
HOME CARE & PALLIATIVE 
CARE

Isti Ilmiati Fujiati



HOME CARE

• Home visits by physicians have declined 
over the past decades 

• Recently trained physicians are less likely 
to make home visits than are older to make home visits than are older 
physicians.



Who can benefit from a 

physician home visit
• 3 general types of home visits by 

physicians to patients:

1. Assessment visits 

a one-time basis and can often involve a one-time basis and can often involve 
several members of the health care 
team � Geriatric patients 



2. Continuing-care visits

� provided to people who are bed-bound 

� terminal phases of a chronic disease

3. Acute problem visits 

� more convenient for the physician to 
visit the homevisit the home

� patients with a fever who lives near the 
physician and has no transportation 



Skills needed for home care 

• Overcoming the fear of making home visits 

- equipment to take on house calls � home 

visit bags (depend on the type of home visit)

• Initiating the home visit• Initiating the home visit

- Scheduling home visit

- Begins with greetings and generally with 

social interchange 



Specific home visit skills 

� Assessment of activities of daily living 
and instrumental activities of daily 
living 

� feeding, dressing, toileting, ability to 

transport from the bed or chair to a standing transport from the bed or chair to a standing 

position, and ability to walk about the house

� unopened mail, newspaper lying about 

the front yard, or home looking unattended  



� Evaluation of the physical environment 

� cleanliness and décor provide obvious clues 

to the mood and habits of the family

� outlet protectors and the placement of toxic 

substances (people w/ small children)

� slippery floor, scatter rugs, poor lighting, an 

elevated toilet seat, etc.elevated toilet seat, etc.

� Social assessment

� meeting family members living in the home 

will greatly enhance our understanding of  the 

patient’s social supports



� Knowledge of available community 
home care services 

� physicians should build an awareness of as 

many as possible 

� The ability to formulate a 
comprehensive treatment plan 

� A good home care plan addresses the 

medical needs within the context of the home 

environment and social situation 



� Some knowledge of Medicare benefits 
and what services they provide in the 
home

� physical therapist, occupational therapist, 

social worker, home health nursesocial worker, home health nurse



Caring for the caregiver 

• Any patient care plan designed to maintain 
the patient in the home must address the 
needs of the care giver as well.

� emphatic listening is important, � emphatic listening is important, 

� services that make life more tolerable for 

the overburdened care giver include daycare, 

respite care, home health aids, etc 





Family physicians take pride in 

caring for patients “from the 

cradle to the grave” 



Palliative care is:
• Expert care of pain and symptoms 

throughout illness 

• Communication and support for decision 
making, including advance directive 
planningplanning

• Care that patients want at the same time 
as efforts to cure or prolong life



Palliative care is….

• Attention to practical support and 
continuity across settings 

• Care that can ease the transition from life 
to death even if the patient does not to death even if the patient does not 
choose hospice care



• “Palliative care is the comprehensive 

management of physical, social, spiritual, and 

existential needs of patients, in particular those 

with incurable, progressive illness… The goal of 

palliative care is to achieve the best possible 

quality of life through relief of suffering, control of 

symptoms, and restoration of functional capacity symptoms, and restoration of functional capacity 

while remaining sensitive to personal, cultural 

and religious values, beliefs, and practices” 



Palliative care is not
• “giving up” on patients

• What we do when there is “noting more 
that we can do”

• In place of life supporting or curative 
treatment, although when life-sustaining treatment, although when life-sustaining 
treatment is no longer appropriate, it is a 
good alternative to “doing nothing”

• The same as hospice  



Hospice care 

• Refers to care when curative interventions 
are judged to no longer beneficial, 
transitioning care to exclusive focus on 
symptom control and psychological and symptom control and psychological and 
spiritual support for dying patients and 
their families. 



Breaking bad news 

• Physicians who are skilled and 
comfortable at breaking bad news treat the 
patients humanely and also facilitate 
timelier decision making. timelier decision making. 



SPIKES Protocol 

for breaking bad news for breaking bad news 



• SET up the interview

- Arrange to give potentially bad test 
results in person

- Arrange for privacy, adequate time, and 
no interruptions 

- Involve significant others- Involve significant others

- Sit down, establish rapport, allow for 
silence/ tears

- Mentally rehearse and emotionally 
prepare for the interview 



• Assess the patient’s PERCEPTIONS:

“Ask before you tell” – what does the patient 

know/ understand 

Ask open ended questions, tailor news to 

current understanding, correct misinformation, 

identify denial 

• Obtain the patient’s INVITATION • Obtain the patient’s INVITATION 

Most patients but not all, want full disclosure

Discuss information disclosure at the time of 

ordering tests and before giving results 



• Give KNOWLEDGE (information) to the 
patient 

Warn the patient bad news is coming, e.g. 

“I’m sorry, but I have bad news” or “I’m sorry 

to tell you that…”

target to the patient’s vocabulary/ 

comprehensioncomprehension

Avoid euphemisms, technical jargon, and 

excess bluntness 

Ask the patient to repeat back you what 

you’ve said

Regardless of prognosis, identify goals 



• Address the patient’s EMOTIONS with 
emphatic responses 

Physicians are generally uncomfortable with 

patient’s emotional reactions to bad news

4 components of an emphatic response:

Observe the patient’s emotion

Identify the emotion to yourself

Identify the reason for that emotion

Let the patient know  that you have    

connected with that emotion 



• STRATEGIZE and SUMMARIZE

A clear plan lessens the patient’s anxiety 
and fosters patient self-determination

Ask if the patient is ready to discuss a plan

Use the patient’s knowledge, expectations, 
and goals as a starting point; discuss and goals as a starting point; discuss 
fears; gently work past denial 

Arrange follow up meetings 



Symptom management
• Pain (pain assessment � Quality, 

Severity, Temporal course, Radiation, 
Provocative factors, palliating factors, 
Treatment )

• Dyspnea• Dyspnea

• Nausea and vomiting 

• Fatique

• Constipation 

• Edema

• Pressure ulcers  



Ethical and Legal Issues 

• A related ethical issue is physicians’ fear 
that providing adequate analgesia will 
hasten death and is tantamount to 
euthanasia. 

• The concept of double effect counters this • The concept of double effect counters this 
misperception by asserting that the 
hastening of death from adequate 
symptom relief is an unfortunate but 
acceptable consequence of appropriately 
managing the patient’s symptom 



Psychosocial issues 

• Anxiety 

• Depression

• Delirium

• Spiritual issues • Spiritual issues 

• Communication 

• Family issues 



Immediately after death 

Grief and bereavement 



Conclusion 

• Caring for patients and families through 
the entire spectrum of the natural life 
cycle, including the time of bereavement 
following the death of a loved one, is an following the death of a loved one, is an 
integral role the family physician.

• Hospice and palliative care are not the last 
resort  when medicine fails, but the 
completion of whole person care




