. States Worse Than Death Among Hospitalized Patients With Serious Illnesses. JAMA Intern Med. 2016 PMID 24479808

50%
30-40%



u Provides framework to make informed decisions 
about care

u Provides life-care planning
u Spiritual
u Financial
u Psychosocial – relationships/forgiveness
u Opportunity to say goodbye
u Life closure and legacy giving

Prognosis- Why does it matter? 16



IMPORTANT FACTORS TO CONSIDER 
IN PROGNOSIS

u Co-morbid illnesses
u Secondary conditions
u Rate of decline

u Nutritional status
u Functional status
u Cognitive status
u Age and gender
u Number of hospitalizations/ER/Dr 

visits in past 6-12 months

u Will to live
u Other (psychological, emotional, 

spiritual)



Date of download:  10/14/20 Copyright © 2012 American Medical 
Association. All rights reserved.

From: Associations Between End-of-Life Discussions, Patient Mental Health, Medical Care Near Death, and 
Caregiver Bereavement Adjustment

JAMA. 2008;300(14):1665-1673. doi:10.1001/jama.300.14.1665

Discussion of Prognosis and Goals Leads to Different 
Medical Care in the Last Week of Life



What do the 
studies show?

• Communication with health care providers is the number one source of complaints 
among families of deceased patients
• One ICU study with up to 30% dissatisfied
• Contributing factors include inadequate time spent communicating, lack of 

consistent information, information provided by multiple health care providers

• One study indicated: no discussion of preferences or values in about 1/3 of cases
• Its hard to make decisions using patient’s view if views never discussed!

• One study indicated: no empathic statements made in 1/3 of family meetings
Scheunemann LP, et al.  How clinicians discuss critically ill patients’ preferences and values with surrogates: an empirical analysis. Crit Care Med 2015; 43:757. Selph RB,  et al. Empathy and life support decisions in intensive care units. J Gen Intern Med 2008; 23:1311.. 
Abbott KH, et al. Families looking back: one year after discussion of withdrawal or withholding of life-sustaining support. Crit Care Med 2001; 29:197. Baker R, et al. Family satisfaction with end-of-life care in seriously ill hospitalized adults. J Am Geriatr Soc 2000; 48:S61. 
Hanson LC, et al. What is wrong with end-of-life care? Opinions of bereaved family members. J Am Geriatr Soc 1997; 45:1339. Wood G, Chaitin E, Arnold R.  Communication in the ICU: Holding a family meeting.  UpToDate

https://www.uptodate.com/contents/communication-in-the-icu-holding-a-meeting-with-families-and-caregivers/abstract/29
https://www.uptodate.com/contents/communication-in-the-icu-holding-a-meeting-with-families-and-caregivers/abstract/29


What is the 
understanding?

u Observational study of 102 
patients, only one-half of the 
families understood the 
diagnosis, prognosis or 
treatment after an initial 
meeting with an attending 

u Another study: 82 decision 
makers, most report “excellent 
comprehension” – only 50% 
had a good understanding 
when objectively tested

AU
Azoulay E, et al. Half the families of intensive care unit patients experience inadequate communication with physicians. Crit Care Med. 2000;28(8):3044

Rodriguez RM,  et al. A prospective study of primary surrogate decision makers' knowledge of intensive care.. Crit Care Med. 2008;36(5):1633.

AU



When is a meeting appropriate?
• Change in medical status

• Conflict among family members or family and providers

• Health care team believes goals should be transitioned to comfort

• Patient admitted to ICU



Who decides 
when it is time 

to discuss goals 
of care?

u Providers control the timeline 

u Sometimes it is just not the right day to bring up stopping 
treatments

u Talking EARLIER gives you that chance to control that timeline

u You may have more success with brief meetings 1:1 or 1:2 then 
give the family a day or two to process and revisit

u Last minute “death-bed” discussions are notoriously difficult

u Last minute hospice consultations do not benefit the family or 
patient and generally set both teams up for difficult interactions



Realistic time 
frames….
u Families need time to come 

to grips with end-of-life 
decisions
u May need a day or two to 

think about new 
information

u Small discussions over the 
course of the hospital stay

u Having a family member 
in the ICU is stressful and 
may interfere with 
decision making



What are some common delays?

u Providers feel they need to review the entire chart before starting a 
discussion, or give things more time….it’s not their patient……

u Consultants have not rounded and primary providers feel the 
consultant needs to talk to the patient first 

u Family struggling with decision on comfort care due to hung up on a 
certain detail…..TPN, IV abx……. 

u Family has unrealistic expectations of functional status, gaining 
strength

u The miracle…



Underutilization of Palliative and Hospice 
Care

u Despite	the	many	documented	benefits	of	palliative	and	hospice	care,	both	
types	of	care	remain	underutilized	among	patient	populations	critically	in	
need	of	these	forms	of	care.1

u Among	patients	admitted	to	the	hospital,	fewer	than	5%	are	seen	by	a	
palliative	care	team2 and	less	than	half	of	all	individuals	who	die	in	the	United	
States	receive	hospice	care.3

1. Foley	KM,	Gelbard H,	editors. Institute	of	Medicine	Report:	Improving	Palliative	Care	for	Cancer.Washington,	DC:	National	Academy	Press;	2001.	 Connor	SR,	Bermedo MCS,	editors.	
[Accessed	February	11,	2017];Global	Atlas	of	Palliative	Care	at	the	End	of	Life. 2014

2. 2.	National	Palliative	Care	Registry.	[Accessed	February	11,	2017];Palliative	Care	Service	Penetration	by	Hospital	Size. 2015

3. Centers	for	Disease	Control	and	Prevention:	National	Center	for	Health	Statistics.	[Accessed	May	10,	2017];National	Vital	Statistics	Center:	Mortality	Data. National	Hospice	and	
Palliative	Care	Organization.	[Accessed	May	10,	2017];NHPCO	Facts	and	Figures:	Hospice	Care	in	America. 2015



What are 
the Benefits 
of Palliative 
Care?
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Improved 
coordination of 

care 
(Quarterback)

Greater 
understanding of 

care options 
(Communication)

Improved patient 
& family 

satisfaction with 
care (Respect)

Decreased risk of 
avoidable 

readmission 
(Support)

Improved 
symptom 

management 
(Relief)

Increased quality 
of life (Healing)



What is the 
knowledge 

about 
hospice and 

palliative 
care?

u Two large surveys of 
community-dwelling adults 
found that over 70% of 
participants self-reported 
low to no knowledge of 
palliative care.

• Mcilfatrick S, Hasson F, Mclaughlin D, et al. Public awareness and attitudes toward palliative care in Northern Ireland. BMC Palliat
Care. 2013;12(1):34. 

• Center to Advance Palliative Care. [Accessed February 10, 2017];2011 Public Opinion Research on Palliative Care. 2011



Study	from	American	Journal	of	Hospice	and	
Palliative	Care:	Interview	of	800	participants

136 (17%) participants said they did not 
know what the term “hospice care” meant

584 (73%) did not know what the term 
“palliative care” meant

Ariel Shalev, BBA, et al. Awareness	and	Misperceptions	of	Hospice	and	Palliative	Care:	A	Population-Based	Survey	
Study.	Am J Hosp Palliat Care. 2018 Mar; 35(3): 431–439.



Participants’	hospice	awareness	by	key	components	(N	=	664	respondents).

Ariel Shalev, BBA, et al. Awareness	and	Misperceptions	of	Hospice	and	Palliative	Care:	A	Population-Based	Survey	Study.	Am J Hosp Palliat Care. 2018 Mar; 35(3): 431–439.



Participants’	palliative	care	awareness	by	key	components	(N	=	216	respondents)

Ariel Shalev, BBA, et al. Awareness	and	Misperceptions	of	Hospice	and	Palliative	Care:	A	Population-Based	Survey	Study.	Am J Hosp Palliat Care. 2018 Mar; 35(3): 431–439



Barriers to Utilization of Services

u As mentioned, 73%  percent and 17% of participants were unable to generate a 
response when asked to define palliative and hospice care, respectively. 

u Many of the misperceptions that emerged from the data were ones that could 
deter people from considering these services. 
u Equating palliative with end-of-life care 
u Equating hospice with elder care or euthanasia 

uOverall, findings emphasized the need for palliative and hospice care education 
among the public to raise awareness, reduce misperceptions, and increase receptivity

Ariel Shalev, BBA, et al. Awareness	and	Misperceptions	of	Hospice	and	Palliative	Care:	A	Population-Based	Survey	Study.	Am J Hosp Palliat Care. 2018 Mar; 35(3): 431–439



Negative 
misperceptions 
about hospice 
and palliative 

care – other 
studies

u One study examined adults who were HIV 
positive and found that participants often 
associated palliative care with end-of-life 
care, with 1 participant describing palliative 
care as “negative and scary … like you’re 
about to die.”

u In another study, over 30% of respondents 
agreed with the statements “hospice care is 
only about death” and “hospice care is seen 
as giving up.”

• Van Dussen D, Culler KL, Cagle JG. Perceptions about hospice from a community-based pilot study: lessons and findings. Am J Hosp Palliat
Med. 2011;28(6):418–423. 
• Slomka J, Prince-Paul M, Webel A, Daly BJ. Palliative care, hospice, and advance care planning: views of people living with HIV and other chronic 
conditions. J Assoc Nurses AIDS Care. 2016;27(4):476–484.



Knowledge	and	Myths	about	Palliative	Care	among	the	
General	Public	and	Health	Care	Professionals	in	Portugal	

Common myths frequently associate palliative care 
with:

A loss of hope for patients, who are merely waiting to 
die, when nothing more can be done

Cancer patients

Misconceptions about morphine, oxygen, 
nutrition/hydration

Dixe MDA, Santo IDO, Lopes S, Catarino H, Duarte S, Querido A, Laranjeira C. Knowledge and Myths about Palliative Care among the General Public and Health Care 
Professionals in Portugal. Int J Environ Res Public Health. 2020 Jun 27;17(13):4630. 



Knowledge	and	Myths	about	Palliative	Care	among	the	General	
Public	and	Health	Care	Professionals	in	Portugal	– educational	
suggestions

Improving knowledge about palliative care can include the 
development of a web page and short videos for adults and 
children, emphasizing the meaning of palliative care for all diseases 

Regarding HCPs, content on basic palliative care should be 
mandatory in undergraduate nursing school curricula, with more in-
depth content in postgraduate curricula. 

In clinical practice, palliative care education should be reinforced 
through support networks for specialist nurses to model excellence in 
palliative care

Dixe MDA, Santo IDO, Lopes S, Catarino H, Duarte S, Querido A, Laranjeira C. Knowledge and Myths about Palliative Care among the General Public and Health Care 
Professionals in Portugal. Int J Environ Res Public Health. 2020 Jun 27;17(13):4630. doi: 10.3390/ijerph17134630. PMID: 32605086; PMCID: PMC7369792.



Hospice 
myths

u Myth #1:  Hospice is a place
u Myth # 2:  Hospice is only for people 

with cancer
u Myth #3: Hospice is only for old 

people. 
u Myth #4: Hospice is only for dying 

people.
u Myth #5: Hospice can only help 

when family members are available 
to provide care.

• Hospice Foundation of America



Pennsylvania study – 131 providers involved 
in decision making or discharge planning

u Results: Most interviewees characterized palliative care as end-of-life or 
hospice care that is initiated after the decision to limit curative treatment 
is made. 

u Few recognized the role of palliative care in managing symptoms and 
addressing psychosocial needs of patients with chronic illnesses other 
than cancer. 

u Interviewees viewed earlier and broader palliative care consultations less 
in terms of clinical benefits than in terms of cost savings accrued from 
shorter terminal hospitalizations. 

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold.Journal of Palliative Medicine.Feb 2007.99-110.



Pennsylvania study – 131 providers involved 
in decision making or discharge planning

In general, they thought nurses were most likely to facilitate these 
consultations, surgeons were most likely to resist them, and intensive 
care specialists were most likely to view palliative care as within 
their own scope of practice. 

Conclusions: In acute care hospitals, palliative care is primarily 
perceived as a means to limit life-sustaining treatment or allow 
death. Moving consultation earlier in the hospitalization of "dying" 
patients is a greater preoccupation than increasing palliative 
service use earlier in the illness trajectory

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold.Journal of Palliative Medicine.Feb 2007.99-110.



Misconceptions identified in the 
study

Palliative care is for actively dying patients in the last 
hours to days of life

Reserved for patients with terminal cancer

View of palliative care is based on disease progression, 
aka when it “is time”, not on the need for services

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold. Journal of Palliative Medicine. Feb 2007.99-110



Further misconceptions noted

u Interchangeable use of the terms “palliative care”, 
“hospice care”, “end of life care” and “terminal cancer 
care” caused confusion on:
u Who should get palliative care
u When should palliative care start
u Who should recommend and provide palliative care

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold. Journal of Palliative Medicine. Feb 2007.99-110



Other 
findings…

u Aside from nursing staff, not many participants 
asked identified palliative’s role earlier in the 
disease process

u Some participants worried that physicians, patients 
and families viewed the use of palliative care as 
abandoning all hope
u Doing everything or doing nothing

• Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold. Journal of Palliative Medicine. 
Feb 2007.99-110



What is the basis behind these 
misconceptions?

Palliative care specialty grew from the hospice care movement.

Associated therefore with dying patients, particularly those with 
cancer

Hospital based palliative care is supported by administrators 
based on the cost savings provided by reducing length of stay 
and/or decreasing utilization of resources 

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold.Journal of Palliative Medicine.Feb 2007.99-110.



Barriers to utilization of palliative 
care

u Barriers mentioned were more likely to be about using palliative 
care at end of life rather than early in disease course

u Those that recognized early barriers were more likely to work in the 
palliative field

u Biggest barriers to early use: 
u narrow views of palliative care range of services

u Physician concern about loss of autonomy
u Concern that palliative care providers would change the goals of care 

before the physician was ready

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold. Journal of Palliative Medicine. Feb 2007.99-110



Nursing findings vs. physician 
findings

u Nurses tended to believe that palliative care should be available to 
all patients, not just when disease burden too high or ready to focus 
on comfort care/end of life.

u Nurses emphasized the role in facilitating discussions about decision 
making and goals of care/quality of life
u They felt physicians neglected this

uPhysicians felt that symptom management was part of their core 
competency, therefore palliative care consults were “lateral consults” if 
patient was not terminally ill.

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold. Journal of Palliative Medicine. Feb 2007.99-110



Other physician concerns/beliefs

u Lack of training in comfort measures
u Belief that palliative care is only at end of life
u Belief that it is mutually incompatible with intensive care
u Belief that it is reserved for patients with cancer
u Belief that it is a signal of “giving up” on the patient
u Belief that it is a lateral consult

u Personal beliefs
u One believed in no afterlife and felt the time on earth was the only time 

the patient had

Keri L. Rodriguez, Amber E. Barnato, and Robert M. Arnold. Journal of Palliative Medicine. Feb 2007.99-110



Overall…
u Doctor’s views on Palliative Care are 

felt to influence a patient’s care 
course

u Study in 15 ICUs, limiting life sustaining 
treatment is primarily physician driven

• Cook  D,  Rocker  G,  Marshall  J, et al  Level  of  Care  Study  Investigators  and  the Canadian  Critical  Care  Trials  Group:  
Withdrawal  of mechanical ventilation in anticipation of death in the intensive care unit. N Engl J Med 2003;349:1123–1132



What 
teaching & 
learning is 
needed?

uSymptom management in 
palliative patients is rarely 
taught in a systematic manner
uGeneral symptom 

management during 
ongoing training but 
possibly not specific 
populations (ICU, end of life)

• Schulman-Green D: How do physicians learn to provide palliative care? J Palliat Care 2003;19:246–252



2015 cross-sectional, 
observational study of 
all Internal Medicine 
Residency Program 
Directors in the US

More than half (52%) of all program 
directors completed the survey.
u Although directors strongly believed 

in the benefits of residents integrating 
end-of-life care components into 
clinical practice:

u only 36% of programs reported 
having formal end-of-life curriculum in 
place for more than three years. 

Cegelka D, Jordan TR, Sheu JJ, et al. End-of-Life Training in US Internal Medicine Residency Programs: A National Study. J Medic Educ Training 2018; 1:030.



2015 cross-sectional, 
observational study of 
all Internal Medicine 
Residency Program 
Directors in the US

Of those programs that taught end-of-
life topics or skills, the majority did not 
formally evaluate residents’ 
competence. 
u 24% of residency programs did not 

have an end-of-life curriculum
u 34% did not offer a rotation in hospice 

care
u 31% did not have structured 

conference teaching on topics 
dealing with end-of-life

Cegelka D, Jordan TR, Sheu JJ, et al. End-of-Life Training in US Internal Medicine Residency Programs: A National Study. J Medic Educ Training 2018; 1:030.



Lack of Nursing EOL education 

u85% of nursing students do not feel properly 
prepared to care for dying patients prior to 
beginning their clinical rotations

Mason, Heidi DNP, ACNP-BC; Burgermeister, Diane PhD, PMHCNS-BC; Harden, Karen DNP; Price, Deborah DNP; Roth, Roxanne DNP A Multimodality Approach to Learning, 
Journal of Hospice & Palliative Nursing: February 2020 - Volume 22 - Issue 1 - p 82-89



Lack of Nursing EOL education 

Li, Jing MSN, RN; Smothers, Angel DNP, APRN, FNP-BC, CHPN; Fang, Wei PhD; Borland, Michelle DNP, RN, CNE Undergraduate Nursing Students’ Perception of 
Education Placement in the Nursing Curriculum, Journal of Hospice & Palliative Nursing: October 2019 - Volume 21 - Issue 5 - p E12-E18

In 2016 from the American Association of Colleges 
of Nursing showed that only 615, 000 of the nearly 3 
million registered nurses in the U.S. had completed End-
of-Life Nursing Education Consortium (ELNEC) training.

37 Senior (4-year level) Nursing Students participated in 
a survey; 100% answered they gained valuable 
knowledge from the integration of end-of-life 
care education in the curriculum



Lack of 
Nursing EOL 
education 

In 2016 study was conducted on 134 total 4th year nursing 
students who used a hospice simulation lab/clinical day

Found several fears surrounding EOL patients 

61% of students reported already having had a dying 
patient in the clinical setting during their education 

83% reported having no formal education about death 
and dying

Survey completed found an increase in understanding 
and comfort level once participating in the simulation 
lab 

Jeffers, Stephanie PhD, RN Integration of a Hospice Clinical Experience, Journal of Hospice & Palliative 
Nursing: June 2018 - Volume 20 - Issue 3 - p 266-271



Improving 
Transitions 

of Care

Cancer pain relief and palliative care. Report of a WHO Expert Committee. World Health Oran Tech Rep Ser 804:1-75 
Adapted from “the integrated model of care” proposed by World Health Organization (WHO), 1990



Our Educational efforts 

Based on the realization that there are 
gaps in knowledge and misperceptions 
across the medical community



How Did We Present This Education?

Creating a Microsoft Teams platform to be utilized by hospitals





Example 
education 
videos

“Hospice 101”

Hospice & Communication with 
Patients and Families
Hospice & Pain Management

Dual Use of Comfort Medications

Hospice & Respiratory 
Management



How Did We Present This 
Education

QR CODE ON 
ORIENTATION PACKETS

EMAILED LINK OUT THAT 
COULD BE SHARED

MADE LIBRARY PUBLIC



How Did We Present 
This Education

REFER TO EDUCATION LIBRARY ON ALL EDUCATIONS 



Advantage of 
Teams 
platform vs 
paper 
packet/binder

Update in real time

Videos and slides

Hospital able to add a section



File that 
includes 

marketing 
and 

educational 
materials

u 2 sided paper to explain – 1 side how to 
document for GIP, 1 side quick tips and facts



Dedicated 
curriculum for 
students, 
residents and 
fellows rotating 
through 
inpatient 
hospice unit

Hospice 101

Hospice vs palliative and 
when to use

Standardized weekly 
curriculum so key topics are 
covered for all those rotating



Hospice House Curriculum
Didactics

Prognostication and the PPS
Communication and the IDG/Plan of Care

Pain and Dyspnea 
Delirium, Agitation and Anxiety

GI Issues, Secretions
Articles

UpToDate: Palliative Care: The Last Hours and 
Days of Life

Spikes Protocol for Delivering Bad News
Early Palliative Care Consultation in the ICU



Hospice House Curriculum - Advanced

Didactics
Advanced Pain
Deprescribing

Hospice Regulations
Methadone

General Symptoms
Anxiety and Depression

LVADs, Vent weans at the end of life, Intrathecals
Acute end of life issues – bleeding, seizures, 

palliative sedation



Hospice House & Nursing Students 

• Students participate in a required 
Community/Public Health Course 

• Rotation with: Home Health, Hospice and 
Hospice House

• Traditional Programà Semester clinical 
rotation 

• Accelerated Program à 1-week clinical 
rotation (additional course work is provided 
wherever they are not rounding that week)



Timeline

65

Introduce

•Clear and 
Concise 
Communication

Educate

•Education on 
Prognosis

Referral

•Early Hospice 
Referrals

Hospice 

•Early Hospice 
Intervention

Start/Elect 
Hospice Benefit

•Patient & Family 
Educated 
Decisions on 
Healthcare 



Introducing Comfort Care 
u “We are really focusing on comfort 

right now and some of the people that 
are the best on comfort care is the 
hospice team. I am going to give them 
a call to come talk to you.”

u Be sure to talk first about what hospice 
is and the support it can provide long 
before you use the word “hospice”

u Ask them if they have had any 
experience with hospice and let them 
know it sounds like a scary word but 
has many benefits

u Talking about hospice does not mean 
nothing else can be done. Talk about 
the benefits of hospice support. 

66



Hospice 
Consult

• Talking about hospice does not 
mean that nothing else can be 
done.

• Hospice has numerous medications 
for comfort and expertise is treating 
symptoms at end of life as well as an 
interdisciplinary team approach and 
13 months of bereavement support 
for the family.

• Providing a consult for Hospice 
provides patients and families an 
opportunity to see the BIG Picture. 
This provides space for an informed 
and educated decision about their 
medical care to be made. 67



How to Bring Up Hospice?

HONEST

• “We are placing your 
husband on comfort 
care. I’d like to add 
an extra layer of 
inpatient support for 
him and your family, 
so I am going to reach 
out to BJC Hospice to 
come talk to you 
about their services.”

GENTLE

• “Hospice offers an 
inpatient service that 
we may be able to 
provide here at the 
hospital to give extra 
support to your wife 
and family. I would 
like to ask them to 
come and talk to 
you.”

INFORMATIVE

• Hospice can help you 
wife with her pain 
(shortness of breath, 
anxiety, etc.. They are 
experts in pain 
management and 
caring for people with 
this illness. I am going to 
reach out to BJC 
Hospice to have them 
come and talk with 
you.”

68



Future plans and closing thoughts

u Overall a lot of work to be done!
Considerations:
u Survey to EH rotation on feedback of teaching 

experience and usefulness
u Develop Standardized way of introducing into residency 

programs
u Track if an increase in palliative care/hospice utilization 

following education presentation to that particular unit 
(increase in referrals)



Questions?


