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Introduction

Through a generous grant from the Robert Wood Johnson Foundation, the Department of Veterans Affairs (VA) Office of Academic Affiliations (OAA) established the VA Faculty Leaders Project in collaboration with the Office of Patient Care Services.  The project, designed to create a faculty development program at each of 30 VA-affiliated training programs in internal medicine throughout the country, has developed benchmark curricula for end-of-life and palliative care—and strategies for their implementation—for resident physicians in general internal medicine and the subspecialties of internal medicine.

This document represents the combined efforts of the Faculty Leaders, the facilities in which they worked, and their residency programs.  It is intended to provide information about the ways in which 30 different VA medical centers and their affiliates developed and incorporated palliative and end-of-life training into already packed internal medicine residency programs.  It can serve as a reference for teaching facilities interested in developing new or enhancing existing palliative care training programs

There are 30 separate abstracts and associated curricula from the project sites.  The abstracts provide a brief overview of the project’s major objectives, barriers that were overcome, and actual outcomes.  They articulate the program setting, content, instructional methods, and process of evaluating the educational intervention; identify intended follow-up and next steps; and describe programmatic elements that will remain after the project has concluded.  The curricula are short summaries outlining the goal of each curriculum and its intended audience; objectives; teaching methods and materials; resident duties and responsibilities; the evaluation process; faculty requirements; and the strengths and limitations of the curriculum.  A bibliography for use in teaching is included at the end of each curriculum summary.

The abstracts and associated curricula are organized alphabetically by site.  In addition, there is a list of Faculty Leaders with their contact information.  This information is also available on the Faculty Leaders Project web site, located on the VA Intranet at vaww.va.gov/oaa/flp or on the Internet at www.va.gov/oaa/flp.

Leadership for the VA Faculty Leaders Project was provided by the current Project Director, Thomas L. Garthwaite, M.D., Acting Under Secretary for Health, and David P. Stevens, M.D., former Chief Academic Affiliations Officer, and currently VP for Medical School Standards, Association of American Medical Colleges.  Associate Directors included Judith Salerno, M.D., Chief Consultant for Geriatrics and Extended Care Strategic Healthcare Group, and Bonnie Ryan, former Chief, Home and Community Based Care. The project administrator was Diane H. Jones, MSW, ACSW.  
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*Dr. Popp was stationed at Brooklyn during the Faculty Leaders Project and has recently accepted at position at St. Vincents Hospital.
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Implementation of EPEC (Education of Physicians in End of life Care) curriculum in Internal Medicine Residency Training Programs  

Sara S. Battar, MD, CMD., VA Central Iowa Health Care Systems, Des Moines and Knoxville, IA
The Des Moines Internal Medicine and VA Internal Medicine Residency programs affiliated with the University of Iowa have initiated efforts since the fall of 1999 to integrate concepts of end of life (EOL) care in their residency curriculum program. At the inception of the project, extensive discussions were held between the involved VA Faculty Leader and the stake holders from the involved institutions. The proposal, goals and objectives of project implementation were discussed. The prevalent curriculum was reviewed for EOL contents. Our (IM) Internal Medicine residency program includes 30 residents, 2 chief residents and utilizes 3 main teaching hospitals. Plans were developed to implement an EOL curriculum, beginning March 2000. An introductory conference titled “Improved care at End of Life” presented in September 1999, well attended by the key holders served as an efficient  springboard to launch the curriculum.

We essentially opted to follow the EPEC curriculum: with 12 modules, each with a 10 minute trigger video, presentation of core content, pre and post test, with due modifications. Other EPEC trained and interested faculty were invited and agreed to collaborate with us.

Topics were prioritized, noon conferences were scheduled, attendees being from IM and Pediatrics as well as medical students, nurse practitioners and interested faculty. Their feedback served to structure the subsequent presentations.

Before this initiative, we were at a “Contemplative” model for change with no EOL care curriculum, some expressed need from the house staff for more of EOL discussions. Currently we fall under the “hold gains” model for change with formal discussions scheduled conferences.

Future focus includes: a.) Evolution of an inpatient hospice and palliative unit; b.) Scheduled monthly rotations for Internal Medicine residents combining geriatrics and EOL education mentored by a physician certified in Internal Medicine, Geriatrics, Hospice and Palliative Medicine, also trained by EPEC program; c) collaboration with VA and non VA faculty with similar interests; d) Incorporation of EOL care contents into Medicine Grand Rounds etc.  Though implementation has been initiated, we have yet to ensure that the residents’ and other attendees’ EOL care practices are productively impacted by such exposure.

Note: The curriculum development occurred at 2 institutions since the VA Faculty Leader was involved in an intra agency transfer from the Albuquerque VA Medical center in New Mexico, affiliated with University of New Mexico to the above-mentioned program. 

Facilitating factors included candid support with arrangements for protected time and ongoing communication between the VA headquarters and the stakeholders thus ensuring productivity and goal achievement. The strategically conducted national project sessions, EPEC training and participation in related conferences fostered a valuable networking attitude while improving the individual’s knowledge and motivation. Common barriers included lack of enthusiasm based on both space constraints and weaker convictions regarding such adaptations. Shortage of qualified and devoted mentors adds to the challenge. However, a change in attitudes was palpable with time, ongoing exposure in different settings under direct guidance, heightened awareness of EOL content on National Boards etc., Overall institutional EOL care standards have begun to evidence a positive impact with these interventions. Acceptability of improved EOL care should further unfold over years to come. Involvement with the VA faculty Leaders Project served to launch it with heightened confidence and acceptance related to the credibility of the resources along with the strong direct and indirect support offered by the project office.

END OF LIFE CARE CURRICULUM

Sara S. Battar, MD, CMD., VA Central Iowa Health Care Systems, Des Moines and Knoxville, Iowa.
GOAL: 

To educate the residents in Internal Medicine and subspecialties in improved end of life care provision.

OBJECTIVES:
The residents will:

· Understand the concepts of hospice and palliative medicine

· Identify patients for clinical management utilizing hospice and palliative care approaches.
· Learn to promptly introduce hospice and palliative care approaches when indicated.

· Increase their knowledge base in the context of “when to consider hospice?”

· Develop an interest and understand the significance of “quality at the end of life.”

· Learn to view end of life care from a holistic perspective, inclusive of medical, ethical, emotional, social and spiritual issues.

· Improve their skills in communicating end of life care concepts with both professional and non-professional members involved in patient care.

· Learn to serve as valuable team members.
TEACHING METHODS:
· Based on consistent exposure utilizing available opportunities with plans to be flexible per individual interests and alterations in institutional infrastructure.
· Scheduled noon conferences for residents in training, faculty targeted sessions, inpatient, and bedside rounds with case based discussions.
· Utilize materials from “fast facts”, “pre and post test” questions for intellectual stimulation.
· Utilize trigger videotapes from Education of Physicians in End of life Care (EPEC).
RESIDENT EXPECTATIONS:
· Demonstrate an improvement in understanding the goals and objectives, their relevance in improving standards of care offered to patients and families facing end of life situations.

· Participate with enthusiasm and respect in hospice and palliative care provision.

· Appropriate dissemination of acquired knowledge with professional and non-professional population.
EVALUATION OF RESIDENTS:
· Initially shall focus on self-assessment with mentor awareness of the developments.

· Formal and informal discussions with progressive frequency and intensity, aiming at enhancing their comfort zone and conceptualization of facts relevant to improved care towards end of life.

FACULTY:

Sara Battar, MD, CMD
Geriatrician

Norma Hirsch, MD

Pediatrician, Bioethicist

STRENGTHS AND LIMITATIONS:

Willingness and eagerness from the institution is encouraging, along with the immense and overt support from the VA headquarters. Demonstration of erupting palpable changes in attitudes also seems to be an encouraging factor.  However, more efforts seem to be needed to convince the audience. Unlike most medical entities for which the introductions and foundations seem to have already been laid during the pre-residency training years, end-of-life care concepts are for the most part being introduced at a much later stage in the medical careers, thereby consuming more efforts to relate their relevance and significance.
BIBLIOGRAPHY:
Medical Guidelines for Determining Prognosis in Selected Non-Cancer Diseases, Second Edition, published by The National Hospice Organization.

Care Beyond Cure, Physician Education in end of life care, National Hospice Foundation

Education of Physicians in End of life Care (EPEC), cosponsored by American Medical Association and Robert Wood Johnson Foundation.

Fast Facts and Concepts, Eric Warm, M.D.
END-OF-LIFE (EOL) CARE CURRICULUM DEVELOPMENT AND IMPLEMENTATION AT THE NY CAMPUS OF THE DVA NY HARBOR HEALTHCARE SYSTEM  

Berkowitz, K.A., NY Harbor Healthcare System/New York Campus, New York, NY

The Internal Medicine Residency Program at the NY Campus of the New York Harbor Healthcare System (NYVAMC) is an affiliate of the New York University (NYU) School of Medicine. Currently, there are 44 residents in our program (18 PGY-1, 11 PGY-2, 12 PGY-3 and 3 PGY-4 Chief Residents). In addition, housestaff from other NYU programs (i.e. Psychiatry and Neurology) and medical students from the NYU School of Medicine regularly rotate through our medical service. As part of the VA Faculty Leaders Project on End-of-Life (EOL) Care, we have worked since 1998 to develop and implement a curriculum in EOL care for our Residency Program. The curriculum was developed in 1998 and implemented in July 1999. Prior to this project we had no identified curriculum in EOL care. 

Content domains identified for inclusion in the EOL curriculum included: pain management, non-pain symptom management, psychosocial and spiritual support, communication skills, conducting family conferences, conflict resolution, stress management, determination of treatment goals, settings of care, cultural and religious sensitivity, bereavement and grief, societal and professional attitudes towards death and dying, ethics, advance directives, legal issues, DNR orders, withdrawal and withholding of life sustaining treatments, and physician assisted suicide. 

Teaching occurred in a series of twenty-six biweekly forums scheduled on alternate Tuesdays during the hour-long Morning Housestaff Report. Attendance by all medical housestaff and medical students assigned to our facility that week was required. Core didactic lectures were supplemented with less traditional teaching methods (role plays, trigger audio or video tapes, case based discussions, etc.) which were felt to be essential to developing interactive skills required to deliver proper EOL care. To assure adequate expertise colleagues from pastoral, psychology and neurology services supplemented the medical faculty. Assessment of housestaff knowledge base and educational impact was conducted with pre- and post-tests for the seminar series. The biweekly series was supplemented by inclusion of EOL topics into regularly scheduled Grand Rounds and Mortality and Morbidity conferences. In addition, all medical residents were required to participate in a Bayer Training Workshop, which taught communication skills in the doctor-patient relationship.

Future plans include continuation of the biweekly seminar series for the 2000-2001 academic year. Possible expansion for non-internal medicine housestaff, fellows and interested attending physicians is under consideration.

END-OF-LIFE CURRICULUM FOR MEDICAL RESIDENTS

DVA NY Harbor Healthcare System/ NY Campus, New York, NY
Kenneth A. Berkowitz, MD FCCP
GOAL: 

Each medical House officer will obtain knowledge and skills in end-of-life (EOL) care during their residency training.

OBJECTIVES: 

At the New York Campus of the DVA NY Harbor Healthcare System, we formally incorporate EOL care into our medical residency curriculum. This assures that each medical house officer develops knowledge and skills in the provision of EOL care during their medical residency.

PRICIPAL TEACHING METHODS:

The variety of skills, unique knowledge base, diversity of care settings and multi-disciplinary nature of palliative medicine provide challenges for successful physician training. This led us to supplement core didactic lectures with a series of biweekly forums on EOL care. The forums were held on alternate Tuesday mornings during the regular Morning Housestaff Report. In these forums, a variety of less traditional learning methods (role plays, trigger audio and video tapes, small group discussions, case based discussions, debates, etc.) were used to introduce EOL topics to the medical housestaff. To assure adequate expertise colleagues from pastoral, psychology and neurology services supplemented the medical faculty. In addition, each medical resident was required to complete a Bayer Training Workshop that teaches communication skills in the doctor-patient relationship. Difficult cases continued to be routinely discussed with the Ethics Consultation Team.

EDUCATIONAL CONTENT: 

The core lectures included: EOL planning, pain and non-pain symptom recognition and treatment, and ethical and legal issues relevant to EOL care. Content domains addressed in the forums included: psychosocial and spiritual support, communication skills, conducting family conferences, conflict resolution, stress management, determination of treatment goals, settings of care, cultural and religious sensitivity, bereavement and grief, societal and professional attitudes towards death and dying, ethical dilemmas, advance directives, legal issues, DNR orders, withdrawal and withholding of life sustaining treatments, human subject research, and physician assisted suicide.

RESIDENT DUTIES AND RESPONSIBILITIES:

All housestaff and medical students assigned to our medical center were required to attend lectures and forums as scheduled. Each of the forums were designed to be interactive, all attendees were encouraged to participate. Normal hierarchies (i.e. medical student vs. intern vs. chief medical resident) were specifically suspended during the forums to encourage open communication. 

EVALUATION PROCESS:

Assessment of housestaff knowledge base and educational impact was conducted with pre- and post-tests for the series.
STRENGTHS AND LIMITATIONS: 

Prominently scheduling the biweekly forums during regular morning report sessions fostered recognition of the importance for EOL care amongst the housestaff. The rotating nature of housestaff schedules resulted in intermittent attendance for any given individual. This lack of continuity provided a barrier for education.
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End-of-Life (EOL) Care Awareness and Curriculum Development in an Academic Health Center VA Hospital  Bernard M.A.,  Oklahoma City VAMC, Oklahoma City, OK

The Oklahoma City VAMC is one of two major teaching hospitals for the internal medicine residency program at the University of Oklahoma College of Medicine.  Located on the Health Sciences campus, the VA began integration of end –of-life care content into the curriculum for residents in 1998, as a result of the Robert Wood Johnson funded initiative within the VA.  Concomitantly, the state of Oklahoma received a Robert Wood Johnson Foundation grant for a community partnership to increase awareness of end-of-life care issues throughout the state.  The occurrence of these two funded projects concomitantly has allowed significant growth in awareness of end-of-life care issues among internal medicine residents.

The internal medicine residency program includes 60 residents (PG1 – PG3) and two Chief Residents (one located at the VA, the other at the University Hospital).  Prior to this project there was no identified curriculum in end-of –life care.  At the initiation of the program, a needs assessment was conducted with key opinion leaders among internal medicine faculty.  It was noted that, with the exception of the occasional lecture on pain control, there was no organized approach to introducing internal medicine residents to end-of-life care issues.  In addition, there were few faculty with expertise in end-of-life care issues.

In response to these deficits several activities were initiated: training of faculty in end-of-life care issues, development of series of mandatory teaching sessions on end-of-life care, development of annual Grand Rounds on palliative care, development of Palliative Care week, and recruitment of faculty with training and expertise in end-of-life care.  Three faculty members from the Department of Internal Medicine underwent training in end-of-life care issues offered by the American Medical Association (AMA).  These faculty members trained other faculty in local presentations of the Education Physicians in End-of-Life Care (EPEC) curriculum developed by the AMA.  A series of four mandatory teaching sessions for residents on end-of life care issues was started in July 1999.  The following topics were addressed, using the EPEC curriculum: pain assessment and treatment; anxiety, delirium, and depression; communicating bad news; last hours of life.  Grand Rounds on palliative care have been presented annually, since 1998.  Residents were also given the option of participating in the full EPEC training during Palliative Care week, in April 3-7, 2000.  Palliative Care Week was developed to increase the focus on end-of –life care issues.  Finally, a physician with training in geriatrics and hospice and palliative care was recruited to join the faculty effective 1/31/00, with the aim of assuring perpetuation of the focus on end-of-life care issues after the Robert Wood Johnson Foundation funding ceased.  This physician successfully sat for the hospice and palliative care boards in April 2000. 

Assessment of the educational impact of the mandatory and elective teaching sessions is being performed by administering pre-post tests.  Future plans include beginning a hospice and palliative care elective within the next 24-48 months.

Palliative Care Curriculum, Noon conference presentations

Marie A. Bernard, M.D., Oklahoma City VA Medical Center, Oklahoma City, OK
GOAL:

To increase the resident’s awareness and knowledge of end-of-life care issues through lectures and interactive discussions.

OBJECTIVES:

The resident will:

· Learn the steps in sharing difficult news with patients and families

· Learn specific skills in the evaluation and management of total pain

· Develop knowledge of the evaluation and management of physical pain

· Develop knowledge of the evaluation and management of anxiety

· Develop knowledge of the evaluation and management of delirium in dying patients

· Develop knowledge of the evaluation and management of depression in terminally ill patients

· Learn how to care for patients and families in the last hours of living

Teaching Methods and Materials:

· The Educating Physicians in End-of-Life Care (EPEC) curriculum will be utilized as the basic teaching resource

· Mandatory educational sessions will be held as part of the noon conference curriculum

· Optional additional offerings of the EPEC curriculum will be provided at least annually, during 
Palliative Care week.

· At least once yearly Grand Rounds on palliative care topic will presented

Resident Duties and Responsibilities:

· The chief residents and residency program director will require that residents attend the noon conference.

· The resident will meet the objectives as outlined.

· The chief residents and residency program director will allow residents the time necessary to participate in 
optional additional palliative care didactic sessions.

· The chief residents will schedule a Grand Rounds on a palliative care topic annually, usually during 
Palliative Care week.

Evaluation of Residents:

· The residents will be evaluated based upon their performance on pre-post tests distributed with each
 didactic session.

Faculty:

· D. Robert McCaffree, M.D.

· George Selby, M.D.

· Sanjay Sethi, M.D.

· Marie A. Bernard, M.D.

Strengths and Limitations:

· Required didactic presentations incorporated within the mandatory noon conference format assure that a 
maximal number of residents will be exposed to palliative care content.

· Annual Grand Rounds on palliative care topic assures that faculty mentors as well as residents have an
increased awareness of end-of-life care issues.

· Simple didactic presentations, regardless of the degree of interactivity, are not as effective in assuring the
 application of palliative care concepts to real life as a required hospice rotation might be. 
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END-OF-LIFE (EOL) CARE CURRICULUM DEVELOPMENT AT THE 

SAN DIEGO VA 

Bulow K., VASDHS, San Diego, CA.
A two-pronged strategy was implemented to improve EOL teaching at the VA San Diego Internal Medicine Residency Program affiliated with University of California San Diego School of Medicine. A clinical experience in EOL care for a small number of residents was begun in 12/98, while a faculty development program was simultaneously initiated to create a critical mass of faculty who can magnify the impact of the curriculum for the long term.

Our internal medicine residency program consists of 70 residents at 3 teaching hospitals, with the VA providing 40% of the rotations. We had no formal curriculum, distinct clinical rotations, hospice units or programs, or identifiable faculty with a focused interest in EOL care. However, San Diego Hospice, a not-for-profit community agency, had a highly qualified faculty who were already teaching residents from other programs in San Diego. 

The short-term goals were quickly realized by tapping into existing resources. A limited time was negotiated with the residency director and carved out of a VA primary Care rotation. In 12/98, 1 PGY-1 per month began spending 4 half days a week at San Diego Hospice. In 7/99, additional time was allotted to our program and 1 PGY-2 began spending 3 half days a week at San Diego Hospice and 1 half day a week at the Nursing Home Care Unit (NHCU) at the VA. To date, 19 PGY-1s and 13 PGY-2s have participated in this new EOL experience. The residents participated in small group didactic sessions, home visits with members of the hospice team or the VA Faculty Leader, and examination of patients in the inpatient units. Evaluation forms will be sent to the 32 residents who participated in the EOL program and analyzed. Assessment of needs, attitudes and knowledge of a sampling of Internal Medicine residents were collected with a questionnaire and pre-test at a noon time resident conference on an EOL topic in 7/99 and will be repeated in 6/00. 

A survey of the General Medicine faculty, who provide the majority of clinical teaching at our VA, revealed a group of faculty who were genuinely interested in learning and teaching EOL care. Study materials, certification information, funding for the certification fee and seminars on basic topics were set up to assist 6 attendings who became Certified in Hospice and Palliative Medicine in 4/00.

The EOL clinical experience will continue in its current format such that more than half of each graduating class will have participated in the EOL program. The 6 EOL faculty will continue to meet at a monthly EOL seminar and will incorporate EOL topics into a variety of teaching venues in which they participate including Morning Report, General Medicine Section Morning Conference, Medical Management Conference, Medicine Ward Attending Rounds, General Medicine Consultation Rounds, and the Primary Care Clinic.

PALLIATIVE CARE CURRICULUM FOR A CLINICAL ROTATION AT A COMMUNITY HOSPICE AND THE VA NURSING HOME CARE UNIT

Kwi Bulow, M.D., VA San Diego Healthcare System, San Diego, CA

GOAL:

To provide the resident with an introduction to the skills and attitudes needed to provide excellent end-of-life (EOL) care.  

OBJECTIVES:

· Understand the philosophy and goals of palliative care.

· Understand the role of the primary care physician in providing comprehensive, interdisciplinary end-of-life care.

· Perform effective assessments of EOL patients at the bedside.

· Judiciously use diagnostic and therapeutic modalities and technology in delivering compassionate and competent EOL care.

· Appreciate and address the multifaceted needs of the dying patient including physical, emotional, spiritual and financial.

· Communicate effectively with patients and families to establish appropriate goals of care.

TEACHING METHODS AND MATERIALS:

· Small group didactics: informal lectures on selected topics, discussion of journal articles, EPEC videotapes, and difficult EOL cases from the resident’s clinical experience.

· Bedside rounds with palliative care attendings at the inpatient hospice unit at San Diego Hospice and at the nursing home care unit (NHCU) at the VA.

· Home visits with the interdisciplinary team members at San Diego Hospice or the VA palliative care attending.

· Directed reading.

· Listening to audiotapes while traveling between clinical sites.

RESIDENT DUTIES AND RESPONSIBILITIES:

· Interview and examine patients in the inpatient unit at San Diego Hospice and the NHCU at the VA, perform bedside rounds with the palliative care attending, and write progress notes and orders.

· Make joint home visits with the interdisciplinary team members at San Diego Hospice or with the VA palliative care attending.

EVALUATION OF RESIDENTS:

· The residents are evaluated using the UC San Diego Internal Medicine Program evaluation form.

· The residents evaluate the EOL program through verbal feedback to the palliative care attending as well as a confidential written evaluation.

FACULTY:

· Kwi Bulow, M.D., VA EOL Faculty Leader

· Attending physicians at San Diego Hospice

STRENGTHS AND LIMITATIONS:

· Positive modeling by dedicated and skilled faculty.

· The opportunity to see the full range of services available in a variety of settings.

· Opportunity to work with interdisciplinary teams.

· Limited time in the rotation.

· Time lost traveling between clinical sites.

· Limited continuity experience with specific patients.
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DEALING WITH DEATH: STRATEGIES FOR CHANGING

ACADEMIC CULTURE 

Caralis, P.V. and West, C., Miami VA Medical Center, Miami, FL
The goal of the project was to build on the current academic resources and commitment at our Medical Center and to expand educational efforts to include training in palliative and end-of-life care.  Our objectives were: to define and develop a clinical curriculum for the Medicine faculty and housestaff; to recruit and develop a network of multidisciplinary faculty who will serve as mentors and whose expertise provide a base for improving care of the dying; and to evaluate the impact of the training on physicians' competencies and patients' outcomes.  The roadblocks which impede the ability of the academic culture to value end-of-life care as equal to physicians' curative role and sophisticated biotechnology included: gaps in knowledge of science and skills in palliative medicine; personal anxiety with death and lack of communication skills; competition for educational time for residents and faculty; and lack of rewards for exhibiting compassion and concern over issues in end-of-life care.

We established a Medical center advisory committee of key leaders and developed with them a strategic model, including short term, intermediate and long-term plans for training in palliative and end-of-life care.  Using current academic resources and the support of the chair of the Department of Medicine, we held in the spring, 1999 an invitational faculty development program and provided a curriculum manual on end-of-life care for all 142 attendings on the acute medicine wards at the MVAMC and the major UMMS teaching affiliate, Jackson Memorial Hospital.  This was followed by a sponsored program in the fall, 1999 on Palliative Medicine and End-of-life care which was attended by 110 medical center and community providers (32 physicians, 23 nurses, 50 associated/allied health and 5 administrative personnel). (See attached program).  In the fall 2000, four of the core faculty will present two, 2-hour workshops on "Communication Skills in End-of-Life-Care" at the annual regional meeting of the Florida Chapter of the American College of Physicians/ASIM.  

Concurrent with the faculty training programs, a curriculum was developed and implemented for the 148 PGY 1,2,3 internal medicine housestaff in the UMMS program (see attachment).  Core lectures were given during established resident and fellows lecture series; Dr. Caralis attended daily morning reports where case-based issues were raised and discussed and gave Grand Rounds for the Department of Medicine.  During the mandatory Ambulatory block rotations for interns and residents, Drs. Caralis and West provided each month an 8 hour workshop on communication skills enhancement  (breaking bad news, advance directive planning, termination of life-prolonging treatments/conflict resolution and requests for euthanasia).  Videotapes, journal articles, case simulations and role-playing were used during these training sessions.  Evaluation of the curriculums implemented include: pre and post assessment of housestaff competencies and concerns obtained from 62 PGY-1 Internal Medicine housestaff; survey of faculty's overall satisfaction and use of educational programs; and assessments of outcome measures for end-of-life care using the Dept. of Veterans Affairs Palliative Care Index (patient/family satisfaction and physical and psychosocial well-being).

Both the housestaff's and faculty's overall satisfaction with educational programs and confidence that skills/knowledge were used was 98%.  Improvement occurred primarily in communication skills, pain management and dealing with conflict situations (futile treatments).  Compliance with measures of quality end-of-life care also improved compared to the previous year prior to implementation of educational strategies.  Assessment and management of pain, dyspnea, GI symptoms and depression increased form 84% and 91% respectively to 100%.  These data were accepted for presentation at the annual AGA and AAHPM meetings this year.

For the future we will complete the following projects that were started: analysis of a comparative study on housestaff's and attending physicians' attitudes toward euthanasia; development and distribution of a pocket palliative care reference manual for housestaff; and development of a case-based CME program for Florida ACP/ASIM web-site.  We will continue to lobby for the increased support of a Palliative Care/Hospice team and the development of a required rotation for medicine residents, students, and other allied health staff and trainees.

Enthusiasm is in abundance at our Medical Center.  However, faculty development and recruitment, time, and sustained funding for educational efforts and research remain critical elements for the long-term establishment of excellence in end-of-life care.

CLINICAL CURRICULUM FOR AN AMBULATORY ROTATION DEALING WITH DEATH AND DYING: COMMUNICATION SKILLS IN END OF LIFE CARE  

P.V. Caralis, M.D., J.D., C. West, PhD, Miami Veterans Administration Medical Center, Miami, FL

GOAL:

To develop communication skills which enable housestaff physicians to discuss issues of care-giving with patients and their families.

OBJECTIVES
The housestaff will obtain the following knowledge, skills and attitudes:
A.  Attitude

· Understand the wide spectrum of unique patient/family responses to the news of a diagnosis of a potentially fatal illness (e.g. Anger, questioning, withdrawal, blame, etc.)

· Describe the personal difficulties clinicians may have in delivering such "bad" news.

· Recognize the importance of both verbal and non-verbal forms of communication.

· Use open, honest communication to facilitate the therapeutic efficacy of the physician-patient relationship.

· Demonstrate respect for family structure and roles when sharing information and arriving at decisions.

· Describe the value of a family conference for conveying information to all family members, for identifying vulnerable family members and for dealing with family conflicts. 

B.  Skill

· Demonstrate techniques for communicating distressing information to patients/families.  

· Specifically the residents will:

· Ensure that the setting provides as much privacy and dignity as possible.

· Encourage the patient to share information with a family member, or, in the case of an incompetent patient, encourage the family member to share information. 

· Provide understandable information.

· Use touch appropriately to convey caring.

· Listen to and interpret anger with concern and understanding.

· Welcome questions and concerns patients and families may have in order to assist them with appropriate decision-making, including the possibility of obtaining a second opinion.

· Use techniques to ensure that they are hearing the patient's and family's primary areas of concern. 

C.  Knowledge

· Describe the range of possible responses patients and families may have to "bad" news and decisions regarding termination of end-of-life treatments.

· Describe the goals of effective physician-patient communication.

· Describe strategies to maximize good physician-patient communication.

· Develop techniques in conflict resolution.

TEACHING METHODS AND MATERIALS:

A.  During 1-month ambulatory block rotation a workshop, 1-½ hours long, will be held each week.


B.  Each workshop will cover the following topics:

· Breaking bad news /truth-telling and cultural beliefs.

· Advance Care Planning.

· Discussing termination of life-prolonging treatments.  Issues of futility and strategies for resolving conflicts.

· Requests for physician-assisted suicide and euthanasia.

C.  A syllabus is given with pertinent journal articles, studies and references.

D.  Trigger videotapes, case-simulations and role-playing episodes are used to stimulate the discussions.

RESIDENT DUTIES AND RESPONSIBILITES:

A.  All interns and residents rotating through the mandatory ambulatory block rotations at MVAMC and JMH are required to attend.

B.  Pre and post assessments of housestaff competencies and concerns regarding end-of-life care, termination of life-prolonging treatments and euthanasia are obtained.

EVALUATION:

A.  Proposal for assessing individual housestaff's communication skills during their observed clinical exam is under review.

B.  The housestaff are evaluated during the sessions for their participation efforts.

C.  The housestaff evaluate the rotation and educational components, including the workshop.

FACULTY:

Pat Caralis MD, JD and Colleen West, Ph.D

STRENGTHS AND LIMITATIONS:

A.  Too short a time for interaction and real-time assessments. 

B.  Reliance on simulated cases.

C.  Exposure is limited to the ambulatory rotations.
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HOSPICE CONSULTATION CLINIC CURRICULUM DEVLOPMENT

IN A VAMC 

David Casarett, MD MA, VA Medical Center, Philadelphia PA

The VA Internal Medicine Residency program affiliated with the University of Pennsylvania began in the fall of 1999 to develop plans to integrate end-of-life care into our residency curriculum and evaluation program.  Due to a change in the Leader during the program initial plans for curriculum development needed to be revised substantially.  The new, revised program for curriculum development has shown substantial promise in a relatively short period of time.

At the beginning of the project, the new faculty leader performed a retrospective chart review of veterans referred to hospice, and identified needs for care that were present at the time of referral.  These needs for care served as the impetus for planning and implementing an innovative Hospital Consultation Clinic at the Philadelphia VAMC.

This clinic was designed with to achieve 4 goals:

1) To provide consultative advice about pain and symptom management to VA primary care providers and housestaff.

2) To provide information about hospice services and hospice eligibility to veterans and their families.

3) To facilitate timely referral of veterans to home hospice programs.

4) To build the foundation for an intensive palliative care training program for Internal Medicine Housestaff.

During the course of the project we have developed and implemented the Hospice Consultation Clinic.  Since its formal introduction in January of 2000, the clinic has provided services to over 70 veterans with life-threatening diagnoses.  The educational curriculum that accompanies this clinic is being developed in three stages.

Stage 1)  Every resident (or full-time primary care provider) who refers a veteran to the Hospice consultation Clinic will receive an immediate phone call (or e-mail, if unavailable) outlining the issues that were addressed, the problems that were identified, and the plan for care that was discussed.  Where appropriate, these contacts will be supplemented by relevant journal articles, or algorithms that were developed at the University of Pennsylvania Medical Center.

Stage 2)  Funding will be obtained to support the extension of the Hospice Consultation Clinic to the inpatient setting, to provide consultation for veterans in acute care beds as well as for veterans in the adjacent VA nursing home.  These interactions will be supplemented by the same materials that are being developed for outpatient consultations.

Stage 3)  When the clinic has achieved its full capacity, it will be opened as an elective rotation for Internal Medicine residents.  In addition to their clinical care responsibilities, residents will also be responsible for understanding of the binder of curriculum materials.  Assessment of educational impact will be assessed by a pre- and post-test at the beginning and end of each resident’s rotation.

CURRICULUM

David Casarett, MD MA, VAMC, Philadelphia PA
GOAL OF CURRICULUM and intended audience:

The goal of this curriculum will be to provide patient-based, clinically relevant education about end-of-life care to Internal Medicine residents and to primary care providers.

Objectives:  

To provide clinicians with the knowledge base and skills necessary to:

1) Manage common symptoms including:

· Pain

· Anorexia

· Fatigue

· Bowel obstruction

· Delirium

· Constipation

· Dyspnea

· Nausea

· Edema/ascites

2) Understand the fundamentals of home care for dying patients

3) Understand the basic elements of hospice care and hospice eligibility

4) Understand the symptoms of grief (including anticipatory grief) and identify and manage complicated mourning

5) Understand and be able to apply key elements of effective communication in the end-of-life settings, including:

· Assessing values and goals for care

· Establishing care plans

· Disclosing bad news

Teaching methods and materials:

Teaching will take place almost entirely in a clinic or consultative settings, via direct communication with residents or primary care providers.  Teaching is being planned for 3 stages:

Stage 1) Every resident (or full-time primary care provider) who refers a veteran to the Hospice consultation Clinic will receive an immediate phone call (or e-mail, if unavailable) outlining the issues that were addressed, the problems that were identified, and the plan for care that was discussed.  Where appropriate, these contacts will be supplemented by relevant journal articles, or algorithms that were developed at the University of Pennsylvania Medical Center.

Stage 2) Funding will be obtained to support the extension of the Hospice Consultation Clinic to the inpatient setting, to provide consultation for veterans in acute care beds as well as for veterans in the adjacent VA nursing home.  These interactions will be supplemented by the same materials that are being developed for outpatient consultations.

Stage 3) When the clinic has achieved its full capacity, it will be opened as an elective rotation for Internal Medicine residents.  In addition to their clinical care responsibilities, residents will also be responsible for understanding of the binder of curriculum materials.  Assessment of educational impact will be assessed by a pre- and post-test at the beginning and end of each resident’s rotation.

Resident duties and responsibilities:

In stage 3 (rotation through the Hospice Consultation Clinic/Consult Service) residents will have the following responsibilities:

· Evaluation of new patients and development of a treatment plan

· Conducting regular follow up of veterans in hospice, via telephone and home visits with a hospice nurse

· Completing assigned educational materials during the course of the rotation

Evaluation process:

The evaluation process in stage 3 will consist of a pre- and post-test that will assess core domains of knowledge.  Residents will also be evaluated by the faculty leader, as well as by the hospice nurse who participates in the Hospice clinic, and by the social worker and chaplain.  In order to receive an adequate evaluation, residents must demonstrate a sensitivity to the problems and challenges of end of life care, and must be able work with this interdisciplinary team to develop a comprehensive care plan that meets the veterans medical, psychological, social, and spiritual needs for care.

Faculty requirements:

Initially, the Hospice Consultation Clinic and the educational curriculum that is under construction will require one session per week of faculty time, in addition to time spent in preparation.  However, it is anticipated that, if the clinic is successful, additional time will be needed to provide additional clinic slots and to permit time for inpatient consultation.  In part, it is our hope that these activities will be supported by a clinical programs grant that has been submitted.

Strengths and limitations of the curriculum:

The planned curriculum promises to be able to provide hands-on intensive training in end of life care to Internal Medicine residents.  By supplementing consultations with additional educational materials, it also increases dramatically the number of residents who will be exposed to the curriculum, and makes it possible for residents who are doing the Hospice rotation to demonstrate their expertise to other residents who request consultations.  Despite these strengths, it should be noted that this curriculum is still in the process of development, and will not be fully functional for at least another year.  Although unfortunate, this is not unexpected because this faculty leader began over halfway through the program.

Bibliography :

The bibliography is currently under development

FINAL REPORT FOR VA FACULTY LEADERS PROJECT FOR IMPROVED CARE AT THE END OF LIFE
Cleary J., and Bridges A., William S. Middleton Memorial Veterans Hospital, Madison, WI
Major Goal: Implement a curriculum for EOL care in the internal medicine training program through VA Continuity of Care Clinic Teaching Conference, VA Firm Clinic Teaching Conference, 4 week rotation in the Hospice Unit, Web Conferencing Modules for self study.

The Medical Service at the Middleton VA Hospital is composed of 49 acute care beds (downsized from 96 in FY95).  The occupancy rate is 75-85%.  The Medical Service has merged with Ambulatory Care for maximum efficiency.  Ambulatory Care has 75 examination rooms and processes more than 59,000 visits each year.  There are 136 staff physicians in the VA Medical Service out of 180 faculty members in the Medicine Department at the University.  The internal medicine residency program includes 78 internal medicine and 15 transitional residents.  The Middleton VA Hospital is closely affiliated with the University of Wisconsin Hospital and Clinics.  They are located next to each other and are connected on two floors for easy access.  The staff and training programs are integrated and most specialties have combined consult services.  The Residency program is directed through the University of Wisconsin. 

As the focus of resident education within the VA Internal Medicine Program is Morning Report, the educational efforts were focused on this venue rather than the Firm Clinic Teaching and Continuity of Care Clinic Teaching Conference.  Each month Palliative Care and end of Life cases and issues are discussed, lead by the chief resident (one of three rotating through from the UW) with faculty support.  Discussions are case based and have covered issues of cancer pain, end of life issues with COPD patients and cardiac patients, feeding of patients at the end of life and ethical dilemmas (see curriculum report).

The establishment of inpatient palliative care beds both within the VA and University of Wisconsin has been delayed.  A new inpatient community hospice facility is due to open on June 1st and the role of residents within this program is currently under discussion. It is hoped that residents will be involved in direct patient care within the inpatient hospice facility.  

Web based training modules are still under development.

While recognizing that palliative care and hospice have different meanings in this country, hospice has been recognized as an excellent model of end of life care.  Both the number of referrals and the length of stay of UW and VA patients within local hospices will be used as end points to the effect of this intervention.  Preliminary data suggests that the experience of oncology fellows has significantly increased earlier referrals to community hospices. 

The VA Palliative Care Team has received a QUERI grant to assess needs of cancer patients at the end of life.

The VA Chief Resident for Ambulatory Care for 2000-2001 will be focusing on palliative care.

 Palliative Care Morning Report

James F Cleary, MB BS, FRACP, FAChPM, William S. Middleton Memorial Veterans Hospital, Madison, WI

GOAL:

To promote changes in attitude, knowledge and skills for palliative care among resident.

OBJECTIVES :

· To model that care of the dying is an important and rewarding focus of health care.

· To appreciate the importance of multidisciplinary teaming in end of life care

· To expose residents to the expansive knowledge base that exists in end of life care. 

· To promote the skills of symptom assessment.

· To promote the skills of symptom management at the end of life.

· To promote the skills of communication at the end of life.

· To encourage residents to make balanced ethical recommendations to patients and their families at the end of life.

TEACHING METHODS AND MATERIALS :

· Morning report case discussions with appropriate literature. 

RESIDENT DUTIES AND RESPONSIBILITIES:

The chief resident discusses with the palliative care teaching attending 3-4 days prior to the conference. All participating residents are encouraged to enter into discussion and to read further based on the provided literature and their own level of interest.

EVALUATION OF RESIDENTS:

The importance of end of life care within the health care system is being stressed throughout the whole health care system.  This is a consideration in their overall evaluation.  

FACULTY:

James F Cleary, MB BS, FRACP, FAChPM

Section of Medical Oncology

STRENGTHS AND LIMITATIONS:

Morning report is the main focus of resident education. Using a session each month legitimizes the importance and value of palliative care.

Morning report as a case based learning exercise tends to rely on current cases within the hospital.  The chief residents do keep an interest in this area and keep cases in mind for the monthly meeting.  Morning report does not allow bedside teaching as a regular activity.  It is hoped that an increase in the consultation service in the next year will allow an increase in bedside teaching as will resident experiences within the community hospital.

BIBLIOGRAPHY:

Oxford Textbook of Palliative Medicine. Ed: Derek Doyle, Geoffrey Hanks, Neil MacDonald.

Palliative Medicine A case based Model. Ed: Neil MacDonald.

Multiple articles taken from journals pertaining to the specific topics

END-OF-LIFE (EOL) CARE CURRICULUM DEVELOPMENT IN A HEALTH SCIENCE CENTER
Crawford, G.E., Gerety M., O’Keefe, M, Henderso,n M.,  Veterans Administration South Texas Veterans Health Care System (San Antonio), a component of the University of Texas Health Science Center at San Antonio (UTHSCSA), San Antonio, Texas 

The UTHSCSA is a consortium of the University Health System, the Veterans Administration South Texas Veterans Health Care System, and the University of Texas School of Medicine in San Antonio.  It sponsors an Internal Medicine Residency program including 92 residents (PG1-PG3), three Chief Residents and utilizes two main teaching hospitals (University Hospital and the Audie L. Murphy Memorial Veterans Hospital - San Antonio).  

We have worked since the fall of 1998 to integrate end-of-life care into the Health Science Center at all levels, focusing on the Department of Internal Medicine.  During the course of the project we have trained new faculty, instituted a palliative care fellowship, incorporated End of Life teaching for medical students, and implemented an End of Life Care curriculum for the Internal Medicine residents.  

The primary barrier that we faced were a lack of commitment on the part of the majority of the faculty, who felt over tasked with competing teaching, patient care and research priorities.  We addressed this with a Grand Rounds presentation for the medical faculty on the over-arching principles of end of life care, followed by recruitment and training of a small group of medicine and subspecialty faculty as subject matter experts.  Residents were provided with didactic sessions on advance directives, and pain management and practical sessions on communication skills.  End of Life teaching was made a part of the required Geriatric and Ambulatory Care resident rotations.  Enhanced resources were provided, including a copy of the “Handbook for Palliative Care”, computer based self-paced learning and exercises in communications skills, and a local web site listing End of Life resources accessible from all clinical sites.  We made available a palliative care consultation service, which residents were encouraged to use and take as an elective rotation.  Medical students were introduced to concepts of Advanced Directives in conjunction with a community-based rotation with elderly individuals, and Communication Skills in their Ambulatory Medicine third year medicine requirement.  

Future plans include systematic assessment of resident and fellow knowledge with annual testing of knowledge and attitudes, which will be used to identify opportunities to improve.  Utilizing trained faculty, other training programs will be offered training support for communications skills, a noted institutional deficiency by the ACGME.  Other local initiatives that will continue to bear fruit include University wide lecture series open to medical students, residents, and nursing students on End of Life Issues, a local training session of EPEC faculty, and a University wide pain management knowledge assessment by the Department of Anesthesia.  

Programmatic changes that will remain at the conclusion of this grant include the Internal Medicine End of Life Curriculum, Self paced learning software for communications skills, Web site support for end of life issues, the Palliative Care consultation service, and enhanced faculty skills and awareness of these issues.  

COMMUNICATIONS ISSUES IN AMBULATORY CARE CURRICULUM

Mary O’Keefe, M.D., George Crawford, M.D., Audie L. Murphy Memorial Veterans Hospital, San Antonio, TX

GOAL:

To provide the Internal Medicine Residents and Students the opportunity to gain knowledge and skills in communicating with patients in ambulatory care settings.  

OBJECTIVES:

The resident will: 

· Learn specific skills in open ended questioning of patients.  

· Learn how to recognize hidden agendas.

· Know how to structure (SPIKES) the delivery of bad news.

· Be able to initiate discussion of sensitive topics, such as advance directives.

· Learn relevant Texas law to advance directives, Power of Attorney for Health Care, and counsel patients on general principles of withdrawal or withholding of medical care.

· Develop the ability to involve the patient or other medical decision makers in decisions on health care.  

· Develop an understanding of the expertise of the other members of the clinic support staff and what they offer to the care of the patient and family

TEACHING METHODS AND MATERIALS :

· Weekly sessions will be held in the ambulatory care clinic in the VA hospital.

· Additional Sessions will be held in PGY-1 Small Group Sessions.

· Readings will be assigned from the Ambulatory Care Curriculum Literature Collection

· Dr. Robert Buckman’s “A Practical Guide to Communication Skills in Clinical Practice” will demonstrate common techniques and pitfalls.

· EPEC Curriculum slides will be used for “Breaking Bad News”.

· Additional articles will be assigned for reading from the Ambulatory Care Curriculum

· Role playing in small groups will be used to practice skills.

· Patient encounters will be videotaped and critiqued when possible.

RESIDENT DUTIES AND RESPONSIBILITIES:

· The Resident will attend and participate in the didactic sessions.

· Residents will identify patient volunteers for videotaping sessions.  

· The resident will read on assigned topics and demonstrate their knowledge. 

EVALUATION OF RESIDENTS:

· The residents will be evaluated on the UTHSCSA clinic resident evaluation form based on their performance in the clinic.

· Residents will receive verbal feedback from faculty and peers on their role-play and video taped patient encounters. 

· The residents will be evaluated annually by written examination on their knowledge of patient communications as part of a comprehensive palliative care skills assessment.  

FACULTY:

· Mary O’Keefe, M.D., Division of General Medicine

· George Crawford, M.D., Office of Education, Department of Medicine

STRENGTHS AND LIMITATIONS:

· Training in small group settings allows student-instructor interaction and role-playing to build confidence.  

· Use of videotape adds realism and the ability to focus on transient events. 

· Availability of CD collection at clinical care sites allows “on-demand” learning on the resident’s time schedule.

· The scope of this experience is limited in terms of overall palliative care goals, however, other aspects are taught in didactic sessions, or other specialized rotations such as the ICU and the Oncology rotation.  

· Video taping capability is limited by time and equipment constraints.  Simulated patients would be useful, but cost prohibitive.  

BIBLIOGRAPHY:

Emanuel LL von Gunten CF, Ferrris FD.  The Education for Physicians on End-of-life Care (EPEC) Curriculum, 1999. 

Buckman R, Korsch B, Baile R.  A Practical Guide to Communication Skills in Clinical Practice

UNDERDOGS IN THE COMPETITION FOR CURRICULUM TIME: PALLIATIVE CARE AND GERIATRICS
Dolinar, T., Cleveland VA Medical Center, Cleveland, OH
Competition for time has been one of the major barriers in implementing an end-of-life care curriculum.  Combining a rotation involving an outpatient geriatric and a hospice and palliative care experience, both of which were not in existence prior to July 1999, has proven an effective strategy.

Ours is a joint program at the VA and University Hospital with approximately 90 residents who rotate monthly. The major goals were to provide a diverse experience with both didactics and a practical experience in symptom management and communication skills.  An initial pretest assessment revealed a lack of knowledge in the very basics of symptom management and significant misconceptions about fluids and nutrition at end of life.

A rotating series of conferences eventually modified from the EPEC curriculum was begun at noon conference. Issues not easily discussed without focused time such as advance directives and communication issues have been well received at ambulatory conference. The need for practical experience and "modeling" of end- of life care by faculty was recognized and initially met by encounters with the residents during VA palliative care consult rounds. This proved to be a "spotty" experience, depending on whether the resident had a referred patient.  Efforts were then focused on a required rotation involving geriatrics and palliative care.  The geriatric clinic itself has provided an excellent "modeling" opportunity to discuss feeding issues in patients with dementia.  The palliative care experience includes a rotation at several inpatient community hospices, where PGY2 residents help admit and manage patients and attend interdisciplinary meetings with an ethics consultant. The rotation has been well received and will remain. Efforts will be made in the future to expand the time allotted and allow home visits.  A pre and post rotation questionnaire has been developed with Dayton VAMC as an outcome measure.

PALLIATIVE CARE CURRICULUM VAMC, CLEVELAND, OHIO

Teresa Dolinar, MD

GOALS: 

To provide a diverse experience in end-of-life care through didactics, practical experience in symptom management, and "modeling" of communication skills

OBJECTIVES: 

The internal medicine resident will:

· Gain practical experience in the assessment and management of common

· Symptoms including pain and non-pain syndromes

· Gain experience in communication skills including "breaking bad news"

· 3.understand and be able to articulate the ethical issues involved in withholding or withdrawing therapies

· Begin to appreciate how cultural issues impact care 

· Gain practical experience in working with the interdisciplinary team 

· Be involved in family meetings and discussions with primary care providers

· Gain practical experience in the assessment of psychosocial needs

TEACHING METHODS AND MATERIALS:

1.
 Didactics:

· "Hospice Day" annual conference held at the VA during November "hospice month":  stresses communication skills- part of a larger all-day conference- ensure that residents on ward rotations attend by having chief residents "donate" morning report and noon conference time for the day and schedule key speakers then

· Noon conferences based on EPEC modules for symptom management with brief "board-style" pretests to stimulate interest and minimize "eat and run"

· Ambulatory and morning report conference where residents have more focused time away from patient care responsibilities to discuss advance directives, goals of care, and fluids and nutrition. Also the topic of "breaking bad news" with short video clips from recent mainstream movies (e.g. Stepmom and One True Thing) 

· "Transplantable" cases to discuss cultural and social issues (e.g. palliative pain management in a patient with prior substance abuse)  

2.
Practical experience:

· "Teaching" moments at the bedside during palliative care consult rounds at the VA, which may involve family meeting

· A required 2-week ambulatory geriatric and palliative care experience during the PGY2 year including a rotation at two community inpatient hospices. The geriatric clinic and nursing home rotation portion itself has proved to be an excellent opportunity to "model" end- of- life discussions and communication skills ( e.g. discussing advance directives with the patient with early dementia and family; discussing fluids and nutrition with the family of a patient with advanced disease)

RESIDENT DUTIES AND RESPONSIBILITIES:
· Attend rounds with VA palliative care consult team 

· Attend scheduled time at two inpatient community hospices where resident will help admit patients, determine appropriate orders for effective symptom control, and attend an interdisciplinary meeting with an ethics consultant,  an oncologist, and the hospice medical director

· Read Peter Story's  "Primer of Palliative Care" prior to their rotation which is provided to them (is brief and manageable for the resident yet a very valuable introduction - can be purchased in bulk from the AAHPM)

EVALUATION OF RESIDENTS:
· Pre and post rotation questionnaires that were developed in conjunction with Dayton VAMC

· Department of Medicine evaluation form 

FACULTY REQUIREMENTS:

· Organize a rotating series of lectures modified from EPEC curriculum

· Invite residents to participate in  their clinics, nursing home rounds, anD rounds at off-site hospice training locations

STRENGTHS AND LIMITATIONS:

· The required rotation time is very limited but the hope is for a one month required rotation

· Residents are reliably exposed to palliative care during their PGY2 year.

· Faculty with an interest in end-of-life care are more visible as a resource within the VA, and this has led to an increase in resident interest and "curbside" consults even at the University Hospital where a palliative care consult team does not yet exist

· Residents get more exposure to hospice and palliative care patients with a cancer diagnosis traditionally, but the "geriatric" portion of the rotation ensures that non-cancer diagnoses are well represented (e.g end-stage CHF)



REFERENCES:

STORY, PETER: PRIMER OF PALLIATIVE CARE (provided to the resident)

PAIN MANAGEMENT TUTORIAL ON ROXANE. COM (internet)

OXFORD TEXTBOOK OF PALLIATIVE MEDICINE, Second Edition, Derek Doyle, 1998

JOURNAL OF PALLIATIVE MEDICINE (now available in the CVAMC library)

Syllabus of articles on a variety of topics in palliative care is available in binder for resident to photocopy articles of interest.

PALLIATIVE CARE CURRICULUM DEVELOPMENT FOR THE INTERNAL MEDICINE RESIDENCY PROGRAM IN A VA HOSPITAL

 Eidsness, L.M., Royal C. Johnson VA Medical Center, Sioux Falls, South Dakota.

The University of South Dakota School of Medicine Internal Medicine Residency Program, affiliated with the VA Medical Center, has worked since the fall of 1998 to develop a palliative care curriculum.  Our residency program has 20 residents (PGY1-PGY3) and utilizes two community teaching hospitals in addition to the VA Medical Center.  Prior to the Project, there was no formal curriculum in palliative care.

We recognized the need to develop a comprehensive palliative care curriculum that would be integrated throughout the entire program, covering the main content areas of palliative care, and provide clinical experience as well as didactic information.  We are doing the following to accomplish these goals.  The other curriculums have added end-of-life objectives where appropriate.  We instituted monthly interdisciplinary palliative care rounds in June 1999.  This team includes a palliative care physician, medical social worker, a chaplain, a nurse, a patient care representative, a home health care nurse, and a PharmD, in addition to the residents and medical students.  We discuss a clinical situation from an interdisciplinary focus and see the patient as appropriate.  In August 1999, we started an every other month series in palliative care for Internal Medicine Grand Rounds.  Starting in July 2000, monthly noon conferences will focus on the objectives of the curriculum.  These lectures will repeat every eighteen months.  Monthly educational handouts to both the residents and faculty based on the objective for the month will complement these.  Also in July, we will initiate monthly interdisciplinary rounds at one of the community hospitals.

Methods used to assess the impact of the intervention are still being developed.  Patient and family satisfaction will be important.  Assessment of the residents will be accomplished by comparing a pretest given in November 1999 through a national project, with a posttest at the completion of the eighteen-month cycle.

We are in the process of developing a palliative care unit at one of the affiliated hospitals.  Even though our focus has been on integrating palliative care education throughout the internal medicine curriculum, we would like a palliative care rotation in this unit.  Other future plans include a faculty development program not only for the academic faculty, but also the clinical faculty.  All three hospitals are in the process of developing pain consult teams and the residents could be part of this on their palliative care rotation.

The USDSM Internal Medicine Residency Program and the VA Medical Center are committed to palliative care education and improvement of care for patients at the end-of-life.  This commitment will continue after completion of the Project.

UNIVERSITY OF SOUTH DAKOTA SCHOOL OF MEDICINE INTERNAL MEDICINE RESIDENCY PROGRAM PALLIATIVE CARE CURRICULUM

LuAnn M. Eidsness M.D., Associate Professor, Department of Internal Medicine, Division of Palliative Care, Royal C. Johnson VA Medical Center, Sioux Falls, South Dakota
OVERVIEW:  

Internal Medicine physicians will care for patients at the end of life.  The physician must provide respectful, comprehensive, interdisciplinary care that accommodates the wishes of the patient and his/her family.  “Palliative care is the active total care of patients whose disease is not responsive to curative treatment.  The goal of palliative care is achievement of the best possible quality of life for patients and their families. ” (WHO)

GOALS:  

The Internal Medicine Resident will develop a core base of knowledge and skills to improve competence in caring for people at the end of life.  

OBJECTIVES: 

The Internal Medicine Resident will be able to:

A.  Elements of end-of-life care:

· Define palliative care

· Describe hospice, Medicare requirements and palliative care program standards

B.  Goals of care
· Understand how to use the 7-step protocol to negotiate goals of care

· Understand how to identify reasonable hope

· Be able to communicate prognosis and its uncertainty

· Be able to set limits on unreasonable goals

· Understand how to identify goals when patients lack capacity

C.  Advance Care Planning

· Define advance care planning, the types of directives, and explain its importance

· Describe the steps of the advance care planning process

· Describe the role of the patient, proxy, physician and others

· Identify pitfalls and limitations in advance care planning

D.  Determining Prognosis

· Understand the National Hospice Organization’s guidelines for determining prognosis

· Describe the steps in determining prognosis

E.  Communicating Bad News

· Know why communication of bad news is important

· Understand the 6-step protocol for delivering bad news

F.  Pain Management Part I

· Compare and contrast nociceptive and neuropathic pain

· Know the steps of analgesic management, WHO ladder

· Know the pharmacology of the analgesic agents

· Know the adverse effects of analgesics and their management

G.  Pain Management Part II

· Define and distinguish between opioid tolerance, physical dependence, and psychological dependence.

· Describe the indications, pharmacology and side effects of the adjuvant medications.

· Know federal and state regulations for controlled substances. 

H.   Management of Common Physical Symptoms 

· Know the general guidelines for managing non-pain symptoms

· Know the assessment and management of common physical symptoms

I.  Depression, Anxiety, and Delirium

· Identify depression, anxiety, delirium

· Describe management

J.  Psychosocial and Spiritual Assessment and Management

· Describe the nature of hope vs. cure.

· Differentiate between spirituality and religion.

· Describe how to spiritually assess and help patients.

K.  Sudden Illness

· Describe the features of sudden illness that require special skills

· Know how to communicate effectively in the face of sudden illness

· Know how to guide decision-making in the face of sudden illness

L.  Withholding or withdrawing therapy

· Know the principles for withholding or withdrawing therapy

· Apply these principles to the withholding or withdrawal of:  artificial feeding, hydration, ventilation, cardiopulmonary resuscitation

M.  Terminal Dyspnea

· Describe the causes of dyspnea.

· Describe at least four non-drug treatments for terminal dyspnea.

· Understand the role of opioids and benzodiazepines.

· Understand the medical facts and ethical arguments concerning opioid induced respiratory depression, physician-assisted suicide and euthanasia in relation to opioids used to treat terminal dyspnea.

N.  Last hours of living

· Describe how to prepare and support the patient, family and caregivers

· Assess and manage the pathophysiological changes of dying

· Describe how to pronounce a person dead

· Describe how to obtain consent for autopsy

O.  The physician’s response to dying and death

· To provide a format where issues and practices may be discussed openly by the residents

· To allow residents to learn from others experiences

· To provide the resident with skills to deal with death and dying

P.  Legal Issues in end-of-life care:

· Discuss paradigm cases that have affected end-of-life care

· List the elements of informed consent

· Discuss the treatment limitations at the end-of-life

· Describe decision-making capacity and incapacity

Q.  Physician-Assisted Suicide

· Define Physician-assisted suicide (PAS) and euthanasia

· Describe their current status in the law

· Identify root causes of suffering that prompt requests

· Understand a 6-step protocol for responding to requests

R.  Medical Futility

· List the factors that might lead to futility situations

· Understand how to identify common factors

· Understand how to communicate and negotiate to resolve conflict directly

· Understand the steps involved in fair processes to resolve intractable conflict

S.  Palliative Care rotations

· Apply the concepts learned in the lectures and reading to caring for patients during other Internal Medicine rotations dealing with end-of-life care or an elective in Palliative care medicine.

· Work with the interdisciplinary team in caring for patients

· Identify the community resources available 

IV.  TEACHING METHODS AND MATERIALS

A.  Noon Conferences: The core topics of palliative care will be covered during these didactic sessions.  This will include a lecture on the objectives, a discussion of the topic, and case presentation.

B.  Interdisciplinary Palliative Care Rounds: These will be held with the ward teams at the VA Medical Center and the Internal Medicine Teaching Service at Sioux Valley Hospital and University Medical Center to discuss end-of-life care for patients currently in the hospital, and their families.  The interdisciplinary team includes a Palliative care physician, social worker, nurse, pharmacist/PharmD, chaplain, and patient representative. 

C.  Journals:  The residents will record their experiences and reactions to patients and families dealing with end-of-life issues.  These experiences can be shared with their colleagues during the noon conference on “The physician’s response to dying and death” or with an attending physician.

D.  Patient/Family/Resident Conferences: This conference will be held as needed in the care of the patient and family, or during the interdisciplinary rounds.  This would involve a patient at his/her end-of-life or the patient’s family, to share their feelings and perceptions of what they are or have experienced, or develop a plan of care.

E.  Geriatric Rotation: The residents spend one month on a geriatrics rotation during the third year. During this time, issues in end-of-life care will be covered.  See also the Geriatric Curriculum.

F.  Oncology Rotation: A rotation in oncology will provide the resident opportunity to learn palliative care, including pain management.  The resident will have an opportunity to work in a hospice setting.  See also the Oncology Curriculum.

RESIDENT DUTIES AND RESPONSIBILITIES:

A.  The resident will attend Grand Rounds, Noon Conferences, and the interdisciplinary rounds.

B.  The resident will take the pretest and posttest.

C.  The resident will seek out assistance from the interdisciplinary team in caring for their patients at the end-of-life.

D.  The resident will complete the journal as described in the objectives.

FACULTY:

A.  LuAnn M. Eidsness M.D., Associate Professor, Department of Internal Medicine, Division of Palliative Care

B.  Michael Robinson M.D., Associate Professor, Department of Internal Medicine, Division of Palliative Care

C.  Faculty of the Department of Internal Medicine.

EVALUATION:

A.  Pre and post testing will be done to evaluate understanding and comprehension of the material.

B.  The attending physicians will evaluate the resident on palliative care during all rotations as appropriate.

STRENGTHS AND LIMITATIONS:
A.  This is a comprehensive curriculum, providing a wide breadth of knowledge and experience for the internal medicine resident.  It includes a strong didactic curriculum, interdisciplinary rounds and opportunity for palliative care experience.

B.  Limitations of this curriculum are that few residents take the oncology rotation and there isn’t a palliative care ward.

REFERENCES:

Doyle, Hanks and MacDonald, OXFORD TEXTBOOK OF PALLIATIVE MEDICINE, Oxford Press, 2nd Edition.

Enck, Robert E, THE MEDICAL CARE OF TERMINALLY ILL PATIENTS. Johns Hopkins press l994

American Academy of Hospice and Palliative Medicine PRIMER OF PALLIATIVE CARE, Porter Storey, MD, 1996

TRAINING IN END OF LIFE CARE AT THE SAN FRANCISCO VAMC
  Fuller, J.D., Borgenicht, K.,  and Hallenbeck, J., San Francisco VAMC, San Francisco, CA
The San Francisco VA Medical Center’s (SF VAMC) academic affiliate is the University of California, San Francisco (UCSF).  The SF VAMC serves as an integral training site for Internal Medicine Residents and Geriatric Fellows of UCSF.  In addition, residents from the St. Mary’s Hospital Internal Medicine Residency program obtain training in Geriatrics at the SF VAMC.

Prior to 1999, no formal medical housestaff training in end of life care was available at the San Francisco VAMC.  In order for training to be provided, it was felt that a model clinical site was needed to foster such training.  As a result, initial efforts went into developing a formal teaching Palliative Care Unit.  This was accomplished by devoting 10 beds within the 110-bed nursing home care unit to palliative care.  At the same time, an EOL curriculum was being developed for a target audience of geriatric fellows who would rotate through the unit on a two-month basis.

On September 1, 1999 the first geriatric fellow of UCSF began to have a formal rotation devoted to end of life care.  A two-month rotation on the palliative care unit is now an integral part of the geriatric fellows training.  In addition, as part of the geriatric training of internal medicine housestaff, each resident on the geriatric service spends one half day per week with the geriatric fellow on the palliative care unit on a more informal basis.   This amounts to 5 geriatric fellows and roughly 36 internal medicine residents who will have exposure to the palliative care unit per year.

A core EOL curriculum is given to the geriatric fellow on the palliative care rotation.  This curriculum covers content areas of pain management, non- pain symptom management, physician-patient communication, cultural issues in EOL care, spiritual issues at the end of life, and barriers to the provision of good EOL care.  The curriculum is covered in both didactic sessions and daily bedside rounds.  As a result of the curriculum being taught in the nursing home, a nice benefit has developed in that the geriatric fellow has become instrumental in teaching principles of good EOL care to all the nursing home personnel.

Given the establishment of a substantive foundation and physical site for EOL training at the SF VAMC, future efforts are to be directed at greater integration of EOL care into the entire facility.  Plans are underway to develop a palliative care consult service originating out of the palliative care unit.  In addition, efforts are being made to integrate medicine housestaff from the St. Mary’s Residency program into the functioning of the palliative care unit.  Finally, a pre- & post- ward rotation test to evaluate effectiveness of disseminating EOL knowledge will be developed.

(Of note, the Faculty Leader at this site transferred to the SF VAMC from the VA Palo Alto HCS on January 1, 1999, after the awarding of the supporting grant.)  

PALLIATIVE CARE CURRICULUM FOR GERIATRIC FELLOWS

Jon D. Fuller, MD, San Francisco VAMC
GOAL:

To provide the geriatric fellow the opportunity to gain knowledge, refine attitude, and develop skill in the provision of palliative care.

OBJECTIVES:

The Fellow will:

· Develop knowledge and skills in the evaluation and management of pain.

· Develop knowledge and skills in the evaluation and management of non-pain symptoms encountered in end of life care.

· Learn to recognize many forms of suffering.

· Become adept at addressing spiritual issues at the end of life.

· Learn and utilize the skills of effective physician-patient-family communication at the end of life.  (i.e. sharing bad news)

· Learn cultural variations in end of life rituals.

· Learn to recognize the barriers to providing excellent end of life care.

· Develop skills to overcome the barriers to providing end of life care.

· Learn the ethical issues commonly encountered during care at the end of life.

TEACHING METHODS AND MATERIALS:

· Didactic sessions with geriatric fellows and internal medicine residents one half day per week.

· Daily bedside teaching rounds.

· Presentation of Internal Medicine Grand Rounds.

· Field trip to hospice unit, VA Palo Alto HCS.

FELLOW DUTIES AND RESPONSIBILITIES:

· Become primary provider for the patients of the 10 bed inpatient palliative care unit rounding daily.

· Aggressively attend to pain and symptom management of the patients and address their suffering of whatever nature.

· Mentor rotating internal medicine residents.

· Provide in-service education to the personnel of the NHCU.

EVALUATION OF FELLOWS:

· Evaluation of the fellows performance on the unit will be judged by the attending physician of the palliative care unit 

· Formal evaluation is in development.

FACULTY:

· Kathryn Borgenicht, MD, Director, Palliative Care Unit.

· Jon D. Fuller, MD, AGSF, Medical Director, HBPC

STRENGTHS:

· Dedicated palliative care unit.

· Dedicated faculty.

· Established formal rotation integrated into geriatric fellowship curriculum.

LIMITATIONS:

· Limited access to internal medicine residents.

· Internal medicine residency with predominant focus on acute, tertiary care.

· Time.

· Staffing

BIBLIOGRAPHY:

Oxford Textbook of Palliative Medicine, Second Edition, Ed. Derek Doyle, 1998

Palliative care handouts developed by James Hallenbeck, MD, VA Palo Alto HCS.

Web site:  www.growthhouse.org

SF VAMC Palliative Care Unit syllabus

A WORK IN PROGRESS: IMPLEMENTING AN END-OF-LIFE CURRICULUM AMIDST CHAOS
Hankins  M.,  VA Boston Healthcare System, Boston, MA

My project, born eighteen months ago, is still in its infancy and very much a work in process. This abstract will attempt to describe the progress I’ve made, as well as to discuss the unanticipated roadblocks I have encountered.

I had proposed what I thought would be a fairly simple task. I wanted to borrow from already developed  End of Life curriculum and make it not just didactic but to have it modeled by the staff as they did bedside and clinical teaching rounds. I had hoped to adopt an education model already in place at our facility, which teaches junior residents the management, teaching and evaluation skills necessary to head a ward team. The roadblocks I had anticipated were finding time in the packed curriculum, figuring out how to implement an intradisciplinary curriculum since, because good EOL care is intradisciplinary then teaching it must be too. I had also anticipated that the residents would need to have some prodding to appreciate the need for this type of education. But these were nothing compared to the unanticipated roadblocks.

I vastly underestimated the institutional chaos that comes with merging not only two different VA’s, but two different medical schools at a time of financial crisis. This led to constantly changing leadership and agendas as well as the loss of key support people and people willing to get involved in new projects. I also did not anticipate the need to be well connected at our affiliate, Boston University. Finally, I did not count as a roadblock my inexperience or the critical need to let some other responsibility go in order to focus on a project so new and different for me.

Luckily I found a resident, Dr. Lucia Jander who was quite disappointed with the EOL curriculum at BU and shared my enthusiasm to make a change. For her chief resident project she proposed to work with me to develop the curriculum across the whole residency program. She and I formed a small group that included two residents and Dr. Sharon Levine from Geriatrics at Boston University.  We decided that my initial project was more than we could do. Instead, we decided to participate in David Weissman’s End-of-Life Education Project as a springboard to implementing a curriculum at BU; I had learned of this project because of all the resources provided by the VA Faculty program. With support from the Program Director we enrolled in David Weissman’s project and have been participating all year.

We have administered his palliative care self-assessment “test” to faculty and internal medicine residents at both BU and the VA and attended the training workshop.  Through mostly the resident’s hard-work we have a curriculum proposal that includes the intern lectures, morning report discussions, bedside teaching, more grand rounds devoted to EOL care, and the coup, one week set aside in the second or third year to do a mandatory hospice rotation. Evaluation will include pre and post test to evaluate knowledge base, written evaluation from hospice staff, written housestaff evaluation of rotation and a personal reflection piece. We will use this data to support continuation of the rotation, and hope to write it up. Most importantly the two other residents in our group are going to be Chief Residents in 2000/01 and 2001/02, which should insure continuity.  Our next focus will be on faculty development. Lucia and Jennifer Hughes (next year’s chief) gave an impressive presentation of their work to the BU Medical Management meeting to publicize. This could not have been done without the support of Sharon Levine who knows the BU system much better than I could.

For my part, I have been giving intern lectures, and morning report on a regular basis on EOL topics. I also attended on the ward three times this year in order to do the bedside teaching that I feel is so crucial. This has helped to recruit residents for the palliative care elective I have started in my clinic.  In January I gave Grand Rounds at the VA along with a nurse from one of the local hospices. We included a case study of one of our VA patients as he moved along the path from diagnosis of St IV Lung cancer, through treatment and into hospice. The talk was well attended by residents, physicians, nurses and social workers, and has given me more visibility in our institution.

The VISN director before our most recent one mandated that VISN 1 would make every effort to implement the Advanced Illness Coordinated Care Program developed by Dan Tobin and instituted with his help in VISN 2. I have been asked to coordinate this at our institution and attended a workshop led by him.  Although this is another large task, I hope that as I get more people on board it will lead to both faculty (physician and others) development, as well as identifying other places within the VA for some of the residency teaching to be done.

In summary, I started as a neophyte, but with the support, education and gentle prodding of the project coordinator I have made a significant step forward at my institution. For now the end result of my project has been to add another person to the ranks and given her direction and skills she needs.  I am honored to have participated in this project among so many dynamic and interesting people, whom have helped to educate me if not by word, by example. I am

indebted to the Robert Woods Foundation for supporting such important work.

PALLIATIVE CARE PROGRAM: SERVICE AND EDUCATION DEVELOPMENT

Hardin, S.B.,   Jerry L. Pettis Memorial VA Medical Center, Loma Linda University School of Medicine, Loma Linda, CA.
We initiated an effort to develop both a geographic palliative care program and a focused palliative care educational program for the Internal Medicine residents.  While Loma Linda has had an ethics core curriculum for several years, it has not had a formal clinical rotation emphasizing palliative care.  The JL Pettis Memorial VAMC provides a major component of the clinical and educational experience for the 97 residents (PGY 1 – 4) of the Internal Medicine residency (Loma Linda University Medical Center and affiliated hospitals.)

The 2 major goals of our efforts were 1) initiate a specific clinical service dedicated to palliative/end-of-life care and 2) develop a specific educational program for the residents.  The palliative care program was formally started in August 1999.  Geographically, this is located as part of the in-hospital nursing home care unit (NHCU.)  Admission criteria to the program were kept intentionally broad:  our philosophy has been to be as flexible as possible in the care of dying patients.  (For example, patients may still request elements of resuscitative efforts yet be in a “palliative care” mode.)  Initial response has been very favorable.  To date, more than 120 patients have come through the palliative care program.

The educational component is multifaceted and still being developed.  Internal Medicine residents have required, monthly ethics/law conferences as part of the core curriculum.  These conferences cover a number of end-of-life care topics:  advance directives, limitation of treatment, futility, quality of life, assisted suicide/euthanasia, etc.  With the initiation of the clinical palliative care service, PGY-1 residents spend a month on the NHCU in both palliative care and geriatrics.  During the month, there are weekly teaching clinical and ethics rounds.  Pre- and post-testing are done during the rotation to assess resident’s knowledge and the effectiveness of the program.  Residents are required to write a 2-3 page narrative of one case focusing on the psycho-social, ethical, and/or emotional aspects of caring for dying patients.  These cases are discussed with the attending at the end of the rotation.  Further didactic instruction occurs during other components of the Residency core curriculum (e.g. end-stage CHF during cardiology, pain management during oncology, etc.)

Future plans include the following.  Formal assessments of the performance of the palliative care program will help us understand both patient and family perceptions.  Since many chronically/terminally ill patients still die in intensive care units, we hope to explore opportunities to improve both care and education on those sites.  We also plan to refine self-assessment of the didactic component of palliative care and improve teaching strategies for the residents.

Curriculum for Palliative and End of Life Care

Internal Medicine Residency 

Loma Linda University Medical Center
Steven B. Hardin, MD, Jerry L. Pettis Memorial VAMC

GOAL:

Residents completing the 3-year internal medicine residency program will learn and demonstrate skills and knowledge in palliative care medicine.

OBJECTIVES:

Residents will learn skills in the following areas:

· Symptom evaluation and management:  pain (different types and different treatments), dyspnea, constipation, nausea, vomiting, anorexia, fluids and nutrition issues, and skin and oral hygiene.

· Depression and anxiety.

· Grief and bereavement.

· Spiritual concerns.  Residents should demonstrate a knowledge and sensitivity to patients’ belief systems.

· Multi-disciplinary.  Good care for dying patients is particularly dependent on a range of clinical skills.  Palliative care clinical rotations will emphasize the development of good interpersonal and interdisciplinary skills

· Cultural understanding.  Given the increasingly diverse patient population, it is important for physicians to understand and be sensitive to multiple cultures.

· Ethical issues.  The care of dying patients raises a number of morally important issues including:  end of life decision-making, advance directives, withdrawal of treatments, physician-assisted suicide, and surrogate decision making

· Communication skills:  residents will need to learn how to effectively and compassionately deliver “bad news,” elicit treatment preferences, and understand dying patients’ emotional stresses.

METHODS:

Residents spend 1 month during PGY-1 on geriatrics and palliative care at the VA NHCU.  In addition to primary care responsibilities for geriatric, gero-rehab, and palliative care patients:

· One-half day on a home hospice visit.

· Writing requirement:  residents will write a 2 to 3 page narrative describing the psycho-social aspects of the care of a patient and their own response.

· Weekly palliative care teaching rounds.

· Weekly clinical ethics teaching rounds.

Medical grand rounds:  4 or more each year are dedicated to clinical ethics, whole person care, and palliative care.

Ethics and law core curriculum:  monthly didactic session for all residents cover topics on:  advance directives, limitation of treatment, quality of life, futility, competency/informed consent, assisted suicide/euthanasia, etc.  Other didactic sessions on palliative care topics occur in geriatrics, general internal medicine, and subspecialty core curricula.

Evaluation of residents:
Residents are evaluated on their clinical performance during their clinical rotation on palliative care.  Further evaluations occur with in-service exams.  Pre- and post-testing during the palliative care rotation also serves to assess the effectiveness of the program.

Faculty:

Steven B. Hardin, MD  General Internal Medicine and Ethics

Russell Hoxie, MD  Geriatrics

(Multiple other faculty and disciplines [e.g. geriatric psychiatry] also contribute)

STRENGTHS:

The program can draw from a broad variety of faculty and didactic sessions occur in multiple settings.  Since initiating the palliative care program, the clinical service has grown and been well received by patients and staff.

LIMITATIONS:

With the clinical rotation limited to 1 month, it remains difficult for residents to care for patients longitudinally.  The didactic portion of the clinical rotation is less consistent and cohesive than we would like.  We still need to improve residents’ active learning during the residency.
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Integrating End-of-Life Content to an Existing Geriatrics Teaching Program 

Joseph C.L., MD,  China, C.T., MD,  Epure J.P., MD,  Carethers, M., MD.,  Spark, M.,  Matsunaga VA Medical Center, Honolulu, HI
The Spark M. Matsunaga VA Geriatrics, Rehabilitation, and Extended Care Product Line has been working for the past two years to integrate end-of-life curriculum into the geriatrics teaching programs. Currently, the VA provides clinical geriatrics teaching for geriatrics fellows, and internal medicine and family practice residents from our two affiliated medical centers, the John A. Burns School of Medicine, University of Hawaii, Manoa and Tripler Army Medical Center.  Approximately 50 residents and fellows (PGY1-4) participate in VA Geriatrics rotations during the academic year. 

The clinical/experiential aspects of this curriculum emphasize outpatient, community based, and long-term care sites. These sites include the Geriatric Evaluation and Management outpatient clinic, the Home Based Primary Care Program, and the VA Center for Aging Nursing Home Care Unit. 

We developed a structured curriculum to address the important aspects of providing quality end-of-life care. The curriculum addresses key content areas, such as bioethics, pain and symptom management, communication skills, and working with an interdisciplinary team. Teaching is provided not only by the physician attending staff but also by other members of the interdisciplinary team, such as the social worker, psychologist, pharmacist, and chaplain. Teaching formats Include attending rounds, didactic presentations, and self-study guides. 

The VA curriculum was designed to complement a simultaneous effort by the University of Hawaii Internal Medicine Residency to enhance end-of-life teaching for their residents by implementing a series of didactic sessions based on the EPEC curriculum at one of its training sites.   

Future plans include developing an inpatient consultation service; additional rotations in the home care program, ongoing faculty development in end-of-life care, and a formal curriculum outcome evaluation. 

Multisite Geriatrics Curriculum in End-of-life Care

Carol Joseph, MD, Craig China, MD, James Epure, MD, Michael Carethers, MD
GOALS:

· To incorporate end-of-life curriculum into an existing multi-site geriatrics teaching program

· To increase the knowledge and skills of Internal Medicine, Family Practice, and Geriatric Physicians in training in the care of the dying patient. 

OBJECTIVES:

· The participant will be familiar with the evaluation and management of pain symptoms in end-of-life care

· The participant will be familiar with the evaluation and management of non-pain symptoms in end-of-life care

· The participant will have an opportunity to practice eliciting and implementing patient’s wishes for end-of-life care including advanced directives, code status, nutrition and hydration, surrogate decision making, and withholding or withdrawing treatment 

· The participant will become familiar with the roles of the interdisciplinary team in end-of-life care, and will be able to work as an effective team member to provide comprehensive coordinated care 

· The participant will become familiar with alternatives to hospital sites for providing high quality end-of-life care  

· The participant will have an opportunity to practice humane and effective communications skills with patients and families

· The participant will learn to recognize and respond to issues of cultural diversity in end-of-life care

TEACHING SITES AND METHODS:

· Home Based Primary Care.  This interdisciplinary program would afford trainees with experiences managing end of life care in the patient’s own home, accessing and coordinating community resources, and managing pain and symptoms of discomfort in the home environment. Home care also provides residents with extensive experiences communicating with various family members. Clinical teaching occurs in the patient’s own home and in the interdisciplinary team conference. 

· VA Center for Aging Nursing Home Care Unit. 

· Residents have the opportunity to provide primary care to patients admitted for end of life care. Pain management, symptom relief, implementation of advance directives, and communication with patients and families are important components of this clinical setting.  Teaching occurs during clinical rounds and didactic sessions. All participants are expected to complete self-study assignments in pain and non-pain symptom management. 

· Geriatric Evaluation and Management Outpatient Clinic. 

· Residents participate in diagnosis and management including pain and symptom management, eliciting and implementing treatment preferences, ethical issues, and coordination of care in the outpatient clinic. Teaching is in the attending supervision and interdisciplinary team conferences. 

EVALUATION OF RESIDENTS:

· Residents will be evaluated based on their performance in their clinical venues using the current University of Hawaii John A. Burns School of Medicine evaluation forms and Tripler Army Medical Center evaluation forms

· Residents will be evaluated during clinical rounds on their grasp of the assignments and as evidenced by discussion and assessment and treatment plans. 

FACULTY: 

· Geriatric Medicine: Carol Joseph MD, Craig China MD, James Epure MD, Michael Carethers MD

· Social Work: Charlotte Kuwanoe MSW, Sara Tompkison MSW, Roberta Onzuka-Anderson, MSW, Merrilee Maikai MSW, Jamie Detwiler MSW

STRENGTHS AND LIMITATIONS:

· Multiple sites provide important opportunities for learning outside the acute hospital environment

· Residents have an opportunity to observe the natural history of disease, rather than the limited, highly acute phase of illness presented in the hospital setting

· Residents experiences will be variable depending on the clinical problems presented by each site 
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RAPID IMPLEMENTATION OF A CURRICULUM IN END-OF-LIFE CARE FOR INTERNAL MEDICINE RESIDENTS: A ROBERT WOOD JOHNSON FOUNDATION-V A FACULTY LEADERS PROJECT
Anand B. Karnad, M.D.,   J. H. Quillen V A Medical Center (VAMC) and Department of Internal Medicine East Tennessee State University (ETSU), Johnson City, Tennessee.

Objectives: 

· To design and implement a comprehensive end-of-life care curriculum for internal medicine residents.  

· To incorporate the end-of-life curriculum into the internal medicine residency curriculum without significant disruption of the existing curriculum and with minimal interference with current roles and responsibilities of residents.  

Outcome:  

After a pilot-phase of 9 months, a comprehensive curriculum has been successfully implemented.

Barriers to implementation:  

No major barriers were encountered.  All residents completed a questionnaire survey prior to implementation of the curriculum that indicated strong support for all aspects of the curriculum.  The Director of the VAMC and the Chairman of the Department of Medicine extended full cooperation for this project.  

Setting and Residency Characteristics: 

Wards and Conference rooms at the VAMC and the conference rooms of the College of Medicine ETSU.  Total number of residents: 64.  

Curriculum Characteristics: 

Mandatory attendance (total 7 hours; sessions held over 2 days) for residents on elective rotations only; for sessions held during working hours residents are excused from all other responsibilities, and meals provided for after-hours sessions; Small Group Sessions (10 residents per session); residents given Written Goals and Objectives and file-folder with required reading material and supplemental reading/references; Pre-and post questionnaire survey; certificate of completion awarded at the end of training.  Topics covered: 1. Communication skills (role-play sessions; interviewing caregivers); 2.  Humanistic Qualities in end-of-life care (required reading-aloud from literary narratives related to end-of-life care); 3. Pain control (role-play; didactics); 4. Psychological Issues (case-based); 5. Law and Ethics ( case-based discussions on non-abandonment, rule of double-effect and physician-assisted suicide; discussion following viewing of the “60 Minutes” Jack Kevorkian videotape); 6. Spiritual Issues (case-based).

Evaluating the curriculum: 

Over the last two years questionnaire surveys have been used pre and post for a subjective assessment of the impact of the curriculum.  Currently being developed are: 1) in-training examinations in end-of-life care.  2) standardized patients to test communication skills.  3) 1-year post and 2-year post-training surveys to assess confidence levels in end-of-life care skills and relevance of curriculum to practice patterns.  

Future Plans:  1. Faculty development to train faculty to help implement curriculum in all affiliated training sites.  2. Further refinement and improvement of curriculum content, design, and evaluation methods.  3.  Expand curriculum to include sub-specialty residents and medical students.  Curriculum status July 1 2000:  All aspects of the comprehensive curriculum will remain in place and will be strengthened.  Two additional faculty have completed training and will continue sharing the teaching responsibilities and help refine the curriculum.

Curriculum in End-of-Life Care for Internal Medicine Residents

Anand B. Karnad, M.D., Department of Internal Medicine, James H. Quillen V A Medical Center and , College of Medicine East Tennessee State University, Johnson City, TN

GOAL:

To enable the resident to be able to provide the best quality of life for the terminally ill patient using highly developed communication skills, humanistic qualities, and with competent knowledge of all aspects of palliative care.

Objectives:

The resident will:

· Learn communication skills (the cornerstone of excellence in end-of-life care).

· Learn to develop important attitudes and humanistic qualities (compassion, integrity, professional responsibility, courtesy, and empathy) for effective end-of-life care.

· Develop a clear understanding of pain assessment and therapy; especially the basic skills of prescribing effective medical therapy.

· Develop a clear understanding of assessment and treatment of all major symptoms in the terminally ill.

· Develop a clear understanding of psychological issues in end-of-life care: anxiety; depression; assessment of suicide risk; defense mechanisms.

· Learn the principles of medical ethics and laws related to end-of-life care.

· Learn to discuss spiritual issues with terminally ill patients.

Teaching Methods and Materials:

· In addition to a comprehensive bedside approach to end-of-life care that is an integral part of the 4-week required ward rotation in medical oncology for all residents, the curriculum was designed to use a small-group/workshop format to enhance skills, attitudes, and core-knowledge.

· Communication Skills:  Role-play sessions for learning skills in “Breaking Bad News.”  Small-group sessions (focusing on physician-patient or physician-family communication episodes) where residents interviewed caregivers who had lost their spouses to cancer.

· Humanistic Qualities: Required reading of literary narratives related to end-of-life-care with residents meeting in small-groups to read-aloud their favorite passages and explore its meaning.

· Pain Control: Role play sessions on pain assessment; problem-based learning of the skills of prescribing narcotics.

· Psychological issues: Problem-based learning: depression; suicide-risk; defense-mechanisms.

Resident Duties and Responsibilities:

· The workshop/Small-group sessions were designed to be least disruptive of the resident’s daily routine.  This was accomplished by requiring mandatory attendance for residents to attend the small-group/workshops only when residents were on elective rotations with no (or minimal) on-call responsibilities and not when they were on required ward rotations.

· Required reading was distributed well ahead with clearly defined dates and times for the sessions and each resident was reminded to prepare for the sessions (if necessary) 1 week before the session.

· Residents were required to fill out pre and post questionnaires and give written feedback to help improve the curriculum.

Evaluation of residents:

· Pre-tests were used only for the session on pain control.

· Palliative care topics were covered in the in-training examination questions designed to help residents prepare for the American Board of Internal Medicine certification examinations.

Faculty:

· Anand B. Karnad, M.D. (Communication Skills; Humanistic Qualities; Law and Ethics)

· Chris Adler, Ph.D. (Clinical Psychology)

· Agnes Krozser-Hamati (Pain and Symptom Management and Communication Skills)

· Chaplain Richard Willis (Spiritual issues)

Strengths and Limitations

· Comprehensive curriculum using small-group sessions without significant disruption to the existing curriculum or work activities of residents.  New methods used in curriculum: role-play sessions; interviewing caregivers to develop proper attitudes for effective end-of-life care communication skills; literary narratives used in read-aloud sessions to discuss humanistic qualities and other aspects of end-of-life care.

· Impact of curriculum on resident behavior, confidence levels, skills, and core-knowledge in end-of-life care was not effectively addressed.
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END-OF-LIFE (EOL) CARE CURRICULUM DEVELOPMENT 

IN A VA HOSPITAL  

Kumar, G.,   Dayton VA Medical Center, Dayton, Ohio
The Dayton VA Medical Center, affiliated with Wright State University, has worked since the fall of 1998 to integrate end-of-life care into our residency curriculum and evaluation program. During the course of the project, we completed a review of existing end-of-life education with experts from various subspecialties of medicine and implemented a curriculum that was started in July 1999.  The internal medicine residency program includes 84 Residents (PG1-PG3), 2 Chief Residents and utilizes three main teaching hospitals. Prior to this project, there was no identified curriculum in end-of-life care for residents.

Identified were three content areas for curriculum change:  pain and symptom management, ethical issues and end-of-life communication skills. An annual series of four grand rounds on pain assessment and management was planned and implemented in July 1999. Each teaching session included a pretest, case discussion with presentation of core content, and a posttest. Two mandatory resident forums on case-based ethical issues were provided, in addition to the two mandatory communication skills workshops with role modeling approach and group discussion. Also 12-15 residents per year in a Hematology and Oncology rotation attend biweekly bedside rounds for hands-on experience with the interdisciplinary approach to end-of-life care.

Assessment of educational impact for the pain and symptom teaching sessions is performed by the pre- and post-tests. Semi-annual chart review for pain assessment and analgesic prescribing practices will be completed starting July 2000 by the Chief Residents and Quality Assurance. Residents will be observed during the ethical issue discussions, as well as the communication skill workshops, and immediate feedback will be given to them. Information concerning the outcome of pain and symptom management, ethics and communication workshops will be conveyed to the residency curriculum committee.

Future plans include a survey of all Internal Medicine and subspecialty medicine faculty at the three affiliated hospitals and Wright State University to assess the need for a resident rotation in palliative medicine as an elective or mandatory rotation. A four-week rotation for Geriatric Fellows has been formulated with Cleveland GRECC, which should start by the year 2001, and a similar rotation is being implemented with Hematology-Oncology Fellows at the Dayton VA Medical Center. A semi-annual grand round presentation on some aspect of end-of-life care will be scheduled for the each academic year.

RESIDENT CLINICAL ROTATION IN HOSPICE AND PALLIATIVE CARE
Geetika Kumar, MD, Dayton VA Medical Center Department of Medicine

DIRECTOR AND FACULTY:
 Geetika Kumar, M.D., Hospice and Palliative Care Medical Director and Dayton VA Hospice and Palliative Care Interdisciplinary Team Members

TIME AND LOCATION: 

Clinical rotations will last 2-4 weeks in length throughout the year, excluding the last two weeks of December. Clinical hours will be 8:30 a.m.- 4:30 p.m., Monday through Friday, excluding weekends and holidays.  Location of the clinical rotation will be at the Dayton VAMC, Hospice and Palliative Care Unit, located on the 9th floor and at Hospice of Dayton.

PREREQUISITE: 

Maximum enrollment of 1-2 first-, second- or third-year Residents per rotation.

COURSE DESCRIPTION:

 In this didactic and clinical experience, Residents will participate in patient/family evaluations in the inpatient Hospice and Palliative Care Unit with various team members.  Residents will participate in interdisciplinary case conferences, discuss significant ethical issues, demonstrate clinical problem solving and competency for initial and ongoing consults for the assigned Hospice and Palliative care patients admitted to the Hospice and Palliative unit for care.  Direct experience will be supplemented by lectures, e.g. pain management and other palliative care topics with relevant readings. All activities will be supervised by the Hospice and Palliative Care Medical Director with support from other interdisciplinary team members. There is no overnight call on this rotation.  A literature search on a selected symptom, with annotated bibliography, will be submitted at the end of the course.

CONTENT OBJECTIVES AND GOALS: 

· Understands and describes philosophy and goals of Hospice and Palliative care.

· Understands and describes principles of effective pain management in Hospice and Palliative care.

· Understands difference between palliative symptom management and curative medical intervention.

· Understands and describes care of the advanced, progressive, incurable, non- cancer Hospice and Palliative care patients, with diagnosis of; AIDS, CVA, ALS, COPD, CHF, End- Stage Renal, Dementia and other end-stage diseases, as appropriate.

· Communicates appropriately with patients with advanced, progressive, incurable illnesses and with their family members.

· Demonstrates knowledge of psycho-social-spiritual issues faced by patients with advanced, progressive, incurable illnesses and  with their family members. 

· Demonstrates understanding of the role of each interdisciplinary team member and the physician as a member of the Hospice and Palliative Care Interdisciplinary Team.

· Learns to provide care as a member of an interdisciplinary team consisting of physician, nurses, social worker, chaplain, pharmacist, therapists, dietitian and psychologist.

LEARNING METHODS:

· Residents will interview and examine assigned Hospice and Palliative Care patients  and develop the appropriate initial and ongoing assessments and interventions under the supervision of the Hospice and Palliative Care Medical Director.

· Residents will participate in formal didactic sessions, 2-3 times per week, and will review the course content.

· Residents will participate in the Hospice and Palliative Care Interdisciplinary Team meeting held each Tuesday and Thursday.

· Residents will investigate and provide presentation to the Hospice and Palliative Care Interdisciplinary Team on assigned patients. 

EVALUATION: 

Residents will complete a literature search on a selected symptom, with annotated bibliography, at the end of the course.  The Residents will be graded pass/fail.

The following factors will be considered in evaluating each Resident:

· Clinical judgment including: generating a differential diagnosis, performing physical examinations, interpretation of diagnostic studies, effective case presentations with appropriate assessments and interventions

· Pain and symptom management

· Medical knowledge

· Humanistic attributes

· Professional attitude 

· Overall competence

BIBLIOGRAPHY:
Oxford Textbook of Palliative Medicine, Second Edition, Ed. Dereck Doyle, 1998.

UNIPAC Series, Hospice/Palliative Care Training for Physicians--A Self Study  Program, American Academy of Hospice and Palliative Medicine.

Peaceful Dying, Tobin,1999.

Dying Well, Byock, 1997.

Handbook of Palliative Care in Cancer, Walker and Caroline, 1996.

AUTOPSY, A UNIQUE TEACHING OPPORTUNITY 

Leland J.,  James A Haley VA Medical Center, Tampa, Florida

The James A. Haley VAMC is affiliated with the University of South Florida College of Medicine.  We identified training needs of the residents using a survey developed by David Weissman, MD, with permission.1  The original intent of the Division of Geriatric Medicine was to present end of life issues during resident morning report on two out of four scheduled mornings per month.  Unfortunately, our weekly time slots were decreased to every other week.  It was not feasible to cover a geriatric curriculum and an end of life curriculum in the allotted time, and by mid 1999, we had to revise our strategy.

During the course of this project, we have developed a unique approach to teaching end-of-life care. The internal medicine residents, ward attendings, pathology residents and attendings, and a variety of subspecialty fellows, attendings, and medical students attend weekly MMR conferences.  Cases are presented with the usual history and physical findings, course of the illness, and relevant pathology findings.  We have added discussions related to end-of-life care.

The idea of bringing these topics to the forefront during MMR conference came out of the realization that many of the autopsy cases came from patients who were well known to our geriatric service.   Armed with what we knew about these patients from often well-developed relationships, we were able to bring to the conference a personal perspective not often available to ward residents.   We have also been fortunate to have for presentation the input of family members, caregivers, and the patients themselves in the form of paintings, writings, films, sculptures, and other 'gifts.'

In contrast to the historical "blame finding" focus of these conferences, we looked for opportunities to validate resident efforts at good end of life care.  Our efforts to address topics such as breaking bad news, pain and symptom management, family support, community resources, spirituality, ethical and legal issues bereavement (family and physician), have opened dialogs for these issues, but more importantly have added 'legitimacy' to these endeavors.   Emphasis is placed on the interdisciplinary nature end of life care.  

We will be surveying the residents next month for concrete outcomes.  More subtle outcomes are an increase in hospice referrals and resident private and public acknowledgment of the value of these 'lessons.'  PRIME residents are now assigned hospice patients on our unit for their rotation.  There has been a change in the tone of MMR conferences.  Oncologists have been known to discuss goals of care, pathologists to present the social history, and our chief of medicine to initiate discussions of breaking bad news and available community support.  Our multicultural staff has given us insights into the importance of these issues as well. 

We plan to continue this program in its present form.  We have also added a palliative care rotation that will be available in the fall of 2000, and are in the process of developing a curriculum for use by medical students on the university's website.

1. Weissman DE. Ambuel B. Norton AJ. Wang-Cheng R. Schiedermayer D. A survey of competencies and concerns in end-of-life care for physician trainees. [Journal Article] Journal of Pain & Symptom Management. 15(2):82-90, 1998 Feb.

Palliative Care Curriculum, Autopsy Conference

June Leland MD, James A Haley VAMC

Goal:

To provide resident physicians with the opportunity to develop skills, attitudes, and behaviors that will improve end of life care for the patients that they serve.

Objectives:

· To clarify the role of the physician in end-of-life care

· (Truth telling, fidelity, non-abandonment, accountability)

· Learn to relate bad news

· Develop skills to identify and adhere to patient goals of care

· Develop knowledge of ethics and current legal climate surrounding palliative care, and to recognize the larger social issues

· (Advance directives, proxy decisions, nutrition, hydration, futility, withholding and withdrawing treatment, and physician-assisted suicide)

· Develop knowledge and skills to manage pain and other physical symptoms (dyspnea, cachexia, nausea, constipation, delirium, etc.)

· Learn to address the emotional, social, cultural and spiritual aspects of the dying process for the patient, family, and caregivers

· Learn to work in an interdisciplinary team process and to effectively utilize community resources

· Discuss cause of death and the completion of the death certificate, and recognize the value of autopsy in improving accuracy

· Recognize the physicians need for support and caring

Teaching Methods and Materials:

· Residents and attending will discuss palliative care topics as they relate to the patient who underwent autopsy

· Attending physicians will present their knowledge of the patient as they reflect on the care received

· Autopsy findings will be related back to symptoms

· Residents will have an opportunity to explore their levels of comfort and confidence with palliative care issues

· Opportunities for further development will be provided in the form of texts, journals, films, and other media

Resident duties and responsibilities:

· Residents will present autopsy cases weekly

· Ward residents will attend autopsy conference while on the VA Ward rotation

· The resident will meet the objectives as outlined

Evaluation:

· Residents will be evaluated using a comfort and confidence survey previously described

· Residents will be surveyed for satisfaction regarding this teaching method

Faculty:

· June Y. Leland MD

· Department of Internal Medicine, Division of Geriatric Medicine

· Department of Pathology

Strengths and limitations:

· Autopsy conference presents an opportunity for integrating data (the pathology) with palliative care principles.  The conference is extremely well attended and there is an opportunity to legitimize palliative care widely in this forum

· Limitations are the necessity of viewing patient care “in retrospect,” and lessons learned may not carry over to current patients

Resources:

Internet Resources

· AMA-EPEC www.ama-assn.org/ethic/epec/
· American Academy of Hospice and Palliative Medicine www.aahpm.org
· American Society of Law, Medicine &Ethics  www.aslme.org
· Americans for Better Care of the Dying  www.abcd-caring.org
· Choice in Dying www.choices.com
· Edmonton Palliative Care Program  www.palliative.org
· End of Life Physician Education Resource Center www.eperc.mcw.edu
· Growth House www.growthhouse.org
· International Association for Hospice and Palliative Care www.hospicecare.com
· Last Acts  www.lastacts.org
· National Hospice and Palliative Care Organization  www.nhpco.org
· Project on Death in America  www.soros.org/death/
Texts:

· Approaching Death, Improving Care at the End of Life.  Field MJ, Cassel CK.  Institute of Medicine 1997.

· Ethical Issues in Death and Dying, second Ed.  Beauchamp TL, Veatch RM, Eds.  Prentice-Hall 1996

· Grief and the Healing Arts Bertman SL, Ed.  Baywood Publishing Co. 1999,

· Hospice and Palliative Medicine, Core Curriculum and Review Syllabus, AAHPM, Schonwetter RS, Hawke W. Eds.  Kendall-Hunt 1999

· Oxford Textbook of Palliative Medicine, Second Edition, Ed. Derek Doyle, Oxford University Press, 1998

· Palliative Medicine, a case-based manual, MacDonald N, Ed.  Oxford University Press, 1998

· Principles and Practice of Supportive Oncology, Ed. Berger A, Portenoy RK, Weissman DE.  Lippincott, 1998

· Turk DC, Melzack R.  The measurement of pain and the assessment of people experiencing pain In: Turk DC, Melzack R, Eds.  Handbook of Pain Assessment. Guilford Press, New York, 1992. 
Other:
· Principles for Care of Patients at the End of Life: An Emerging Consensus among the Specialties of Medicine, Cassel CK, Foley KM.  Milbank Memorial Fund, 1999

· Caring for the Dying, Identification and Promotion of Physician Competency, American Board of Internal Medicine 1996

VA PARTNERING WITH COMMUNITY HOSPICE TO IMPROVE 

END-OF-LIFE EDUCATION FOR MEDICAL HOUSESTAFF AND GERIATRIC FELLOWS
Lowenthal D.T.,  McCollough, R.H., and Hoffman, N.B.,  Gainesville, Florida.
Because of a lack of a focused end-of-life training program for medical housestaff, and geriatric fellows, the North Florida/South Georgia Veterans Health System partnered with the local Hospice agency, Hospice of North Central Florida, to offer a structured end-of-life care teaching experience. The advantage of using the local Hospice was offering exposure to a community based practice at the Hospice facility and in the patient’s home, away from the academic venue.

Geriatric Fellows (PGY-4 and PGY-5) had weekly afternoon sessions with the local Hospice for three consecutive months and medical housestaff (PGY-2 and PGY-3) had 2-4 sessions during a one-month period. The Hospice Medical Director coordinated the teaching schedule. Time was devoted to pain and symptom management, and on-site and home patient visits in the North Central Florida area. Home visits were conducted with Hospice nurses, social workers and chaplains. For most medical housestaff, these home visits were the first in their training careers. The home visits facilitated the understanding of the interdisciplinary approach to end-of-life care.

By way of informal polling and observation, the geriatric fellows unanimously found the program valuable and a necessary part of the geriatric fellowship training curriculum. The medical housestaffs’ reactions varied. Some were very enthusiastic and enjoyed the experience. Others were disinterested. Geriatric fellows, by the nature of their postgraduate education choice would be expected to appreciate the benefits of an end-of-life training rotation. Medical housestaff, however, may be subspecialty focused in areas perceived unrelated to end of life care. Thus, medical housestaff would not have a universal interest in what appears to be a less appealing aspect of medicine. 

This end-of-life program is a good example of VA partnering with a community or private agency in an important educational endeavor. Future plans include continuing this program by pursuing alternative funding support and implementing a formal evaluation process.

END-OF-LIFE EDUCATION FOR MEDICAL HOUSESTAFF AND GERIATRIC FELLOWS

David T. Lowenthal, MD, PhD,  Robert McCollough, MD
Curriculum Goal: 

To introduce end-of-life care as a part of Geriatric Fellowship and Medical Housestaff training. 

Objectives:

· Postgraduate Medical Trainees will learn principles of pain and symptom management;

· Postgraduate Medical Trainees will learn the role of interdisciplinary supportive care for the dying patient;

· Postgraduate Medical Trainees will understand end-of-life care in the context of the patient’s home.

Teaching Methods and Materials: 

The Hospice Medical Director provided didactic and bedside teaching sessions focusing on pain and symptom management and advance directives. Social Worker, Nurses, and a Chaplain offered their expertise during home patient visits with the trainees.

Resident duties and responsibilities: 

The fellows and housestaff were expected to actively participant in the program by showing interest and attending the sessions.

Evaluation Process:

Interviews with trainees with verbal feedback.

Faculty Requirements: 

The requirements were for faculty to have experience and expertise in end-of-life care.

Strengths and Limitations: 

The strength was the excellent support by the Hospice Medical Director and Ancillary Staff in sharing “real-life” community experiences with the trainees. Limitations included lack of enthusiasm for the subject by some medical Housestaff.

Bibliography:

Weissman DE. A faculty development course for end-of-life care. Journal of Palliative Medicine. 1988; 1:35-43.

Caring for the Dying, Identification and Promotion of Physician Competency. American Board of Internal Medicine Reprint of Educational Resource Document and Personal Narratives. 1998.

EDUCATING INTERNAL MEDICINE HOUSESTAFF IN END-OF-LIFE CARE: A MULTI –DISCIPLINARY APPROACH

Dean S. Miner, Birmingham VA Medical Center, Birmingham, Alabama.

In the fall of 1998, the Internal Medicine Residency training program affiliated with the Birmingham VAMC and the University of Alabama at Birmingham began an initiative to disseminate educational material regarding care of patients at the end of life.  During Phase I of the project, between 10/98 and 7/99, data was gathered regarding legislative regulation of advanced directives and end-of-life care in the State of Alabama.  During this same time interval, a core nucleus of 4 faculty members was assembled to assist the principal investigator in disseminating educational material, and two separate pre-educational intervention surveys were completed.  The first survey distributed to 434 housestaff and clinical teaching faculty was designed to assess current attitudes about end-of-life care, as well as to subjectively gauge the “perceived” knowledge base of the target audience.  This same survey was also used to help determine the target audience’s preferred method of learning in order to guide optimal selection of future educational interventions.  A second survey, furnished by a joint project of the ABIM and the RWJ Foundation, was then distributed to formally assess the objective end-of-life care knowledge base of all 124 Internal Medicine housestaff.

Phase II of the project then began in 7/99 with implementation of a multi-disciplinary curriculum.  The curriculum was designed to include both traditional and non-traditional methods of teaching.  Traditional didactics included the dedication of 2 Internal Medicine Grand Rounds and 6 noon conferences over the academic year to end-of-life care topics, targeting both housestaff and faculty.  Non-traditional didactics included the development of so-called “minimally intrusive” teaching sessions, which could be incorporated into the daily clinical activities of residents on our general medicine ward services.  One such non-traditional didactic approach was the adoption of a new policy regarding the admission of patients to an inpatient hospice unit affiliated with a public hospital in our teaching network.  Under this new policy, all patients who are admitted to this hospice unit are now admitted directly to an Internal Medicine ward team, instead of being admitted to a hospice physician.  The care of the hospice patient is then the primary responsibility of the medicine ward team, with daily intensive consultation provided by a team of palliative care medicine specialists who “pop in” as part of the team’s daily work rounds    A second non-traditional didactic developed was the institution of monthly “End-of-Life Care Work Rounds” at the VAMC.  In these work-rounds, which are designed to be an integrated part of their usual morning routine,  residents are given an opportunity over a ½ hour period  to discuss active patient care issues with a faculty end-of-life care educator along with a chaplain.  In this teaching format, the topics for discussion are usually identified by the resident caring for the patient one day prior to the session in order to maximize the utility of the teaching encounter. 

 Other educational interventions undertaken during Phase II of the project, from 7/99 to 6/00, have included the distribution of legal forms for Advance Directives and the Appointment of Health Care Proxies, along with Advance Care Planning Patient Worksheets to all resident affiliated primary care clinics in our health system.  In addition, monthly one to two page “Fast Fact” information sheets regarding end-of-life care have been distributed to all residents since 11/99, and a formal 2 to 4 week “Palliative Care Medicine In-patient Hospice” elective was implemented in 7/99.

Future plans for additional teaching include the development of a “public forum” affective journal for residents, faculty, nurses, patients, and families being cared for in our intensive care units.  The goal of these journals will be to periodically educate housestaff about the emotional impact of caring for critically and/or terminally ill patients. 

At present, all elements of the End-of-Life care curriculum are scheduled to be continued for the indefinite future.  Our plan, during Phase III of the project, is to evaluate the impact of our teaching interventions with at least one and possibly two post-educational intervention surveys to be directed at both housestaff and faculty in the spring of 2002.  Using this time interval, we will be able to measure the effect of 3 years of training with this model on at least one full residency class (i.e those who took the pre-test survey as an intern).

Finally, as an outcome of the popularity of the adaptation of our residency program’s interaction with the hospice unit at our public hospital facility, active plans are now being made to develop a similar in-patient hospice model at the Birmingham VAMC.

End-Of-Life Care Curriculum A Model Developed at

The University of Alabama at Birmingham
Dean S. Miner, M.D., VA Medical Center, Birmingham, Alabama

GOAL:

 To provide faculty and housestaff an opportunity to improve their knowledge of end-of-life care, and to improve the quality of care provided to dying patients within our health care system.

OBJECTIVES:

Residents and faculty will:

· Learn basic principles of pain management.

· Learn about the law and advance directives in the State of Alabama.

· Learn how to break “bad news” in a more effective and compassionate way.

· Learn about legal precedent and when it appropriate from a  palliative care perspective to consider withholding and withdrawing care.

· Develop knowledge of how to care for patients and families in the last hours of living.

· Acquire information on how to better control symptoms such as dyspnea, constipation, nausea, and anorexia at the end-of-life.

· Become familiar with the eligibility requirements for hospice, and with the care provided under the Medicare hospice benefit.

· Learn clinical predictors of a less than 3 to 6 month prognosis.

TEACHING METHODS AND MATERIALS:

· Internal Medicine Grand Rounds – one to two per year

· Internal Medicine Noon Conferences – four to six per year

· Required General Medicine Ward Months at county public hospital – with associated obligatory palliative care medicine specialist guided rounds on in-patient hospice patients (Intensive consultation model for in-patient hospice care).

· Required General Medicine Ward Months at VAMC  - with monthly “End-of-Life Care” work rounds regarding selected patients in house.

· Monthly “Fast Fact” End-of-Life Care information sheets 

· Palliative Care Medicine elective – 2 to 4 weeks of work in an in-patient hospice setting

· Periodic review of affective journal book – available during Intensive Care Unit months at the VAMC and at UAB University Hospital; anticipated for July, 2000.

· Required General Medicine Ward Months at VAMC– with associated obligatory palliative care medicine specialist guided rounds on in-patient hospice patients (Intensive consultation model for in-patient hospice care); anticipated to be phased in over 2000-2001 academic year as a replacement for item D.

RESIDENT DUTIES AND RESPONSIBILITIES:

· Residents are required to attend a minimum of 60% of all scheduled conferences including noon conferences and grand rounds during which end-of-life care topics are discussed.  Faculty are merely encouraged to attend as many as possible.

· Residents are required to serve on the general medicine ward teams at both the VA and the county public hospitals for a combined minimum total of 4 months during their 3 years of training, thereby ensuring exposure to issues of palliative care education at both hospitals through the mechanism described above.

· Residents are required to pick up all mail delivered to their residency program mail-boxes, ensuring receipt of monthly “fast fact” end-of-life care information sheets.

EVALUATION OF RESIDENTS:

Residents are evaluated using UAB standardized evaluation form following the completion of every one month rotational, whether required or elective.

FACULTY:

· Dean S. Miner, M.D.

· John Schuster, M.D.

· Amos Bailey, M.D.

· Future Palliative Care Medicine Fellows – beginning in July, 2000.

STRENGTHS AND LIMITATIONS:

· Integration of both traditional and non-traditional didactic settings.

· Incorporation of exposure to in-patient hospice care.

· Use of combination of lectures, small group teaching settings, and brief written hand-outs.

· Slight insufficiency of faculty support, in numbers. 

BIBLIOGRAPHY:

AMA’s Project E.P.E.C. materials, 1999.

ABIM/RWJ End-of-Life Care Project coordinated by David Weissman, M.D. and the University of Wisconsin – with associated “Fast Fact” information sheets on topics ranging from tips for determining prognosis, to how to pronounce a patient.

Oxford Textbook of Palliative Medicine, 2nd edition, Ed. Derek Doyle, 1998.

UNIPAC series, Hospice/Palliative Care Training for Physicians, A Self Study Program, American Academy of Hospice and Palliative Care Medicine.  

END-OF-LIFE CARE CURRICULUM DEVELOPMENT AT THE 

BRONX VAMC  

Olson, E.M.,   Bronx, New York
The major objective of the Faculty Leaders Project for Improved Care at the End of Life at the Bronx VA was to establish an educational program on end of life care and enhance the current palliative care practices at the Bronx VA.  The Bronx VA has an independent Internal Medicine Residency Program that included 27 residents in the 1999-2000 academic year and will be expanded to 36 residents in the coming academic year.  In the fall of 1998, there was no formal teaching in palliative care.  There was in existence an interdisciplinary Palliative Care Team that renders care to a limited number of inpatients and outpatients, with the major constraint being staffing.  Time in a busy noon conference and Grand Rounds schedule allowed six noon conferences and two Grand Rounds in the 1998-1999 academic year.  Topics included an introduction to palliative care and pain management, and advance directives, which were given in the Grand Rounds setting, as well as a second noon conference on pain management.  Other noon conference topics were futility, and nutrition and hydration at the end of life.  A three-lecture series focusing on Internal Medicine Board review, utilizing test questions and answers from a variety of sources rounded out the academic year.  The topics that followed the introductory grand rounds session were chosen to reflect the requests of the Internal Medicine residents, as well as the needs of existing patients.

Academic year 1999-2000 brought the establishment of a combined Geriatrics/Palliative Care rotation for first year medical residents.  The major obstacle in this rotation was its length, which was only 2 weeks.  The first rotation began in September of 1999.  That coincided with the opening of an 8-bed palliative care unit within the nursing home attached to the Bronx VA Medical Center.  The resident, as a part of his or her rotation, participated in the weekly interdisciplinary team meeting of the Palliative Care Consultation Service, followed one or two patients in the nursing home palliative care unit and discussed them daily with the preceptor, and presented a brief review of the literature on a topic of relevance to palliative care.  Topics most frequently chosen were nutrition and hydration at the end of life, the management of terminal renal failure and the management of dyspnea.  Each resident was also given a review of pain management principles by the preceptor, and an introduction to discussing advance directives with patients and breaking bad news.  As a part of the rotation, they were also provided with a copy of Symptom Management Algorithms: A Handbook for Palliative Care, by Linda Wrede-Seaman, M.D., as well as selected readings in palliative care.  The residents were evaluated using the standard evaluation form used in evaluating their performance during other rotations. 

 During the 1999-2000 academic year, a regular monthly Palliative Care lecture was added to the Medical Noon Conference schedule.  These began in September of 1999.  A repeat introductory lecture in Palliative Care was given in July of 1999.  The topics presented, again, reflected either direct requests by the residents or real-life issues encountered in the day-to-day care of the patients in the medical center.  A Grand Rounds session addressed Do Not Resuscitate/Do Not Intubate issues in terminally ill patients.  There was no formal evaluation process involved with this educational program.

A Geriatric Research, Education and Clinical Center (GRECC) grant was also awarded to the Bronx VA in the fall of 1999.  The major focus of the GRECC is palliative care.  Therefore, the teaching and clinical programs in palliative care will be greatly enhanced in the upcoming academic year through the GRECC.  The monthly noon conferences will remain intact.  Palliative Care Grand Rounds will be added to the Medical Grand Rounds schedule (two per year).  We will continue with the medical resident palliative care rotation, which has been well received.  The rotation will include some but not all second and third year residents as well.  The resident is expected to spend more time, starting in July, on an inpatient consultation service at the Bronx VA, as well as possibly the outpatient setting.  The Palliative Care staff at Mount Sinai Hospital, the major teaching affiliate of the Bronx VA, will help expand the inpatient service capacity through regular monthly rotations of its faculty.  This will provide more active bedside teaching than has been possible to date with a limited staff and number of patients.  Plans are also underway through the GRECC for home-based palliative care, which would provide another opportunity for resident education.  The GRECC has also committed to faculty education in end-of life care, which should commence in the 2000-2001 academic year.

PALLIATIVE CARE CURRICULUM

Ellen Olson, MD,  Bronx Veterans Affairs Medical Center, Bronx, NY

GOAL:

To provide the medical residents at the Bronx VA with knowledge and skills in palliative care through both didactic and bedside teaching experiences.
OBJECTIVES:
The resident will:

Learn to identify when palliative care options should be addressed with patients

· Develop the knowledge and skills to manage both acute and chronic pain

· Develop the knowledge and skills to deal with symptoms of end stage disease, including dyspnea, nausea and vomiting, hiccups, pruritis, fever, anorexia, and intestinal obstruction and in which situations they might occur

· Understand the concepts of double effect, medical futility, withholding vs. withdrawing treatments, and physician-assisted suicide

· Develop the knowledge and skills to discuss advance directives with patients and their families, including resuscitation and intubation issues

· Develop the knowledge and skills needed to discuss difficult information with patients and their families and communicate effectively

· Learn how to help families and care-givers deal with terminal symptoms and limitations in life prolonging care

· Develop an understanding of the benefits of a team approach to end of life care and the potential contributions of each discipline

· Develop an understanding of the challenges of establishing prognosis in terminal illnesses

· Develop the knowledge and skills to deal with depression and other Psychosocial issues at the end of life, including spiritual concerns

· Develop the knowledge to establish reasonable goals for nutrition and rehabilitation in terminal illness

TEACHING METHODS AND MATERIALS:

· Rounds at the bedside with patient and family

· Attendance at palliative care team meetings

· Didactic lectures

· Presentations to the preceptor on palliative care topics, based on literature searches by the resident and materials provided by the preceptor

RESIDENT DUITES AND RESPONSIBILITIES:

· All medical residents will attend scheduled didactic sessions on palliative care

· Medical residents on the palliative care rotation will follow an assigned number of patients in the nursing home palliative care unit and round with the attending on a regular basis on these patients 

· The medical resident on the palliative care rotation will present to the preceptor on agreed upon topics during the course of the rotation

· The medical resident on the palliative care rotation will attend the Palliative Care Team meetings

· The medical resident on the palliative care rotation will round with the Palliative Care Team on hospital inpatients, as this experience becomes available 

· The medical resident on the palliative care rotation will see patients in the outpatient and home care settings, as these opportunities become available

EVALUATION OF RESIDENTS:

· The medical residents who rotate through palliative care will be evaluated based on both their clinical performance and the quality of their presentations and interactions during rounds and team meetings, using the standard Department of Medicine evaluation form.

FACULTY:

· Ellen Olson, MD

· Rotating faculty from Mount Sinai Medical Center, NY, NY

· Dorothy Wholihan, NP, RN, Clinical Nurse Specialist, Oncology and Palliative Care

STRENGTHS AND LIMITATIONS:
· GRECC commitment to palliative care will strengthen the program

· The addition of experienced clinical and teaching faculty from Mount Sinai will also strengthen the palliative care education program

· Attendance is currently not mandatory at didactic sessions, which is a limitation 

· Only first year medical residents experience the palliative care rotation at present – this is scheduled to change
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END-OF-LIFE (EOL) CARE CURRICULUM DEVELOPMENT

Osborne, M.L.,  Tobin, N.,  Borrego, C.,  Bascom, P.,  and Keenan, E.,  VA Medical Center and Oregon Health Sciences University, Portland, OR

The VA Internal Medicine Residency program affiliated with Oregon Health Sciences University has worked since the fall of 1998 to integrate end-of-life care into our residency curriculum and evaluation program. During the course of the project we have summarized the existing end-of-life education in both the residency program and the medical school and implemented curriculum that started in July 1999. The internal medicine residency program includes 91 residents (PG1-PG3), three Chief Residents and utilizes two main teaching hospitals. The medical school has about 400 students. Prior to this project we had little identified curriculum in end-of-life care.

We identified palliative care as the primary content area for curriculum change. It was defined to include pain management, advance care planning, hospice referral, and management of psycho social and spiritual issues. Recognizing that our curriculum addresses some of these topics, we integrated both existing and newly developed approaches to palliative care. First, we continued teaching advance care planning using simulated patients and role play as part of the housestaff orientation. Second, we developed an annual comprehensive talk on palliative care as part of the housestaff summer lecture series “Medical Emergencies”. This talk and handout included answering a pain management questionnaire, and reviewing information on pain management available on a laminated card developed by Dr. Bascom. It also summarized barriers to hospice referral, and stressed the importance of psycho social and spiritual issues. Third, we also developed a one-hour interactive session for the housestaff on the transfer of a do-not-resuscitate patient to the medical intensive care unit. Fourth, hospice referral was addressed as a teaching session during the ambulatory care block in Geriatrics. Finally, the elective in pain management was continued.

Simultaneously, primarily in response to Curriculum Committee recommendations, curriculum was also developed for medical students by several of these authors. Two new required two-day courses were developed as part of a ‘Continuity Curriculum’ for third year students. These were entitled ‘Chronic Pain Management Seminar’ and ‘Palliative Care Seminar’. These two-day courses included didactic sessions, role-play, and patient evaluation. Assessment of the knowledge base of third year medical students will be assessed by a new Objective Standardized Clinical Examination that will include an end-of-life scenario to be administered annually at the end of the third year.

Finally, we recognized the importance of faculty development. All of the co-authors had an opportunity to attend the Improving End-of-Life Care course for faculty, given by David Weissman and colleagues. We also developed a lecture series given to the hospitalist faculty. This lecture series covered palliative care topics in a small group setting with opportunity for role-play and time for small group discussion.

Future plans include disseminating the ‘Fast Facts’ on end-of-life care developed by Dr. David Weissman to the housestaff on an ongoing basis, and posting a summary of the content of our curriculum on our housestaff website. Also, we will collaborate with Dr. Prendergast and apply for funding from the Robert Wood Johnson Foundation to compare curricula developed through the VA Faculty Leaders’ Award to determine whether or not there is a ‘best model’ for teaching palliative care.

Palliative Care Curriculum

Molly Osborne MD, PhD,  VA Medical Center and Oregon Health Sciences University, Portland, OR
GOAL:

To provide the resident the opportunity to gain knowledge and skills in palliative care through interactive sessions and role-play.

OBJECTIVES: 

The resident will:

Learn specific skills in advance care planning

· Attend luncheon lectures and interactive sessions on palliative care

· Learn specific regulations regarding hospice referral while on Geriatrics rotation

· Learn how to care for patients and families in the last hours of living, particularly in the medical intensive care unit.

· Discuss medical ethics at the bedside: advance directives, DNR orders, ‘double effect’, nutrition and hydration, conflicts of interest, futility, surrogate decision-making, physician-assisted suicide, withholding or withdrawing treatment.

· Review pain management with specific algorithm on laminated card.

TEACHING METHODS AND MATERIALS:

Simulated patients will role-play for advance care planning

· Laminated cards with algorithms for pain management will be given to all housestaff

· Bedside rounds which emphasize palliative care, particularly in the medical intensive care unit

RESIDENT DUTIES AND RESPONSIBILITIES:

· The resident will attend the didactic sessions, small interactive sessions, and role-play sessions.

· The resident specifically will learn about palliative care while on rotation in the medical intensive care unit.

· The resident will read on assigned topics and present the findings.

EVALUATION OF RESIDENTS:

· No specific evaluative component is yet in place.

FACULTY:

· All hospitalist faculty will attend small group sessions on palliative care

· Drs. Borrego, Tobin, Bascom, and Osborne attended a faculty development conference on palliative care.

STRENGTHS AND LIMITATIONS:

· This curriculum has integrated components of didactic sessions, small interactive sessions, and role-play with simulated patients.

· There is no evaluative component to determine the best method of teaching skills in palliative care, however funding will be sought for such an evaluative component.

BIBLIOGRAPHY:

Oxford Textbook of Palliative Medicine, Second Edition, Ed. Derek Doyle, 1998

Improving End-of-Life Care: A resource guide for Physician Education. 2nd Edition,

Ed. David Weissman, Bruce Ambuel, 1999 Med Coll Wisc

For 2000-2001 The ‘Fast Facts’ developed by Dr. Weissman

END-OF-LIFE CARE CURRICULUM DEVELOPMENT FOR MEDICAL HOUSESTAFF AT THE CHARLESTON VAMC  

Leslye Pennypacker, M.D. and Jerome E. Kurent, M.D.,   Ralph H. Johnson Veterans Administration Medical Center, Charleston, South Carolina 

The Ralph H. Johnson VAMC and the Medical University of South Carolina (MUSC) have given high priority to the development of educational programs in palliative and end-of-life care for medical housestaff. The Associate Dean for Education at the Charleston VAMC and the Director of the MUSC Office on Graduate Education have strongly endorsed development of the VAMC curriculum in end-of-life care.

Major objectives include the development of a broad-based knowledge base and skill set related to the needs of terminally ill patients and their families. We developed several educational interventions in end-of-life care for our internal medicine housestaff.  Educational opportunities reflecting core content areas of palliative and end-of-life care were provided by utilizing several independent approaches.  

Key areas of focus included advance directives and advance care planning, bioethical dimensions of end-of-life care, breaking bad news, hospice utilization, medical futility, pain and symptom management and DNR utilization.  These were discussed in didactic sessions including noon conferences, Grand Rounds, small group discussions, and in the Principles of Hospital Practice series sponsored by the Office of Graduate Medical Education.  Trigger tape modules from the EPEC program (Education for Physicians in End-of-Life Care, an AMA/Robert Wood Johnson Foundation initiative) were used frequently. 

Patient care-related educational experiences included bedside teaching at the VAMC nursing home facility; home visits for patients with life-limiting illness; patient care planning at the VAMC GEM unit; and patient care at the VAMC acute care hospital. 

Time constraints related to housestaff availability were potential barriers to implementing the educational interventions.  Housestaff attendance at Principles of Hospital Practice sessions was required by the Office of Graduate Medical Education in ensure dissemination of important information related to Advance Directive and DNR issues to housestaff. Other potential barriers included the challenges associated with working as a member of an interdisciplinary team.  The geriatrics team greatly facilitated this process, while incorporating key elements of end-of-life care principles among its members represented by physicians, nurses, social workers, and pharmacists.   

Outcomes included the development of a sustainable core curriculum for internal medicine housestaff that is generalizable to members of other medical specialties. The curriculum as a key educational intervention includes principles of palliative and end-of-life care, and is being incorporated into routine end-of-life care practice. An enhanced level of interest in end-of-life care issues has been demonstrated by medical housestaff and faculty. 

Over the past two years, all medicine housestaff have required rotations on the VAMC Geriatrics and Extended Care Service (GEC). A concentrated focus on patient end-of-life care issues is provided during this time, and housestaff gain intimate familiarity with the process of hospice referral.  The Charleston VAMC has an average hospice enrollment period of 2 months, significantly greater than the national average.  The resident is continuously exposed to best practices in palliative and end-of-life care. 

Methods to be used to assess the impact of the interventions will include the refinement of pre- and post-testing instruments evaluating knowledge base in key content areas, such as pain management, advance care planning, bioethics of end-of-life care and medical futility.

Retrospective chart reviews may be utilized as a mechanism to evaluate end-of-life care interventions, including those related to pain and symptom management, spirituality and caregiver support.  Follow-up may also include implementation of continuous quality improvement (CQI) to evaluate process of end-of-life care provided by housestaff. 

Sustainability of programmatic elements that will remain in effect include the bedside end-of-life patient care focus as provided in the geriatric medicine rotation. EPEC modules will be utilized  as an effective mechanism to illustrate the challenges inherent to providing high quality end-of-life care from a physician, patient, and family caregiver perspective.  The Principles of Hospital Practice series will continue to serve as a key mechanism to communicate vital palliative and end-of-life care principles to housestaff working in the VAMC and MUSC health care environments.

END-OF-LIFE CARE CURRICULUM DEVELOPMENT FOR MEDICAL HOUSESTAFF AT THE CHARLESTON VAMC
Leslye Pennypacker, M.D. and Jerome E. Kurent, M.D.,   Ralph H. Johnson Veterans Administration Medical Center, Charleston, South Carolina

GOALS:

· Enhance educational opportunities in palliative and end-of-life care for internal medicine housestaff utilizing didactic presentations and discussions in conjunction with direct patient care experience

· Demonstrate approaches to providing high quality end-of-life care for terminally ill patients and their families in a variety of different practice environments

OBJECTIVES:

· The residents will expand their knowledge base and patient care skill sets related to providing high quality palliative and end-of-life care

· Learn key Principles of Clinical Ethics and how these are related to end-of-life care

· Learn the Principles of Palliative Care

· Improve pain and symptom management for terminally ill patients

· Identify and help reduce barriers to providing excellence in palliative and end-of-life care

· Enhance professional development as a member of an interdisciplinary team focused on providing high quality end-of-life care

TEACHING METHODS AND MATERIALS:

A.  Didactic presentations regarding bioethical dimensions of end-of-life care

· Education for Physicians in End-of-Life Care (EPEC) presentations: Modules including Advance Directives, Breaking Bad News, Pain Management, Medical Futility, and other key content areas of palliative and end-of-life care

· Small group discussions focusing on pain and symptom management issues

· Grand Rounds presentations: broad overviews of palliative and end-of-life care

· Noon conferences: impact of ethnic and cultural diversity on end-of-life care

· Principles of Hospital Practice: formal presentation of DNR, Advance Directive policies 

B.  Patient-care related educational experience

· VAMC inpatient care and bedside teaching 

· Outpatient clinics

· Nursing home visits

· Physician visits to home-bound patients

RESIDENT DUTIES AND RESPONSIBILITIES:

· Attend and participate in scheduled didactic sessions, informal discussion groups

· Participate in end-of-life care of patients across the continuum of care, including acute in-patient service, out-patient clinics, home care and nursing home; particular emphasis on continuity of care.

· Development of patient care plans 

· Attend conferences, multidisciplinary team meetings, and family care conferences involving patients under their care

· Participate in decision-making process regarding pain and symptom management for patients residing in private residences and nursing homes 

· Participate as integral member of GEC interdisciplinary team

· Complete a minimum of three EPEC modules during one-month geriatric medicine rotation

EVALUATION OF RESIDENTS:

· Residents are evaluated by the attending physician on the GEC service, with input from all members of the interdisciplinary team

· Residents are evaluated on a regular basis by the MUSC Department of Medicine faculty, which includes assessment form and attending comments

· Residents will be administered a pre- and post-test relating to specific palliative and end-of-life care core content areas, such as pain management, symptom control, withholding and withdrawing medical support, and others.  To be administered at the beginning and conclusion of the geriatrics rotation.

FACULTY:

Leslye Pennypacker, M.D., Jerome Kurent, M.D.

Charleston VAMC Geriatrics and Extended Care Service 

Medical University of South Carolina Department of Medicine

STRENGTHS AND LIMITATIONS:

A.  Strengths

· Experienced and committed faculty

· Internal medicine housestaff motivated to enhance end-of-life care technical knowledge base and patient care skills

· Large patient population base in need of palliative and end-of-life care 

· Continuity of care model utilizing interdisciplinary team approach to palliative and end-of-life care

· Excellent learning and teaching environment working in close collaboration with the MUSC Department of Medicine

B.  Limitations

· Challenges associated with physician culture of doing everything, often in setting when cure is no longer possible

· Time constraints for housestaff: many demands on time, and may challenge ability to fully participate in patient-focused end-of-life care curriculum; rotations presently limited to one month, and may limit longitudinal care experience in end-of-life care.  May be overcome by incorporating and routinizing high quality end-of-life care into everyday patient care practice as demonstrated by faculty role models.
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INTEGRATING PALLIATIVE CARE (PC) CONTENT INTO THE INTERNAL MEDICINE RESIDENCY AT THE STATE UNIVERSITY OF NEW YORK HEALTH SCIENCE CENTER AT BROOKLYN (SUNY-HSCB) USING THE RESOURCES OF THE VA FACULTY LEADERS PROJECT FOR IMPROVED CARE AT THE END OF LIFE (FLP)

Popp, B.,  Luhrs, C.A.,   VA New York Harbor Health Care System, Brooklyn Campus, Brooklyn, NY.

Our objective was to expand the curriculum to equip housestaff with enhanced skills for improving care for dying patients.  A secondary goal was to demonstrate that palliative care (PC) is integral to the internists’ practice.

Competing time pressures was a major barrier, overcome by incorporating a PC focus into existing activities.  Communication skills were addressed by having housestaff participate in a training module, provided on-site.  Faculty Development was an area of success.  The FLP participant provided lectures on Pain and Symptom Management to the residency program leadership, and directed them to resources for self-directed learning.  

The internal medicine residency program at SUNY-HSCB is fully integrated between the Brooklyn Campus of the VA New York Harbor Health Care System (VA), Kings County Hospital Center (KCHC) and the State University Hospital of Brooklyn (UHB). There are approximately 140 trainees in the program, who spend 33-50% of their total time at the VA.  The trainees comprise a culturally diverse group, with over 50% having completed medical education outside of the United States and/or speaking English as a second language.

Pain management comprised 50% of the content of the weekly Palliative Care Tutorial (PCT), which was part of the hematology/oncology rotation.  Each month a subspecialty-related pain lecture was incorporated into the daily conference series.  Communication skills were part of the PCT, and each resident also participated in the Bayer Institute for Health Care Communication training program.   Exposure to outpatient PC was achieved through inclusion of PC Clinic and hospice home visits in the PRIME  & ACCESS programs.  During the hematology/oncology rotation housestaff cared for many patients with significant symptoms, and/or end-stage disease. The Hematology/Oncology unit encompasses up to 8 bed PC beds, and housestaff had some responsibility in caring for PC patients during their rotation.

A preliminary survey of the housestaff’s comfort and confidence related to PC was performed, and a follow-up can assess the impact of the curriculum.   Chart reviews of patients who die while in the care of housestaff before and after the completing the PCT can be done, looking at markers related to quality PC.

Assessment of current interventions is an important next step.  Increased participation in the PC elective, and/or further integration of housestaff in the care of PC inpatients is desirable.  Expanding parts of the program related to cultural diversity and communication when English is a second language would aid housestaff further in working with dying patients and their families.

Continuation of the curriculum after FLP funding concludes is a particular challenge and marker of success of the program at this site, as the faculty leader is leaving the VA and SUNY-HSCB at the conclusion of the program.  Because “local experts” were used for many of the pain lectures, and outside resources such as community hospice programs were used, the program will continue largely as it is now.  The palliative care elective will continue be offered to interested PGY-2/3 trainees.

PALLIATIVE CARE CURRICULUM FOR INTERNAL MEDICINE RESIDIENTS
Beth Popp, MD,  VA New York Harbor Health Care System, Brooklyn Campus, Brooklyn, NY
Overall Curriculum Goal: 

Expand residency program curriculum (1) to provide housestaff with enhanced stills needed to provide quality care to patients with life-limiting illnesses and (2) to demonstrate that quality palliative care is an important part of the internists’ scope of practice 

Intended audience:


Housestaff in a large, medical school-based, multi-hospital internal medicine residency program

Learning Objectives:


· Understand and be able to apply nationally recognized clinical practice guidelines for management of pain in the cancer patient (AHCPR, American Pain Society, WHO).

· Be able to use fundamental principles of pharmacology related to the opioid analgesics to develop a rational pain management strategy for palliative care patients.

· Demonstrate the ability to assess the common symptoms experienced by patients with advanced cancer ( pain, nausea, fatigue, dyspnea, etc.)

· Demonstrate the ability to discuss key issues related to palliative care with patients and their families:  establishing goals of care, delivering bad news, decisions regarding treatment preferences (including but not limited to cardiopulmonary resuscitation)

· Demonstrate an understanding of advance directives (health care proxies and living wills) and DNR orders.  Be able to counsel patients regarding the different vehicles available to them for expressing treatment preferences and  be able to implement an advance directive at the proper point in the patients’ care.

· Demonstrate an understanding of the role of Palliative Care within the specialty of internal medicine, including when referral to a Palliative Care specialist or Hospice program is appropriate.

· To understand what services a hospice program can provide and gain experience working as part of an interdisciplinary team, in liaison with hospice staff, in managing symptoms

Resident Duties and Responsibilities:
All Housestaff:

· Participation in 4 weekly small group sessions which comprise the Palliative Care Tutorial, case-based sessions to teach principles of pain management and communication skills essential to Palliative Care

· Integration of pain management clinical practice guidelines in the treatment plan of patients under their care during the hematology/oncology rotation

· Attendance at the monthly pain management lecture series

· Consultation and/or follow-up of Palliative Care outpatients followed in the Palliative Care clinic (as part of the PRIME rotation)

· Home visit(s) to patients enrolled in a community-based Medicare-certified hospice program in conjunction with a home care nurse member of the hospice staff

· Participation in the Bayer Institute for Health Care Communications training program 

Palliative Care Elective (PGY-3 residents)

· Consultations on new inpatients and outpatients

· Follow-up evaluations of inpatients and outpatients

· Rounds with oncology ward team to address palliative care issues

· Palliative care clinic

· Hospice Home visits

· Participation in Interdisciplinary team meetings

Evaluation Process:

· Housestaff will be evaluated based on their performance during the hematology/oncology ward rotation using the standard evaluation for all inpatient rotations, and including their attention to pain and symptom management and communication with patients and their families.

· Participation in the palliative care tutorials will be communicated verbally to the ward attending completing the evaluation for each resident so this can be incorporated into the overall evaluation

· Attendance at the pain management lecture series is required and tracked by the Chief resident, and content from these lectures is included in the monthly assessment examinations 

· Housestaff performance in the outpatient clinic is evaluated using the standard evaluation for the PRIME rotation

· Participation in the home visit is evaluated based on attendance or failure to attend.  Exceptional performance (positive or negative) is communicated from the hospice staff to the PRIME program director.

Faculty:

· Director of Palliative Care (Beth Popp, MD)

· Palliative Care/Oncology Nurse Practitioners (N. Haliskoe, C. Clarke, L. Reyes)

· Oncology Section attending Physicians (C. Luhrs MD, A. Leaf MD,  J. Khokhar MD, O. Platica MD) 

· Members of the Hematology/oncology interdisciplinary team (social workers, nursing staff, Registered Dietician, Quality Assurance, Chaplian, Psychologist)

· Members of the medical staff with interest/expertise in various aspects of Pain management

· Bayer Institute for Health Care Communication trainers (E. Bourke MD, A. Adler, MD)

· PRIME program director (C. Pasquariello MD)

· Hospice program home care staff

Strengths and Limitations of the Curriculum:

· Pain management integrated into overall didactic curriculum

· Combination of inpatient and outpatient experiences utilizing a range of clinical settings for teaching

· Attention to the specific communication issues of this program which has a high percentage of trainees who speak English as a second language

· Little reinforcement of principles of palliative care during inpatient rotations other than hematology/oncology, though the housestaff have responsibility for patients with a high likelihood of dying during those rotations.
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IMPROVING PHYSICIAN COMPETENCY IN END-OF-LIFE CARE WITHIN AN INTERNAL MEDICINE RESIDENCY PROGRAM
Prendergast, T.J.,   VAMC, White River Junction, Vermont

Our Internal Medicine Residency program includes approximately 60 interns and residents at Dartmouth-Hitchcock Medical Center and the DVA Medical Center in White River Junction, Vermont.  We have begun a multi-institution process with the goal of teaching a new approach to dying patients.  Our specific objectives were: to detoxify the experience of caring for the dying by identifying its effect on caregivers; to facilitate frank and open discussions of dying, both with patients and among housestaff; to identify local resources (people and palliative care service) for specific clinical questions; to teach the basics of palliative care and to give housestaff a framework for further self-education.  The major barrier in our institutions has been the lack of time in the existing curriculum for new materials.

We have taken four important steps in the past 18 months.  First, we succeeded in making end-of-life care a priority for housestaff education.  To circumvent the lack of space in the curriculum, I planned and conducted for all Department of Medicine interns and residents a half-day educational retreat devoted to management of the dying patient.  We concentrated on topics not well taught within the traditional medical model: the role of hospice, spirituality in medicine and difficult communications issues.  We minimized lecture time, emphasized small group discussions and concentrated on opening the door to recognizing and processing providers’ reactions to grief-stricken situations.  Future plans include yearly retreats with special emphases on topics in palliative medicine such as pain assessment and management.  We hope to be able to take advantage of innovative teaching techniques such as role-plays and videotaping. We did extensive pre-and post-testing of trainees’ sense of competence that is being analyzed.

Second, we used the Department of Medicine housestaff retreat to publicize the availability of a new palliative care consult service at DHMC and to solicit consults to the existing palliative care service at the VA.  There was no palliative care clinical service at DHMC prior to January 1, 2000.  Several years ago, the Norris Cotton Cancer Center at DHMC received funding for a research proposal entitled Project Enable, one piece of which was to provide inpatient palliative care consultation on their study patients.  The educational activities described above have raised the visibility of this service and, with support from the Cancer Center, allowed the institution to build a palliative care consult service able to see patients with advanced diseases other than cancer. Our hope is that this service will continue to grow to become self-sustaining.

Third, we were able to persuade the Department of Medicine to participate in the Medical College of Wisconsin’s Internal Medicine Residency Project to improve training in end-of-life care.  The Department funded two clinicians to participate in MCW’s training course, and the residency Program Director has worked with them and with me to enrich the curriculum for next year.  We plan to address end-of-life issues at housestaff noon conferences and at morning report, in addition to our yearly retreat.

Finally, I have introduced into critical care conferences and teaching rounds in the ICU the first pieces of a curriculum to improve communications skills with families of dying patients.

Curriculum

Teaching Palliative Care in the ICU
Thomas J. Prendergast, MD,  VA Medical Center, White River Junction, VT
Goal:

To use the frequency of decisions to withdraw life support in the ICU as a teaching tool to improve interns’ and residents’ skills in discussing end-of-life issues. 

Objectives:  

The resident or intern will

· Recognize competing agendas and identify how those agendas affect the course of end-of-life discussions;  

· Incorporate negotiation skills into discussions;  

· Analyze ethical issues that arise within end-of-life discussions;  

· Understand that empathy is integral to a professional approach to the end-of-life;

· Evaluate their own emotional responses to different patient and family requests.

Teaching methods and materials:

· The goal will be to have daily meetings with the families of all ICU patients at high-risk of dying, withdrawal of life-support or miscommunication;

· Interns and residents will attend all family meetings in the ICU.  The staff physician will conduct the meeting, and afterwards will debrief trainees about their impressions;

· Where possible, the staff physician will solicit the family’s impressions of their interactions with medical and nursing staffs, and review this information individually with trainees;

· Dr. Prendergast has developed a series of cases that illustrate problems in communication in the ICU and outlines an approach to these problems that emphasizes the importance of negotiation.  These cases can be the basis for individual or a series of interactive critical care conferences.

Resident duties and responsibilities:

· Residents are expected to attend all family meetings;

· Residents are expected to read on assigned topics and to participate in case studies as directed.

Evaluation of the residents:

· Residents will be evaluated on their attendance at family meetings;

· Residents will be evaluated on their participation in case conferences;

· Understanding of ethical issues and legal precedents pertaining to withdrawal of life support can be assessed with a simple written examination;

· Residents will be evaluated on their sense of competence to approach end-of-life discussions by pre- and post-testing using subjective scales.

Faculty:

Faculty should be experienced in critical care medicine, well-versed in bioethics and comfortable with the interpersonal skills needed to manage family conferences.

Strengths and limitations:

This curriculum addresses a common problem (competing directions to end-of-life care) in a well-defined situation (the Intensive Care Unit) where large numbers of internal medicine residents are trained.  The skills learned in this setting are transferable to dying patients in other clinical contexts. 

However, the ICU is a unique environment where patients are usually not able to participate in their own care.  Most end-of-life discussions take place with families and surrogates.  The skills acquired in family discussions are not exactly those that are needed in direct discussions with outpatients.
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CAN WE TALK?  VA GREATER LOS ANGELES PALLIATIVE CARE CURRICULUM 

Ken Rosenfeld, M.D. and Meika Fang, M.D.,  VA Greater Los Angeles Healthcare System
The VA Greater Los Angeles Healthcare System Internal Medicine Residency program began in the fall of 1998 to incorporate end of life training into our residency curriculum.  During the course of the project we have implemented a structured curriculum as well as a less-structured, case-based approach curriculum.  The internal medicine residency program is a freestanding VA program and includes approximately 50 3-year residents (PG1-PG3). Prior to this project we had no identified curriculum in end of life care.  The primary objective of the program is to improve residents’ communication skills about end of life care.

The structured curriculum was included as part of a one-month geriatrics rotation for two residents each month (approximately 36 of the 50 3-year internal medicine residents).  The curriculum was modeled after the EPEC curriculum and the American Academy of Hospice and Palliative Medicine Hospice and Palliative Medicine core curriculum.  Teaching methods used included didactic sessions including Medical Grand Rounds, videotape presentations, case presentations, interactive sessions, and review of journal articles.  Each medicine resident received a packet of materials that included the Primer of Palliative Care, Timeline Phases of Terminal Care, patient brochures on What is Hospice and End of Life Decision Making, and a comprehensive handout on end of life care.  Faculty from various departments in the medical center participated in the teaching sessions.  

The less-conventional elements of the program included three elements designed to improve residents’ communication skills in caring for dying patients.  The first was a two-day resident retreat in November 1999 dedicated to communication in end of life care.  The second was a series of monthly morning case conferences in ethics in the dying patient.  The third was a local reading of the Pulitzer Prize-winning play “Wit” by its award-winning cast in February of 2000.  Evaluation of the “Wit” experience by over 200 resident and non-resident attendees found the following:  74 percent gave the performance their highest rating (“Excellent”); 83 percent rated the learning experience as “much more useful” (57 percent) or “somewhat more useful” (26 percent) compared with other approaches to learning about palliative care they had experienced; and 80 percent regarded the play as “extremely relevant” (46 percent) or “very relevant” (34 percent) with regard to the care they provide to their patients.  

On the other hand, the structured curriculum suffered a severe setback with the re-organization of the geriatrics rotation over the past year, during which time residents have been effectively removed from participating in the rotation.  As a result, standardized curricular elements have been introduced to less than half of current residents.  In addition, the lack of a formal evaluation mechanism for the standardized curriculum has prevented assessment of its impact on resident skill.  

Starting in July 2000 the geriatrics rotation will be revamped to include a medicine intern and second-year resident every rotation and to add exposure to home care and nursing home patients.  Medicine housestaff will be assigned palliative care patients at the VA Nursing Home Care Unit (NHCU) and be expected to present these patients at the multidisciplinary NHCU Palliative Care Conference with bedside rounds when feasible.  Medicine residents will be assigned a topic to read and present their findings at the weekly End-of-Life teaching sessions.   Pre-test and post-test of the rotation will be developed to assess impact on knowledge of end-of-life care.

PALLIATIVE CARE CURRICULUM

Geriatrics Rotation
Meika Fang, M.D.,  VA Greater Los Angeles Healthcare System, Los Angeles, CA   90073
GOAL:

To provide the resident with didactic and experiential learning opportunities in a broad range of palliative care issues in the geriatric population

OBJECTIVES:

The resident will: 

· Learn specific skills in the evaluation and management of physical pain in dying geriatric patients

· Develop knowledge of the evaluation and management of non-pain symptoms

· Gain skills in communication issues in end of life care including:  breaking bad news, goal-setting and treatment decision making, and advance care planning 

· Gain expertise in handling ethical dilemmas: withholding and withdrawal of LST, double effect, tube feeding, futility, surrogate decision making

· Learn to provide care as a member of a interdisciplinary team of physicians, nurses, social workers, chaplains, patient care advocate, pharmacist and therapists

TEACHING METHODS AND MATERIALS: 

· Bedside presentations and discussions of palliative care patients in the Nursing Home Care Unit (NHCU) with the multidisciplinary NHCU team.

· Prepared case presentations of NHCU patients at the multidisciplinary NHCU Palliative Care Conference.  

· Weekly assignments of topics in palliative care for literature search and presentation at the weekly End-of-Life teaching sessions. 

· Reading materials including the Primer of Palliative Care, Timeline Phases of Terminal Care, patient brochures on What is Hospice and End of Life Decision Making.
RESIDENT DUTIES AND RESPONSIBILITIES:

· The resident will attend NHCU Multidisciplinary Rounds and Palliative Case Conference. 

· The resident will read on, and present, their patients at Palliative Case Conference.

· The resident will read on assigned topics and present their findings.

· The resident will participate in all didactic and interactive learning sessions.

EVALUATION OF RESIDENTS:

· The residents will be evaluated based on their performance in the NHCU using the Rotation Evaluation form.

· The residents will be evaluated during palliative care rounds on their discussion of assignments and presentation.

· Pre-test and post-test of the rotation will be developed to assess resident gains in knowledge of end-of-life care.

FACULTY:

· Meika Fang, M.D.

· Kenneth Rosenfeld, M.D.

· Mira Cantrell, M.D.

· Division of Geriatrics

STRENGTHS AND LIMITATIONS:

· Bedside rounds in the NHCU incorporate palliative care and nursing home care, neither of which the residents get outside of the geriatrics rotation.

· The multidisciplinary approach and its merits in the delivery of palliative care are demonstrated through participation in NHCU and home care team meetings

· The exposure is limited to two weeks during residency, with continuing exposure to palliative care education only through other educational activities currently being planned (Grand Rounds, ethics case conference, etc)
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END-OF-LIFE (EOL) CARE CURRICULUM AT THE ST. LOUIS VAMC 

Schultz, M.,  St. Louis VA Medical Center, St. Louis, MO

The Internal Medicine Residency at the St. Louis VA Medical Center is affiliated with 2 university internal medicine training programs, Washington University (WU) School of Medicine and St. Louis University (SLU) School of Medicine. The full-time VA physicians are on the faculty of one institution or the other, working predominantly with housestaff and students from that university, although not exclusively. The EOL curriculum developed at the St. Louis VAMC involves the WU housestaff, although SLU housestaff have benefited to a lesser extent as well. Furthermore, the curriculum has spun off to include education of medical students, VA staff and the community at large. Prior to this project WU had no formal curriculum in end-of-life care. 

Beginning in the fall of 1998, steps have been taken to integrate end-of-life care into the WU residency curriculum. The internal medicine residency program is quite large, consisting of 152 residents (PG1-PG3), four Chief Residents at Barnes-Jewish Hospital (BJH) and two chief residents at the VAMC.  Not all of the residents rotate through the VAMC each year. The EOL curriculum was implemented at the VAMC for residents on the inpatient medical service and ambulatory care services. In addition, there has been limited exposure of the WU housestaff who are at BJH, the main teaching hospital. 

Didactic sessions have been presented one to three times per month, open to all internal medicine and ambulatory care residents from both WU and SLU, in addition to WU and SLU medical students, VA faculty and staff. Topics have addressed chronic pain management as well as EOL care issues including advanced directives, breaking bad news, establishing goals of care, withholding or withdrawing care, and hospice care. A significant portion of the curriculum has been adapted from the American Medical Association's EPEC curriculum.

Morning Report sessions were conducted to discuss resident’s experiences with difficult cases in EOL care, medical futility or symptom management. 

Ambulatory care residents have had the opportunity to observe and practice EOL care skills in the Hematology/Oncology clinic. In addition, they spend one day during their month-long rotation participating in community hospice care through the Visiting Nurse Association Hospice Agency. A few residents have elected a 4-week rotation in Hematology/Oncology and EOL care, which also includes the community hospice care experience.

Although there has been no formal evaluation of the program, the informal feedback from the participating residents, students and community hospice providers has been universally positive.  Comments from the limited number of faculty attending various sessions have been positive as well.  An unanticipated outcome was an invitation to contribute a chapter to include palliative care techniques for the new Washington Manual of Ambulatory Therapeutics which is now in press.
END OF LIFE CARE CURRICULUM

Michelle Schultz, M.D.,  St. Louis Veterans Affairs Medical Center, St. Louis, MO
GOAL:

To provide residents with the opportunity to gain knowledge and experience in EOL care, hospice care and chronic pain management.

LEARNING OBJECTIVES:

A.
EOL Care Overview

· Understand the current state of dying in America and contrast with public desires

· Identify Barriers to EOL care

· Understand the roles of palliative care and hospice care

B.
Pain Management

· Understand the pathophysiology and prevalence of chronic pain

· Identify the barriers to adequate pain control

· Become familiar with the stepwise approach to analgesics, the addition of adjunctive agents and non-pharmacologic approaches

· Know the adverse effects of analgesics

C.
Home Hospice Visits

· Understand the interdisciplinary philosophy of hospice care

· Identify patients eligible for hospice benefits

· Experience hospice care delivered at home and/or in nursing homes.

TEACHING METHODS:

· Didactic sessions

· Discussion groups at residents’ morning report

· Role-modeling by providers in direct patient care settings including hospital, hematology/oncology ambulatory clinic and community hospice visits.

· Observation of residents with immediate feedback

FACULTY:

· Michelle Schultz, M.D.

· Section of Hematology/Oncology

STRENGTHS AND LIMITATIONS:

· Small group discussions with ample opportunity for questions and discussions of personal experiences

· Direct patient care experiences in the hospital, clinic and community

· Experience is limited to residents who rotate through the VA except for one grand- rounds-style lecture at the main teaching hospital

· Time may be limited to a few days during the ambulatory care rotation or inpatient services unless the resident is on a formal month-long elective

· There is no inpatient hospice facility or ward.

Bibliography:

Selected components of the EPEC curriculum with access to the entire curriculum

Various pertinent articles from the recent medical literature 

END-OF-LIFE (EOL) CARE CURRICULUM DEVELOPMENT AT THE LEBANON VA MEDICAL CENTER
Shreve ST, VA Medical Center, Lebanon, PA.  

The Lebanon VA Medical Center in conjunction with our affiliate The Pennsylvania State University/ College of Medicine Internal Medicine Residency program has worked since the fall of 1998 to integrate end-of-life care into the residency curriculum and evaluation program.  During the course of the project we have completed a review of existing end-of-life education and implemented an expanded curriculum via a new Hospice/Palliative Care rotation that started in July 1999.  The internal medicine residency program includes 55 residents (PG1-PG3), two Chief Residents and utilizes four main teaching hospitals. Prior to this project the identified curriculum in end-of-life care consisted of a series of 4-6 didactic noon lecture conferences.  

We identified the need for an overhaul and redefinition of the curriculum to include a formal rotation at the Lebanon VAMC’s Hospice/Palliative Care inpatient unit. The curriculum content changes included didactic and bedside teaching in the following core areas: pain management, non-pain symptom management, end-of-life communication skills, and ethical and legal decision-making. We planned and implemented a formal monthly inpatient rotation on hospice/palliative care for 12 senior internal medicine residents that started in July 1999. Each rotating resident: assumes responsibility for the care of approximately 10-12 dying patients with attending supervision, is provided compendium of articles on end-of-life care topics, participates in 4 small group sessions with the attending to discuss end-of-life issues and is provided 2 didactic sessions on end-of-life care. These sessions include having the resident actively participate in a role-playing scenario on delivering bad news in front of peer residents at noon lecture and having the resident provide the hospice staff with an in-service on a palliative care topic. Additionally, a Grand Rounds presentation on improving the internal medicine curriculum was presented in January 1999.  

Assessment of the educational impact of the Hospice/Palliative Care rotation is being performed by administering pre-post tests.  Future plans include implementing a quarterly chart audit of pain assessment completed by our facility’s education department.  Residents rotating on the Hospice/Palliative care unit are given verbal feedback at the mid-point and a written evaluation upon completion of the rotation. Additionally, after the role-playing exercise, the resident-participant is given immediate feedback on positive behaviors. 

Future plans include completion of the Robert Wood Johnson project titled “Improving Residency Training in End-of-Life Care”. We’ve completed the survey of teaching faculty for their knowledge in end-of-life care using the pre-conference 36-item knowledge examination and plan on attending the training conference in October, 2000. 

A grand rounds presentation on some aspect of end-of-life life will be scheduled for the 2001-2002 academic year. 

HOSPICE/PALLIATIVE CARE CURRICULUM

INPATIENT ROTATION
Scott T. Shreve, D.O., VA Medical Center, Lebanon, PA

GOAL:

To establish a resident rotation on an inpatient Hospice/Palliative Care Unit which provides the opportunity to gain hands-on knowledge and skills in providing end-of-life care.     

OBJECTIVES :

The resident will: 

· Learn specific skills in the evaluation and management of pain.

· Develop knowledge and skills in the use of opiates for pain symptom control.

· Develop knowledge of the evaluation and management of non-pain symptom control including: nausea, dyspnea, anorexia and other systemic symptoms.

· Learn the steps in sharing difficult news with patients and families.

· Discuss medical ethics at the bedside: advance directives, DNR, nutrition and hydration, conflicts of interest, futility, double effect, surrogate decision making, physician-assisted suicide, withholding or withdrawing treatment.

· Learn how to care for patients and families in the last hours of living through hands-on supervised experience. 

· Develop an understanding of the expertise of the other members of the interdisciplinary team and what they offer to the care of the patient and family.

· Learn to provide care as a member of a multidisciplinary team of physicians, nurses, physician assistants, social workers, chaplains, therapists and others.

TEACHING METHODS AND MATERIALS :

· Bedside rounds will be completed weekly with the palliative care team and the patient and family, if available.  

· The goals of palliative care will be discussed with input from the patient, family and team. 

· Palliative care topics will be assigned to the residents for further reading and presentation at an in-service provided by the resident to hospice staff. 

RESIDENT DUTIES AND RESPONSIBILITIES:

· The resident will assume care for approximately 10-12 dying patients on the Hospice/Palliative Unit with supervision provided by the attending palliative care physician. 

· The resident will facilitate interdisciplinary team rounds and present patient care initiatives during weekly bedside rounds. 

· The resident will meet the objectives as outlined.

· The resident will read assigned topics and present their findings.

EVALUATION OF RESIDENTS:

· The residents will have his/her performance evaluated with verbal feedback, the Lebanon VAMC Resident Assessment form and The Pennsylvania State University/College of Medicine residency evaluation form. 

· The residents will be evaluated midway through the rotation verbally, daily during patient care rounds and finally in writing at the end of the rotation. 

FACULTY:

Scott T. Shreve, D.O.

STRENGTHS AND LIMITATIONS:

· This rotation represents a dramatic improvement in the structure, content, setting and outcome measures provided to the residents as part of their end-of-life curriculum. 

· The exposure is limited to a one month, halftime rotation, during an ambulatory rotation month that creates time constraints on the resident in performing all of their responsibilities. 

· There is only one attending with the time, training and desire to provide this residency training program. 

BIBLIOGRAPHY:

OXFORD TEXTBOOK OF PALLIATIVE MEDICINE, Second Edition, Ed. Derek Doyle, 1998 (on the unit).

Reference articles included in resident’s handbook:

· Abraham, JL. Management of Pain and Spinal Cord Compression in Patients with Advanced Cancer. Ann Intern Med. 1999, 131:37-46.

· Weissman DE et al. Oral Morphine for the Treatment of Cancer Pain. Prin Prac Onc. 1990, 4:1-8.

· Bruera E et al. Continuous Sc Infusion of Narcotics for the Treatment of Cancer Pain: An Update. Can Treatment Reports 1987, 71:953-957.

· Holman GH. Hospice/Palliative Medicine: Principles and Practice. Fed Pract. Jan 1999, 33-36. 

· Rousseau P. Non-pain Symptom Management in Terminal Care. Clin Geri Med 1996, 12:313-327.

· Block SD et al. Assessing and Managing Depression in the Terminally Ill Patient. Ann Intern Med. 2000, 132:209-218.

· McCann RM et al. Comfort Care for Terminally Ill Patients. JAMA 1994, 272:1263-1266. 

· Faulkner A. Communication with patients, families, and other professionals. BMJ 1998, 316:130-133.

· Singer PA et al. Quality End of Life Care. JAMA 1999, 281:163-168.

· Suchman AL. A Model of Empathic Communication in the Medical Interview. JAMA 1997, 277:678-682.

· Dudley JR. Unfinished business: Assessing the spiritual needs of hospice clients. Am J Hospice Pall Care 1995, Mar/Apr:30-37. 

· Byock IR. Ethics from a Hospice Perspective. Am J Hospice Pall Care 1994, Jul/Aug:9-11.

· Quill TE et al. The Debate over Physician-Assisted Suicide: Empirical Data and Convergent Views. Ann Intern Med 1998, 128:552-558. 

· Withholding and Withdrawing Life-sustaining Therapy, Position Paper of the American Thoracic Society. Ann Intern Med 1991, 115:478-485. 

· Emanuel L et al. The Medical Directive. JAMA 1989, 261:3288-3293. 

END-OF LIFE CURRICULUM DEVELOPMENT IN THE VA HOSPITAL


Somogyi-Zalud E., VA Medical Center, Washington, DC
The objective was to incorporate end of life care to the training of internal medicine residents and geriatrics fellows. There was no structured end of life care curriculum in place prior to this project.

The VAMC in Washington, DC is affiliated with three internal medicine residency programs: George Washington University Medical Center, Georgetown University Hospital and the National Naval Medical Center.

The curriculum was implemented effective the fall of 1998.Teaching was delivered in several settings. An end of life care curriculum was incorporated to the geriatric rotation in the form of a weekly didactic session.  At the beginning of the rotation, selection of relevant reading materials from the area of hospice, ethics, pain management and humanities was made available to each resident. A larger audience of residents was reached through incorporation of end of life care to noon conference schedule and to grand rounds.

The number of residents and fellows on a geriatric rotation is 5 during an average month.

Major content areas are an introductory lecture focusing on hospice care, pain management and artificial nutrition and hydration in terminal patients. A discussion group would focus on any issues or cases brought up by the participants. A presentation by the residents focused on any related issue selected and researched by the trainee.

Several grand rounds were hold on the topic, with nationally recognized experts in the field.

Future plans are for faculty development in this area, in order to expand the expertise of potential teachers. The training programs are making efforts to expand the presence of end of life topics continuously during residency training as well. An example is the weeklong rotation in an inpatient community hospice, being implemented by George Washington University medical Center, or the participation of the National naval Medical Center in the project titled “ Improving residency training in End of Life Care”  

The outlined curriculum will remain in place following the termination of the project.
END-OF-LIFE CARE CURRICULUM CONTENT
Emese Somogyi-Zalud, MD,  VA Medical Center, Washington, DC
GOAL:

To provide residents and fellows with the opportunity to:

· Learn the basics of hospice care and pain management.

· To discuss issues of concern in the area of end-of-life care.

· To provide the residents and fellows with the opportunity to conduct some self directed reading in the area of end of life care.

OBJECTIVES:

The residents will learn the basics of:

· Pathophysiology of pain

· Assessment of pain

· Pain medications

· Prescribing, reevaluation and follow up for patients in pain

· Concept of hospice care

· Reimbursement issues related to hospice care

· Symptoms prevalent in terminally ill patients

· Ethical issues and general consensus related to artificial nutrition and hydration of terminally ill patients

TEACHING METHODS AND MATERIALS:

· Methods:

· Small group lecture

· Small group discussion

· Small group presentation by residents

· Noon conference

· Grand rounds

Most commonly used materials:

· Pharmacologic Treatment of Cancer Pain. Levy MH. N Engl J Med 1996; 335:1124-32.

· The Management of Chronic Pain in Older Persons, AGS Clinical Practice guidelines, JAGS 1998:46; 635-51.

· Ethics Manual, ACP Position Paper, Ann Intern Med. 1998; 128:576-94.

· Terminal Care by Joel Potash in: Ham RJ, Sloane PD. Ed. Primary Care Geriatrics. St. Louis: Mosby, 1997; 202-13.

· What Do Apple Pie and Motherhood Have to Do With Feeding Tubes and Caring for the Patient? Slomka J. Arch Intern Med 1995; 155:1258-63.

· Selected essays from “On Being A Patient” and “On Being a Doctor”,  Ann Intern Med 

RESIDENT DUTIES AND RESPONSIBILITIES:

· Attending  didactic sessions

· Reviewing the assigned reading

· Preparing a presentation on a topic selected by the resident

EVALUATION OF RESIDENTS:

· The residents and fellows are evaluated  as part of their overall evaluation for the geriatric rotation using the standard evaluation form

FACULTY:

· Emese Somogyi-Zalud, MD, Veterans Affairs Medical Center

· Loren Freidman, MD, George Washington University Medical Center, Washington DC

· Christina Puchalski, MD, George Washington University Medical Center, Washington DC

Invited speakers:

· Joanne Lynn, MD, Center to Improve Care of the Dying, George Washington University, Washington DC

· Sean Morrison, MD, Mount Sinai Medical Center, New York, NY

STRENGTHS AND LIMITATIONS:

· Introduction to issues of end-of-life care is appropriate during a geriatric rotation, when clinical care is often focused on patients with limited life expectancy.

BIBLIOGRAPHY:

See under “Materials”

DEVELOPING END-OF-LIFE CURRICULUM FOR HOUSESTAFF AND HEALTH CARE PROVIDERS USING MAJOR TEACHING CONFERENCES

Monica B. Spaulding, MD.,  WNY VA Health Care System, Buffalo, NY
Overview: The University of Buffalo house staff program includes three hospitals, the WNY VA Health Care System, the Erie County Medical Center and the Kaleida Health System.  Within the house staff program, there was no formal education on ethics or end-of-life issues prior to 1998. At that time, in addition to the opportunity offered by the Robert Wood Johnson faculty leadership Program, there were other initiatives developing within the UB medical school and within the house staff teaching program. For the house staff, this included a series of lectures on the ethical dimensions of medicine primarily focused on legal issues, such as health care proxies and informed consents.  In addition, a four-week elective entitled palliative care designed for both house staff and fourth year medical students was being developed. 

The curriculum we developed for the fellowship had the goals of utilizing the major teaching conferences at the VA to integrate knowledge about end-of-life care to the house staff and health care providers, and to become familiar with and part of the larger programs being initiated at the other major teaching hospitals and at the UB medical school for end-of-life teaching.

The two VA conferences that were our focus were the ‘Morning Report’ in which medical patients are discussed and the Morbidity and Mortality Conference. Morning report is no longer a recitation of the admissions from the previous 24 hours, but is instead, an important educational session directed and run by the chief resident.  A patient with a particular problem is presented, the differential diagnosis, management, diagnostic tests, therapy and outcome are addressed in a Socratic method of teaching led by the chief resident. The house staff and students interact and respond to work-out the problem. The mortality and morbidity conference is held weekly and attended by house staff, full and part time staff physicians, nurse practitioners and medical students.  This was an opportunity for a didactic lecture covering important topics such as new advances in the management of heart failure or symptom management of the dying patient. 

Program Setting: The inpatient medical service at the Western New York heath care system includes 54 acute medical beds, 30 subacute beds, 31 medical beds and a medical-surgical ICU.  The medical house staff for UB numbered 75 at the start of the program (the numbers are being reduced).  There are 11 medical house staff and 12 medical students on the acute service per module.  Morning report is attended by all of these plus other residents taking electives at the VA.  Attendance is usually in the 22-28 range.  Morbidity conference is attended by 40-50 individuals as full time staff including other primary care givers. 

Content and instructional method: Over the course of three years, it was intended that the major topics of end-of-life care, as described in EPEC, would be covered through patient presentations at morning report and through the didactic lectures.  During the first year, we inserted the teaching via morning report and the Morbidity and Mortality conference.  Once a month, morning report would include a session focused on a patient with the previously undiscussed, yet common, symptoms and problems associated with a terminal illness. During the first year, we covered such topics as the symptoms and management of dyspnea secondary to end stage interstitial lung disease, opioid use in malignant pain and the delirium of terminal illness. In the morbidity and mortality conference, we planned to insert one lecture on end-of-life management every six months.  The use of opioids and other adjuvant drugs for pain management and an overview of the management of terminal symptoms were covered during the first year.

During this time, the formal elective in palliative care was begun.  Students and residents choosing to participate in this four-week elective would rotate through the freestanding Buffalo hospice, see hospice consults at the three hospitals and rotate in pain and palliative care clinics as they become established.  Communication skills in the delivery of bad news were emphasized and a session with a standardized patient called ‘delivering bad news’ was developed. 

Follow-up and impact: The problems covered in morning report were primarily of symptom management and will continue to a focus of discussion in upcoming years.  Morning Report has changed so that patient presentations occur on only three of the five mornings.  With less time for patient presentation, discussion of symptom management is more likely to be folded into discussion of other medical issues, rather than a focus of its own.

The didactic lectures developed for the VA program will be part of a lecture series offered throughout the house staff hospitals.  Rather than a single lecture introduced in to the mortality and morbidity conference at one hospital, the topics would be covered in a three-year series, given at each hospital.

Importantly, a more general approach to the subject of improved communication with terminal patients and the management of terminal symptoms including pain is now occurring within both the medical school and the house staff teaching program.  The standardized patient is being used by students to evaluate their abilities at delivering bad news.  The palliative care elective which includes rotations in a pain clinic, rounds at a free standing Hospice, hospice consults within the three hospital system and home visits with hospice patients has been accepted. 

Curriculum Content

Monica Spaulding

Goals:

· Utilize the major teaching conferences to integrate knowledge about end-of-life care to the house staff and health care providers at the VA 

· Become familiar with and part of the larger programs being initiated at the other major teaching hospitals and at the UB medical school for end-of-life teaching.

Objectives:

· Residents will understand the symptoms associated with dying and ways of managing those symptoms.

· Residents will become familiar with the pain scale, use of opioids, management of side effects and the use of adjuvant therapy.

· Residents will lean communication skills, which help in the delivery of bad news. 

· Residents will become familiar with the issues involved in obtaining consents, naming of health care proxies, euthanasia and physician assisted suicide.

· Residents will have an exposure to Hospice programs.

· Residents will learn the value of working with a multidisciplinary hospice team including the chaplain, social worker, therapists, nurse practitioners, pharmacists and other physicians.

Teaching Methods:

· A series of didactic lectures given over a three-year period to cover the topics involved in end-of-life care.

· Interactive teaching in a patient-centered discussion with an attending and a group of house staff and students.

· One-on-one teaching in an elective with opportunities for clinic and bedside consults.

Strengths of program:

· The variety of faculty-resident (student) interactions provides learning situations which are appropriate for almost everyone.

· The faculty includes individuals from the Buffalo Hospice program, the ethics faculty and physicians from multiple hospitals with differing end-of-life problems and settings.

· The Western NY VA Health Care System has established a VISN-wide Faircare program focused on education of allied nursing, chaplain and social work staff.  The goal is to increase the communication of these individuals with terminally ill patients and their families.  This group communicates freely with the house staff to point out issues that may not have been addressed.

· House staff rotations meant that most (if not all) were exposed to new issues of terminal care management.

· Exposure to an excellent Hospice Program

Limitations:

· Clear support from the Department of Medicine leadership was lacking.  

· Recognition of the role of the faculty leader from the VA was lacking meaning no additional time was allotted to me for the development of new initiatives in terminal care.   No changes were made in my schedule and responsibilities in order to accomplish the goals of the Fellowship.

· Limited space in the resident schedule for elective time.

Bibliography:

Oxford Textbook of Palliative Medicine, 2nd edition.  A tremendous book, but overwhelming for the house staff.

Palliative care- a Case-based Manual.  Edited by Neil McDonald, Oxford University Press, 1998.

Handbook of Palliative Care in Cancer.  By Alexander Waller and Nancy Caroline.  Butterworth and Heineman, 1996.

Peaceful Dying-the Faircare Approach, by Daniel Tobin.  Perseus Books, Reading, MA.  1999.

Communication Skills in Clinical Practice,  CD-ROM set by Robert Buckman and Walter Bailes.

IMPACT OF “THE VA FACULTY LEADERS PROJECT” ON PALLIATIVE CARE EDUCATION OF RESIDENT PHYSICIANS  

Basil Varkey, Marcos Montagnini, Ralph Schapira, David Weissman,   Zablocki  VA Medical Center (ZVAMC) and Medical College of Wisconsin (MCW), Milwaukee, WI.
In October 1998, a ZVAMC-based physician was selected as one of 30 leaders of the VA Faculty Leaders Project (funded by Robert Wood Johnson Foundation) to develop and integrate benchmark curricula in palliative care into an internal medicine residency program.  The internal medicine 3-year residency program at MCW has 92 residents, 30 of whom are assigned to ZVAMC every month.  We report the steps taken and the results achieved at the ZVAMC.

Steps taken: Formation and Meetings of Palliative Care Interest Groups, Faculty Development Course directed by a MCW-based palliative medicine expert (12 hours over an 8 week period completed by 12 VA-based faculty); training of the VA faculty leader in “Education for Physicians in End-of-Life Care” (EPEC) course of the American Medical Association; exchange of ideas with VA Faculty Leaders and Palliative Care experts; presentation of “Goals and Plans for Palliative Care” in Grand Rounds; aiding the ZVAMC administrative leaders in clinical program development in Palliative Care (designating a physician director, a palliative care ward, a multidisciplinary team and Palliative Care Consultation Service), and proposing and securing approval of MCW’s Residency Curriculum Committee for a required Palliative Care experience integrated with an existing one month geriatrics rotation for senior residents.

Results: The main components of Palliative Care resident education (n=residents who completed) at ZVAMC as of April 2000 are: 1) required one-month integrated rotation in Palliative Care ward (n=24).  This rotation requires care and follow up of 2 patients/resident, teaching rounds 2x/week, didactic sessions covering major domains of palliative care 2X week; exposure to family meetings and multidisciplinary conferences.  2) Faculty leader directed small group sessions: one morning report each month devoted to Palliative Care  (n=30 residents in medicine wards) where patient-based issues are discussed or a role playing session on topics such as “Breaking Sad/Bad News” “DNR orders” is held and 3) didactic and partly interactive sessions based on the modules of EPEC conducted for all residents and students once every 6 weeks (n=150).  In addition, attending physicians in Intensive Care Unit and wards are encouraged to incorporate palliative care teaching into teaching rounds and to model and instruct residents on communication skills.  Evaluation instruments for some of the educational components of palliative care are in place (e.g.: Palliative Care ward experience by pre and post rotation knowledge questionnaire) and others are in development.

Conclusion: The VA Faculty Leaders Project has resulted in development and implementation of a multifaceted palliative care education for resident physicians in internal medicine at ZVAMC and has successfully integrated palliative care into the curriculum of internal medicine residency at MCW.  

Future:  All the curricular elements will continue to be in place at ZVAMC even after the funding for the project is concluded because of several factors that include acceptance by resident physicians and faculty of the integrated curriculum in Palliative Care, development of the clinical program and a larger number of faculty with knowledge and commitment to Palliative Care.

PALLIATIVE CARE EDUCATION INTEGRATED INTO A GERIATRICS ROTATION FOR RESIDENT PHYSICIANS 

Basil Varkey, MD,  Zablocki VA Medical Center (ZVAMC), Milwaukee and the Medical College of Wisconsin
OVERVIEW OF PALLIATIVE CARE CURRICULUM:

Curriculum development in Palliative Care has been ongoing at the Medical College of Wisconsin (MCW) since 1995.  In the last 2 years ZVAMC has become a training site and new elements have been added.  Presently a comprehensive curriculum in Palliative Care approved by the Department of Medicine Curriculum Committee that includes Core Topics (1 year cycle), Supplemental Topics (3 year cycle), Teaching Faculty, and Learning Objectives (in detail-11 pages) is in place. The teaching formats and covered domains at both hospitals - Froedtert Memorial Lutheran Hospital (FMLH) and ZVAMC - are integrated to meet the curricular objectives and are listed below:

1. 12 annual Palliative Care Lecture/Seminar (6 FMLH, 6 ZVAMC) Large Group

· Pain management-drug therapy

· Non-malignant pain

· Hospice/prognosis

· Syndrome of imminent death

· Withdrawal of nutrition/hydration

· 3 additional topics from Core list of pain or non-pain symptoms

· 4 additional topics from Supplemental 3-year list

2. Communications/Ethics Skills Workshop: 1.5 teaching days-retreat (all PGY 1’s)

· Giving bad news

· Advance directives

· Decision making capacity

· Death pronouncement

· Goal setting

· DNR orders

3. Morning Report -- ZVAMC and FMLH (one day/month) Small group

· Personal awareness

· Miscellaneous ethics and communication skills topics

4. Oncology Inpatient Rotation -- FMLH (PGY 1-3) Small group

· Pain management: assessment and drug therapy-monthly

· Palliative care overview, goal setting, hospice-monthly

5. Palliative Care Rotation (integrated with Geriatrics Rotation) – ZVAMC (PGY 3) Small group

· Prognostication

· Symptoms: (Pain, delirium, anxiety, dyspnea, GI symptoms)

6. Department of Medicine Grand Rounds

· Annual topic

One element of this comprehensive curriculum is a required rotation for senior residents at ZVAMC (#5 in the list).  This is further detailed in the following curriculum report.

GOAL:

To improve resident’s knowledge and skills in Palliative Medicine through a required one-month inpatient Palliative Care experience integrated into an existing Geriatrics rotation at ZVAMC.

The structure of this rotation is shown below:


OBJECTIVES:

A. 
Prognostication

· Learn how to assess prognosis of terminal diseases: 

Malignant Neoplasms, CHF, COPD, Chronic Renal Failure, and Dementia using the National Hospice Organization’s guidelines

B.
Pain

· Learn to perform a basic pain assessment.

· Identify the clinical characteristics of the major types of pain: somatic, visceral and neuropathic.

· Describe the World Health Organization three-step ladder    approach for treatment of cancer pain.

· Describe the indications, pharmacology, side effects and costs associated with oral opioids.

· Describe the indications, pharmacology, side effects and costs associated with parenteral opioids.

· Describe the indications, pharmacology, side effects and costs associated with adjuvant analgesics.

C.
Delirium

· Learn how to assess delirium in terminally ill patients.  

· Describe non-pharmacological interventions for delirium.

· Learn the indications and pharmacology of drugs utilized for terminal delirium.
D. Anxiety

· Learn how to assess anxiety in terminally ill patients.

· Understand the role of anxiolytics for treatment of anxiety.

· Describe non-pharmacological interventions for anxiety.

E. Dyspnea/Cough

· Learn how to assess dyspnea and cough

· Understand the role of opioids, benzodiazepines and steroids in managing terminal dyspnea and cough.

· Describe non-pharmacological treatment of dyspnea.
F.Nausea and Vomiting

· Learn how to assess nausea and vomiting in terminal patients.

· Know the indications and mechanisms of action of different classes of antiemetics.

· Understand the role of non-pharmacological treatment for nausea.

G. Anorexia

· Learn how to assess anorexia.

· Know the indications of common drugs utilized for treatment of anorexia in terminal patients.

H. Constipation

· Learn how to assess constipation in terminally ill patients.

· Understand the indications, mechanisms of action and common side effects of different types of laxatives.

I. Bowel Obstruction

· Learn how to assess and treat bowel obstruction in terminally ill patients.

Resident Duties and Responsibilities:

· The residents will have direct care responsibility for the assigned patients.  They will closely follow the patients and assess and manage their symptoms with supervision from their faculty physician.

· The residents will attend all bedside teaching rounds and lectures.

· The residents will meet the objectives of the rotation utilizing material taught by the faculty, reading material provided to them and by independent reading.

· The residents will gain an appreciation of the interdisciplinary nature of Palliative Care by understanding the contributions of nurse, counselor/chaplain, social worker, psychologist and others.

· The residents are encouraged to attend family meetings.

EVALUATION:

· Resident performance is evaluated by faculty using the standard MCW Department of Medicine evaluation form that closely follows the American Board of Internal Medicine guidelines.

· The effectiveness of the Palliative Care Rotation in meeting the stated objectives is evaluated by using a form created specifically for this purpose.  This evaluation form asks each resident to rate his/her pre and post rotation knowledge in the Palliative Care domains stated in the objectives on a 1 to 5 scale (shown below) and solicits recommendations to improve the rotation.

1=Very little knowledge
(familiar with topics, but lack specific knowledge)

2=Poor knowledge

(some knowledge but with significant gaps)

3=Fair knowledge

(need further help/instruction/study in this area)

4=Good knowledge
(can do independently in most instances; need help in some instances)

5=Excellent knowledge
(can do independently; can teach others)

FACULTY:
· Marcos Montagnini, MD, Section of Geriatrics

· Basil Varkey, MD, Section of Pulmonary & Critical Care

STRENGTHS AND LIMITATIONS:

· The major domains of Palliative Medicine are taught and learned in both didactic and experiential formats.

· The integrated (Palliative Care and Geriatrics) rotation to introduce Palliative Care is likely to have an easier acceptance into a crowded internal medicine residency curriculum.

· This rotation alone would provide experience to only 24 residents/year and would leave some uncovered areas of Palliative Care.  Additional venues and formats to teach Palliative Care are recommended.

BIBLIOGRAPHY:

Oxford Textbook Of Palliative Medicine, Second Edition, Ed.  Derek Doyle, 1998.

Articles of topical interest from journals in the field of Palliative Medicine and in general journals (e.g., New England Journal of Medicine, Journal of the American Medical Association).

	Palliative Care	GEM


Direct patient care	2 patients/resident	4-5 patients/resident


Bedside teaching rounds	2/wk (2 hours)	3/wk (4 hours)


Didactic instruction (lectures)	2/wk (2 hours)	5/wk (5 hours)


Relevant medical literature	provided	provided


Conferences	0	2/wk (2 hours)


Outpatient clinics	0	2/wk (6 hours)


Interdisciplinary team meetings 	recommended	required (1 hour)


Family meetings	as needed	as needed


Rotation evaluation	pre-post questionnaire	post rotation
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