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Words



Non-verbal



Why is communication important?
3 Primary Goals of  Palliative Care :

- to relieve pain and emotional suffering

- to improve patient-physician communication and   
decision-making

- to facilitate co-ordination/continuity of  
care across all care settings  

Ragan, et al 2008



Importance of  Communication in 
Palliative Care

“The quality of  communications with patients, family, and team members 
was indeed found by medical specialists to be fundamental to the quality 
of  care for the dying.  Ineffective communication was found to be one of  
the major barriers to optimal end-of-life care at the health provider level.”

De Haes, H., and Teunissen, S. (2005)  Communication in Palliative Care: A review of  recent literature.  
Current Opinion in Oncology, 17(4), 345-50.



What are your biggest challenges?











Communication is a connection.  
It’s about relationship, curiosity, respect, and trust.  It is 
grounded in a compassionate desire to discover 
and meet the needs of  the person and family.



Communication is a bridge between worlds
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Communication:  A Model



Case for discussion:  Mrs. B.

First asked to see her in late November ‘17.  Family doctor’s referral stated 
that she was an 87 year old woman with dementia, frailty, and anxiety.  She 
is at home with her daughter, Mary, and son-in-law and her daughter wants 
to keep her at home until the end of  her life.  
Born to a Jewish family in Italy.  Many family members died in the 
Holocaust, including her father.  She has lived with her daughter for many 
years.  She loves music.  She was a painter.
Medically, she has multiple co-morbidities: CAD with an MI, OA, chronic 
back pain, and peripheral neuropathy.  She is on ASA, Gabapentin 300 mg 
BID, Alendronate once a week, Irbesartan 150 mg daily, Synthroid, Tylenol 
#3 for pain prn, Pantoprazole, and Risperidone 0.5 mg qhs.  



Mrs. B. - continued

October – admitted to hospital with UTI and delirium.  Was ambulatory 
before that time, but now mostly in bed.  Frequent falls if  she tries to get 
up.  Dependent on her daughter for care.  Often restless.  ? Hallucinations.
Risperidone has helped her sleep but she is restless during the day and 
anxious.  PPS 30% (most of  the time in bed, total care, reduced intake, 
confusion).  



Mrs. B. - continued

Transition point:  initiating a palliative approach to care.

Would she benefit from a palliative approach?  Why do you say that?
Surprise Question:  Would you be surprised if  she died in the next 12 months?  
Does she have general indicators of  decline?  
Does she have specific indicators of  decline for advanced dementia?

How  would you talk to her daughter Mary about these things?  What could 
you offer?



SPICT –
Supportive and 
Palliative Care 
Indicators Tool

www.spict.org.uk



Mrs. B. – transition to a palliative approach

Ask-Tell-Ask

Ask:  What are some of  the things you are seeing?  How quickly have these changes 
been happening?

Tell:  These are some of  the things we see as dementia progresses.  It is the natural 
progression of  the disease.  Unfortunately, they are indicators that she may be getting 
much closer to the end of  her life.  Even though it is very difficult to predict when 
she might die, we would not be surprised if  she were to die in the next 6-12 months.  

Ask:  Is what I’ve shared with you a surprise?  Tell me how you are feeling about this. 



Advance Care Planning/Goals of  Care

“This is what we see…”

“This is what happens as dementia progresses…”

“This is not uncommon…”

“These are the things we watch for…”



Toolkit for implementing the Namaste Care programme for people with advanced dementia living in care homes
Stacpoole, Thompsell and Hockley, St. Christopher’s, 2016.



Mrs. B. – transition to a palliative approach

How might you explain a “palliative approach”?  What if  the word ”palliative” 
causes concern with Mary?  

Palliative care focuses on improving quality of  life in all domains of  a person’s 
life to maximize comfort as well as helps to support families and caregivers.

What if  Mary asks “how long do you think she will live?”



Advance Care Planning/Goals of  Care

What would your mom want? Has she expressed her   wishes in 
the past?  How can we honour those wishes?

Has she asked someone to make decisions for her when she no 
longer can?  Who is that person(s)?

Can we focus on comfort?  What does comfort look like?

Where would she like to be for her final days?



Advance Care Planning/Goals of  Care

These decisions are difficult.

What can we do to support you as a family?

What are your needs to be able to care for her?



Fundamental Needs of  People with Dementia –
Kitwood (1997)

To feel loved and safe
Physically and mentally relaxed

and not in pain.

To be respected as a unique
individual and have a sense
of  self-worth

To spend your time meaningfully and 
not be bored.

Companionship, feel part of
the world, not lonely or 

excluded.

Toolkit for implementing the Namaste Care programme for people with advanced dementia living in care homes
Stacpoole, Thompsell and Hockley, St. Christopher’s, 2016.



Mrs. B. – transition to a palliative approach

How might you lead a discussion regarding Goals of  Care?  Treatment options, 
such as resuscitation, or trips to the Emergency Department, hospital 
admissions?





Some of  the things we might talk about…

Resuscitation/DNR – “allow natural death”

Artificial hydration and nutrition when not eating or drinking as much

Treating infections like pneumonia.

Under what circumstances would we ever call 911 or transfer to hospital?

Who to call after hours if  something happens.

Decreasing mobility and care needs if  in bed.



Toolkit for implementing the Namaste Care programme for people with advanced dementia living in care homes
Stacpoole, Thompsell and Hockley, St. Christopher’s, 2016.



Mrs. B – continued…

February:  She develops a chest infection and is treated with a 
course of  oral antibiotic.  She has minimal oral intake and is no 
longer able to get out of  bed.  

A family meeting was held to discuss GOC and confirm DNR.

Proactive planning for the future…



Mrs. B – continued…

How might you address the issue of  CPR/resuscitation?





Mrs. B – continued…

Transition point:  No longer eating and drinking.

How would you address family concerns regarding hydration, 
nutrition, swallowing medication?  What about clysis or an IV?

Will she “starve to death”?  How can they continue to support 
her physical needs?



Mrs. B – continued…

Transition point:  Preparing for final days.

March:  Worsening cough.  No response to antibiotic Mary had 
left over from before.  More pain, poor oral intake and not able 
to swallow oral medications.  Coughs when she tries to swallow 
food.  Bed-confined.  Almost no urine output and increased, 
distressing respiratory secretions.  



Mrs. B – continued…

Transition point:  Preparing for final days.

Next steps?  Conversations that need to happen at this time?



Mrs. B – continued…

Transition point:  Preparing for final days.

Reassurance about stopping oral meds.
End of  life subcutaneous meds in the home - pain, dyspnea, 
respiratory secretions and potential delirium/terminal 
restlessness.  How to use them and for what indications?
? Catheterize for comfort
Review who to call, when to call.



Mrs. B – continued…

Transition point:  Preparing for final days.

Review goals of  care – stressing comfort measures.  
Increase support for the family – shift nursing with subcut meds.
Is there a need for continuous subcutaneous infusion for pain?



Family conference

• Who will attend? (patient, family, other support, 
health care team members)

• Introductions, getting to know who is there

• Review goals of  the meeting

• Ground rules

Use the SPIKES formula



SPIKES

• S Setting – physical setting & agenda 
negotiation

• P Perception

• I Invitation

• K Knowledge

• E Empathize/Emotions

• S Summary/Strategy 

Robert Buckman



Setup
• Plan.  
• Have the information you need.
• Who should be there? (team members, patient,

family, support person)          
• Where:  environment: noise, privacy, seating 
• When:  timing – allow enough time, convenient

time for family/support person to be there
• Agenda: what you want to talk about 

ask what they want to talk about 
may need to negotiate agenda 

(Bylund, et al 2006; Josephine et al, 2007)



Perception

• Tell me what you understand about your mother’s illness. 

• What are you seeing?

• What have you been told?  Do you have questions about her 
illness?

• Ask individual family members if  they have questions or concerns.



Invitation

• How do they prefer to receive information?

• Lots of  information now or “bits at a time”?

• Details or the “big picture”?

• Cultural factors to consider? 

• Stage of  disease- may want different amounts of  information at 
different stages.

• Who makes decisions?  How should decisions be made?



Family conference

• Review medical status/illness/treatment

• Are there questions about status or treatment?

• Review goals of  care

• Discuss options

• Explore family support

• Next steps

• Summarize and wrap up 



Knowledge

• Tailor the information based on what the family wants and needs 
at this time.

• Check understanding, summarize

• Provide an opportunity for questions, questions and more 
questions.

• “tell me more about what you are thinking…”

• What worries you the most about going forward?



Empathize

• Allow time to integrate the information 

• Acknowledge, normalize or validate their response.

• Respond to emotional cues

• “I can only imagine how hard this must be.”  “These are hard 
decisions to make, but we want to honour her wishes as well.”



Summarize

• Summarize what's been discussed and what next steps will be. 

• Assess understanding of  the discussion 

• Next contact, who will do what and when. 

• Document, share information with other providers. 



Mrs. B – the story continues…



Communication is a connection.  
It’s about relationship, curiosity, respect, and trust.  It is 
grounded in a compassionate desire to discover 
and meet the needs of  the person and family.



Communication is a bridge between worlds





Any other questions?

Thank you!


