Background

L5

NEW ORLEANS

School of Medicine
Department of Pediatrics

@ Tulane
University

SCHOOL OF MEDICINE

Assessing Staff Perspective in Providing End-of-Life Care to Pediatric Patients

6:- &
Childrén's Hospital

New Orleans
LCMC Health

Tabitha Kearns, BS'; Hannah Chiu, BS?; Stevia Davis, MSN, PNP-PC, FNP3; Annie Vaden, MSSW, LCSW-BACS?3; Alexis Morvant, MD, MA, FAAP'23; Ashley K. Autrey, MD, FAAP1.23

'LSUHSC School of Medicine — New Orleans; “Tulane University School of Medicine; 3Children’s Hospital New Orleans

Perception of Patient's Death Perception of Family and Staff Support

MUItI_dISCIF)IInary staff C.O”abOrate tO mltlgate SUﬂ:e_rlng and - Advanced Practice » Cardiac Intensive Care  Chaplain » Child's comfort at EOL « Comfort in the following
prOV|de Su pport fOr patlents & famllles at end-Of-Ilfe (EOL)_ Nurse Unit (CICU) e CLS  Suddenness of death areas: The child was comfortable atthe end of their life. The parents were wel-supported. .

The shared goal is to provide a "good death” as defined by the

» Child Life Specialist

(CLS)

* Physician Assistant

 Emergency Department

(ED)

* Inpatient/Acute Care

* Integrative Therapy
* Music therapy
* Occupational therapy

 \Was the child’s death

considered a “good
death™?

 providing EOL care
* giving opioids to
patients in severe

The child's death was sudden or unexpected. 16.2 16.2 19.1 35.3 5.9

The staff was well-supported. .

38.2 27.9

National Academy of Medicine (Flgure 1) . Physician floor . Palliative Care + Parent and sibling pain at EOL e e L
. i * Neonatal Intensive : support « talking with pediatric ercentage of Responses ercentane of Resoonses
» A needs assessment was conducted to learn about staff R otory Thoraoist Care Unit (NICU) : Physioal therapy PP ks about doath PerceiageofRosp Percrtage of R
. . . . . . . e Pediatric Int i * and/or dvin mStrongly Disagree mDisagree ®Neutral mAgree mStrongly Agree mUnknown m Strongly Disagree mDisagree mNeutral mAgree mStrongly Agree mUnknown
experience and perspective while caring for pediatric patients e - Care Unit (PICU) . Psychology . asseasing _ . TR . S U
at the EOL = . Other - Speech therapy osychosocial needs Figure 7. Staff perception of patient’s death. igure 8. Staff perception of family & staff support at
. .« SW of parents EOL.
* Other * Prior experience and/or
training in EOL care A How comfortable do you feel B How comfortable do you feel talking
» Perception of staff providing EOL care to pediatric with pediatric patients about death
support patients who are actively dying? and/or dying?
“f . . 1%
ree from avoidable distress
and Suffering, for patientS, Figure 3. Survey domains. ‘
families, and caregivers; in

general accord with the
patients’ and families’
wishes; and reasonably
consistent with clinical,

Not so comfortable Not so comfortable

Not at all comfortable Not at all comfortable

8%
» Extremely comfortable 18% = Extremely comfortable
= Very comfortable = Very comfortable
Somewhat comfortable Somewhat comfortable
. .
= .

* 069 of 169 eligible staff members (41% response rate), representing 19 patients,
completed the survey. Most were physicians (Figure 4) and in the PICU (Figure 5).
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* An online, cross-sectional survey was developed and o
electronically distributed to eligible staff members (Figure 2) o
within one week of all patient deaths at our free-standing
children’s hospital as well as local hospital-affiliated pediatric
emergency departments from January - June 2023. o

» Data (Figure 3) was managed and stored in REDCap.

Staff felt parents were well-supported but were unsure about sibling support (Figure 8).
Staff reported feeling well-supported and comfortable providing EOL care to actively
dying patients, discussing death with their patients, and assessing psychosocial needs
of parents (Figures 9A-C).

Almost 1 in 4 staff members reported not feeling comfortable administering
opioids at EOL (Figure 9D).
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Figure 9. Staff comfort levels with EOL care provision.

Conclusions

* There are opportunities for improvement in patient comfort at the

EOL, formal staff EOL training, and staff comfort in providing EOL

care, particularly with opioid administration.

It is important that we learn more about the characteristics of a "good

death” according to staff perspective in order to improve EOL patient

care, increase family support, and reduce staff distress.

* Further studies are also needed to assess differences in staff's EOL
experience within various hospital units and subspecialties.
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