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Objectives
Parse the palliative care word salad

Explore primary palliative care tools and resources

Explore how COVID might change and even augment the way we help our patients 
prepare for serious illness

Show a simulated demonstration of a successful serious illness conversation



There are so MANY Palliative Words!
Palliative = to alleviate, lessen, mitigate

Palliative Care

Primary/Specialty Palliative Care

Palliative Treatment or Surgery

Hospice

Comfort Care

A patient is NOT palliative in the U.S.





Palliative Care is Patient and Family-Centered Care 

Palliative care is care focused on maximizing quality of life during any and all stages of 
a serious illness

Provides relief from symptoms and stress of illness

Improves quality of life for both the patient and the family

Appropriate at any age and at any stage of a serious illness − and it can be provided 
along with curative and life-prolonging treatment in any care setting

Palliative care is based on patient and family needs, not prognosis

https://www.capc.org/about/press-media/press-releases/2018-4-18/center-to-advance-palliative-care-statement-clarifying-the-definition-of-palliative-care/
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The Palliative Care Ideal
Interdisciplinary

Extended patient or family-led conversational visits

Continuity across care settings

Early introduction and prolonged involvement



Palliative Care is NOT



Palliative Care is sometimes



There are 5’ish Elements of a Comprehensive Palliative 
Care Visit
Illness Understanding – Assessment and Update

Goals of Care

Advance Care Planning +/- Code Status

Symptom Evaluation

Quality of Life and Social Support

*Response to emotion and distress throughout



Communication Tools
Ask, Tell, Ask

Tell Me More

NURSE – Naming, Understanding, Respecting, Supporting and Exploring



Most Palliative Care is NOT provided by a Specialty Team and 
that is GOOD

Anyone who takes care of patients with serious illness is doing palliative care

Primary relationships with patients are irreplaceable

Uncomfortable/difficult aspects of Palliative Care 

Having the time!

Discussing difficult news

Responding to BIG emotions



Hospice and Comfort Care are very specific 
forms of care for patients nearing EOL

Hospice is a medical benefit with limited access in AK

Comfort Care is symptom-focused EOL care

Can be surprisingly aggressive or even invasive

Care is tailored to patient needs and desires



Palliative Care in the Tribal Health System

ANTHC Palliative Care Specialty Team
Inpatient @ ANMC: MD + CNS
Outpatient in Oncology Clinic: LCSW
Regional Support via phone, VTC, AFHCAN
Phone: 729-1112 M-F or Tiger Text directly to providers

Palliative Care ECHO

Southcentral Foundation

Hospice:  Anchorage, Fairbanks, Juneau



Additional Resource for Staff
Free CAPC Memberships with ANTHC email address

Clinical resources

Educational modules 

www.capc.org

http://www.capc.org/




Advance Care Planning
Process to understand a patient’s personal values, life goals, and preferences 
regarding future medical care

Will hopefully lead patients to receive medical care that is consistent with their 
values, goals, and preferences

Should be proactive, appropriately timed, and integrated into routine care. 

Should be revisited every time a person’s medical condition changes

Sudore RL, Lum HD, You JJ, et al. Defining Advance Care Planning for Adults: A Consensus Definition From a Multidisciplinary Delphi Panel. J Pain Symptom Manage 2017; 53:821.

https://www.uptodate.com/contents/advance-care-planning-and-advance-directives/abstract/1




Advance Care Planning is a Collaborative 
Process

Understand a patient’s goals and values 

Identify and ideally include a health care agent and/or trusted medical decision maker

As the medical expert, provide recommendations

Be prepared to respond to emotion – DON’T FIX

Complete or update an Advance Directive – copy/scan/share 



Advance Directives and Comfort Ones
Advance Directives aka Living Wills

- Examples include 5 wishes and Providence Short Form

- Part 1: Choosing a healthcare agent aka proxy or healthcare power of attorney

- Part 2: Medical wishes

- Link to ANTHC form: - https://anthc.org/wp-content/uploads/2017/02/Advance-Directive-Form-_LOW-RES.pdf

Comfort One Program 

- AK specific, in lieu of POLST or MOLST in other states

- Limited to terminally ill patients who wish to avoid resuscitation (DNR

- Shared with emergency services and law enforcement for expected home deaths

https://anthc.org/wp-content/uploads/2017/02/Advance-Directive-Form-_LOW-RES.pdf


The COVID Pandemic Should Lead to 
MORE Advance Care Planning

Seriously ill or complex patients already uncertain

Less frequent or remote contact with medical providers

COVID course can be rapid, severe

Preparation can be empowering

Goal-directed resource use



An Embarrassment of Free Resources
CAPC COVID-19 Resources

https://www.capc.org/toolkits/covid-19-response-resources/

Serious Illness Care Program COVID-19 Response Toolkit (includes videos) 
https://www.ariadnelabs.org/coronavirus/clinical-resources/covid-conversations/

Vital Talk COVID-19 Communication Script

https://www.vitaltalk.org/guides/covid-19-communication-skills/

https://www.capc.org/toolkits/covid-19-response-resources/
https://www.ariadnelabs.org/coronavirus/clinical-resources/covid-conversations/
https://www.vitaltalk.org/guides/covid-19-communication-skills/




Serious Illness Conversation Guide



Serious Illness Conversation Guide



An Example Telehealth Encounter
https://youtu.be/Va6lTUcm85M

https://youtu.be/Va6lTUcm85M


Palliative Care and ACP Summary
We all can and should integrate palliative care principles into our work

COVID 19 gives us all a useful context to learn more about our patients

Learning about goals and values before a crisis empowers patients AND providers

Short of crisis standards, care will and should remain goal-directed

It’s ok to use scripts and guides no matter how experienced

Be present and don’t be afraid to respond to emotion

Efficiency is gained in improved understanding and communication over time



Questions?
Sean Timpane – sftimpane@anthc.org

mailto:sftimpane@anthc.org

