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Presenter
Presentation Notes
Good afternoon and thank you so much for taking time to join this webinar. I am so glad that you are here, and I hope this session will be helpful for you and your family.My name is Grant Smith, and I am a palliative care doctor at Stanford. Today, I will be talking about planning ahead and making decisions about your future health care in the event you were to become seriously ill. While the coronavirus pandemic has made us all more aware of the possibility of becoming suddenly seriously ill, the types of questions this pandemic is raising are questions that we all actually could have had to face before this pandemic and decisions we all could have to face in the future even after this pandemic, regardless of whether you are currently living with a serious illness or are relatively healthy. I hope that this session helps you and your family to start taking steps to be more prepared.



Quick Intro to a ZOOM Webinar
 Please feel free to share your video

– No judgment if you are in your PJs!
 Please MUTE yourself if you are not talking

Presenter
Presentation Notes
Before we jump in, I wanted to give a quick intro about how to use the features of ZOOM.As a reminder, if you are not speaking, please place your self on mute.However, you are welcome to share your video! As it can be nice to see who all is here with us!



Quick Intro to a ZOOM Webinar
 To ask a question:

• Click on the “Chat” box
• Type your question and press 

“Enter” or “Return to post your 
question or comment

Presenter
Presentation Notes
To ask a question, click on the CHAT box in the bottom control panel. This will open a new dialogue box. You can type in your question there and press Enter or Return to post your question or comment.We will also be taking pauses throughout the talk, where you can also unmute yourself and ask a question, and we will save time at the end for additional questions.



Roadmap
 Getting to know each other

 What is Advance Care Planning?

 Why think about this now?

 Where do I start?

Photo by Sebastien Gabriel on Unsplash

Presenter
Presentation Notes
To get us started, let’s review our roadmap.I would like for us to start by getting to know each other a little better. We are not that  large group, so I hope we can make this a little more personal.Then, I will talk about some of the nuts and bolts of advance care planning, focusing on defining some of the confusing terms that are out thereNext, we will talk about why it is important to think about advance care planning nowAnd then we will spend a large portion of time, talking about how to get started

https://unsplash.com/@sgabriel?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/road?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


Getting to Know Each Other: Ground Rules
 This can be difficult. This is 

personal.

 Be kind to yourself. Be kind to 
others.

 Only share what you feel 
comfortable sharing with everyone 
in the meeting.

Presenter
Presentation Notes
Let’s start by going through a few Ground Rules for this today.First, talking about advance care planning can be difficult. It involves asking yourself some tough questions and thinking about scenarios that are hard to think about and that most people hope to never be in. It is also extremely personal. Thinking and talking about these topics can tap into deeply held beliefs, values, and faith.Throughout today, let’s agree to be kind to ourselves and kind to each other. Please be respectful of the views and opinions expressed by others, even when and really especially when they are different from your ownLet’s also agree that as it pertains to other people around you,  what you hear about other people in the room, should stay in this room. And of course, you only should share what you feel comfortable sharing.



Getting to Know Each Other
 Why am I here?

Presenter
Presentation Notes
So in a moment, I would like to open it up and invite anyone who wants to share tell us what brought them here today and why you choose to spend some with us.To be fair and transparent, I’ll start by saying why I am here. This is a picture of me on my first day when I started here at Stanford (pre-COVID times, so no mask!)As part of my job as a palliative care doctor, I am sometimes asked to help support a family who's loved one is extremely sick or even dying. These patients can be so sick that they are no longer able to communicate their wishes to loved ones. Sometimes they are being kept alive on machines or kept alive through artificial nutrition. Some of these patients are in conditions where they will never be conscious again or never able to recognize and communicate with their loved ones.And regardless of whether those conditions I just described are something you would want to be kept alive for or not, what is the most heartbreaking for me to see are family members who are left trying to sort out how to care for their loved ones who are in those situations, especially when they do not have any idea what their loved ones would have wanted in those situations. (For example, would they have wanted to live the rest of their life on a breathing machine? Would they want to be kept alive if they could never be fully conscious again? Would they have wanted to die in an ICU or would they have wanted to be at home?) Seeing the pain that families go through with this uncertainty is both heartbreaking and part of what motivates me to facilitate events like this.On the other side of things, I have seen family members who come into situations where their family members cannot speak for themselves, and they are confident in knowing what their loved ones would have wanted. The peace I have seen these family members have and the way being prepared with this information can make a devastating situation even just a little bit better has led me to believe that talking about what makes life worth living and what types of care you would want if you were to become more ill, is one of the most important gifts you can give your loved ones, and having them honor those wishes is the gift they give back to you.



Defining Palliative Care

 Definition:
– Palliative care is specialized health care for people living with 

a serious illness. 

– This type of care is focused on providing relief from the 
symptoms and stress of the illness. 

– The goal is to improve quality of life for both the patient 
and the family.

Center to Advance Palliative Care (CAPC), 2019

Presenter
Presentation Notes
My specialty is called palliative care, and many people have not heard of palliative care or may have some misconceptions about what palliative care is.Palliative care is specialized health care for people living with a serious illness. This type of care is focus on providing relief from the symptoms and stress of the illness. The goal is to improve the quality of life for both the patient and the family.



Defining Palliative Care

 Provided by a specially-trained team, palliative care specialists 
work together with a patient’s other doctors to provide an extra 
layer of support. 

 Palliative care is based on the needs of the patient, not on the 
prognosis. It is appropriate at any age and at any point in a 
serious illness and can be delivered with curative treatment.

Center to Advance Palliative Care (CAPC), 2019

Presenter
Presentation Notes
-Provided by a specially-trained team, palliative care specialists work together with a patient’s other doctors to provide an extra layer of support.-Palliative care is based on the needs of the patient, not on the prognosis.  It is appropriate at any age and at any point in a serious illness and can be delivered with curative treatment.



Palliative 
Care

Hospic
e

Presenter
Presentation Notes
1st and foremost – palliative care and hospice are NOT synonyms, although, I will warn you that many people, including unfortunately many well-meaning and well-educated healthcare providers, will conflate and confuse these terms.So, I am glad you all are here to help get this correct.As we have described already, palliative care is a large and broad field focused on symptom management and helping make sure the care plans focus on what matters most to patients. Again, we are here for patients of any age, at any stage, and can be involved in addition to curative treatment.Hospice is a form of palliative care that is for patients who are at the very end of their lives and has more of a focus on end of life care.



Getting to Know Each Other
 What brought you here?

Photo by Bryan Rodriguez on Unsplash

Presenter
Presentation Notes
That’s a bit of my story, and now, I am wondering if I could turn it back over to you.Would anyone be willing to share what brought you here to share your time with us on an evening where you could be doing anything else?.....Thank you all for sharing and for being here. I am so glad you are here.

https://unsplash.com/@yosoybrod?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/journey?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


Roadmap
 Getting to know each other

 What is Advance Care Planning?

 Why think about this now?

 Where do I start?

Presenter
Presentation Notes
Thank you again for sharing,Let’s move on to talking a little bit more about what is Advance Care Planning?



What is Advance Care Planning?
 Advance care planning is making decisions 

about the health care you would want to receive 
if you become unable to speak for yourself.

 These are your decisions to make, regardless 
of what you choose for your care.

 The decisions are based on your personal 
values, preferences, and discussions with your 
loved ones.

National Hospice and Palliative Care Organization, 2019

Presenter
Presentation Notes
Advance care planning is making decisions about the health care you would want to receive if you become unable to speak for yourself.These are your decisions to make, regardless of what you choose for your care.The decisions are based on your personal values, preferences, and discussions with your loved ones.



What Type of Decisions Should We Think 
About?
 Who would you want to make 

decisions for you if you were unable 
to communicate?

 What makes life worth living given 
your current health status?

 What would be important to you if 
you were seriously ill or even at the 
end of your life?

Presenter
Presentation Notes
You may be wondering what types of future health care decisions are we talking about. We will talk more about these throughout the presentation, but we would like to discuss a few now.One of the most important steps you can take is to choose someone who would be willing and able to represent your voice and values and make medical decisions for you in the event you were unable to communicate your wishes.In order to help them to do this, it is important that you take time to think about what you would want for yourself and make sure to communicate that to the person you would want to represent you. I recommend starting with asking yourself “What is important to me? And What makes life worth living?”This question can feel confusing and really broad. Let me use myself as an example to help explain what I mean. When I think about what makes life worth living for me, the essential thing that I could not live without is being able to recognize my friends and family and being able to interact with them in a meaningful way. If something happened to me and it was clear that I couldn’t do that, I would not want my family or my doctors to do things to artificially prolong my life, like keep me on a breathing machine (or ventilator) or doing chest compressions or CPR to try to restart my heart if it were to have stopped from my illness or injury.However, other people might prioritize other things. For example, some people might feel that being able to care for themselves independently is critical to them. Those people may feel that they would not want to have their life artificially prolonged if they had to be completely dependent on others for their care. Other people may feel that simply being alive, regardless of how other perceived their quality of life, is a life that is worth living and would want their life prolonged as long as possible.What you value and prioritize might be really different depending on your health status. For example, you may value different things if you were seriously ill or even at the end of your life. Your values might also depend on the likelihood of recovering or living longer. As an example, some people who I meet, who are near the end of their life from advanced illnesses, prioritize being comfortable or being at home as being more important than living as long as possible. They might choose not to pursue certain treatments or hospitalizations that could help them live longer because of concerns of the burdens that come with those treatments.Other people, who are in the exact same situation, may feel that the most important thing is having more time alive, regardless of what that quality of life is like, and they may be willing to go through quite a lot including hospitalizations and procedures in order to have more time.



What Type of Decisions Should We Think 
About?

 Are there limitations you would put on 
life-prolonging treatment?

 Would you want to receive 
cardiopulmonary resuscitation or be 
placed on a breathing machine?

Presenter
Presentation Notes
When you think about these different scenarios and your values, your health care providers often want to know if there are limitations to life-prolonging or life-sustaining therapy that you would want? The default in American health care is to do everything to prolong life. For a lot of people, that is a really good fit. However, it is not always a good fit for people, especially for those for whom the likelihood of recovering is not good or where the interventions may impose a burden on someone’s quality of life that they would not find acceptable.Again, how you feel about this may depend on the context such as your health status at the time and the likelihood of being able to recover or not.If you are in the hospital, you will likely be asked about your preferences around receiving cardiopulmonary resuscitation (CPR) or being put on a breathing machine (or ventilator)? CPR refers to having chest compressions, which is when a person presses on your chest to try to pump your heart or administers electric shocks to the heart in an effort to restart it.



“The Tree of Life”

Health Status

What Makes Life Worth Living

Health Care Decisions

Presenter
Presentation Notes
These are some heavy questions to think about and thinking about future health care decisions can be intimidating, and again, it is really hard to know where to start.I want to offer a model that I use when I am teaching medical students, residents and fellows about advance health care planning. I call it “the tree of life.” If we think about our decisions as a tree, the roots of that tree are your health status. Your health status includes things like overall “how healthy are you?” What medical conditions do you have? Are these “serious conditions?” Could these conditions be life-limiting or life-threatening? If so, have you and your doctor talked about your prognosis or an estimate of the amount of time you may have?Having a good idea about where you are with your health can be really important to framing your thoughts. People who are healthy and expect to live many more years may value things differently than those who expect that their lives may be shorter. We all would value things differently if we knew we were going to live 6 days, 6 weeks, 6 months, 6 years, or 6 decades.The trunk of the tree (which is informed by your current health) is the goals, values, and priorities that are most important to you. Another way of thinking about this is asking yourself “what matters most” or “what makes life worth living”Finally, at the very top of the tree branches are all the medical decisions that could present themselves. Things like being put on a breathing machine (or ventilator), getting CPR, going to the hospital, or choosing to prioritize comfort over life-prolonging treatments.In my experience, these decisions become a little less overwhelming and difficult when the tree roots and trunk are firmly in place to help guide us to the branches.I will also say that as part of advance health care planning, we acknowledge that health status or prognosis may change. So thinking about what your tree might look like in the event your health status or prognosis were to be worse can help you be prepared.************************************************Let’s talk through 2 examples to help me explain. I’ll use myself as our first example. For the roots of my tree, I am fortunate to be healthy, without any underlying medical conditions and I can expect to live probably another 40 or more years unless something unexpected happens. For the trunk of my tree, as I mentioned, being able to recognize and interact with my family and friends is what makes life worth living for me. For my health care decisions, I would be willing to accept pretty much all life-prolonging therapies and I’d willing to go through a lot as long as my doctors thought I could get back to recognizing and interacting with my family. However, if I were so sick that it was clear that I would not survive the illness or I would be so incapacitated after the illness that I would not recover the ability to ever think clearly again or interact with my family, I would not want heroic measures like CPR or a breathing machine to be continued, and I would want my family and doctors to focus on making me as comfortable as possible for the time I would have left, meaning I would want them to focus on treating the symptoms but not necessarily focus on treating the underlying illness.Let’s consider another example, that is based on patients I have met who are living with a serious illness. Consider a woman who is 86 years old who has a cancer that has spread to multiple parts of her body. Her doctors have told her that even with continuing treatment she may only live for another 6 months to 1 year. She has been hospitalized in the past for complications related to her cancer. After each hospitalization it has taken her 1-2 months to recover from the hospitalization. Given her current health status and her prior experiences in the hospital, she now wants to prioritize being at home and staying out of the hospital, even if that means that she might not live a long. She states that she wants to focus on being comfortable and having quality time with her family. Based on these goals, she has decided that if she gets sick she is willing to treat her conditions as much as possible outside of the hospital, but if her conditions worsened to where she needed hospitalization, she would rather focus on being comfortable and being at home. She would not want to have CPR if her heart were to stop and she would not want to ever be placed on a breathing machine.There are of course many shades of grey between these two examples, but these describe how one’s health status can influence how to define what makes life worth living , which can help clarify the types of health care one would want to receive if they were to get more ill.



Roadmap
 Getting to know each other

 What is Advance Care Planning?

 Why think about this now?

 Where do I start?

Presenter
Presentation Notes
Thank you again for sharing,Let’s move on to talking a little bit more about what is Advance Care Planning?



Definitions
 Advance Directive (AD)/Living 

Will:
– A written document that helps 

you tell doctors (and your loved 
ones) how you want to be treated 
if you cannot speak for yourself.

– Consider what treatments you 
would (or would not) want.

National Institute on Aging, 2019

Presenter
Presentation Notes
Advance Directive (AD)/Living Will: An advance directive (or living will) is a written document that helps you tell doctors (and loved ones) how you want to be treated if you cannot speak for yourself. These documents often ask you to consider what treatments you would (or would not) want if you were at the end of your life or in various states of disability.



Definitions
 Durable Power of Attorney 

for Health Care 
(DPOA)/Health Care Proxy 
(HCP)/Surrogate Decision 
Maker: 
– Names someone to make 

medical decisions for you at a 
time when you are unable to do 
so. 

– This person should be familiar 
with your values and wishes. National Institute on Aging, 2019

Presenter
Presentation Notes
Durable Power of Attorney for Health Care (DPOA)/Health Care Proxy (HCP)/Surrogate Decision Maker: a legal document naming a healthcare proxy, someone to make medical decisions for you at a time when you are unable to do so. This person should be familiar with your values and wishes.Assigning a DPOA/HCP/Surrogate Decision Maker is often included in an advance directive or living will.



Definitions
 Do not resuscitate/Do not 

intubate (DNR/DNI): 
– A physician order placed in the 

hospital 

– Would not want CPR 
(cardiopulmonary resuscitation) 
or other life-support measures 
(such as a breathing machine).

Adapted from National Institute on Aging, 2019

Presenter
Presentation Notes
Do not resuscitate/Do not intubate (DNR/DNI): a physician order placed in the hospital that lets hospital staff know that you would not want staff to try to return your heart to a normal rhythm using CPR (cardiopulmonary resuscitation) or other life-support measures (such as a breathing machine).



Definitions
 Physician Orders for 

Life-Sustaining 
Treatment (POLST): 
– A physician order 

outside of the hospital. 

– Types of interventions 
healthcare 
professionals would 
take outside of the 
hospital.

Adapted from National Institute on Aging, 2019

Presenter
Presentation Notes
Physicians Orders for Life-Sustaining Treatment (POLST): a physician order outside of the hospital that provides guidance about the types of interventions healthcare professionals would take outside of the hospital. It is typically used when a patient would not want to have CPR outside of the hospital and would prefer to “allow natural death”



Roadmap
 Getting to know each other

 What is Advance Care Planning?

 Why think about this now?

 Where do I start?

Presenter
Presentation Notes
Let’s now turn to talk more about what why we should talk about advance care planning now.



“Its always too early, until 
its too late” 

-The Conversation Project, 2013

3/4/2021ACP for PCPs22

Presenter
Presentation Notes
One of the quotes from that Conversation Project I mentioned earlier is “Its always too early, until its too late”I just want to say I definitely understand this sentiment. It is really hard to think about the end of life or being sick when you are feeling well and I can only imagine that it is even harder when you are sick or have a serious illness.There is a poem by Jane Kenyon, that touches on this concept, but I think wraps it together much more eloquently than I can.The poem is named “Otherwise”I got out of bed�on two strong legs.�It might have been�otherwise. I ate�cereal, sweet�milk, ripe, flawless�peach. It might�have been otherwise.�I took the dog uphill�to the birch wood.�All morning I did�the work I love.��At noon I lay down�with my mate. It might�have been otherwise.�We ate dinner together�at a table with silver�candlesticks. It might�have been otherwise.�I slept in a bed�in a room with paintings�on the walls, and�planned another day�just like this day.�But one day, I know,�it will be otherwise. Jane Kenyon



Most people agree that this is important
 90% say talking to your loved ones about end 

of life care is important
– Only 27% have actually done so

 60% say that making sure their family is not 
burdened by tough decisions is “extremely 
important”
– But 56% have not communicated their end of 

life wishes

 82% say it’s important to put their wishes in 
writing
– Only 23% have actually done it

Sources: CDC, Conversation Project National 
Survey (2013), Survey by the California 

Healthcare Foundation (2012)

Presenter
Presentation Notes
With those thoughts in our minds, let’s turn to what some of the research has told us about this issue.As mentioned in the ABC News segment, most people agree that this is important to talk about!In a large public survey in California, 90% of people said that talking to your loved ones about end of life care is important, but only 27% have actually done do-60% of people say that making sure their family is not burdened by tough decision is “extremely important,” but 56% have not communicated their end of life wishes to their loved ones-82% say its important to put their wishes in writing but only 23% have actually done so



Most people need help with decision-making
 40% of all hospitalized patients are 

incapable of making their own 
treatment decisions

 70% of decedents age 60 and older at 
death faced treatment decisions in the 
final days of life and were incapable of 
participating in these decisions.

Raymont (2004) Lancet
Silveira (2010) NEJM

Presenter
Presentation Notes
I think it is also important to know that studies have validated the notion that most people will need help with medical decision making at some point in time.I was surprised by these studies that showed how prevalent the need is for someone to have someone help with their decision making.One study found that approximately 40% of all medical inpatients are incapable of making their own treatment decisions at some point during their hospitalization either because of unconsciousness, cognitive impairment, or inability to express a choiceWhen looking at decision making at the end of life, 70% of people were unable to participate in treatment decisions during their final days of life.Together, this shows us that there is a pretty good chance that at some point, we will need someone to help us make medical decisions



Presenter
Presentation Notes
If that is to come, I worry about having to make decisions when you are here.In my mind, once you are here (in the hospital or in the ICU) it can be too late to do advance care planning. A person in the hospital or in the intensive care unit may already be unable to participate and can no longer give their family any guidance about their care. So if conversations haven’t happened before this, we are in one of those really difficult places I described earlier.



Presenter
Presentation Notes
This is really where advance care planning can happen best. When you are not in the hospital, doing well, and the pressure of having to make urgent decisions is not present. You have time to talk with your loved ones about your wishes.



Even for people who are healthy

Presenter
Presentation Notes
Even though thinking about this can be difficult to do, I promise that I, personally, actually do believe that this is important even for people who are healthy.In my own family, I have filled out an Advance Directive and I have helped both of my parents (pictured here) help fill out their advance directives



Does any of this make a 
difference?
 If patients had advance care planning conversations:

– More likely to have their wishes known and followed (Detering et al. 2010; 
Houbin 2014)

– Family members are more likely to be satisfied with the quality of 
death (Detering et al. 2010)

– Less likely to receive intense interventions (mechanical 
ventilation, CPR, die in ICU, use feeding tube) (Zhang et al. 2009, Teno et al 2008, 
Wright et al. 2008, Brinkman-Stoppelenberg 2014)

– More likely to receive outpatient hospice and be referred to 
hospice earlier (Zhang et al. 2009, Wright et al. 2008)

Presenter
Presentation Notes
A reasonable question to ask is “does any of this make a difference?”What do we know about whether these conversations or advance directive forms actually make sure we get the care we want?The evidence is still evolving and measuring whether a person gets the care that they want can be challenging.However, we do have several studies that suggest -That people are more likely to have their wishes known and followed-Family members are more likely to be satisfied with the quality of deathAND there are studies showing the people at least get different care (which based on what we know about the general trend of preferences for care at the end of life, is likely care consistent with their wishes) when they engage in advance care planning conversations or complete advance directives.-These individuals are less likely to receive “intense” interventions (like breathing machines, CPR, or die in an ICU)-More likely to receive outpatient hospice and be referred to hospice earlier (which typically correlates to better outcomes for patients and families)



Roadmap
 Getting to know each other

 What is Advance Care Planning?

 Why think about this now?

 Where do I start?

Photo by Sebastien Gabriel on Unsplash

Presenter
Presentation Notes
Hopefully by now, you are feeling like you are wanting to start embarking on some advance care planning, so let’s talk a little more about how to get started

https://unsplash.com/@sgabriel?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/road?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


1. Talk with your doctor
 People make different decisions 

depending on their health status

 Don’t be afraid to ask your 
doctor(s)

Presenter
Presentation Notes
So what can we do now?Talking with your doctor is a great place to start as a way to start to get at the roots of your tree or the base of your tree.Some questions to ask could include:-How do you think things are going with my overall health?-Do you think my condition could be life-limiting?-Would you be willing to share with me what you think about my prognosis?



2. Think about what matters most
 Consider hopes, goals, priorities, 

values

 Consider worries, fears

 Consider tradeoffs
– What can you not live without?

 Uncertainty is OK

Photo by Casey Horner on Unsplash

Presenter
Presentation Notes
Next, consider the what matter most.As we discussed, this is often informed by your health status, but some ideas to think about include-What are you hoping for?-Are there specific goals you want to accomplish?-What makes life worth living?You can also consider what worries you?-Are you worried or fearful about pain?-Do you worry about being a burden to your family?Think about potential tradeoffs?-What are the things you cannot live without?-Are there some capabilities or functions that you cannot imagine living without?Uncertainty is OK. These are hard questions, and this is a place to start.

https://unsplash.com/@mischievous_penguins?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/nature?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


3. Choose a DPOA/Health Care 
Proxy
 It’s impossible to think through every 

scenario

 What makes a good surrogate decision 
maker
– Knows your values
– Able to bring your voice
– Available

Presenter
Presentation Notes
The third action step, is to choose a health care proxy, someone who could step in to make decisions for you in the event you are unable to make them for yourself.We really recommend this because it can be hard to think through every possible scenario that could happen.Having a person who knows you well and knows what is important to you can help make sure that your values are honored when you are not able to speak for yourself.Think carefully about who you choose as your surrogate decision maker:-Do they know what you would want?-Could they essentially act as your voice when the time comes?-Will they be available if there is an unexpected need?-Will they be able to hold to your values even if that means making a difficult decision?



4. Complete an Advance Directive
 Putting some thoughts in 

writing can be helpful

Presenter
Presentation Notes
Completing an advance directive can be another great step to put your thoughts down in writing.Because these can be so intimidating, I was hoping we could sit down together to go through this document together, as it is my favorite advance directive out there. 



Additional Resources

 The Conversation Project
– https://theconversationproject.org

 PREPARE For Your Care
– https://prepareforyourcare.org

 Stanford Palliative Care Advance Care Planning Website
– www.med.stanford.edu/palliative-care

Presenter
Presentation Notes
Here are two of the best additional resources for advance health care planning. 

https://theconversationproject.org/
https://prepareforyourcare.org/
http://med.stanford.edu/palliative-care/patientsandfamilies/ACP.html


How Do I Get Palliative Care at Stanford?

 You can refer yourself 
– Call our clinic at (650) 724-0385
– Website: 

http://med.stanford.edu/palliative-
care.html

 You can ask your doctor to place a 
referral

 Locations in Palo Alto, South Bay, 
and Emeryville
– TeleHealth also available!

http://med.stanford.edu/palliative-care.html


Thank You!

@Stanford_P
C

www.med.Stanford.edu/palliative-
care



Other Options in Serious Illness
 No matter what, we are here 

to support you and your 
family

 If at any point, you choose not 
to pursue life-prolonging 
therapy or treatment, there 
are still ways to care for you 
and ease suffering from 
illness

Presenter
Presentation Notes
No matter what kind of care you choose to pursue, your health care team is here to support you. Whether that is at home, in the hospital, in the ICU, or on a ventilator, we will work hard to continue to provide care to meet your needs.If at any point you or a loved one, after assessing your health status and values, decide not to come to the hospital and would prefer to not seek ICU level care if you were to get seriously ill, we are committed to supporting you. If you are at home, you can get support from your primary care doctor or specialist doctors through telephone calls or connecting through a video visit.  Palliative care teams, like the team I work with at Stanford, which specializes in treating symptoms associated with serious illness like pain or shortness of breath, may be available to support patients through telephone calls or connecting through a video call.  If you are a Stanford patient, you can ask your doctors to place a referral to our palliative care team. If you are outside of Stanford, you can ask your doctors if there is a palliative care team that they work with.Individuals who want to prioritize comfort above life-prolonging therapies may also be eligible for hospice services in their home.  Hospice provides care for patients who are in the last phase of life and are estimated to have a prognosis of 6months or less and want to focus on their comfort. Your primary care doctor can help you connect to that service if you feel this is right for you or your loved one.If you come to the hospital and decide not to pursue ICU-level care or be intubated and your clinical condition worsens, we can also provide care in the hospital that prioritizes your comfort.



Practical Advice for Preparing for Serious 
Illness
 Set up a Video Chat app with your loved ones 

(Skype, FaceTime, Zoom, Google Duo, 
WhatsApp)

 Plan for Medications – keep a list, keep a 
supply, call clinic early if need refills

 Plan for Pets – who could care for them if 
needed

 Plan for Money/Bills – who could help manage 
money if needed

 Plan for a Hospital Visit – Bring any advance 
directives, phone numbers for emergency 
contacts; bring glasses/hearing 
aids/dentures/mobility devices

Presenter
Presentation Notes
A few additional tips for practical advice:Set up a Video Chat app with your loved ones (Skype, FaceTime, Zoom, Google Duo, WhatsApp)Plan for Medications – keep a list, keep a supply, call clinic early if need refillsPlan for Pets – who could care for them if neededPlan for Money/Bills – who could help manage money if neededPlan for a Hospital Visit – Bring any advance directives, phone numbers for emergency contacts; bring glasses/hearing aids/dentures/mobility devices
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