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

An Interprofessional Toolkit for Health Science Students

Case Study

Case Title
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Case Summary

Encounter Setting

2

Ex. Background/sets the stage; include cultural beliefs/perspectives, ADLs/IADLs,suicide ideation 
or risk of

Ex. Community site, home, clinic, ED, hospital, assisted living, long-term care nursing home 

Context / Reason for Encounter



Demographics

Insurance Coverage Status

Eligible for the following benefits/services

Age or Date of Birth

Gender

Ethnicity

Living Situation

Ex. Living in house/apartment/mobile home/homeless (unhoused), number of people in home, do 
they feel safe at home or in neighborhood, primary language/languages spoken at home

3

Patient Occupation



Family / Caregiver Issues

One or more caregivers, family caregivers, paid caregiver, etc.
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Ex. Food or housing or transportation insecurity; utility need; financial resources; childcare; education; 
employment instability; legal resources; social isolation; health literacy

Social History
Social Economic Status

Social Determinants of Health
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Religious / Spiritual Considerations 

Cultural Beliefs / Perspectives 

Social / Mental Health Wellbeing



Patient Health Information

History of Present Illness
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Illness Course / Treatment Information
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Physical Exam

Medications / Treatments

Allergies / Intolerances

Tobacco, Alcohol, or Substance Abuse



Include alternative medicine preferences; cultural perspectives

Family History
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Include mobility, cognition, mood; do they need assistive devices? Does living environment impact 
mobility?

Past Medical History

Review of Systems



Is the Patient Currently Receiving or Will They Need Any New Home and/or 
Community-Based Services?

Healthcare Services:
Eligibility / Enrollment / Contact Information
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Health & Community Services



Is the Patient Currently Receiving or Will They Need Any New Home and/or 
Community-Based Services?

Community Services:
Eligibility / Enrollment / Contact Information
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Please provide details/scenario about serious illness or end-of-life conversations with the
patient, family and/or providers; and indicate if the patient has any Advance Directives on file
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Advance Care Planning

Overall Assessment
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What Matters Most to the Patient Now? 

 What Do They Want Their Health For?



What Happens Next?

Details About Family Conversations

What Happens at, or Near, Death of Patient?

What Support Does Family Need Before and After Death of Patient?

Next Steps / Outcomes

1
3



Best / Worst Case

Risk / Benefit of Intervention

Challenging Conversations
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What Role Do Other Disciplines Play in This Patient’s End-of-Life Care?

Who Can Help You Provide the Best Care and Honor the Patient’s Wishes?

How Will You Approach Utilizing a Team Approach to Providing Care?

Interprofessional Focus

Beyond Referrals, How Will You Become Comfortable with Going Outside
Your Comfort Zone?

Are there any Integrative, Traditional, or Complementary Therapies that will 
Help the Patient at this Stage or Later?  
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Questions to Consider

Can You Identify Any Overarching Bias?

What Information About This Patient Might Inform Public Policy or 
Regulatory Action?

Can You Identify Any Possible Assumptions One Might Make About This Patient?



Indicate 3-5 Teaching Points in this Case

ADVANCE CARE DIRECTIVE
Teaching point: Each health science student should be

knowledgeable about advance care directives; and
be able to communicate and engage patients/families in advance care  
planning across settings and across the lifespan.  

PALLIATIVE CARE AND HOSPICE
Teaching point: Each health science student should be

knowledgeable about palliative care and hospice and
be able to e�ectively communicate this information to patients/families.

CULTURAL HUMILITY
Teaching point: Each health science student should be

knowledgeable about knowledgeable about cultural considerations in
the care of patients and families, and
be able to e�ectively communicate with humility, curiosity, care, respect,  
& dignity.

COMMUNITY RESOURCES
Teaching point: Each health science student should be

knowledgeable about community resources to support serious illness
and end of life care, and
be able to e�ectively connect patients/families with these resources.

CHALLENGING CONVERSATIONS
Teaching point: Each health science student should be

knowledgeable about how to deliver “best case/worse case” and
be able to e�ectively conduct challenging conversations with patients/ 
families (including how to discuss risk/benefits of interventions).

INTERPROFESSIONAL CARE
Teaching point: Each health science student should be

knowledgeable about the role of team members & benefits of team-based  
care and
be able to e�ectively work with team members in the care of patients/  
families with serious illness or at the end of life.

Teaching Points
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	Case Title: Public Health: 34-Year-Old Native American Man Living with COVID-19
	History of Present Illness: Tony had not been feeling well for a few days with some cold symptoms, such as fatigue, cough, and headaches. He used over the counter 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 symptom onset, the patient went back to his home on the reservation to visit his family. In addition to the previous symptoms, he also developed sore muscles, and lost taste and smell. His parents provided Navajo teas to ease his flu symptoms, but his difficulty of breathing quickly worsened. An ambulance took him to the nearest hospital emergency department on the reservation where he tested positive for COVID-19 and was transferred to an ICU off the reservation in an urban hospital. After being admitted in the ICU, the patient’s respiratory status deteriorated and required mechanical ventilation. Since the patient has COVID-19, his family cannot visit him. Further complicating matters, the family resides several hours away on the reservation and getting to the hospital is challenging. Discussion about the patient’s condition and prognosis must be done via iPad. The patient’s parents are in the discussion with the patient’s significant other. The patient’s mother is the decision-maker given the significant other is not married to the patient. The patient’s mother speaks limited English and is hard of hearing. 
	Illness Course: - Patient’s initial chest x-ray was consistent with COVID-19 pneumonia- He was admitted to the ICU and started on remdesivir and dexamethasone- His 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)- Patient was started on tocilizumab and antibiotics for superimposed pneumonia - Over the next several days patient developed severe heart failure and cardiogenic shock so was placed on extracorporeal membrane oxygenation (ECMO)- He is currently in respiratory failure, heart failure, and renal failure requiring mechanical ventilation, ECMO, and continuous renal replacement therapy (CRRT)(This section can be used as a reference for instructors to explain the case to public health students)
	What Happens Next?: 
	Family Converations: 
	What happens at death?: 
	What Support does Family Need?: 
	Best Worst Case: 
	Bias: 
	Assumptions: 
	Public Policy: 
	1: Yes
	2: Yes
	3: Yes
	4: Yes
	5: Yes
	6: Yes
	Risk / Benefit: 
	Overall Assessment: 34-year-old Male with past medical history of diabetes, hyperlipidemia, and hypertension presents with flu/cold-like symptoms found to be in hypoxic respiratory failure secondary to COVID-19 pneumonia and admitted to the ICU on high-flow nasal cannula.  
	Advance Care Planning: No advance care planning on file as culturally Tony and the family don’t talk about death, so there are no advance directives or wills. However, they have been educated about planning and know that it will not lead to death but that it prepares you for the situation if it happens. Tony’s significant other claims she had the conversation with the patient regarding his directs and wills. She remembers that an IHS clinic healthcare provider encouraged she and her partner to engage in planning when they had their last child, they started a portfolio in the Arizona Health Current registry but never finished or submitted the data because their visit was primarily a wellness baby visit and there were other appointments booked that day. Visits to the clinic require traveling a long distance and so the family doesn’t go unless a family member is very ill. Home remedies are preferred. The couple continued to discuss some of their wishes on the drive home but didn’t think to document them and were afraid to get his parents involved in the conversation because to talk about death is not culturally appropriate.  What public policy could be in place to engage patients and providers in completion of their advance care directives? Where should this policy be imposed and by whom given the details of this case? How could the experience had by the couple have been successful in completing advance care directives? What can clinics and providers do to make this process streamlined and still mindful of cultural difference? 
	Encounter Setting: Vaccination Point of Distribution (POD) operated by MEZCOPH. Woman getting her first COVID-19 vaccination shot shares her significant other's (Tony) battle with COVID-19. 
	Context / Reason: The details in this case are told from the perspective of Tony's significant other, who is sharing his experience with public health staff and students and seeking information on community resources at the POD after getting her first vaccine while Tony is still in the ICU. Tony is a 34 year old Native American Man with a COVID-19 diagnosis. He has no advance directives and is in and out of coma. Tony's significant other had conversations with Tony before COVID-19, and knows Tony's wishes about end of life, but Tony has never discussed that with his parents. This presents challenges to his family on decision-making for care. The case tells Tony's story and the impact on his family. (Please pay special attention to the paragraph above as it helps clarify the connection of public health with in-patient care).Tony had not been feeling well for a few days with some cold symptoms, such as fatigue, cough, and headaches. He used over the counter 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 symptom onset, Tony 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. 
	Gender: Male
	Age DOB: 34-years-old
	Ethnicity: Native American (Navajo/Diné)
	Living Situation: Tony lives in an apartment with his significant other who is the mother of his three children, but they are not married. He also lives with his elderly parents and travels back to the reservation when he can. Tony is the primary caregiver for his parents. He and his significant other have an apartment in the city. She speaks English, but the patient’s parents prefer their Native Language – Navajo.  
	Patient Occupation: He has a seasonal job in a construction company and travels for work. There is no insurance offered by the company or offered by the State of Arizona for contractual seasonal workers. 
	Insurance Coverage: Tony only has IHS (mainly primary care). Health services provided outside of IHS requires a  Purchased/Referred Care (PRC). If IHS does not have adequate funding, these requests are sometimes denied or delayed, but this is not likely to happen in an emergent situation. Tony or his family would have to work out with IHS for benefits if the service is outside of the approved providers. May be eligible for Medicaid but is not currently covered. 
	Family: Because Tony is now in the ICU, his significant other and his three children would need special care and consideration. He was also a caregiver for his parents on the reservation as their only living child. 
	Social Economic Status: Tony is a seasonal construction worker with no insurance and his employment sites are in the city, off the reservation. His significant other is dependent on his income for financial stability and they are currently not receiving any social services or economic support from DES. Tony visits his family on the reservation frequently and is also contributing to his parents household income. The viability of unemployment as this stage of his hospitalization should be explored
	SDH: Tony caught COVID-19 at work or in the city but returned to his parents home on the Navajo reservation for care before his COVID-19 diagnosis. He lives in two intergenerational households (one with his significant other and their three children and one with his parents on the reservation).Family members were exposed to COVID-19 by Tony. The home on the reservation does not have running water or indoor plumbing which complicates sanitation recommendations for COVID-19. Efforts to ensure that rural communities have indoor plumbing and access to running water.Emergency response efforts that develop temporary sites with clean water and sanitation supplies need to be in place to prevent community viral spread. Tony contributed financially to his family on the reservation. Socioeconomic burden will be increased without his income. There are Navajo programs for financial aid and food services — in towns and reservation office with Department of Economic Security (DES).Additional mutual aid programs, social services, and non-profits may provide support for financial burdens. Providers should have access to all resources and or advocate for multiple forms of support for Tony's family. Areas of need may include housing (rental assistance), food security (SNAP), community food bank.Legal resources will be necessary such as, Navajo legal aid to help with issues on bank account with Tony's name only, life insurance beneficiary with children and parents, financial aid for death, car ownership etc. As the significant other is not married to Tony, there are many legal issues to resolve. Step up to Justice and St. Elizabeth’s are forms of legal aid in Tucson.
	Social Mental Health: Prior to Tony's diagnosis he was in good social and mental health. The instability of his seasonal work status did cause economic stress in his household with his significant other and their children, but not to the extent that it compromised their relationship with each other or his ability to maintain a good relationship with his parents and community on the Navajo reservation. 
	Religious Spiritual: See cultural beliefs. 
	Cultural: In Navajo traditional culture death is seen as something that other people should avoid being close to since the negative spirit may be brought back home. People are reluctant to attend funerals and perhaps reluctant to talk about it. In light of a COVID-19 diagnosis, if he dies, it will be important to consider where the funeral will be held, how to pay for it (Navajo pay ¼), and who will transport and prepare the body if they choose to have a traditional funeral. Also, there are conflicts on having contemporary (desires of his significant other) vs. having traditional funeral (desires of the patient’s parents) etc. The family would need to talk with social worker or other special persons from the hospital to understand the process and to make a decision.  Identify someone from within the patient community to be an intermediary to discuss the health diagnosis, prognosis, and community and public resources. Health professionals may ask the family: Who do you want to discuss your spiritual beliefs?
	Physical Exam: General: Alert, ill-appearingSkin: Warm, dryHead: Normocephalic, atraumaticNeck: Supple, trachea midlineEye: Extraocular movements are intact, normal conjunctivaCardiovascular: Tachycardic, regular rhythm, no murmur, 1+ bilateral lower extremity pitting edemaRespiratory: Tachypneic, crackles at bilateral lung basesGastrointestinal: Soft, obese, non-tender, non-distendedNeurological: Alert and oriented to person, place, time and situation. No focal neurological deficit observed.(This section can be used as a reference for instructors to explain the case to public health students)
	Medications Treatments: Herb medicine, traditional Navajo medical practice. 
	Allergies/Intolerances: No
	Tobacco Drug Use: The patient chews tobacco, but no issues with alcohol and substance use. 
	Review of systems: General: +Fatigue, +myalgias, + fever/chillsHEENT: +Congestion, + sore throat, +loss of taste and smellRespiratory: +Cough, +shortness of breathCardiovascular: No chest pain, no palpitations, no syncopeGastrointestinal: +Diarrhea, +vomiting, no abdominal painGenitourinary: No dysuria, no hematuriaNeuro: +Headache, no focal weakness, no numbness, no tingling Musculoskeletal: No back pain, no joint swellingSkin: No jaundice, no rashAllergy/immunologic: No recurrent infectionsVital Signs: Temperature: 38.2 DegCPeripheral Pulse Rate: 110Respiratory Rate: 28 breaths/minBlood Pressure: 158/85SpO2: 88% (room air) (This section can be used as a reference for instructors to explain the case to public health students)
	Past Medical History: Diabetes, and high cholesterol and blood pressure. He has good mobility and mental health.
	Family History: Heart Disease
	Healthcare Services: Since Tony has COVID-19, he will not be able to be discharged back to home now, although there are Community Health Representatives (CHRs) who will visit him if he was able to return home.  Indian Health Services (agency) does have contracts with nursing home and long-term care facilities as well as hospice if Tony needs to be transferred. However, Tony continues not doing well and is rapidly progressing to a critical point that the providers inform the family to be prepared to take him off the ventilator. What intermediaries are there in the community to streamline the acceptance of a person without health insurance into long-term care facilities? What other options could be explored by the family? Providers should be knowledgeable about these options and or able to direct patients to community resources data base that is maintained and accessible. Take into consideration any changes necessary to existing policy on the merit of cultural/spiritual end of life rites of passage.  Cultural considerations- Identify a Navajo interpreter or interpretation service within the hospital or advocate to engage a community liaison to conduct interpretation for the family. If no interpretation is available, health professionals must be cautious about the use of jargon, use universally recognized terms, make sure vocabulary is specific and explain medical terms in layman. Make a request to Tony's mother or significant other that another English-Navajo speaking family member or support be invited to join the virtual prognosis. Be respectful of cultural contexts that the healthcare professionals may not be able to see or know but are present. If healthcare professionals are unsure about something happening don't make assumptions. Ask clarifying questions. Be aware of diverse forms of decision making and cultural nuance within the family that involve gender or apply at different stages of prognosis.   
	Community Services: Regarding death – family members will have to make the decision and help with all the associated issues of death. The family would be sending two people to go to the hospital in the final hours of Tony’s life, and other family members would communicate via iPad with the nurse and patient. The two family members would wear protection suits standing outside of the window of the hospital room of the patient. Nurse would communicate with the family using iPad on zoom, encouraging family members to talk to Tony in the last hours (last for 8 hours); relatives would come in across the country via iPad— talking to Tony, and singing for the patient etc.  It is important to inquire about religious or spiritual beliefs from the family members to guide further discussion and clinical decision-making. Often, traditional healers or trusted spiritual leaders can be consulted. If preparation of the body and burial are time sensitive providers need to be aware of this to assist in the preparation of the appropriate disclosures and transportation for the family. Community Services: Provide information on community clinics and services offered through the Affordable Care Act and Indian Health Services -he may qualify for Medicaid. The qualification will depend on his age and other demographic information and income.  Bereavement support for the family and children is available if they will give consent for it.  Engage mutual aid organizations, non-profit organizations, or other social services in workforce and labor sector to provide insurance support/resources for patient and his family.   
	What Matters Most?: Tony is not doing well and continues to require ventilation support. Mechanical ventilation requires sedating medications; therefore, he 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 must be made. Now the whole family is on the iPad with the health provider, and a translator is needed for Tony’s parents.  The registered nurse talks to Tony’s mother via iPad on zoom for the final decision-making of removing him from 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 is likely to occur based on other patients I’ve cared for," “Something that I’ve seen before is…” Through the conversation, the family are informed about Tony’s poor prognosis with low likelihood for survival and the nurse speaks with the family about the process of controlling pain for him.  This conversation should be had with care and attention to cultural humility. Respect for the living and cultural nuances that may include not talking about death until it has already happened. Ensure that the family, in this case the patient’s mother, is empowered to make decisions for her son.  Tony’s parents are requesting any kind of intervention to keep their son alive. He is their only living child now after the loss of their other children in the past. However, Tony’s significant other does not want further intervention to prolong his suffering since she had a conversation with patient before about what to do in the situation like this. Tony told his significant other he didn’t want to live on tubes and would want to avoid prolong suffering in the hospital. However, the Tony’s parents have never heard this from their son.  Health professionals will have to navigate this complex context with empathy to develop an understanding of the complexities at hand to the extent that they can be recognized without judgment or bias. There may be cultural norms that prevent certain information to be shared in this moment.  
	What Do They Want Their Health For?: 
	Role of Other Disciplines: Nurse will be the main person with the communication. Physician will say about the large picture. Patient Care-Technician, Billing Staff, Therapist, and Transportation Coordinator may also be involved. Pharmacies Medications from IHS, oxygen home (if the patient survived), treatment options etc.Public Health Case confirmation, contact tracing, social support, policy issues —who should pay, advocate for the family and patient (IHS is the last resource), advanced directives (Navajo common law marriages vs. legal marriages), community health workers etc.
	Honoring Patient Wishes: 
	Team Approach: 
	Going Beyond Referrals: 
	Complementary Therapies: 


