AUI

)1

d[o1nIR P

MOITAIIAO

Author affiliations
and support
information (if
applicable) appear
at the end of this
article.

Accepted on
February 26, 2020
and published at
ascopubs.org on
March 26, 2020:
DOI https://doi.org/
10.1200/EDBK _
100022

PALLIATIVE CARE

Palliative Care Skills and New Resources for
Oncology Practices: Meeting the Palliative Care
Needs of Patients With Cancer and Their Families

Anthony Back, MD!; Tara Friedman, MD?; and Janet Abrahm, MD?

In its 2017 guideline, ASCO challenged members to integrate palliative care into their standard oncology
practices for all patients, throughout their cancer trajectory. However, partnering with palliative care experts
alone will not be enough to achieve that goal; there are too few experts now, and there will not be enough in the
future to meet the needs of patients with cancer and their families. Other strategies are required. Oncologists
can develop new communication skills that were not included in their fellowship curricula, skills that integrate
into their visits the subjects that palliative care clinicians discuss routinely with patients referred to them. In
this review, Dr. Back offers three questions matched to communication skills that can help oncologists explore
key areas: (1) What is happening? (2) How do you (and I) feel? and (3) What is important? and discusses the
“REMAP” strategy for making urgent medical decisions. Dr. Friedman reviews the impact of community-based
palliative care resources and telehealth on care quality, patient centeredness, and reducing costs. Community-
based palliative care services and telehealth are available to patients and families at home, during active
treatment. Dr. Abrahm reviews how patient-reported outcomes (PROs) completed at home can enhance
patients’ symptom control, quality of life, and toleration of treatment and decrease unplanned emergency
visits by alerting clinicians to patients’ severe symptoms, making appropriate referrals, or suggesting patients
contact their oncology team. She also provides an update on using PROs and natural language processing with
clinical decision support to create sophisticated palliative care assessments and treatment options in the
electronic health record during patients’ office visits.

INTRODUCTION

In its 2017 guideline, ASCO challenged members to
integrate palliative care into their standard oncology
practices for all their patients, throughout their cancer
trajectory. Partnering with palliative care experts alone,
however, will not be enough to achieve that goal. In this

patient-centered communication in cancer care: (1)
fostering the clinician-patient relationship; (2) exchanging
information; (3) responding to emotions; (4) managing
uncertainty; (5) making decisions; and (6) enabling
patient self-management.* But another, perhaps more
clinician-friendly, way to approach communication is to

article, we offer other strategies. First, Dr. Back details
new palliative care communication tools that were not
included in oncology fellowship curricula. These tools
can improve patient-centered communication and
enable oncologists to explore goals, values, and im-
portant aspects of their patient’s quality of life. Next,
Dr. Friedman reviews the impact of community-based
palliative care resources and telehealth on care quality,
patient-centeredness, and reducing costs. Lastly,
Dr. Abrahm envisions integrating PROs with clinical
decision support to create sophisticated assessments
and treatment options in the EHR during patients’ office
visits.

COMMUNICATION SKILLS THAT INTEGRATE
PALLIATIVE CARE

In a 2015 monograph for the National Cancer Institute,
Epstein and Street identified a six-part framework for

14 2020 ASCO EDUCATIONAL BOOK | asco.org/edbook

pose a set of questions that point to what clinicians must
accomplish in every conversation. There are three easy
questions that can enable you to keep your commu-
nication on track: (1) What is happening? (2) How do
you (and 1) feel? and (3) What is important?

Answering the “What is happening?” question prompts
us to prepare for a visit. The clinician’s task is to look at
all of the data at hand (often a lot), curate the most
important bits to discuss, and structure how to present
it. Others consider this “information provision"—giving
serious news is one version of it>—but using a patient’s
view by asking this question is helpful because it prompts
us to filter and sort the information that we think is im-
portant to get across into manageable and understand-
able units. The “What is happening?” question also
prompts us to explain the information in a way that
is understandable to that particular patient, taking into
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PRACTICAL APPLICATIONS

e Ask the patient: (1) What is happening? (2) How
do you (and I) feel? and (3) What is important?
and then explain the information in a way un-
derstandable to that particular patient—taking
into account their education, health literacy,
interest in medical detail, body language, tone
of voice, and facial expressions, which enable
you to empathize, react, and respond
appropriately.

When time is shorter than they hoped, use
REMAP. REMAP stands for (1) Reframe: “We’re
in a different place now”; (2) respond to
Emotion; (3) Map out their hopes and worries;
(4) Align with the patient and family’s hopes;
and (5) taking those into account, make a Plan
for next steps, including a resuscitation rec-
ommendation (full code vs. Do Not Resuscitate
or Intubate (DNR/I).

e |dentify and collaborate with community palli-
ative care and telehealth providers in your area.
Consult GetPalliativeCare.org (https://
getpalliativecare.org/howtoget/find-a-palliative-
care-team) for a comprehensive list of providers
in your area.

e Explore PRO options for your practice site, in-
cluding tablets, mobile applications, and
desktops communicating directly with your
EHR.

e Challenge your organization to identify available
technology through which your practice can
incorporate a system of automatic alerts to
clinicians when the PRO indicates a serious
unaddressed symptom.

account their education, their health literacy, and their in-
terest in medical detail.

The “How do you (your patient) and | (you, the clinician)
feel?” question reminds us to listen and empathize. It is
easier to listen generously if you have already decided how
to deal with the “What is happening?” question; you will
have more bandwidth and attention because you will not be
trying to filter and sort information as you listen. But listening
itself is not just about the words; it is also about the body
language, the tone of voice, and the facial expressions. All of
those data enable you to empathize, to feel the patient’s
emotions (at least a part of their emotions) so that you can
react and respond appropriately. Remember that emotion
happens faster than cognition in any of us, and, once started,
emotion cannot be turned off; even when we suppress our
conscious experience of emotion, our minds and bodies are

still involved.® Responding to emotion is not just a nice thing
to do, it enables your patient to process their own emotions in
the moment and to absorb information, interact more with the
clinician, and make better decisions. The part of this question
that asks clinicians to ask themselves how they are feeling
is simply a reminder that we all have our own reactions to
patients and that accepting our own reactions can free us up
to be more fully present with our patients.*

The “What is important?” question shapes how we talk
about the care that we recommend and what we prescribe,
and it invites patient buy-in. Asking “What is important?”
requires that clinicians uncover values, to understand what
really matters to a patient. This is often called “eliciting
values,” but the “What is important?” question prompts us
not to make assumptions or jump to conclusions; the values
that a patient consider the most important are often held
closely and only spoken about with someone who feels
safe. The “What is important?” question also prompts us, in
another direction, to draw our patient's attention to the
medical decisions that they must make or be prepared to
make. As the clinician considers the medical realities the
patient is facing, along with what was learned about how the
patient is feeling and what is important to that patient,
clinicians can easily craft an informed plan of care, share it
with that patient, and ask for feedback.

Each of these three questions is matched to a set of com-
munication skills that enable a clinician in cancer care to
seamlessly integrate considerations of quality of life into
everyday conversations (Table 1). A useful framework when
a medical decision is pending or even urgent is REMAP
(Table 2).°

For times when a referral to a palliative care specialist is
needed, it is important to preemptively counter assumptions
that palliative care is about dying. Make the reason for
referral transparent and frame it in words the patient has
used, such as, “I think we could do a better job with your
pain if | bring in one of my colleagues who specializes in
this,” or “Palliative care is meant to improve quality of life
at any stage of cancer. They have helped a lot of my
patients.”

Communication that enables patients to feel that their quality
of life can be as important as any other aspect of care is at
the heart of high-quality cancer care. It takes practice and
feedback,®” and there are more options than ever for cli-
nicians to learn more (Table 3). A companion piece to this
introduction was just published in the Journal of Clinical
Oncology.2

COMMUNITY-BASED PALLIATIVE CARE AND TELEHEALTH

Since 1982, palliative care in the United States was largely
defined by the Medicare Hospice Benefit. The end of the
20th century saw the development of nonhospice palliative
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TABLE 1. Three Key Questions and Matching Communication Skills
Key Question Communication Skill

What You Say

What's happening?  Put together an agenda for the visit

“There are three things | want to cover today.. .is there anything you want to

add to the agenda?”

Establish what the patient already knows

“Tell me what you've heard from Dr. Google.”

Use language your patient will understand when
giving serious news

“Your scan shows that the cancer is getting worse. Could we talk about

what that means?”

Ask explicitly about understanding

“Have | been clear? Is there anything | should explain better?”

Ask if prognostic information is desired

“Would you like to talk about what to expect in the future?”

How do you (and I)  Noticing emotions in patients

“Could you say what reactions are going through your mind?”

5
feel? Acknowledging emotion openly

“It sounds like you are frustrated [or disappointed, or any other emotion].”

Give patients time to collect their thoughts and speak

“Take your time.”

Noticing one’s own emoations

[Internally] “How do | feel right now? Can | bring whatever presence | can

muster to this moment?”

What's important? Elicit values that drive medical decisions

“What's important to your quality of life now?”

Ask for stories that illustrate values

“Tell me about what a ‘good day’ is like for you.”

Anticipate upcoming medical decisions

“I'd like to make sure we are prepared for a decision that is likely to come

up.

Emphasize that you and your team will be there for the

long haul

care, largely in the hospital setting. Most recently, progressive
interest in and demand for palliative care have fueled growth
in local, regional, and multistate organizations that provide
community-based palliative care (CBPC) beyond the con-
straints of a hospital or hospice program. Consistent with
ASCO recommendations, these programs serve those with
advanced disease and/or those approaching the last year
of life, when the physical, emotional, psychosocial, spiritual,
and financial stress of advancing disease creates the wid-
est gaps in care. It is during this time that health care costs
rise exponentially, because patients are often caught in an
escalating cycle of hospitalizations, emergency depart-
ment (ED) visits, appointments, testing, and complex
medication regimens. Thus, more than 50% of all health care
spending goes to caring for the sickest 5% of Americans,
largely in the last year of life.®

Community-Based Palliative Care

Community-based programs broaden the reach of palliative
care, meeting patients and families in their homes, where
gaps in care and the stresses of cancer diagnosis and

TABLE 2. REMAP: Five Steps for Goals-of-Care Conversations

“We will be here for you at every step.”

treatment can be identified and addressed. As a guest
in the patient’s home over a period of months or years,
providers identify previously unrecognized symptoms, barriers
to treatment compliance, financial stressors, safety concerns,
and caregiver burden. Palliative care providers engage the
patient, family, and/or health care proxy to explore the patient’s
goals, values, and beliefs. Interdisciplinary teams collaborate
with the patient’s oncology team, balancing quality of life with
evidence-based disease-directed treatments that align with
the patient’s evolving preferences.

Community-Based Palliative Care Models

The Medicare Hospice Benefit started almost 40 years ago,
but, over the last 20 years, nonhospice palliative care de-
livery in the home setting has grown substantially. In-
terdisciplinary teams (e.g., physicians, nurse practitioners,
nurses, and social workers), supported by centralized care
coordinators and clinical triage, visit patients in their homes.
CBPC practices include comanagement with the primary
care physician, oncologist, and other specialists. Clinicians
share diagnostic information, therapeutic plans, impressions

1. Reframe the situation “We're in a different place now. What we've been doing is no longer working.”

2. Expect emotion and acknowledge it “l can see that this is not what you were hoping for.”

3. Map out important values “Tell me what is making your life good and meaningful now.”

4. Align with your patient and their family “l hear that you value your relationships, and | want to do everything possible to support you in that.”
5. Plan treatments to match values “Based on what you've told me, here are some recommendations.... What do you think?”
16 2020 ASCO EDUCATIONAL BOOK | asco.org/edbook
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TABLE 3.

Palliative Care Skills and New Palliative Care Resources for Oncologists

Where to Learn Communication Skills

Center to Advance Palliative If your institution is a Center to Advance Palliative Care member, you have access to a series of short communication courses
that can be done online, even on mobile devices (https://www.capc.org).

Care

VitalTalk

Many free videos that demonstrate communication skills, an online continuing medical education course on Delivering
Serious News, and in-person Mastering Tough Conversations workshops (https://www.vitaltalk.org)

Respecting Choices

respectingchoices.org)

An approach to advance care planning that powered city-wide involvement in LaCrosse, Wisconsin (https://www.

Serious lliness Care Program A structured conversation guide and system implementation tools especially aimed at early upstream conversations (https://
www.ariadnelabs.org/areas-of-work/serious-illness-care/)

about response to treatment, and prognosis and coordinate
care when there are new symptoms, changes in functional
or nutritional status, or substantial changes in the patient’s
goals of care.

Although hospices and home health agencies can offer
nonhospice palliative care visits, restrictions in licensure and
funding create substantial barriers to large-scale sustainable
interdisciplinary palliative care offerings. Early CBPC from
Kaiser Permanente and Sutter Health provided evidence
for CBPC'’s benefits.!® More recently, other independent
organizations have partnered directly with payers to pro-
vide an extra layer of support to their sickest members. 113

CBPC has demonstrated improved performance in care
quality, patient centeredness, and cost reduction. Patients
enrolled in CBPC programs demonstrate significantly higher
rates of actionable advance directive completion,'# increased
likelihood of dying in their place of choice,* improved
access to hospice care, and longer hospice length of
stay.}1'14 Patients, caregivers, and clinicians report high
degrees of satisfaction with care.'® Patients have fewer
unnecessary ED visits and hospitalizations and overall
lower costs of care.®®

Telehealth

Although some programs use telephonic and/or video-
assisted visits to supplement in-home visits, others are
meeting the growing need for palliative care, particularly
in rural areas, with largely or entirely remote interventions.
Using telephonic or video-assisted visits, palliative care
clinicians can assess health literacy, encourage self-efficacy,
coordinate community resources, foster communication
across the health care team, and facilitate advance care
planning. Palliative care social workers assess for psy-
chosocial stressors, social determinants of health, care-
giver stress, and health care use. Physical symptoms can
be assessed remotely by palliative care nurses. Some pro-
grams use patient-reported vital sign monitoring through
digital platforms. In one study, patients reported advantages
in telemedicine, including access to clinicians, rapid re-
sponse time, and improvements in the efficiency and quality
of care.'” Evidence Project ENABLE demonstrated the value

of telehealth-based palliative care interventions for patients
with cancer in rural areas.'®

Collaborating With Community-Based Providers

Coordination and collaboration with the patient’s oncology
team are key. Oncologists identify patients they believe
would benefit, tell the patients about the referral, and make
a referral to their local program(s). Informing the patient of
the referral enhances enrollment rates. Sharing pertinent
diagnostic and therapeutic history, communication prefer-
ences, and patient-specific concerns fosters collaboration.
Leveraging the unique expertise and perspective of each
team facilitates goal alignment and ensures that the pa-
tient’s individual needs are met most effectively.

How To Find a CBPC Program Near You

Table 4 compares several CBPC and telehealth palliative
care programs. Consult GetPalliativeCare.org (https://
getpalliativecare.org/howtoget/find-a-palliative-care-team/)
for a comprehensive list of providers in your area.

OPTIMAL MANAGEMENT OF PATIENT SYMPTOMS:
INTEGRATING PROs, NATURAL LANGUAGE PROCESSING,
AND CLINICAL DECISION SERVICES TO PROVIDE
RECOMMENDATIONS TO CLINICIANS VIA THE EHR

The 2017 ASCO guideline recommended integrating pal-
liative care into standard oncology care for patients with
advanced cancer.?! Operationalizing this recommendation
is not simple. The number of board-certified specialists in
the United States remains inadequate to fill the current,
let alone the projected, need.?? As of 2017, estimates in-
dicated one palliative care provider for 1,200 people with
serious illness, whereas there was one oncologist for every
141 people with cancer.?® Increasing delivery of primary
palliative care (including basic symptom management and
advance care planning) would likely limit the need for
specialty intervention.?* One strategy to increase primary
palliative care for patients with cancer is the electronic
health record (EHR) using clinical decision support (CDS)
and PROs.
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TABLE 4. Exemplar Community-Based and Telehealth Palliative Care Programs

Organization Description Key Outcomes

Kaiser Permanente In- Team provides comprehensive assessment and management Increased patient satisfaction, more likely to die in place of

Home Palliative Care  of physical, psychological, social, and spiritual needs.
Emphasized pain and symptom control, advance care
planning, and care coordination across settings. Includes 24-
hour urgent visits.

choice, less likely to use the ED or be hospitalized. Substantial
cost savings.'41519

Home Connections Cheektowaga Hospice, in upstate NY, offers their Home
Connections program to adult patients with advanced illness
who are prognostically upstream of hospice. An
interdisciplinary team provides symptom management,
patient education, supportive advance care planning,
community support services, respite, and on-call clinical

support.

Three times more likely to enroll in hospice, substantially longer

hospice length of stay, higher actionable advance directive
completion, better symptom management, higher likelihood
of dying at home, and higher levels of patient, caregiver, and
clinician satisfaction.!%11-16

Four Seasons Hospice Four Seasons provides CBPC over a diverse 14-county area in
& Palliative Care western North Carolina. Videoconferencing supplements in-
person visits. Uses remote vital sign monitoring. Provides an
extra layer of support, including symptom management,
relief of suffering, whole person care, and support for family
members. Facilitates advance care planning and advance
directive completion.

MIPS measures. Improved patient satisfaction and increased

hospice use.'”?°

Aspire Health In-Home Aspire Health provides interdisciplinary palliative care across
Program 26 states and Washington, DC. Provides care of the seriously
ill focused on symptom management, patient-family
communication, advance care planning, care coordination
with patient’s other medical providers, and support services.
Includes 24/7 telephonic clinical support.

More advance care planning discussions and advance directive

completion rate, more likely to use hospice and for longer
periods of time, reduction in unnecessary ED visits and
hospitalizations (Kate Lach, Director of Social Work, Aspire
Health, personal communication, January 2020).

Aspire Telehealth Designed for those with advanced cancer, the telephonic
program offers social work-lead palliative care support. The
team assesses and addresses health literacy, social
determinants of health, health care use, and resource needs.
Facilitates advance care planning. The intervention offers
nursing and physician support as needed for symptom

management and collaboration with oncology teams.

ProHEALTH Care
Support

Housed within an ACO, ProHEALTH’s interdisciplinary team
offers in-home and telepalliative care to care for those with
serious illness. Team focuses on home complex care,
including management of chronic diseases, attention to
practical aspects of daily living, and caregiver support.

Substantial cost savings, fewer hospitalizations, increased use of

hospice and for longer periods of time*®

Landmark Health Landmark Health offers palliative care for existing patients in
their longitudinal complex care offering. Intervention
includes some in-person visits, along with telephonic internal
consultation. For a small group of patients with advancing
conditions, palliative care is the primary intervention, offering
a focus on aggressive symptom control and expert

communication.

Improved POLST completion rates, improved use of hospice,

less likely to use the ED or be hospitalized (Dr. Scott Mancuso,
Chief Clinical Officer, Landmark Health, personal
communication, January 2020).

Abbreviations: ACO, Accountable Care Organization; ED, emergency department; MIPS, Merit-based Incentive Payment System; PC, palliative care; POLST:

Physician Orders for Life Sustaining Treatment.

Automating Processing of PROs Using Clincal Decision
Support in the EHR

Pain relief was one of the first PROs to be collected regularly
when the Joint Commission for the Accreditation of Hospitals
mandated that patients be asked “What is your pain level? Is
this level of relief satisfactory to you?” When patients are at
home, their suffering may go undetected except by their loved
ones. Patients call oncology providers about fevers or other

18 2020 ASCO EDUCATIONAL BOOK | asco.org/edbook

new infection symptoms, but they are very reluctant to call
about pain.?® Patients who regularly report PROs that are
used by clinicians’ EHRs to alert members of their oncology
team to their uncontrolled symptoms have enhanced patient-
clinician communication, clinician awareness of symptoms,
symptom management, and quality of life and patient sat-
isfaction, and they tolerate treatment better, have fewer un-
planned admissions or ED visits for uncontrolled symptoms,2®
and even show improved overall survival.'82728
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Patient use cell phones, tablets, or computers linked to their
EHR to report their levels of distress directly to their clini-
cians.?® Computer-driven algorithms monitor symptom se-
verity and send alerts to a triage nurse via the EHR when
pain is above a prespecified level (e.g., 7, or severe) or the
trend of the symptom is worsening, and the nurse contacts
the patient. The nurse assesses and makes suggestions
regarding an ED or clinic visit, makes another referral, or
changes the symptom management regimen.?6?82° Algo-
rithms in the PROMIS-T system make appointments for the
patients when the need for social work, registered dietician,
or health educator services is detected.?® The algorithms
used in the eRapid system enable the EHR to provide
severity-tailored advice or a recommendation to contact
their oncology team.?® The mobile application used in ePAL
led to decreased pain severity and notably fewer pain-related
hospital admissions and admissions through the ED.*°

In the future, NLP techniques that search the text of the
electronic record for patients with uncontrolled symptoms

[Test F | DOB:10-21-1960 | MRN: 122221 |

can supplement PROs. They are especially important for
those patients who find it difficult to quantify symptoms
electronically or in person.®!

Clinical Decision Support

PROs are an important first step in identifying patients in
distress and helping them to resolve that distress promptly,
but the next level of care involves using CDS based on
national consensus guidelines. Clinical guidelines for symp-
tom assessment and management, like those from the
National Comprehensive Cancer Network, ASCO, and Mul-
tinational Association for Supportive Care in Cancer, are often
not used in clinical practice.®? On average, it takes 5 years
for a guideline to be adopted in practice.> CDS facilitates
more rapid dissemination of, and adherence to, these
guidelines.*

CDS provides clinicians, patients, and other health care
stakeholders with pertinent knowledge and/or person-specific
information, intelligently filtered or presented at appropriate

Lung Cancer Symptom Assessment and Management Intervention

Paeiof2 | [Test F | DOB: 10-21-1960 | MRN: 122221 |
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FIGURE 1. Symptom Assessment and Management Intervention (SAMI) Recommendations: Report for a Patient With Lung Cancer. SAMI for patients with lung
cancer (SAMI-L), a web-based system that is programmed with algorithms derived from national consensus guidelines,®” was sent deidentified patient-
specific data (transmitted remotely via the internet to a remote clinical decision support [CDS] system). The data included patient-reported outcomes
(PROs) completed by the patient with lung cancer that day, relevant laboratory data drawn directly from the electronic health record (EHR), and the results
of Research Assistant interview of the patient confirming the doses of medications being taken. Within 2 minutes, SAMI sends back a report containing
symptom assessments and suggested treatment recommendations for that patient to the clinician who is going to see the patient that day in the outpatient
clinic. The figure shows the top halves of the front and back of a sample report for a patient who had just completed radiation therapy for lung cancer, who
was suffering from uncontrolled dyspnea and moderate pain. The red boxes indicate, on the left, the front page of the report detailing the suggestions for
treating dyspnea, which the patient reported as severe; and on the right, on the back of the report, the longitudinal record of the patient’s treatments and
reports of symptoms, including dyspnea, over time, documenting the marked increase in dyspnea reported at this visit. Severe symptoms are indicated in

red; moderate, in yellow; and mild, in green.
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times, to enhance health and health care.® CDS takes the
information provided by the PROs or from NLP and, using
algorithms developed from accepted national consensus
guidelines for symptom assessment and treatment along
with patient-specific data, “works behind the scenes” in the
EHR to capture, analyze, and make suggestions for as-
sessment and treatment of patients’ pain and other
symptoms.36-38

For CDS systems to improve practice, they must be part of
the workflow, provide specific recommendations, be pres-
ent at the time and location of decision-making, and be
computer based.®**! We incorporated these principles in
our study of CDS combined with PROs and provided tho-
racic oncologists with paper reports containing the se-
verity of each symptom along with recommendations for
treating pain, anxiety, depression, dyspnea, and fatigue
(Flg 1).36,38

In the next iteration of CDS, clinical guidelines will again be
used to create algorithms that generate patient-specific
evidence-based suggestions for symptom assessment and
management using PROs and other data available in the
EHR. In addition, these CDS systems will include validation
from the clinician as to the doses of medications the patient
is taking, and the guidance report will be generated in the
EHR for the clinician’s review during a remote or actual
patient visit. This report will provide patient-specific as-
sessment and management recommendations along with
“smart phrases” for automatic documentation of sugges-
tions adopted, tailored patient educational materials to

FIGURE 2. Integrating Patient-
Reported Outcomes (PROs) and
Natural Language Processing (NLP)
Data With Clinical Decision Support
(CDS)-generated Algorithms to
Improve Treatment of Symptoms
of Outpatients With Cancer

PROs completed by patients at
home or in the outpatient clinic
and NLP data derived from doc-
umentation of patient encounters
are uploaded to the electronic
health record (EHR). The EHR
can access CDS-generated algo-
rithms to do a number of things:
(1) alert a clinician if a patient
has an uncontrolled symptom;
(2) instruct the patient to con-
tact the clinician right away;
(3) make referrals directly to
social worker (SW), nutritionist,

-&

e

y

complement the adopted suggestions, and billing codes
that can be used for reimbursement of symptom-focused
services.

As an example, consider the care of Emilio Gonzales (not
a real patient). Emilio has lung cancer metastatic to the bone
and comes to clinic for his next cycle of therapy. While he
waits to see Dr. Smith, he completes symptom assessment
questionnaires on his smartphone or tablet, which take
about 10 minutes. The contents of these questionnaires are
uploaded automatically into the EHR, which can seam-
lessly access the CDS-generated algorithms for symptom
assessment and management recommendations. When
Dr. Smith accesses Emilio’s chart, on her computer screen
is an electronic, color-coded report (like Fig. 1), indicating
the severity of each of his symptoms (e.g., pain, dyspnea,
anxiety, depression, fatigue), what medications Emilio has
been taking, and relevant lab results. She sees that Emilio
has been on a 50-pg/hour fentanyl patch for his pain from
bone metastases and takes eight rescue doses of 5 mg of
oxycodone per day, but his pain is still severe. She also sees
that his dyspnea is mild but his anxiety is moderate. Dr.
Smith clicks that she accepts the recommendations for
increasing the fentanyl patch to 62.5 pg/hour and the
oxycodone to 10 mg and adding ibuprofen and a zoledronic
acid infusion. She also “agrees” to a social work referral for
Emilio’s anxiety, which is exacerbated by his pain. As she
clicks on each of these choices, a symptom management
progress note is being generated automatically for her to
copy and paste into her documentation. She can also click

SW, RD),,
Healthy
Educator

P

registered dietician (RD), or other clinicians; or (4) provide comprehensive evidence-based symptom assessment and treatment recom-
mendations to the clinician to use during the patient’s visit that day (e.g., symptom assessment and management intervention in patients with

lung cancer, or SAMI-L).
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to print out the relevant patient education materials, and
she is provided with the appropriate Intenational Classi-
fication of Diseases, 10th revision, codes for billing. When
Emilio goes home, he will be invited to complete PROs
routinely through the EHR patient portal, or his symptoms will
be detected by NLP of text notes he sends through the portal.
The EHR will then send alerts based on symptom se-
verity or worsening trends or make referrals. Because his
PROs will be uploaded automatically into the EHR, when
Dr. Smith talks with him, she can can continue to access
the CDS-generated algorithms for comprehensive, evidence-
based, symptom assessment and management recom-
mendations (Fig. 2).
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