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Possible Discussion Points (See Pages 7-9 for Example Questions): 

Develop a series of questions and answers that address 

Develop a list of needed community/healthcare resources 
and support services.3

1      specific discussion points.

• Difficult Conversations

• Ethical / Legal Considerations

• Patient Goals, Preferences
and Values

• Medical Decision-Making Capacity

• Social Determinants of Health

• Advance Care Planning

• Community Resources / Access to
Care

• Cognitive Impairment

• Health Literacy

• Sensory Deficits

• Ageism, Gender or Other Bias

• Cultural Humility / Diversity /
Spiritual Considerations

• Family / Caregiver Concerns

• Limited English Proficiency

• Public Policy

Case Title

2

Directions

Develop 1-2 different scenarios (with questions and 
answers) that change or add discussion points.2
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Develop a series of questions and answers that address specific discussion points.
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Encounter 1 and Questions

Develop 1-2 di�erent scenarios (with questions and answers)  
that change or add discussion points. 
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Develop 1-2 di�erent scenarios (with questions and answers) 
that change or add discussion points. 

Encounter 2 and Questions
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Develop a list of needed community/healthcare resources and support services.

Resources and Support Services
for the Patient / Family
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Example Questions for Discussion Points

DIFFICULT CONVERSATIONS
• What is the specific communication/conversation skill(s) that is needed for this

case? (e.g., Best Case/Worst Case framework; Serious Illness Conversation)
• How would you begin the conversation?

ETHICAL / LEGAL CONSIDERATIONS
• Are there any ethical/legal considerations that need our attention?
• Do they have a Medical Power of Attorney?

PATIENT GOALS, PREFERENCES AND VALUES
• How do you ensure you know/understand the patient’s care preferences and values?
• What strategies would you use to assess the patient’s goals, preferences, and values?

MEDICAL DECISION-MAKING CAPACITY
• Decision-making capacity is always related to a specific medical decision. Capable

patients have the legal and ethical right to make their own treatment decisions.
• Does the patient have decisional capacity? What more would you need to know?

COMMUNITY RESOURCES / ACCESS TO CARE
• What community or healthcare resources or services would help the patient

and/or family?
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SOCIAL DETERMINANTS OF HEALTH
• How would you address any known SDH issues? (e.g., food, housing or

transportation insecurities; childcare, utility, legal, or education needs; financial
resources; employment instability)

HEALTH LITERACY
• Can the patient understand and navigate health-related issues? Note: health literacy

is different from general literacy.

ADVANCE CARE PLANNING 
• What do you see as the important decisions that the patient/family are facing?
• What specific knowledge is needed to provide the best of care? (e.g., definition of

palliative care vs. hospice benefits)

COGNITIVE IMPAIRMENT
• Does the patient have any cognitive impairment?

SENSORY DEFICITS
• Does the patient have any sensory impairment (e.g., hearing, vision)?

AGEISM, GENDER OR OTHER BIAS
• Can you identify any overarching bias?

• Can you identify any possible assumptions one might make about this patient?
Note: Ageism occurs for people of ALL ages.
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CULTURAL HUMILITY / DIVERSITY / SPIRITUAL CONSIDERATIONS     
• How does the patient’s culture influence our approach to care?

• What terms may be misunderstood because of cultural definitions?

FAMILY / CAREGIVER CONCERNS

• Does the patient have a caregiver?

• What is their relationship?

• Does the patient live with the caregiver?

• If not, does the caregiver live close-by or are they a long-distance caregiver?

• How is caregiver handling the stress of being a caregiver?

• Do they need support/resources?

PUBLIC POLICY

• What information about this patient might inform public policy or regulatory action?

LIMITED ENGLISH PROFICIENCY

• How do you identify if someone has limited English proficiency?

• When do you know you should bring a translator into the conversation?

• How do you access a translator?
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	Case Title: Nursing: 46-Year-Old Woman Living with Metastatic Breast Cancer — Scenarios 1 & 2
	Scenario 1: Patient is a 46-year-old female with 3 children: ages 4, 10 and 12. English is the primary language. Patient has recently been abandoned by her same sex partner, who has not responded to any attempts at contact. Patient has training as a Licensed Practical Nurse. Patient's 12-year-old daughter has recently been exposed to Tuberculosis (TB) at a friend's house and is not allowed to return to school until she can get a chest x-ray. Patient is currently experiencing cough with shortness of breath. She has been treated with Capecitabine orally for her Stage 4: triple negative metastatic breast cancer which has caused weight loss, weakness, nausea/vomiting and extreme fatigue. She has previously expressed a strong desire to fight her cancer and remain at home with her children. Patient has not yet been told by her oncologist that her tumor is no longer responding to treatment and has metastasized to her lung.
 
Today, patient has presented to her Primary Care Clinic for evaluation of her cough and shortness of breath.
 
1.    Are there any ethical/legal considerations that need attention? How do you approach the fact that the patient has not yet been told her cancer is no longer responding to treatment? 
Answer: ask patient when her next appointment is with oncologist; encourage her to keep that appointment; ask about community reporting of daughter's exposure to TB and does she have an appointment for a chest x-ray for her; order chest x-ray for patient to allay her fears that she may be developing TB; provide prescriptions for medication to manage her cough and consider whether she needs a script for home oxygen. 
2.    How do you support your patient and her desire to remain independent at home? 
       Answer: inquire about the current level of community/insurance support services she may be receiving. Based on treatment recommendations, does she need a referral to home health services or other community services?
 
 
 
 
	Scenario 2: The patient has now visited her oncologist and been told that her breast cancer has metastasized to her lung based on her most recent PET scan. The oncologist has recommended stopping treatment with Capecitabine. Patient has stopped the oral medication and is feeling better. Patient is now being seen by a Home Health Nurse based on referral from her Primary Care Provider. She has stated a desire to engage in alternative therapies such as nutrition therapy and ozone treatment to slow the cancer growth.
 
Today, the Home Health Nurse is visiting the patient for the second time.
 
1. Is the patient currently experiencing any symptoms that are troubling to her, e.g. cough, shortness of breath, pain, weakness, fatigue, nausea/vomiting etc?

2. What are the patient's current short term goals and long term goals now that active cancer treatment has stopped? 
Answer: explore her desires for her children, her role in taking care of them, what happens to children if she is unable to physically care for them.

3. Does the patient have a Living Will, Medical Power of Attorney (MPOA), or other legal documents stating her wishes regarding her care and provisions for her children? 
Answer: explore what/how you can support her regarding decisions related to her children.

4. Has patient discussed her medical condition with her children? Does she need assistance with this discussion?

5. Is patient currently receiving other Community Support Services?

6. Would patient be amenable to discussing palliative care and/or hospice care options for herself and children?

7. Are there meds that you feel are unnecessary or that require a change?   
         
 
	Questions: 1. Have you worked with a younger person, diagnosed with metastatic disease, for whom active treatment has been recommended to stop? 

2. If so, reflect on what you observed or participated in with regard to difficult conversations.

3. Were those conversations effective? Why or why not?

4. Provide an example of an effective conversation and one that was not effective. What were the factors/communication skills that supported the success of the conversation or the lack of success?

5. What is/are the specific communication skill(s) needed for this case?

6. Think about how you would begin the conversation. 

7. What are the key components of communication in this case that demonstrate respect for the patient, cultural awareness, care and sensitivity to the patient/significant others?

8. What needs would an interprofessional consult help with?  
	Resources: Community based services: 
Mobile meals; additional caregiving support; legal support for completing MPOA, Living Will and other documents; outreach services to help patient identify potential long-term caregiver(s) for children should they be needed.
 


