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Disclosures 

• Honorarium		
• No	other	financial	disclosures	

Learning	Objec=ve	
• Par=cipants	will	be	able	to	describe	how	acute	neurological	status	and	
processes	impacts	the	clinical	decision	making	of	the	SLP	

Outline

• Common	acute	neurologic	disorders	that	affect	language	&	swallowing	
• Post-stroke	aphasia		
• Post-stroke	dysphagia		
• Q&A	

Stroke 

EVERY	6	SECONDS	
someone	dies	of	a	stroke	1	6	 people	will	have	a	

stroke	at	some	
=me	in	their	life.	

6	This		
year,	
nearly	 people	worldwide	will		

die	from	a	stroke	

By	the	year	2015,	
that	#	will	climb	to	

stroke	 is	responsible	for	more	deaths		
annually	than	those	aTributed	to	AIDS,	
tuberculosis	and	malaria	combined	

Sta=s=cs	from	the	World	Stroke	Organiza=on/World	Stroke	Campaign	2013;	World	Health	Organiza=on	

IN	

6.5	MILLION	

MILLION	 15		MILLION	
strokes	

occur	annually	worldwide	

deaths	annually	
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Ischemic 
Stroke  

 
 
 
 
 
 
 
 
 

Clot occluding 
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Intracerebral 
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Bleeding 
into brain 

10% 

Subarachnoid 
Hemorrhage  

 
 
 
 
 
 
 
 
 

Bleeding around 
brain 
3% 

Impact of Stroke
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Stroke Subtypes & Recovery

•  Ischemic	Stroke	
•  Strongest	predictors	of	outcome	are	stroke	severity	and	pa=ent	age	
•  Na=onal	Ins=tutes	of	Health	Stroke	Scale	(NIHSS)	

Level	of	consciousness	
Best	gaze	
Visual	
Facial	palsy	
Motor	arm	and	leg	

Limb	ataxia	
Sensory	
Language	
Dysarthria	
Ex=nc=on	and	inaTen=on	

NIHSS and Ischemic Stroke Outcomes 

• NIHSS	<5	most	strongly	associated	with	discharge	to	home	
• NIHSS	6-13	most	strongly	associated	with	discharge	to	IPR	
• NIHSS	>	13	most	strongly	associated	with	discharge	to	SNF	

Ischemic Stroke Natural History 

• Most	stroke	deficits	will	see	the	highest	rate	of	recovery	during	the	first	
3-6	months		

• Aeer	6	months,	recovery	then	reaches	a	plateau	phase	without	
addi=onal	significant	improvement	

•  Excep=ons	exist	--	improvement	can	con=nue	for	several	years	aeer	stroke	

Stroke Subtypes & Recovery

• Hemorrhagic	Stroke	
•  30-day	mortality	is	between	35-52%	
•  54-57%	of	survivors	achieve	independent	func=on	at	one	year		

•  Subarachnoid	Hemorrhage	
•  51%	mortality		
•  Neurocogni=ve	dysfunc=on,	focal	deficits,	&	seizure		

Subdural Hematoma

Subdural Hematoma
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Subdural Hematoma

•  Speech	and	cogni=ve	deficits		
•  Result	from	direct	mass	effect	
•  Seizure	
•  Cor=cal	and	subcor=cal	trauma=c	injury			

	

Seizure

TraumaAc Brain Injury 

TraumaAc Brain Injury 



2/24/19	

5	

TraumaAc Brain Injury 

Severe TBI 

• Cohort	studies	demonstrate	that	pa=ents	with	severe	head	injury	(GCS		
≤8)	have	~30%	risk	of	death	

•  Of	survivors	30	–	65%	of	pa=ents	will	aTain	an	independent	existence	
•  Func=onal	recovery	following	severe	TBI	can	occur	very	slowly,	
extending	beyond	even	6	to	12	months	

•  In	one	Australian	study,	25%	of	pa=ents	who	were	severely	disabled	or	
vegeta=ve	at	six	months	aeer	TBI	improved	to	a	state	of	moderate	disability	or	
beTer	by	18	months	

Neurologic Injuries and Recovery

•  Swallowing,	facial	movement,	and	gait	tend	to	demonstrate	beTer	
recovery	than	other	deficits	

•  These	deficits	have	bi-hemispheric	representa=on	in	the	cortex	as	part	of	their	
normal	func=onal	anatomy	

• On	the	other	hand,	cor=cal	func=ons,	such	as	language	and	spa=al	
aTen=on	as	well	as	dominant	hand	movement,	are	more	lateralized	in	
func=onal	anatomy	and	consequently	recover	more	slowly	

Barriers to Recovery 

• Mul=ple	factors	play	a	role	in	the	plateau	of	recovery	
•  Limited	therapy	or	absence	of	therapy	oeen	leads	to	learned	disuse	
and	hinders	improvement	

• Post-stroke	depression	has	been	shown	to	impede	recovery	across	a	
variety	of	measures	such	as	cogni=ve	deficits	and	mortality	

• Medica=on	side	effects	of	medica=ons	(i.e.	excessive	
benzodiazepines)	

• Physical	comorbidi=es	(i.e.	cervical	spine	disorders)	

Aphasia
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Aphasia 

• Central	disorder	of	language	comprehension	and	expression	that	cannot	
be	aTributed	to	a	peripheral	sensory	deficit	or	peripheral	motor	disorder	

• Associated	with	disease	that	affects	language	network	in	the	brain	
•  Stroke	
•  Neurodegenera=on	(Primary	progressive	aphasia)	
•  Trauma	
•  Space-occupying	lesion		
•  Surgical	resec=on		
•  Seizures	
•  Inflammatory	disorders	

Aphasia & Stroke

• Manifesta=on	of	aphasia	are	sudden	–	stroke	indiscriminately	damages	
both		

•  Gray	maTer	-	contains	neurons	
• White	maTer	-	contains	projec=ons	that	integrate		
several	gray	maTer	regions	into	a	func=onal	unit	

Stroke & Aphasia

•  Stroke	(all	subtypes)	are	the	leading		cause	of	aphasia	--	80%	of	adults	
•  The	main	characteris=c	of	aphasia	of	stroke	is	sudden	occurrence	

Stroke & Aphasia

• Manifests	as	impairment	of	almost	all	verbal	abili=es	
•  Abnormal	verbal	expression	
•  Difficul=es	in	understanding	spoken	or	wriTen	language	
•  Repe==on	
•  Naming	
•  Reading	
• Wri=ng		

Aphasia ClassificaAons

• Many	classifica=ons	of	aphasia	syndromes	have	been	established	
•  For	prac=cal	use,	classifica=on	of	aphasias	according	to		

•  Fluency	
•  Comprehension	
•  Ability	to	repeat	speech	
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Post-Stroke Aphasia

• Copenhagen	Aphasia	Study;	the	frequencies	of	different	types	of	aphasia	
in	acute	first-ever	stroke		

•  Global	32%	
•  Anomic	25%	
• Wernicke’s	16%	
•  Broca’s	12%	
•  Transcor=cal	sensory	7%	
•  Conduc=ve	5%		
•  Transcor=cal	motor	3%	

Broca’s Aphasia

• Broca’s	aphasia	is	also	known	as		
•  Motor	aphasia	
•  Efferent	aphasia	
•  Kine=c		aphasia	
•  Verbal		aphasia	
•  Syntac=c	aphasia	
•  Expressive	aphasia	

• Usually	caused	by	lesions	located	in	the	dominant	lower	frontal	gyrus	

12	

Wernicke’s Aphasia

• Also	known	as		
•  Sensory	aphasia	
•  Acous=c	aphasia	
•  Recep=ve	aphasia	
•  Verbal	agnosia	

• Usually	caused	by	a	lesion	in	the	dominant	temporal	lobe,	especially	in	
the	auditory	area	

16	
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ConducAve Aphasia 

• Also	called		
•  Afferent	aphasia	
•  Kinesthe=c	motor	aphasia	
•  Efferent	conduc=ve	aphasia	
•  Central	aphasia	

• Usually	occurs	from	a	lesion	in	the	back	of	the	perisylvian	area	of	the	
dominant	hemisphere,	usually	immediately	below	supramarginal	gyrus	

5	

Global Aphasia

• Also	called	complete	aphasia		
• Most	serious	form	of	speech	disorder		

•  All	aspects	of	speech	are	impaired	
•  Pa=ent	can	usually	pronounce	just	a	few	words	or	neologisms	

• Usually	caused	by	a	large	lesion	involving	the	lee	(dominant)	hemisphere		

32	

Anomic Aphasia 

• Also	called		
•  Nominal	aphasia		
•  Amnes=c	aphasia	

• Usually	caused	by	a	lesion	anywhere	in	the	(dominant)	linguis=c	zone,	
and	in	some	cases	it	is	even	a	consequence	of	processes	located	in	the	
right	hemisphere	

25	
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TranscorAcal Motor Aphasia 

• Also	know	as		
•  Extra-sylvian	motor	aphasia		
•  Dynamic	aphasia	

• Non	fluent	aphasia	characterized	by	a	rela=vely	well-preserved	ability	to	
repeat		

• Most	commonly	caused	by	a	lesion	in	the	dominant	border	zone	
between	the	anterior	and	middle	cerebral	artery	of	the	dominant	
hemisphere	

•  Also	occur	as	a	consequence	of	tumor,	hemorrhage,	infec=on,	and	demen=a	

3	

TranscorAcal Sensory Aphasia 

• Also	know	as	extra-sylvian	sensory	aphasia		
•  Fluent	spontaneous	speech	with		

•  Poor	comprehension,		paraphasia,	and	echolalia		
•  Echolalia	is	oeen	misdiagnosed	as	a	psychiatric	disease		

• Usually	located	in	the	dominant	parietal	and	temporal	lobe,	behind	
perisylvian	area,	oeen	in	the	lower	part	of	the	parietal	lobe	

7	

Mixed TranscorAcal Aphasia 

•  Also	known	as		
•  Non	fluent	extrasylvian	aphasia		
•  The	syndrome	of	isola=on	of	speech	area	

•  Very	rare	compared	to	other	types	of	aphasia	
•  Combina=on	of	motor	and	sensory	transcor=cal	aphasia	with	symptoms	of	
global	aphasia,	except	for	preserved	ability	of	repe==on	of	spontaneous	
speech	

•  Spontaneous	produc=on	of	speech	is	non	fluent	and	echolalic	
•  Caused	by	lesions	to	both	dominant	borderline	zones.		

•  Numerous	pathologic	states	hypoxia	and	hypo-perfusion	of	the	brain	in	this	region	most	
commonly	due	to		acute	hypotension	
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SubcorAcal Aphasia 

• Recently	discovered	aphasia	
•  Found	aeer	the	implementa=on	of	CT		

• Oscilla=ons	in	symptoms	and	rela=vely	good	outcome	with	fast	recovery	
of	speech	impairments	are	the	main	features	of	this	aphasia	

•  The	symptoms	vary	considerably	depending	on	the	loca=on	of	affected	
subcor=cal	structures	

•  Subcor=cal	aphasia	is	usually	caused	by	injury	in	deep	structures	
including	the	paraventricullar	white	maTer,	basal	ganglia,	and	thalamus	

SubcorAcal Aphasia 

Post-Stroke Aphasia Recovery 

•  Ischemic	
•  Recovery	of	aphasias	occurs	earlier	and	it	is	most	intensive	in	the	first	two	weeks	

• Hemorrhagic		
•  Spontaneous	recovery	is	slower	and	occurs	from	the	fourth	to	the	eighth	week	
aeer	stroke	but	overall	recovery	is	beTer	than	ischemic	

•  The	course	and	outcome	of	aphasia	depends	greatly	on	the	type	of	
aphasia	
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Post-Stroke Aphasia Recovery 

•  Spontaneous	recovery	–	decelera=ng	curve	
•  Maximum	recovery:	Months	1-3	
•  FlaTening	out:	Months	6-7	
•  LiTle	to	no	spontaneous	recovery	aeer	1	year		

• Prognosis	for	TBI	aphasia	recovery	is	beTer	than	stroke		

Aphasia 

• Bilingual	aphasia	pa=ents	show	different	recovery	paTerns	
aeer	stroke	

• Parallel	recovery	–	60%	
•  Therapy	in	one	language	does	formally	transfer	to	the	other	language	

•  Selec=ve	recovery	of	a	given	language	
•  Involuntary	mixing	of	two	languages		

Post-Stroke Disorders of Reading & WriAng 

• Reading	and	wri=ng	disorders	are	aphasic	disorders	because	the	
comprehension	and	produc=on	of	wriTen	language	are	affected	more	
than	spoken	language	modali=es	

Reading 

• Requires	ac=va=on	of	visual	areas	in	the	occipital	and	temporal	lobes	
•  Form	is	perceived	
•  LeTers	or	groups	of	leTers	must	be	recognized	and	their	temporal	order	
ascertained		

•  Seman=c	processing	where	the	meaning	of	the	word	can	be	derived	
• Phonological	processing	so	that	the	sound	of	the	word	may	be	heard	
within	the	privacy	of	one’s	head	

•  LaTer	stages	of	linguis=c	analysis	involves	the	ac=va=on	of	Wernicke’s	
and	Broca’s	areas	

Alexia

• An	acquired	type	of	sensory	aphasia	where	damage	to	the	brain	causes	
the	pa=ent	to	lose	the	ability	to	read	

• Also	known	as		
• Word	blindness	
•  Text	blindness	
•  Visual	aphasia	

Alexia 

• Most	aphasics	are	also	alexic	
•  Alexia	may	occur	in	the	absence	of	aphasia	and	can	rarely	be	the	sole	disability	
resul=ng	from	specific	brain	lesions	

•  Tradi=onally,	alexias	are	divided	into	three	categories:		
1.  Alexia	associated	with	aphasia		
2.  Pure	alexia	with	agraphia	
3.  Pure	alexia	without	agraphia	
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Agraphia

• Agraphia	is	defined	as	disrup=on	of	previously	intact	wri=ng	skills	by	
brain	damage		

• Wri=ng	involves	several	elements:		
•  Language	processing	
•  Spelling	
•  Visual	percep=on	
•  Visuospa=al	orienta=on	for	graphic	symbols	
•  Motor	planning	
•  Motor	control	of	wri=ng	

• A	disturbance	of	any	processes	above	can	impair	wri=ng	

Alexia associated with Aphasia 

• Many	pa=ents	with	aphasia	have	associated	alexia	
• Wernicke’s	aphasia	--	frequently	affects	reading	

Pure Alexia with Agraphia 

• Also	known	as		
•  Parietal-temporal	alexia	
•  Angular	alexia	
•  Central	alexia	
•  Seman=c	alexia	

Alexia without Agraphia 

• Also	known	as		
•  Occipital	alexia	
•  Pure	alexia	
•  Posterior	alexia	
•  Pure	word	blindness	
•  LeTer-by-leTer	alexia	

• Pa=ents	have	no	gross	aphasia,	they	can	write,	but	paradoxically	they	
cannot	read	words	they	have	just	wriTen	

Alexia without Agraphia
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Dysphagia

Dysphagia

• Dysphagia	is	one	of	the	most	common	morbidi=es	aeer	stroke,	with	a	
reported	incidence	of	29%-81%	

• Poststroke	dysphagia	increases	the	risk	for	dehydra=on,	malnutri=on,	
pulmonary	complica=ons,	and	mortality,	all	of	which	lead	to	a	poor	
prognosis	

•  Stroke-associated	pneumonia	is	associated	with		
•  Risk	factors	of	dysphagia		
•  Na=onal	Ins=tute	of	Health	Stroke	Scale	(NIHSS)	greater	than	or	equal	to	10	
•  Any	other	infec=on	present	on	admission	

Post-Stroke Dysphagia 

• Aspira=on	pneumonia	occurs	in	43%-54%	of	pa=ents	during	the	first	
year,	with	a	mortality	of	up	to	45%	

• Associated	with	increased	long-term	ins=tu=onaliza=on	
• Many	pa=ents	with	severe	dysphagia	require	a	percutaneous	feeding	
tube	

•  Provide	limited	protec=on	against	aspira=on-associated	pneumonia	in	post-
stroke	pa=ents	with	dysphagia	

Post-Stroke Dysphagia 

• Other	dysphagia	complica=ons	include		
• Reduced	pa=ent	sa=sfac=on	
•  Increased	length	of	=me	spent	NPO		
•  Longer	hospital	stays	

Post-Stroke Dysphagia 

•  43-54%	-	Experience	aspira=on		
•  48%	-	Malnutri=on	
•  37%	-	Pneumonia	
•  3.8%	-	Die	of	pneumonia	
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Fig	1.	Comparison	of	outcome	variables	in	dysphagic	and	non-dysphagic	paGents.	

Arnold	M,	Liesirova	K,	Broeg-Morvay	A,	Meisterernst	J,	Schlager	M,	et	al.	(2016)	Dysphagia	in	Acute	Stroke:	Incidence,	Burden	and	Impact	on	Clinical	Outcome.	PLOS	ONE	11(2):	e0148424.	
hTps://doi.org/10.1371/journal.pone.0148424	
hTps://journals.plos.org/plosone/ar=cle?id=10.1371/journal.pone.0148424	

Stroke LocaAon and Dysphagia 

•  Site	of	Lesion	
•  The	loca=on	of	the	stroke	does	not	appear	to	assist	in	aspira=on	risk	assessment	

•  Less	likely	to	recover		
•  Bilateral	subcor=cal	stroke	
•  Brainstem	stroke		

Post-Stroke Dysphagia 

• Post-stroke	dysphagia	can	be	transient	and	resolve	
•  71%	of	pa=ents	ini=ally	presented	with	dysphagia		

•  Reduced	to	46%	in	one	month	post	stroke	

Swallowing Neuroanatomy 

• Mul=ple	cor=cal	areas	of	control	for	swallowing	have	been	iden=fied	
and	include	the	primary	motor	cortex,	supplementary	motor	area,	and	
the	anterior	cortex	

•  Studies	have	shown	that	swallowing	is	likely	represented	in	both	cor=cal	
hemispheres	with	most	people	having	a	dominant	swallowing	
hemisphere	(which	is	not	necessarily	the	same	as	handedness)	

Table	1	-	Summary	of	the	main	corGcal	and	sub-corGcal	acGvaGons	associated	with	swallowing,	as	idenGfied	by	funcGonal	
brain	imaging	studies.	
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LeQ Hemisphere

•  Swallow	Apraxia	
• Pharyngeal	Swallow	may	be	motorically	normal	

Right Hemisphere 

•  Increased	dura=on	of	oral	phase	
• Greater	delay	in	pharyngeal	trigger	
• Pharyngeal	dysmo=lity	

Subcortex

• Mild	delay	in	pharyngeal	trigger	
•  Impairment	in	=ming	of	pharyngeal	component	

Cerebellum 

• Uncoordinated	swallow	
• Poor	bolus	control	
•  Impaired	sequencing	=ming	

Brainstem: Pons

• Delayed	pharyngeal	swallow	
• Reduced	hyolaryngeal	excursion	with	cricopharyngeal	dysfunc=on	

Brainstem: Medulla

• Absent	pharyngeal	swallow	
• Reduced	hyolaryngeal	excursion	
• Unilateral	vocal	fold	paresis	
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Dysphagia Recovery

• Recovery	of	swallowing	aeer	dysphagic	stroke	appears	to	relate	to	
compensa=on	of	func=on	in	the	undamaged	hemisphere	

•  Therapies	that	can	accelerate	this	compensatory	process	may	help	in	the	
future	to	restore	swallowing	func=on	in	acute	stroke	

QuesAons?
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SLP care for Palliative Care Patients
Gregg VandeKieft, MD, MA
Brenda Arend, MA, CCC-SLP

February 23, 2019

2

Disclosures
§ Dr. VandeKieft and Ms. Arend are receiving an honorarium for 

speaking today. They have no other financial or other relevant conflicts 
of interest related to this topic.

3

§ At the conclusion of this presentation, participants should be able to 
describe how SLPs can effectively contribute to the goals of care in a 
palliative care patient.

Learning Objectives

4

4 Guiding 
Principles

1. What are the medical or clinical facts 
for this patient? 

2. How does the clinician advocate for 
the patient’s quality of life?

3. What are the patient’s preferences?
4. What are the contextual/cultural facts?

(Puntil-Sheltman, 2013)

5

Case Study… Grace

6

Chart Review

• 86 y/o brought in from adult family home and admitted for 
aspiration pneumonia and COPD exacerbation. This was 
the third admission in 8 months with this diagnosis.

• Baseline advanced dementia

• MBS report from 4 years ago found in EMR, stated small 
osteophytes at C3-4. No aspiration.
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§ Diet
§ Puree (self fed)
§ Thin or nectar thick liquids
§ “but she just doesn’t drink enough, so we help her with 

the cup”

Baseline at the Adult Family Home

In reality, this meant pouring a large bolus of liquid into Grace’s 
mouth, which she happily accepted

8

Bedside Swallow Evaluation….

• Clinical eval at bedside revealed very advanced dementia. 
Oriented x1, follows half of the 1-step commands trialed. 
After a few bites of puree, pt has hard, red-in-the face 
coughing.

• Rec NPO until VFSS can be done the next day.

9

5cc thin 
barium
by spoon…

10

What do you 
see?

11

5cc nectar 
thick…

12

Take 
your 
usual 
sized 
sip 
(thin)
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13

Pudding

14

So, what is going on here? 

Progressive Dysphagia due to dementia and osteophyte

Osteophyte effects
• growing worse with time

Cognitive effects 
• poor attention
• distractible 
• impulsive

15

What happens to hunger and 
nutrition in dementia?

16

What care plan best 
fits Grace’s situation?

Discuss

17

Palliative Care Definition

Palliative care means patient and family-
centered care that optimizes quality of life 
by anticipating, preventing, and treating 
suffering. Palliative care throughout the 
continuum of illness involves addressing 
physical, intellectual, emotional, social and 
spiritual needs and to facilitate patient 
autonomy, access to information and choice. 

National Quality Forum 2006 
Federal Register 2008 

18

If the primary 
goals are 
prevention and 
relief of 
suffering with 
an emphasis on 
ensuring 
comfort…

This focus directs the plan of care

All disciplines contribute to plan of 
care, but a provider needs to 
endorse transition of patient from 
full treatment to comfort. 

If plan of care is not clearly 
comfort, SLP will continue with 
more conservative, rehab-
focused recommendations.
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19

Myth: Palliative care, Hospice and Comfort Care are different terms for 
the same thing

20

When do SLP 
and Palliative 

Care overlap?

§ Stroke – acute and late effects
§ Head and neck cancer
§ Neurodegenerative disorders – e.g., ALS, 

Parkinson’s
§ Dementia
§ Many others…

21

SLP role in traditional swallow rehab…

§ Assessment of swallow function
§ Consultation with patients, families and members of the team
§ Optimize swallow function to improve patient comfort and eating 

satisfaction 
§ Education to caregivers

…we do the same in
the palliative setting

22

WHAT? No tube feeding? NOW WHAT???

§ Careful hand-feeding preferred over tube feeding
§ Patient centered and social feeding
§ Honor the patient’s wishes about feeding and tubes
§ Health care team (SLPs too!) need to understand patient wishes
§ Promote choice endorse shared and informed decision making

23 http://www.choosingwisely.org/patient-resources/feeding-tubes-for-people-with-alzheimers/ 24

What is comfort feeding? Don’t we all eat for comfort?

“Palliative care for dysphagia is aimed at maximizing swallow function, 
maintaining pulmonary health, and supporting healthy nutrition despite 
the impaired ability to swallow.” Langmore, 2009
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Another working definition…

§ E.g., Pollens (2012) summarized the SLP role in palliative care re: 
dysphagia as to
§ Optimize ability to eat or drink comfortably, with
§ modifications as status declines
§ Promote positive feeding interactions for family members or caregivers
§ Support and educate family members regarding patient’s declining ability to 

eat due to disease process
§ Communicate with members of interdisciplinary team

26
“Offering Palliative Care in Rural Communities.” YouTube, YouTube, 1 Feb. 2019, youtu.be/0-9HQyfDQUk.

27

Up next… 
interview!

28

Principles of 
Clinical Ethics

Autonomy Right of self-
determination

Beneficence Duty to act in patient’s 
best interests

Non-
maleficence

primum non nocere 
(first do no harm)

Justice
Fairness, equity, 
protection of the 
vulnerable

29

Model for 
Ethics 
Case 
Analysis

• Medical “facts” of the caseMedical 
Indications

• As expressed by patient, 
surrogate, or advance directive

Patient 
Preferences

• As defined from the patient’s
perspective

Quality of 
Life

• Financial, legal, family, care 
environment considerations

Contextual 
Features

30

Elements of Informed Consent

Given in the absence 
of coercion or duress

The patient has all 
necessary information to 

make a meaningful 
decision, provided in 
language they can 

understand

The patient has the 
decision-making 

capacity to make a 
meaningful treatment 

choice
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Decisional Capacity

§ Distinct from “competence,” which is a legal 
determination

§ Patient must be able to:
§ Understand relevant information
§ Reason and deliberate about choices
§ Make a choice consistent with values and 

goals
§ Communicate a choice
§ Demonstrate stability of choice over time

32

Decisional 
Capacity 

Assessment

Key questions:  does the patient 
understand…

• The medical condition
• The recommended treatment
• Risks or adverse effects of treatment
• Treatment alternatives
• Implications of accepting or declining 

recommended treatment

• Barstow C, et al. Evaluating medical decision-
making capacity in practice. Am Fam Physician. 
2018 Jul 1;98(1):40-46.

33

Surrogate 
Decision 
Makers

Invoked when the patient has 
been determined to lack 

decisional capacity

Intent is to represent the patient’s 
values, goals, and preferences as 
accurately as possible – to be the 

voice of the patient

34

Surrogate Decision Makers

§ Many states have a legal hierarchy – in Washington:
§ Court-appointed guardian
§ Durable power attorney for healthcare
§ Spouse or registered domestic partner
§ Adult children (all must be in agreement)
§ Parents
§ Adult siblings (all must be in agreement)

35

Advance Care 
Planning

§ The process of communicating 
preferences regarding future 
health care needs should one 
become unable to speak for 
oneself

§ Advance directive
§ A document specifying 

future treatment 
preferences, often 
designating one’s preferred 
surrogate medical decision 
maker(s)

36

SPIKES 
protocol for 
breaking bad 
news

Setting, or Set Up

Perception

Invitation

Knowledge

Empathy, or Emotions

Summary, or Strategy

Berkey FJ, et al. Delivering bad or life-altering news. Am Fam Physician. 2018 Jul 15;98(2):99-104.
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“Together, we answer the call of every person we serve: Know me, care for me, 
ease my way”
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