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End-of-Lif e Care Physicians Share
Strategies f or Avoiding Burnout

Noting that “burnout has been well describe
among physicians in general,” researchers from
the Mayo Clinic conducted a study of how burnout
affects end-of-life care physicians.

With the number of medical school graduates ° “Being part of a team — recognizing that
entering into fellowships in Hospice and Palliativ you donotneed to carry the burden alone.’
Medicine (HPM) increasing dramaticatlye need
to teach strategies for coping with the constant ) _ )
exposure to death and suffering that are an inherent” “t|> talk about how I'm feeling — including

. . . eing mad, sad, or incompetent, with the
part of the specialty continues to increase aswell,  people with whom I work.”
the researchers write in their study published in
the Joumnal of Rilliative Medicine

Characterizing burnout as emotional exhaus-
tion, feelings of cynicism, and a lack of feeling
of accomplishment, investigators asked HP
physicians:
 “How have you found ways to minimize stress, sometimes psychotherapists about work-

decompress, and get the most out of your workrelated stress.

and your life?” Based on their findings, researchers recom-
* “What advice would you have for a youngnend that training for new HPM physicians in-
physician starting a career in hospice amdudes advice for dealing with professional stress
palliative care to maximally sustain energy anand preventing burnout. The training should focus
drive for years to come?” onways for physicians to develop their own met
 “What strategies, rituals, habits, ideas, etc. haggls of promoting wellness, with suggestio
you found to be useful, or moreoyvessential Pased on methods used by established ph
for your own survival in this field?” cians, the authors conclude.

Among the 30 physicians (19 males afid 1Source: “Strategies for Avoiding Burnout in
Hospice and Palliative Medicine: Peer Advice

females) who responded to the sutisg most for Physicians on Achieving Longevity and

common strategies reported for reducing stresgfiliment,” Journal of Palliative

and preventing burnout were: Medicine; September 2009; 12(9):773-
777. Swetz KM, et al, Division of

e Taking care of themselves physically byseneral Internal Medicine,

exercising, eating a healthful diet, and gettingepartment of Medicine,
ayo Clinic, Rochester,
enough rest.

Minnesota.
« Cultivating supportive relationships at work.

* Maintaining a “transcendental perspective,”
by praying, meditating, or attending religious
services.

« Talking with colleagues, loved ones, and

Mayo Clinic Study: How
Physicians A void Burnout

« “Faith activities including prayer for my
patients, their families, and myself.”

« “Celebrate the lives of the people you
care for and understand that you will of-
ten need to grieve with them and their
families.”

— Journal of Palliative Medicine




Conversations with P atients Can Re veal What Is Meant b y
‘I Want Ever ything’

The statement “| want everything” has dif- “What is your understanding of your con-SUPPORT EMOTIONAL RESPONSES FROM
ferent meanings for dérent patientsAc- dition/prognosis?” PATIENTS AND THEIR FAMILIES

cording to the authors of a recent editorial «\yhat have you been told about the pos- Discussions about treatments for severe
published in theAnnals of Internal Medi-  gjpje impacts of theeatments?” iliness often elicit strong emotional reac-
cine,when a patient requests “everything,” the “Tell me moe about what you mean byions from patients and their families. First,
physician should initiate a dialogue to dis- ‘everything.” acknowledge and legitimize the emotions.

cover the patierg treatment philosophy iy . . Then explore the reasons for emotional re-
« Spiritual and religious concerns sometimes

) ~ . SponsedAsk “W hat is the hadest pat?”
o lead patients to feel that extending life is . _ _ o
« Every treatment that is likely to prolong  more important than quality of life. Pa- Empathize with the patient by verbalizing
life without increased suffering. tients sometimes state that only Gofow you think you would feel in their cir-
- Every treatment thatis likely to prolong life, should decide when someone dhesk; ~ cumstances. Patients are often reassured

even if suffering increases somewhat. when you reiterate your commitment to con-
tinue caring for them, regardless of what the

Patients could perceive “everything” as:

“Does your eligion or faith povide any
» Every treatment that is likely to prolong guidance in these matters?”

. . future holds.
life l?y any length of_ time, regardless of «yqy might we know when God thinks
any increased suffering. it's your time?” NEGOTIATE DISAGREEMENTS IN
» Every treatment that could possibly pro- Family dynamics can cause patients to ask TREATMENT PLANS
long life by any amount, regardless ofany  for g possible treatmentsk: If the patient wants treatments that you be-
increased suffering. “How is your family handling this?” lieve are not appropriate or effective, try to
“ . N negotiate a solution by:
FIND OUT WHAT “EVERYTHING” MEANS 'What do your childen know? Restating th festreat ol h
» Restating the patieatreatment philoso
TO THE PATIENT “Do you have a plan for dependents?” y 2 P f P Py
Timothy E. Quill, MD, of the University  “Haye you discussed who will make de- Looking for areaso agreement.
of Rochester Medical Cenfezncourages  cisjons for you if you cannot?” * Look for solutions that accommodate both

physicians to ask questions that provide in-
sight into the patierg’motivations:

your perspective and the patisnsuch as
limiting the amount of time an invasive but
potentially helpful treatment, such as me-

“Have you completed a will?”

* Fears of getting sickaeceiving less vigi- PROPOSE A PHILOSOPHY TO GUIDE i T
lant medical care, or being abandoned by TREATMENT OF THE PATIENT chanical ventilation, is used.
me:jlcal prqfesilonals can lead to requests consider both the patiesiverbal answers USE HARM REDUCTION
for “everything."Ask: and non-verbal cues in response to the ques- STRATEGIES IF NEEDED
“What worries you the most?” tions you've asked. Sefsivenwhatweknow  After discussion, if a patient and family
“What are you most afraid of?" about your illness and what I've learnegnake it clear that they want all possible meth-

about your priorities, it sounds like youpds of extending life, regardless of the burden

“What have doctors said about youryoyig pefer the bllowing balance of t-  of reatment or the likelihood of success, their

prognosis?” dens and bernief in your treagments.”. wishes should be honored. Howeysysi-
“What is the hatdest pat for you?” After you propose a philosophy of treatCians should still use clinical judgment.
“What are you hoping for?” ment, askDoes that make sense to you?” The authors conclude, “...patients rarely
« Lack of knowledge about the condition, the want ‘everythingfor its own sake. Rather
! RECOMMEND A SPECIFIC PLAN : o
treatment received so far possible ef- OF TREATMENT most patients want a specific outcome, and
fects of proposed treatments can cause a conversations about what they mean by ‘ev-

patient to ask for all possible treatments. Include recommendations for invasiverything’ may allow exploration of their hopes
Besides asking questions, provide inforiréatments such as CPR and intubation, aald goals for these outcomes.”

mation about treatments and their poterf2XPlain how these therapies may or may not

" . Source: “Discussing Treatment Preferences with
tial efiects Ask: fitthe patiens treatment goal$o reduce the _:or < who want ‘Everything,” Annals of Internal

. ) . chances that the patient will feel abandonededicine; September 2009; 151(5):345-349. Quill TE,
What are your most impdant goals? first discuss your recommendations for aénold R, Back AL; University of Rochester Medical

@ . . enter, Rochester, New York; University of Pittsburgh;
What have others told you about the stations that should be taken, and then disCU§$,ersity of washington, Fred Hutc%nson Canger

tus of your disease?” what you do not recommend. Research Center, Seattle, Washington.
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Researchers Develop Scale f or Predicting
Seven-Day Survival in Cancer P atients

Studies worldwide have shown that pa= Edema

tients appropriate for hospice care receive Eastern Cooperative Oncology Grou]  “Correct survival estimates in

better end-of-life care and improved qual- (ECOG) performance status terminally-ill cancer patients help

ity of life when cared for by a hospice, ), jreq Nitrogen (BUN) level preventinappropriate therapies,
multidisciplinary clinical team. That is ac-

cording to researchers who have develop&dRespiratory rate avoid actions that could worsen

) o the patient’s quality of life, and
a new prognostic tool that can help health The first three criteria have been show 2 eI

. ) . . . o allow for support for patients and
care providers predict short-term survivai other studies to help predict survival time families by timely referral to

for terminal cancer patients. The use of BUN level and respiratory rat hospice care.”
Predicting survival time is generallyare the major differences between this pr . _
more accurate when dealing with longerdictor model and others, researchers expla —Chiang, et al, BMC Public Health

term predictions; there is a notable declindn elevated BUN level indicates that the pa-
when predicting for the short teris a tient may have terminal azotemia, charagffective palliative care and appropriately
result, many patients who can benefit frorterized by terminal dehydration, gastrointesgdjusting some medications. Timely re-
hospice are not being referred in a timelfinal bleeding, and other symptorAsiigher  ferral [to hospice] was associated with
manner respiratory rate also decreases the changggater satisfaction in both patients and
Investigators sought to predict, within théhat & patient will survive for at least 7 daysheir family members.”
first 24 hours after admission to the hos- The study included a total of 727 patientsy,ce: “a Proposed Prognostic 7-Day Survival
pice ward of a hospital, whether a patienthe new predictor model accurately preFormula for Patients with Terminal Cancer,” BMC
would survive for 7 days. Their model endicted which patients would survive forPuinc Health, September 2009; 9:365. Chiang

. s L. . o d\]{ Lai NS, Wang MH, et al; Department of Family
compasses five prediction criteria detedonger than 7 days in more than 90% Qfiegicine, Department of Natural Biotechnology,

mined by multivariate logistic regressiorpatients studied. Department of Allergy, Immunology, and

. . . “ Rheumatology, Department of Nursing, Buddhist
analySlS' Ac_cqrdlng to th? res_ear_chers, ACCL_"at%alin Tzu Chi General Hospital, Chiayi, Taiwan,
+ Cognitive status prediction of survival is vital in planning Republic of China.

Early Physician Comm unication Ma y Lead
to More Hospice Use Among Metastatic Lung Cancer P atients

A team of investigators from Harvardiative care and hospice services into routine Certain groups found to be less likely
Medical School and other Boston institupractice could help to foster earlier commuio have hospice discussions included pa-
tions reports that only 53% of patients in aication between physicians and patients réents who were non-English speaking and
recent study indicated that they had diggarding hospice. Interventions to increastnose who had undgone chemotherapy
cussed hospice with a health care profesemmunication regarding patients’ prognoses Although about three-fourths of the pa-
sional within 7 months of being diagnosednd goals of care may promote greater ugents who had hospice discussions reported
with metastatic lung cancer of hospice for appropriate patients.” that the health care provider had recom-

Surprisingly patients with the most se- Researchers evaluatédta for 1517 pa- mended hospice, many of these discussions
vere symptoms and those who preferreints diagnosed with stage IV lung cancavok place very close to the time of the
pain relief over attempts to extend life werdy interviewing patients and surrogates anghtients death, limiting the benefits that
no more likely than other patients to havexamining patient medical records. patients and their families could derive
had discussions regarding hospice, research—Among the 510 patients who participatedrom hospice, researchers conclude.
ers note. Their findings are published igjirectly in interviews, about half indicateds,,, ce: “piscussions with Physicians About

theAmerican MedicahssociatiorsArchives  that they preferred pain and symptom reliefospice Among Patients with Metastatic Lung

of Internal Medicine. over life-extending treatments. Howexag- Cancer,” Archives of Internal Medicine, May 25,

[ : “ . . o . 2009; 169(10):954-962. Huskamp HA, et al,
nvestigators state, “Incorporating a sysproximately 75% of these patients reporteflepariment of Health Care Policy, Harvard

tematic assessment of patients’ need for pale hospice discussions with clinicians. ~ Medical School, Boston.
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Terminall y-1ll P atients at Risk
Of Under treatment or Over treatment of Dyspnea

The most standard method of assessimtyspneic, and symptom morbidity

a patiens level of suering from dysp-  An analysis of the data showed that a
nea is self-report. Howeveas a patient decreased ability to self-report was re-
nears death, the deterioration of conated to:

sciousness and/or cognitive function in; pecreased consciousnegs0.01

hibits the patiens ability to respondtocli- , pecreased cognitiop<0.01

nician questions. These patients may still Nearness to deatp<0.01
experience significant suffering even Female gendep<0.01

though they are unable to communicate pementia diagnosig<0.01
their distress and are exceptionally vulner-

able to overtreatment or undertreatme%tre needed to assess dyspnea symptoms

of symptoms. in patients who cannot self-report. While

This is according to the findings of &y some cases family caregivers have been
study conducted by a team of Detroit regpje to accurately assess distress levels,
searchers in which data was coIIectegurrogate reports should be used with cau-
from 89 patients at risk for dyspnea du@on, write the authors. One assessment
to a diagnosis of chronic obstructive pultgo| that could hold promise is a respira-
monary disease, pneumonia, heartfailurgyry distress observation scale under
or lung cancer evaluation, they state.

Among this cohort very few patients - “As cognition or consciousness decline
were cognitive and alert. Forty-eight pait js imperative that other standards be
tients (54%) were unable to elicit even @pplied...to avoid under-recognition and

simple “yes” or “no” answer when askecpyertreatment or undertreatment [of dys-
if they were short of breath. Of this grouppnea],” the authors conclude.

only 49% (n=20) were able to quantify

their distress by pointing to a visual ana=ource: “Patients Who Are Near Death Are Fre-
Iogue scale quently Unable to Self-Report Dyspnea,” Journal

of Palliative Medicine; Campbell ML, Templin T,
The number of “no” responses was lowValch J, Department of Nursing Administration,

_ . alliative Care Service, Detroit Receiving Hospi-
(n - 19)' Men wgre less Ilkely than Wom_e I, Detroit; College of Nursing, Wayne State Uni-
to report negative emotions, fear whil&ersity, Detroit.

Researchers suggest that other methods



