
Case Title

1

The CARES Toolkit
End-of-Life Cases and Resources:

An Interprofessional Toolkit for Health Science Students

Facilitator Notes



Possible Discussion Points (See Pages 8-10 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



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?

10This project was funded by a grant from the David and Lura Lovell Foundation.


	Case Title: Pharmacy: 79-Year-Old Asian-American Man Living with Dementia & Polypharmacy — Scenario 1
	Scenario 1: Encounter #1: The patient is an Asian-American older male with moderate dementia, may be Parkinson's disease or Alzheimer's disease related dementia, MMSE = 15. Using polypharmacy with complex regimen that is difficult for wife to manage  - medication nonadherence noted and past hospitalization due to COPD exacerbations. Optimal care would include (1) medication management  - simplifying medication regimen to enable wife's organization, switching potentially inappropriate medications to safer agents for this older patient, increasing medication adherence, and minimizing adverse effects/events; (2) chronic disease management, particularly COPD to prevent further hospitalization; (3) providing support to the patient and wife, optimizing safety and quality of life for both, and (4) discussing what matters most and advance care planning. Patient and wife are willing to take medication management recommendations and steps, but not open to discussing advance care planning at this visit. The patient, however, shared that what matters most to him is to continue living independently with his wife and attending his grandchildren's high school and college graduations. Willing to return for a follow up visit for polypharmacy and chronic disease management in 8 weeks.   · What is most important at this stage? · How do you document what matters most to the patient/wife and goals of care?· What potential bias or assumptions one might make about this patient with dementia and their end-of-life wishes?· How can pharmacist encourage the end-of-life conversation between the patient and wife?           
	Scenario 2: Encounter #2: The patient and wife return with medication management strategies implemented and improved adherence to medications. He is willing to streamline his vitamins and herbal use today to further simplify his medication regimen to lessen wife's organization and management burden. They are both ready and willing to discuss advance care planning at this time. They are open to reviewing the Arizona Advance Health Care Directives booklet and bring questions to the next visit · What questions do you anticipate the patient/wife having after their review of the Arizona Advance Health Care Directives booklet?· How may the patient and wife resolve their differing opinions about end-of-life care and medical decisions?   · How will you approach utilizing a team-based care for this patient and wife? · What support does family need before and after death of patient?  
	Resources: Arizona Advance Health Care Directive  - PREPAREforYourCare.org  Arizona Advance Directive (Medical POA & Living Will) - https://eforms.com/advance-directive/az/ El Rio Health  - Monthly Advance Care Planning Workshops- What is Advance Care Planning?- Why should we plan for our future healthcare?- Who will speak for me when I cannot speak?https://www.elrio.org/advancecareplanning/ 
	Questions: 1. How can pharmacist promote advance care planning? - Meet the patient's immediate needs (polypharmacy and breathing problems)- Gauge an opportunity to talk about end-of-life care and planning- Acquire knowledge about advance care planning- Emphasize and education on What Matters Most with the patient and family · Advance Directives for Medical DecisionsZagaria MAE. US Pharm. 2012;37(7):20-22. https://www.uspharmacist.com/article/advance-directives-for-medical-decisions  · Pharmacist care planning services: What matters mostBreault et al. 2021 https://doi.org/10.1177/17151635211004631  · Exploring the Expanded Role of Pharmacists in Advance Care PlanningMa JD, et al. JCO Oncol Pract 2021;17:102-106.https://ascopubs.org/doi/full/10.1200/OP.20.00684  
	Questions 3: 2. How can you identify potential bias or assumptions one might make about older patient with dementia and their end-of-life wishes?- Check your own implicit bias related to aging or cultural situations - Learn about cultural perspectives about end-of-life from readings or patient and family · Project Implicit: Implicit Bias Tests.url· Culturally Diverse Communities and Palliative and End-of-Life Care: https://www.apa.org/pi/aging/programs/eol/end-of-life-diversity  3. What are some ways to approach utilizing an interprofessional team for the advance care planning and who should be involved? - Providing information, such as the Arizona PREPARE Advance Directive document for patient and wife to read and think about when they are ready.- Patient, wife, and daughter may be involved but ask the patient about who else should be involved: Pastor at their church? Primary Care Provider or Geriatrician? Social worker? Extended family like patient's sibling? Attorney for estate planning and living will? Financial advisor?  Arizona PREPARE Advance Directive: PREPAREforYourCare.org 


