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Facilitator Notes

Case Title
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Possible Discussion Points (See Pages 9-11 for Example Questions): 

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

Develop a list of needed community/healthcare resources 
and support services.3
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• 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
2 and answers) that change or add discussion points.2 



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

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

Scenario 2 and Questions (Cont.)
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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 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 (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?

11This project was funded by a grant from the David and Lura Lovell Foundation.


	Case Title:         Nursing: 35-Year-Old Native American Man Living with COVID-19 — Scenario 1     Nursing: 70-Year-Old Native American Woman Living with COVID-19 — Scenario 2
	Scenario 1: Scenario 1: Patient is currently in the Intensive Care Unit (ICU) on extracorporeal membrane oxygenation(ECMO) and continuous renal replacement therapy (CRRT). Although he has expressed to his significant other the idea that “he didn't want to live on tubes and would want to avoid prolong suffering in the hospital,” he did agree to be intubated when it became necessary in the ICU. He has been on ECMO and CRRT for 5 days and shows no signs of recovery. He has been in the ICU for 3 weeks. His mother (decision-maker) said previously that she wants everything done to keep him alive.1.    Are there any ethical/legal considerations that need our attention? Do they have a Medical Power of Attorney (MPOA)?Answer: The patient does not have a formal MPOA and is not legally married. Therefore, his parents are his surrogate decision-makers.2.    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?  Remember that it would be a HIPAA violation to speak directly to his significant other about his condition or his care without permission from his parents.3.    Your recommendation is to withdraw care. What would you say to the mother at this point? Answer: Explain that he has received all of the treatments that we can offer against COVID-19 pneumonia, and that his body is not responding. Explain that in your experience, he is unlikely to recover. Ask her to consider whether, knowing her son, would he want to live this way? You may need to gently remind her that as MPOA, her responsibility is to do what her son would want, not what she wants.She speaks to her husband and to her son's significant other. They agree together to withdraw care. They request to have some time with their son via FaceTime on the iPad. They wish to allow family members to see him one last time and say good-bye. There are dozens of people who line up on the reservation to say good-bye. The process takes about an hour. The family does not want to observe the actual withdrawal of care.  You express your condolences to the family and say good-bye. You assure them you will call them after their son has passed. Review with students the process of withdrawing ECMO, CRRT, and ventilator support.Review with students what to expect after withdrawal of these modalities.Go over process of death pronouncement and how to document it.Go over the process of filling out and signing the death certificate in Arizona.
	Questions: 1.    Have you taken care of COVID-19 patients in the ICU? 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 and explain what could have been done differently? 5.    What is the specific communication/conversation skill(s) that is needed for this case?6.    How would you begin the conversation?7.    How does the patient's culture influence our approach to care? What terms may be misunderstood because of cultural definitions?8.    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? 
	Resources: · Written material and video material about COVID-19 in Navajo language.  · Resources about post-mortem activities — the death certificate, how to get the body back to the reservation. ·  Transportation- in some cultures the preparation of the body for a funeral needs to be done by community members or family and in some cases that preparation is also time sensitive. 
	Scenario 2: What if the situation were reversed, and the patient's elderly mother was the one with COVID-19? Scenario 2: Elderly Navajo woman with COVID symptoms tests negative on a rapid COVID test at the Indian Health Service (IHS) clinic on the reservation. Her respiratory status is poor, and she requires hospitalization. She is transported by ambulance to the nearest hospital, a rural critical access hospital with no ICU. It is a 4-hour drive from the reservation. Her PCR test comes back positive for COVID, but her family is never informed of this. After 2 weeks of treatment, she is maxed-out on the AirVo and is getting worse. She has been using accessory muscles to breathe and is becoming exhausted. A decision needs to be made about whether to intubate her and fly her to the nearest ICU, or to let her die peacefully.  1.    Are there any ethical/legal considerations that need our attention? Do they have a Medical Power of Attorney (MPOA)?Answer: She may have an MPOA, but even if she does, that person is not called-upon to make a decision unless the patient herself lacks capacity.2.    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?Answer: Need to be sure that the patient comprehends her situation and understands the consequences of her decisions regarding care.3.    Can the patient understand and navigate health-related issues? Note: health literacy is different from general literacy.Answer: You have a conversation with her where you ask her what she understands about her illness. Does she understand the plan of care?You determine that she does have decisional capacity and is literate about pneumonia and what to expect in the hospital. Her own mother was hospitalized with pneumonia several years ago, and she remembers it very well. 4.    How would you talk to her about the decision that needs to be made? You have been taking care of her for several days, and you know she is comfortable with you. She does understand English, but prefers Navajo.  Answer: Conversation about her prognosis, the implications of being intubated, what would happen if she did not get intubated, how symptoms would be managed.
	Scenario 2 : 
	2: She makes it clear to you that she does not want to be intubated.  5.    How do you explain that she will need to sign a Do Not Resuscitate (DNR) form? What else do you need to discuss with her?Answer: Express support for her decision, explain what the DNR form means, her care will not change  - everything will still be done to manage symptoms and keep her comfortable. Discuss options for symptom management  - will try to balance symptom control with remaining alert to interact with family. Answer her questions about what to expect. She has 6 children who all speak English and Navajo. She speaks to her eldest daughter by phone in Navajo but is unable to directly express her wishes either due to cultural taboos or the pure difficulty of the emotions, or a bit of both. She hands the phone to you to explain the situation.  The daughter puts you on speaker and tells you that all her brothers and sisters are listening. It turns out that the patient has never told them that her PCR-test was positive for COVID-19.  6.    What do you say to the family? Answer: Explain that she does indeed have COVID-19, and let that sink in. Explain that after 2 weeks, she has become progressively worse and has not responded to treatment. We are doing everything we can short of intubation (explain intubation). Explain that the prognosis is very poor even with intubation, and that their mother does not want intubation. Explain what the plan is. Family is tearful. You help the family FaceTime with their mother. They are not able to come to visit  - it is too far, and they do not have access to transportation. The next day, the patient's breathing is so poor, she can not speak more than a few words between breaths. Her family gathers around their eldest sister's cell phone, and they shout words of encouragement to their mother: "You can beat this mom!” “Keep fighting mom!” Your patient's eyes well with tears. Despite your best efforts, the family seems to be in complete denial about the situation.   
	3: 7.    What do you say to the family? Answer: She is struggling to breathe and is unlikely to recover. “I understand that you do not want to lose her, but please understand that she is too tired to fight any harder.” You reiterate much of what you said yesterday, hoping that it will begin to sink in. The family expresses to you that they are having a ceremony to pray for her recovery. Later that day, the respiratory therapist comes to you in tears saying that the patient is clearly dying, and that we are prolonging her agony. You go to see your patient who is alert. Her whole body heaves with every breath. You realize that the only way to make her more comfortable is to sedate her, and that she is unlikely to wake up. Although you have been taught that culturally, looking a Navajo person straight in the eyes is not appropriate, you know you will need to be clear and direct. Fortunately, she trusts you.  8.    What do you need to say to her at this point? Answer: You look her in the eyes and ask, “Do you want us to stop?” She nods her head vigorously. She expresses to you that she does not want to go on like this. You FaceTime the family. You explain that the time has come to say goodbye. You say, “Would you like to talk to her again and tell her how much you love her?” You facilitate their communication, because their mother is too weak to speak. You tell the family how much their mother loves them. Tears are shed by all. After hanging up the phone, you ask the RN to administer morphine for dyspnea and midazolam for anxiety. You remove the AirVo device and provide a regular nasal cannula instead. Your patient becomes more comfortable and begins to close her eyes. You sit with the respiratory therapist and the nurse on the edge of the patient's bed and hold her hand.  You dim the lights and play soft music. Your patient does not regain consciousness and dies about 30 minutes later.  You call the family to tell them the news and express your condolences.  Go over process of death pronouncement and how to document it.Go over the process of filling out and signing the death certificate in Arizona. 



