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

Develop a series of questions and answers that address 
specific discussion points.1

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

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

• Di�cult 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
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Directions



Develop a series of questions and answers that address specific discussion points.
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Questions



Scenario 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. 

Scenario 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/Worse 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? (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 di�erent 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 (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:     Pharmacy: 35-Year-Old Native American Man Living with COVID-19 — Scenario 1
	Scenario 1: A 35-year-old male with Past Medical History (PMH) of diabetes, hyperlipidemia, and hypertension coming to the Emergency Department (ED) at Northwest Medical Center complaining of flu/cold-like symptoms and fever. The patient had not been feeling well for a few days with some cold symptoms, such as fatigue, cough, and headaches. He used over the counter (OTC) medications to treat these symptoms with minimal relief. He did not see a doctor since he had no time off and was afraid of losing his job. Since the start of the symptoms (about 6 days ago), the patient went back to his home on the reservation to visit his family. His parents provided Navajo teas to ease his flu symptoms, but his difficulty of breathing quickly worsened. Initial vital signs showed Temperature: 38.2 degree C, Peripheral Pulse Rate: 110, Respiratory Rate: 28 breaths/min, Blood Pressure: 158/85, SpO2: 88% (room air). The patient tested positive for COVID-19 and the initial chest x-ray was consistent with COVID-19 pneumonia. Due to deterioration in his respiratory function, the patient started on oxygen supplementation. The emergency medicine pharmacist received order for remdesivir and dexamethasone to be started in this patient. While verifying these orders, the pharmacist noticed that code status information had not been updated for this patient. The pharmacist decided to speak to the patient and update this critical information in his profile. · How would you discuss the steps of advance care planning with this patient?· What is the specific communication/conversation skill(s) that is needed for this case?· How do you ensure you know/understand the patient's care preferences and values?· Does the patient have decisional capacity? What more would you need to know?   
	Scenario 2: The patient's oxygen saturation and work of breathing initially improved with high-flow nasal cannula but his respiratory status worsened until patient needed to be intubated for worsening COVID-19 pneumonia and associated acute respiratory distress syndrome (ARDS). The patient was transferred to the intensive care unit (ICU) before you could finish document their advance directives in the chart. Mechanical ventilation requires sedating medications; therefore, the patient is unable to make end-of-life decisions. His mother is communicating with the providers about what the patient's main interest may be and what she wants the provider to do as the patient's condition is progressing to more critical stages. The decision on whether to keep the patient on the ventilator has to be made. Now the whole family is on the iPad with the health provider, and a translator is needed for the patient's parents. The registered nurse talks to the patient's mother via iPad on zoom for the final decision-making of removing him from or keeping him on the ventilator. All the family members are on zoom with a translator. The nurse engages in discussion with the family about the patient situation and a physician also joins briefly and says something like “In my experience, this was likely to occur with other COVID patients I've cared for.” Through the conversation, the patient's family are informed about the patient's poor prognosis with low likelihood for survival and the nurse speaks with the family about the process of controlling pain for the patient. The patient's parents are requesting any kind of intervention to keep their son alive. They approach the ICU pharmacist and ask about “Ivermectin” (low quality evidence medication) to be used in their son. · How can you help to provide the best answer to the family's question?· Are there any ethical/legal considerations that need our attention?· What specific knowledge is needed by the medical team to provide the best care?· How can we help family members with their advance care planning?   
	Questions: Difficult Conversations & Cultural Humility 1. How should the difficult End-of-Life Care (EOLC) conversations be conducted to maintain cultural humility? - The team should understand, be respectful of, and acknowledge the patient and family's cultural and religious beliefs and traditions. Patient and family's questions should be answered. Disease prognosis should be discussed by the team physician/provider. The effectiveness and risks versus benefits of the therapies should be clearly discussed. The benefits of advance care planning in making sure that the patient and family's wishes are adhered to.  - It is important to consider patient and family's religious beliefs and include chaplain in conversations based on those.               
	Resources: Community Resources/Access to Care  • Based on the patient's income he may be eligible for AHCCCS. https://www.azahcccs.gov/Members/Downloads/EligibilityRequirements.pdf Social worker can assist in obtaining coverage. The coverage may retrospectively pay for patient's hospital care.  • Additional benefits are available for American Indians and obtaining additional health insurance does not affect their ability to use Indian health services.  • Patient and family can also receive health insurance vial Market Place, Medicaid, and Children's Health Insurance Program (CHIP) without losing Indian Health Services (IHS) benefits.  • National Institute of Health (NIH)Therapeutic Management of Hospitalized Adults With COVID-19https://www.covid19treatmentguidelines.nih.gov/management/clinical-management/hospitalized-adults--therapeutic-management/#:~:text=The%20Panel%20recommends%20remdesivir%20(without,of%20the%20disease%20(BIIa  • Indian Health Service (IHS)https://www.ihs.gov/aboutihs/ • IHS Health Carehttps://www.ihs.gov/findhealthcare/  


