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In support of improving patient care, VCU Health is jointly accredited by the Accreditation Council for Continuing Medical
Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the American Nurses Credentialing
Center (ANCC), to provide continuing education for the healthcare team.

VCU Health designates this live activity for a maximum of 1.00 AMA PRA Category 1 Credits™. Physicians should claim only
the credit commensurate with the extent of their participation in the activity.
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1.00 CE credits will be awarded for psychologists attending the entire program. Continuing Education (CE) credits for
psychologists are provided through the co-sponsorship of the American Psychological Association (APA) Office of Continuing
Education in Psychology (CEP). The APA CEP Office maintains responsibly for the content of the programs.

As a Jointly Accredited Organization, VCU Health is approved to offer social work continuing education by the Association of
Social Work Boards (ASWB) Approved Continuing Education (ACE) program. Organizations, not individual courses, are

.. approved under this program. State and provincial regulatory boards have the final authority to determine whether an

individual course may be accepted for continuing education credit. VCU Health maintains responsibility for this course.
Social workers completing this course receive 1.00 continuing education credit.
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IPCE CREDIT™

This activity was planned by and for the healthcare team, and learners will receive 1.00 Interprofessional Continuing
Education (IPCE) credit for learning and change.



Claim Credit for March 23, 2020

Text course code to (804) 625-4041

This information willbe Course Code:
displayed again at the

end of today’s session 17206-17203

Deadline is 7 days from today

You will receive a confirmation text that your attendance has been recorded




Disclosures

March 23, 2020 | 12:00 PM | teleECHO Conference

In compliance with the Accreditation Council for Continuing Medical Education (ACCME)
Standards for Commercial Supﬁort of CME, VCU Health Continuing Medical Education

discloses all relevant relationships which program faculty and planners report having with

“any enti’al producing, marketing, re-selling, or distributing health care goods or services
consumed by, or used on, patients.” VCU Health Continuing Medical Education has
procedures to resolve any apparent conflicts of interest.

The following Planning Committee and Presenting Faculty Members report relevant
financial relationships to disclose:

The following Planning Committee and Presenting Faculty Members report having no
relevant financial relationships:
Danielle Noreika, MD Candace Blades, JD, RN

No commercial or in-kind support was provided for this activity
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Our ECHO Team: Planning Committee

Clinical Leadership Egidio Del Fabbro, MD
VCU Palliative Care Chair and Program Director
Danielle Noreika, MD, FACP, FAAHPM
Medical Director/Fellowship Director VCU Palliative Care

Clinical Experts Candace Blades, JD, RN — Advance Care Planning Coordinator
Brian Cassel, PhD — Palliative Care Outcomes Research
Jason Callahan, MDiv — Palliative Care Specialty Certified
Felicia Hope Coley, RN — Nurse Navigator
Diane Kane, LCSW — Palliative Care Specialty Certified
Tamara Orr, PhD, LCP — Clinical Psychologist

Support Staff
Program Managers Teri Dulong-Rae & Bhakti Dave, MPH
Telemedicine Practice Administrator David Collins, MHA

IT Support Frank Green




Introductions







Agenda

* Background

* Signs/Symptoms

* Challenges for Palliative Providers
* Resources

¢ Discussion—what are you seeing where you are?
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First a moment of levity If we can

I} NumimsMg the provisions of this section, if [ am determined to be
mFd{chy and legally :in‘:ﬂdT a defined by Section 54.1-2972 of the Code of
‘Jug;m,a_, 8 amended from fime to ime, the provisions of such statute shal apply
and all life support systems and reatment shall be withheld or withdrawn,

Other Entertaining Write-Ins:

* (from what appeared to be a physician AD): “If two ICU attendings agree
then box me”

* In end of life wishes: “I want a six pack of beer, a box of Marlboro’s (red),
and tell Bubba to kiss my a**”

» Visitation instructions: “No Donald Trump”

Health.
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SARS-CoV-2 (Severe Acute Respiratory
Syndrome Coronavirus 2)

Virus in the coronavirus family,
which is a large family of
viruses common in humans
and some animals

It is a betacoronavirus, like
MERS-CoV and SARS-CoV

Statistics are still being worked
out, mortality rate ranges
depending on source

Community spread has

occurred, became a pandemic
March 11, 2020
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Overview (WhO.int) WHO COVID-19 Situation Dashboard
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https://experience.arcgis.com/experience/685d0ace521648f8a5beeeee1b9125cd

CDC Re: Symptoms/Patients and Families

A guide to help you make decisions and seek appropriate medical care

| w Coronavirus Self-Checker

Watch for symptoms

Reported illnesses have ranged from mild symptoms to severe illness and death for confirmed coronavirus disease 2019
(COVID-19) cases.

These symptoms may appear 2-14 days after exposure (based on the incubation period of MERS-CoV viruses).

* Fever https://www.cdc.gov/coronavirus/2019-ncov/symptoms-

e Cough

¢ Shortness of breath teStlnqlsymptoms_ html

Healtn.
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https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html

CDC for Providers

Clinical Course

Clinical presentation among reported cases of COVID-19 varies in severity from asymptomatic infection to mild illness to
severe or fatal iliness. Some reports suggest the potential for clinical deterioration during the second week of illness.[2,5] In
one report, among patients with confirmed COVID-19 and pneumonia, just over half of patients developed dyspnea a
median of 8 days after iliness onset (range: 5-13 days). [2] In another report, the mean time from iliness onset to hospital
admission with pneumonia was 9 days.[1] Acute respiratory distress syndrome (ARDS) developed in 17-29% of hospitalized
patients, and secondary infection developed in 10%. [2,4] In one report, the median time from symptom onset to ARDS was
8 days.[3]

Approximately 20-30% of hospitalized patients with COVID-19 and pneumonia have required intensive care for respiratory
support.[2-3] Compared to patients not admitted to an intensive care unit, critically ill patients were older (median age 66
years versus 51 years), and were more likely to have underlying co-morbid conditions (72% versus 37%). [3] Among critically
ill patients admitted to an intensive care unit, 11-64% received high-flow oxygen therapy and 47-71% received mechanical
ventilation; some hospitalized patients have required advanced organ support with endotracheal intubation and mechanical
ventilation (4-42%).[3-4,9] A small proportion have also been supported with extracorporeal membrane oxygenation
(ECMO, 3-12%).[3-4,9] Other reported complications include cardiac injury, arrhythmia, septic shock, liver dysfunction, acute
kidney injury, and multi-organ failure. Post-mortem biopsies in one patient who died of ARDS reported pulmonary findings
of diffuse alveolar damage. [14]

An overall case fatality proportion of 2.3% has been reported among confirmed cases of COVID-19 in China. [9] However, the
majority of these cases were among hospitalized patients and therefore this estimate of mortality is likely biased upward.
Among hospitalized patients with pneumonia, the case fatality proportion has been reported as 4-15%.[2-4] Among critically
ill COVID-19 patients in China, the reported case fatality proportion was 49%. In a report from one hospital, 61.5% of
critically ill patients with COVID-19 had died by day 28 of ICU admission. [9,15]

Healtn.
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CDC Re: discharge of Covid-19 patients from the hospital

e Patients can be discharged from the healthcare facility whenever clinically indicated.

 |solation should be maintained at home if the patient returns home before the decision is made to discontinue
Transmission-Based Precautions. The decision to send the patient home should be made in consultation with the
patient’s clinical care team and local or state public health departments and should include considerations of the
home's suitability for and patient's ability to adhere to home isolation recommendations, and potential risk of
secondary transmission to household members with immunocompromising conditions. See CDC Interim Guidance
for Home Care of patients with confirmed COVID-19 and persons under investigation for COVID-19, Interim
Guidance for Preventing 2019-nCoV from Spreading to Others in Homes and Communities and Interim Guidance for
Discontinuation of In-Home Isolation for Patients with COVID-19.

Health. e



Zhou et al, Lancet

March 2020

https://doi.org/10.1016/S01

40-6736(20)30566-3

Tatal M- Surd iviar Survivar p value
(r=191) (n=54) {n=137)
Treatrments®
Antibiotics 181 {55%) 53 (98%) 128 (93%) 0-15
Aritiviral treatment 41(21%) 12 (22%) 29 (T1%) 0-87
Corticasternaids 57 (30%) 26 (48%) 31(23%) 0-0005
Intrasenous immunoglabin 46 (24%) 36 [67%) 10 (7%) <0-0001
High-flaw nasal cannula 41 (21%) 13 (61%) 8 (6% <0-0001
axygen therapy
Mon-irvasive mechanical 26 (14%) 24 (44%) 2 (1%) <0-0001
wentilation
Inwvasive mechanical ventilation 32 {(17%) 31 (57%) 1(1%} <0-0001
ECALD 3{2%) 3 (6%) i 0-D054
Renal replacement theramy 10 {5%) 10 (19%]) 0 <0000

Health.

Tatal Mon-suréivor Survivar pvalue

[m=191) (n=54) {n=137)
Outeames
Sesis 112 {50%) 54 [100%) 58 (42) <0000
Respiratory failure 103 {54%] o3 (8% ol (36 <0000
ARDS 55 {31%) 50 (53%) 9 (7%) <0000
Heart. failure 44 (23%) 2B (52%) 16 (12%) <0000
Sentic shock 30 (20 38 [70%) 0 <0000
Coagulopathy 37 (15%) 27 (50%) 10 (7%) <0000
Aute cardiac injury 33(17%) 32 (59%) 1(1%) <0000
Acute kidrey injury 2B (15%) 77 {50%) 1[1%) <000
Secondary infection 2B (15%) 27 {50%) 1(1%) <0000
Hypoproteinsamia 22({12%) 20{37%) 2(1%) <0000
Acidosis 17 (9%) 16 {30%) 1(1%) <0000
L ademissian 50(26%) 3{72%) 11 (B <0000
ICL length of stay, days B0 (40-120) B0 {4-0-12-04 7-0{2-0-5-0} 041
Hespital kergth of stay, days 110 (7-0-14-0) 75 (5-0-1140] 12-0(9-0-15-0)  <0-D001
Tirme froum illress orset 1o 140 {1-0-1-0) 1-0{1-0-1-0) 1-0(1-0-1-0) 016
fever, days
Tirne from illmess orset 1o 10 (1-0-3-0) 1.0 {1-0-1-0) 10 (1-0-4-0) 030
congh, days
Tirne from illmess orset 1o 70 [4-0-9-0) 7-0{4-0-10-0) 70 (4-0-9-0) 051
dysprioea, days
Tirne from illmess onset 1o G0 (70-130) 100 {7-0-14-0) 0.0 (7-0-12-0) 022
sepsis, days

Tirme from illress onset o
ARDS, davs

Tirne from illmess onset 1o 1CU 120(8-0-15-0)  12.0(8-0-15-0) 11-5 {8-0-14-0) 0-BB
admission, days

12.0(80-150)  120{30-150)  10-0(B-0-130) D65

Tirme froum illreesss onset 1o
corticosteroids treatment, days

12.0(10-0-160)  13-0(10-0-170)  12-0{10-0-150) D55

Tirme from illress onset o
death or discharge, days
Duration efviral shedding afier 2040 (16-0-23-0) 185 (15:0-22.00F  20-0(17-0-24-0)  ©0-024
COVID-15 arset, days

11.0(170-250) 1B5(15-0-220) 22.0{1B-0-250)  ©O-DOO3

Diata are median {138 or n (%], pvalues were calculated by Mann-Whitmey U test, 5 test, or Fisher’s esact test,

as approprate. ECMO=extracorporeal membrare axpgenation. ARDS=acube respiratary distress syndrome.

W U=intensive came unit. COWID-1 5= oronavins disease 2019, *Ordered by escalating scale of respimtony support.
{ Detectable until death.
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Zhou et al. Lancet. March 2020
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https://www.nejm.orq/

doi/full/10.1056/NEJM

The NEW ENGLAND JOURNAL of MEDICINE

0a2002032

Hea

ORIGINAL ARTICLE

Clinical Characteristics of Coronavirus
Disease 2019 in China

W. Guan, Z. Ni, Yu Hu, W. Liang, C. Ou, J. He, L. Liu, H. Shan, C. Lei, D.5.C. Hui,
B. Du, L. Li, G. Zeng, K.-Y. Yuen, R. Chen, C. Tang, T. Wang, P. Chen, |. Xiang,
5. L, Jin-lin Wang, Z. Liang, Y. Peng, L. Wei, Y. Liu, Ya-hua Hu, P. Peng,
Jian-ming Wang, J. Liu, Z. Chen, G. Li, Z. Zheng, 5. Qiu, J. Luo, C. Ye, 5. Zhu,
and M. Zhong, for the China Medical Treatment Expert Group for Covid-19%

ABSTRACT

BACEGROUND

Since December 2019, when coronavirus disease 2019 (Covid-19) emerged in Wuhan
city and rapidly spread throughout China, data have been needed on the elinical
characteristics of the affected patients.

METHODS

We extracted data regarding 1099 patients with laboratory-confirmed Covid-19 from
552 hospitals in 30 provinces, autonomous regions, and municipalities in mainland
China through January 29, 2020, The primary composite end point was admission
to an intensive care unit (ICU), the use of mechanical ventilation, or death.

RESULTS

The median age of the patients was 47 years; 41.9% of the patients were female.
The primary composite end point occurred in 67 patients (6.1%), including 5.0%
who were admitted to the ICU, 2.3% who underwent invasive mechanical ventila-
tion, and 1.4% who died. Only 1.9% of the patients had a history of direct contact
with wildlife. Among nonresidents of Wuhan, 72.3% had contact with residents of
Wauhan, including 31.3% who had visited the city. The most common symptoms
were fever (43.8% on admission and 88.7% during hospitalization) and cough
(67.8%). Diarrhea was uncommon (3.8%). The median incubation period was 4 days
(interquartile range, 2 to 7). On admission, ground-glass opacity was the most
common radiologic finding on chest computed tomography (CT) (56.4%). No radio-
graphic or CT abnormality was found in 157 of 877 patients (17.9%) with nonsevere
disease and in 5 of 173 patients (2.9%) with severe disease. Lymphocytopenia was
present in 83.2% of the patients on admission.

The authors' full names, academic de-
grees, and affiliations are listed in the
Appendix. Address reprint requests to
Dr. Zhong at the State Key Laboratory of
Respiratory Disease, Mational Clinical
Research Center for Respiratory Disease,
Guangzhou Institute of Respiratory Health,
First Affiliated Hospital of Guangzhou
Medical University, 151 Yanjiang Rd.,
Guangzhou, Guangdong, China, or at
nanshan@vip.163.com.

“# list of investigators in the China Medi-
cal Treatment Expert Group for Covid-19
study is pravided in the Supplementary
Appendix, available at NEIM.arg.

Drs. Guan, Mi, Yu Hu, W. Liang, Ou, He,
L. Liu, Shan, Lei, Hui, Du, L. Li, Zeng, and
Yuen contributed equally to this article.

Thiz article was published an February 28,
2020, and last updated on March &, 2020,
at NEIM.org.

DOl 10,1066/ ME] Mea2002032
Coppright £ 3000 Massechuseits Medlioo! Socieny
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https://www.nejm.org/doi/full/10.1056/NEJMoa2002032

CDC | nfection Co ntr0| https://www.cdc.gov/coronavirus/2019-ncov/infection-

control/index.html

How You Can Protect Yourself

Healthcare personnel caring for patients with confirmed or possible COVID-19 should adhere to CDC recommendations
for infection prevention and control (IPC):

* Assess and triage these patients with acute respiratory symptoms and risk factors for COVID-19 to minimize chances of
exposure, including placing a facemask on the patient and placing them in an examination room with the door closed.

» Use Standard and Transmission-Based Precautions when caring for patients with confirmed or possible COVID-19.

» Perform hand hygiene with alcohol-based hand rub before and after all patient contact, contact with potentially

infectious material, and before putting on and upon removal of PPE, including gloves. Use soap and water if hands are
visibly soiled.

» Practice how to properly don, use, and doff PPE B8 in a manner to prevent self-contamination.

» Perform aerosol-generating procedures, in an AlIR, while following appropriate |PC practices, including use of
appropriate PPE.

Health. 7


https://www.cdc.gov/coronavirus/2019-ncov/infection-control/index.html

Challenges for Palliative Providers

* No family visitation

* PPE limitations—who to visit, who to not?

«  Symptom management, deaths are significant respiratory failure

« We don'’t have enough palliative providers—how to make more in a short period of time?

« Transition of patients out of the hospital—Covid-19 vs patients with other terminal disorders

« Communication challenges when families are not allowed to be physically present at the
hospital and involved in care

« Potentially the hardest question of all: what if we don’t have enough resources for all?

Health. -




COVID-19 Communication Skills — VitalTalk

VitalTalk Communication Skills for COVID-19

COVID-Ready Communication Skills

D vitaL calk A playbook of VitalTalk Tips
). :

Available in PDF : English, Spanish / Espafiol, French /Francais, German / Deutsch

COVID-ready communication skills: A playbook of VitalTalk Tips

Updates in progress 22 March 2020, Now available in French, German, and Spanish,
Download PDFs here: English, Spanish. Mare later today.

Who?

To health care professionals everywhere: these are unprecedented times. There’s no roadmap.
We're facing conversations that we never expected—or wanted—to have.

Why?

In Seattle, it's real. We've had patients die, and not all were elderly. One of our colleagues is
intubated. All over the country we are all getting calls and concerns about how to handle the
possible surge. We're realizing that our professional duty might pose a risk to the people at home
that we love. Worse, what we're seeing now might be the trickle that becomes a tsunami. Like

® /L Health. \



https://www.vitaltalk.org/guides/covid-19-communication-skills/

— VitalTalk

Resourcing: when limitations force you to choose, and even ration

What they say

Why can’t my 90 year old
grandmother go to the ICU?

Shouldn’t | be in an intensive care

unit?

My grandmother needs the ICU! Or
she is going to die!

Are you just discriminating against
her because she is old?

Health.

What you say, and why

This is an extraordinary time. We are trying to use resources in a way that is
fair for everyone. Your grandmother’s situation does not meet the criteria for
the ICU today. | wish things were different. [C]

Your situation does not meet criteria for the ICU right now. The hospital is using
special rules about the ICU because we are trying to use our resources in a

way that is fair for everyone. If this were a year ago, we might be making a
different decision. This is an extraordinary time. | wish | had more
resources.[C]

| know this is a scary situation, and | am worried for your grandmother
myself. This virus is so deadly that even if we could transfer her to the ICU, |
am not sure she would make it. So we need to be prepared that she could
die. We will do everything we can for her.[C]

| can see how it might seem like that. No, we are not discriminating. We are
using guidelines that were developed by people in this community to prepare
for an event like this. The guidelines have been developed over the years,
involving health care professionals, ethicists, and lay people to consider all the

pros and cons. | can see that you really care about her. [C]
24


https://www.vitaltalk.org/guides/covid-19-communication-skills/

To our ECHO community

« To put it mildly, what Is going on right now Is inconceivable

* If our paths go according to what has happened in other places, we
will all need to work together as closely as possible to work through
the challenges ahead

 How can we help?

Health. -



Additional resources available from national organizations

COVID-19 Communication Skills — VitalTalk

COVID-19 Response Resources: Toolkit — Center to Advance Palliative Care (CAPC)
Toolkit

Coronavirus Disease (COVID-19) Resources for Older Adults, Family Careqgivers and
Health Care Providers (Updated 3/19) — John A Hartford Foundation

COVID-19 Information — National Hospice and Palliative Care Organization (NHPCO)

A Letter of Support For You and Thoughts About COVID19 — GeriPal

Health.



https://www.vitaltalk.org/guides/covid-19-communication-skills/
https://www.capc.org/toolkits/covid-19-response-resources/
https://www.johnahartford.org/dissemination-center/view/coronavirus-disease-covid-19-resources-for-older-adults-family-caregivers-and-health-care-providers
https://www.nhpco.org/coronavirus
https://www.geripal.org/2020/03/a-letter-of-support-for-you-and.html
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New Users (one time only)

Create an account/sign in at:
https://vcu.cloud-cme.com

To set up your account to claim CE by text message,
text only your email address to

(804) 625-4041

Pro tip: Add this number to your contacts!



https://vcu.cloud-cme.com/

Claim Credit for March 23, 2020

Text course code to (804) 625-4041

Course Code:
17206-17203

Deadline is 7 days from today
You will receive a confirmation text that your attendance has been recorded




Complete Evaluation & Claim Credit

» After recording attendance, you
must complete evaluation

* Can be done on computer or in
ClOudCME app Signin Live Courses RSS Calendar Online Courses About ContactUs For Planners Help
(available in app store) "

* Goto
https://vcu.cloud-cme.com
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Complete Evaluation & Claim Credit

e Click MY CE

* Click on Evaluations & @ Health.
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VCU Health Palliative Care ECHO

Our VCU Health Palliative Care ECHO program partners with community practices caring for patienis with serious illness and
applies our jgterdisciplinary care team - a mix of physicians, nurses, social workers, psychologists, chaplains and more - to
provide pati are support and education throughout Virginia.

We have al
serious ill

tanding palliative care program with an inpatient unit, consult service and supportive care clinic to provide
e. Many communities in Virginia do not have access to palliative care and we're here to help.

* View Palliative Care ECHO sessions (CME/CEU available).
» Submit a case study (registered participants only).
» Subscribe to our mailing list to receive announcements and invitations to ECHO sessions.

Contact us for more information or help with any questions about our program.

About Palliative Care


http://www.vcuhealth.org/pcecho

THANK YOU!

We hope to see you at our next ECHO



