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Expanding the Role of Pastoral Care in Palliative and End-of-Life Care at ArchCare at 
Terence Cardinal Cooke 

 
Introduction:  

 During the Spring 2012 semester, I spent eight-to-ten hours each week on Mondays, 

Wednesdays, and Fridays at ArchCare at Terence Cardinal Cooke (TCC) continuing the 

explorations in EOL, palliative, and hospice care that I had begun as a CSSR-TCC intern during 

Summer 2012 and through the Fall 2011 W3700 course. In the Spring 2012 semester, I worked 

under the supervision of Dr. Anthony Lechich, Medical Director, and Father Lenny Delgado, 

Director of Pastoral Care Services, to explore the role of pastoral care within TCC’s End-of-Life 

(EOL) care and palliative care framework and to offer suggestions to expand the role of pastoral 

care staff within the interdisciplinary care team (IDT) consisting of physicians, nurses, 

administrators, and social workers that cares for each patient. I also continued to study the 

impact of interdisciplinary communication on EOL care delivery and produced a communication 

tool to encourage mutual accountability between different members of the IDT. I accompanied 

Dr. Lechich and the chaplains on their rounds as they saw family members and patients 

grappling with EOL issues and drew heavily upon these experiences while designing the 

Palliative Care Radar communication tool.  

 

1. Anecdotes: Strengthening the Role of Pastoral Care in TCC’s IDT 

 On Tuesday, March 20, 2012, I attended a seminar at Columbia University with Dr. 

Lechich given by Dr. Rita Charon on the role of narrative medicine in the clinical setting. Dr. 

Charon’s asserted that clinicians, meaning “all who care for the sick,” must “face the condition 
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of knowing what they hear” when approaching a patient. For the patient, Charon explained, the 

routine clinical visit may feel like “stripping naked in front of strangers” because the patient 

“yearns to tell all and to hide all” in an “explosive combination of need and shame.” That the 

“body is the stage of mortality” becomes undeniable for clinicians and patients who together 

enter the realm of EOL and palliative care. To truly know what they hear, Dr. Charon stresses 

that clinicians must “note the silence, tears, and changes in body posture” of the terminal patient 

who lies ill in front of them. Charon asserted that the bedside thus “becomes a site for deep 

existential work” for the clinician and patient.  

 Dr. Charon’s words encapsulated what I felt to be the essential experiential nature of my 

year’s journey at TCC. The most crucial and influential portions of my research into this matter 

were the delicate moments between TCC staff, residents, and families to which I was privy while 

shadowing TCC chaplains on their rounds with hospice patients and sitting in on comprehensive 

care conferences with Dr. Lechich. I do not feel that I can discuss the Palliative Care Radar 

communication tool that was the product of my project without first presenting a selection of the 

poignant moments that inspired and shaped the tool’s creation. 

 MP was an elderly, frail African-American woman rapidly declining due to advanced 

lung cancer. Dr. Lechich first introduced me to her case because of the family tensions that had 

come up during her EOL care planning process. MP’s three middle-aged daughters were not 

accepting of MP’s terminal diagnosis and were reluctant to consider hospice or conservative care 

measures. MP’s only son, who had lived with their mother the longest, wavered on the benefits 

of aggressive medical treatment. Their disagreements escalated to a point at which they refused 

to visit their mother at the same time and refused to speak to one another. Dr. Lechich had 

intervened with several conversations regarding MP’s options for hospice and palliative care 

with the daughters, while the son had preferred to speak with Father Lenny.  
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When I accompanied Father Lenny to visit MP during this period, we encountered around 

twelve of MP’s children, grandchildren, nephews and nieces surrounding MP in her bed. Father 

Lenny introduced himself and me while handing out flyers with pastoral care department contact 

information, informing them that spiritual support was available for them in addition to MP. At 

Father Lenny’s offer of support, several of the family members broke into a smile and exclaimed 

that the chapel was the first place they visited whenever they came to TCC. We bade goodbye to 

the family and continued on our rounds on the floor. As we turned the corner next to MP’s room, 

one of MP’s daughters approached Father Lenny and thanked him profusely. She then broke into 

tears in the hallway, expressing how her own health had been affected by the stress of coping 

with her mother’s decline and the tensions that she saw tearing the family apart. She reported 

that the day prior had seen a shouting argument break out among siblings over MP in bed, and 

then proceeded to share with Father Lenny and me, all the while held by her teenage son, how 

she had lost her husband and her eldest son. It was in that hallway that MP’s daughter sought 

spiritual support from Father Lenny, and it was in the hallway, in that moment, that Father Lenny 

was able to best support her simply by stopping to listen and let her cry.  

Over the weekend following my encounter with MP’s family, MP’s primary physician 

attempted a conversation with MP’s three daughters regarding a “change in the goals of care” for 

their mother and was met with the daughters’ anger and distrust. The Director of Nursing and Dr. 

Lechich were both dismayed that the attempt had been so rashly executed given their prior 

knowledge of the daughters’ resistance; however, the physician had been largely unaware of 

such resistance and had earnestly presented her concerns to the family at what she deemed a 

crucial time for MP. The physician’s perceived lack of sensitivity, which was the product of a 

lack of knowledge about MP’s family dynamics, caused a large setback in MP’s EOL care 

planning. MP’s son then consulted Father Lenny’s opinion on this incident, and Father Lenny 
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was unable to address the setback since he had not been informed about the physician’s attempt. 

When Father Lenny asked MP how she was dealing with all of the family tension, MP indicated 

privately and quietly that she was emotionally upset by the tension in her family and in her room.  

MP’s terminal prognosis, her declining health, and her complex family dynamics 

illuminated several areas of need within TCC’s EOL and palliative care framework. The first is 

for improved coordination of care and increased sharing of crucial information between the 

disciplines. Medicine, Social Services, Pastoral Care, and Nursing each have their own areas in 

the paper chart and on TCC’s SIGMA electronic health record in which to deposit discipline-

specific and discipline-relevant information about a particular patient’s case, but only now are 

SIGMA Progress Notes beginning to take on a truly interdisciplinary nature in which progress 

notes from all disciplines appear, integrated and mixed, in the same area of the chart. There were 

several staff members who were heavily concerned and involved with MP and her family, yet the 

lack of real-time interdisciplinary communication and sharing of crucial information as it 

happened compromised—and in the case of MP’s physician, defeated—the effectiveness of their 

well-intentioned efforts to support and facilitate discussion between members of MP’s family.   

The second area of need is for increased attention to and documentation of “anecdotal” 

information. In attempting to serve as a liaison between Dr. Lechich and Father Lenny and 

passing on information about MP’s case that I had garnered from one or the other, I discovered 

that the TCC IDT lacked a formal repository or documentation tool for this type of “anecdotal” 

information—hallway encounters with family members, intra-family dynamics, and patient 

moods and emotions—the prior knowledge of which would have altered, in some cases 

dramatically, the manner in which TCC IDT members such as MP’s physician delivered EOL or 

palliative care to a particular patient and interacted with loved ones. Although these “anecdotal” 

details do not often fit neatly within the designations of any one discipline, they can often alter 
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the behavior or actions of all disciplines. For example, the encounter Father Lenny and I had 

with MP’s daughter was of a pastoral care nature, but the “anecdotal” information we garnered 

from her “silences, tears, and changes in body posture” about how the family tensions were 

affecting MP and those surrounding her would certainly have altered the manner in which MP’s 

physician approached them to discuss EOL care; how MP’s social worker broached the subject 

of hospice and advance directives; and perhaps even how MP’s nurses carried themselves while 

in her room. I felt that the loss of these crucial staff-resident-family anecdotes in the hustle and 

bustle of TCC’s everyday operations and the lack of a place for them within SIGMA’s checklist-

based approach hurt TCC’s ability to deliver truly individualized EOL care. These anecdotes and 

small, crucial details were often lost in both inter- and intra- disciplinary communication when 

physicians, nurses, and social workers were re-assigned to different floors, covered one another, 

or were on-call for another’s patient over the weekend.  

The third area of need that MP’s case re-affirmed is the strengthening of pastoral care 

involvement within EOL care. Father Lenny’s predecessor at TCC, whom I had met and worked 

with over the summer, had overseen the pastoral care department with the philosophy that the 

chaplains should not be involved in the patient’s medical and social facets of EOL care along 

with the rest of the IDT. The strength and privilege of pastoral care is that chaplains often engage 

in deep, private, personal relationships of trust with those to whom they deliver spiritual care and 

guidance. To bring administrative concerns such as advance directives and hospice contracts into 

that relationship seemed, to the former director, to intrude upon the impartial safe space of 

pastoral care within the socio-medical framework of physicians, nurses, and social workers at 

TCC. However, the pastoral care department is responsible for maintaining TCC’s list of patients 

on EOL protocol, and the Director of Pastoral Care serves as the co-chair of TCC’s Ethics 

Committee, which frequently meets to discuss a particular patient’s EOL care. It seems odd, 
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then, to myself and to Dr. Lechich and Father Lenny, for pastoral care to inhabit a separate 

sphere in EOL care from the rest of the IDT given the holistic nature of palliative care and the 

interdependence between a patient’s physical, psycho-social, and spiritual well-being. 

MP’s family certainly drew Father Lenny into the socio-medical aspects of MP’s EOL 

care, and I believe that his special position in their minds (they were a highly religious family) as 

a spiritual support and authority made them more comfortable in revealing emotions and 

concerns about MP’s decline that they did not readily share with the rest of the IDT. Without 

breaching confidentiality and their trust, Father Lenny was able to relay their concerns to other 

members of the IDT, who in turn adjusted their delivery of EOL care in response—to the benefit 

of MP, her family, and one another.  

I want to offer three further anecdotes of staff-patient interactions in which the increased 

role of pastoral care staff members improved the IDT’s ability to deliver effective palliative care. 

I accompanied Father Ayub on his weekly visit to JB, an extraordinarily frail, elderly, and weak 

late-stage HIV man on hospice. JB’s hospice aide sat by the bed in the room throughout our visit. 

Father Ayub asked JB if he was comfortable, and JB replied that he was warm. The hospice aide 

told us that JB changed his mind about the temperature every couple of minutes, that he had 

broken a fan by having it tied to a wheelchair, and that to acquiesce him she and the rest of the 

nursing staff would have to open and shut the window every couple of minutes. JB attempted to 

fan himself with a magazine lying nearby, but his frailty prevented him from doing so 

effectively. Father Ayub took the magazine into his own hands and patiently fanned JB for thirty 

minutes, making sure to fan his entire body, until JB was peacefully asleep. Father Ayub then 

prayed for JB and we left the room. A week later, Father Ayub told me that JB had passed away 

with his brother by his side. I could not help but marvel at the impact of Father Ayub’s small, 

simple choice to fan JB, however little response JB could offern in return, as an example of truly 
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caring. Due to the nature of their work and duty, chaplains are often willing to perform the small 

tasks and gestures to alleviate a patient’s discontent that others—nurses, nurses’ aides, 

physicians, etc.—do not think of or feel that they have the time or energy to do.  

  I believe that the greatest strength of the pastoral care staff is that their eyes and ears are 

attuned to the more subtle needs of patients at the end of their lives. Once a patient is placed on 

EOL or hospice, the pastoral care staff members visit the patient every day. At the bare 

minimum, they pray with the patients, attend to immediate spiritual needs, and ask if they should 

contact the patients’ family members. Often, they do much more: reading to them, singing with 

them, and sharing private, personal conversations about anything the patient chooses to share 

with them. TCC chaplain Reverend Tara was at the bedside of hospice patient MN, an elderly 

Hispanic man with advanced gangrene, every day during the patient’s last two weeks to help him 

cope with the loneliness he felt at the end of his life due to his estrangement from his daughter, 

who did not come to TCC until after his death. For these patients, the chaplains are safe havens. 

Without breaking chaplain-patient confidentiality, the chaplains can and do provide observations 

on a patient’s general affect and mood on a day-to-day basis.  

 The recent, tangible improvements in EOL and palliative care at TCC during the last few 

months have undoubtedly been the result of heightened awareness and prioritization of high-risk 

patients, and the increased activity of the TCC pastoral care staff in IDT communications has 

played perhaps the largest role in this upswing. I believe that the credit for this increase in 

activity lies with Father Lenny, who has broken through resistance from TCC staff members to 

lead what he calls a “paradigm shift.” Soon after his arrival at TCC, Father Lenny embraced my 

project and Dr. Lechich’s rallying cry to action and pushed to build a true team out of the 

pastoral care staff by stipulating that all of the chaplains look out not only for their own patients 

but all of the EOL or hospice patients throughout the facility. We saw another increase in 
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pastoral care involvement within the IDT on EOL and palliative care matters when I relayed to 

Father Lenny that Dr. Lechich welcomed “memos” or “tips” on potential EOL or hospice 

patients from the chaplains themselves. Most recently, TCC chaplain Reverend Perez brought 

EM, an elderly Hispanic woman who stopped eating, to the forefront of the IDT’s attention when 

she e-mailed Dr. Lechich with her personal observations and concerns regarding EM. Through 

their timely e-mails to the IDT asking for updates on EM’s family members and advance 

directives, Reverend Perez and Father Lenny have also been responsible for maintaining the 

momentum for EM’s care planning process. The pastoral care team’s updates to the IDT on 

EM’s participation in daily Mass give the rest of the IDT an indicator by which to measure her 

day-to-day status.  

 

2. Development of the Palliative Care Radar Communication Tool  

 As part of my project to help strengthen the role of pastoral care within TCC’s EOL and 

palliative care framework, I developed the Palliative Care Radar communication tool with 

continual feedback from Father Lenny and Dr. Lechich. The Palliative Care Radar has now been 

implemented into TCC’s communications framework as a shared Microsoft Excel workbook in 

the Workgroup on TCC’s internal network. Access at the moment is restricted to Dr. Lechich, 

Father Lenny, and myself, but permissions to edit and use the tool will be provided to all of 

TCC’s discipline directors, administrators, physicians, social workers, pastoral care staff 

members, and head nurses. Father Lenny, Dr. Lechich, and I have been using it to relay 

information on high-priority EOL cases, and it has fulfilled its designated purpose of being easy 

to update and use. 

 My inspiration for the Palliative Care Radar tool was the “EOL Care Portal” that I had 

proposed over the summer to Dr. Lechich “after having gathered complaints from physicians and 
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social workers about the inefficiency and inherent fractionation that structure of the SIGMA 

system created in EOL care documentation.” The below excerpt from my CSSR-TCC Summer 

2011 research paper describes my original inspiration for the EOL Care Portal which would 

become the Palliative Care Radar:  

“I spoke to Jeanine Abruzzo, Director of Quality of Life, on this subject as well. She 
stressed the need for a “platform for shared communication” between the IDT—one place 
in which information pertaining to all the areas of EOL care could be kept and easily 
accessed. Inspired by the notebooks that serve as communication portals between the 
nurses and physicians, I drew up a rough schematic of a screenshot of what such an EOL 
Care Portal could look like. It would contain an area for each EOL care issue: pain 
management, family involvement, pastoral care, recreational therapy, and advance 
directives/MOLST. Any member of the IDT could enter notes into any of the areas, and 
the latest note entered in each area would appear on the screen in that area. I have 
attached my schematic as Appendix 13. Although the creation of such a portal would 
ultimately be dictated by SIGMA’s design, it is my belief, influenced by Dr. Lechich, that 
“having all the information on one page, to paint one picture” will serve to facilitate IDT 
communication and improve EOL care.” 
 

 The Palliative Care Radar connects IDT members to one another during the process of 

identifying and keeping up with patients who should be immediately assessed for EOL/hospice 

and palliative care by utilizing a common language for assessing these patients. In the Palliative 

Care Radar, this common language is a “radar” ranking system that Dr. Lechich and I developed 

together based on the current EOL triggers and analyses that Dr. Lechich utilizes when 

discussing patients with the physicians and nursing staff. This “radar” ranking system used in the 

Palliative Care Radar ranks patients who the staff feels should be immediately assessed for EOL 

and palliative care as 1, 2, or 3. A “Radar 1” patient is a patient who has experienced a sudden 

decline of such magnitude that the staff should feel compelled to contact family members and to 

secure an advance directives status immediately. A “Radar 2” patient is a “Radar 1” patient who 

has stabilized after their sudden decline, but whose health the staff feels can take a turn at any 

moment. A “Radar 3” patient is most frequently an EOL or hospice patient that has defied the 

odds and has remained relatively stable for a very long time.  
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 The Palliative Care Radar functions as a real-time, interdisciplinary memo on each 

current patient assigned a “Radar” number. In each entry, the writer must address a specific 

person or discipline, enter crucial information that the writer feels will either change the goals of 

care or the affect presented by the IDT when approaching the patient and their loved ones, and 

issue a “marching order” or a suggested action for the addressee to perform as the next step. The 

“marching orders” or suggested actions can be pulled from the “End of Life Care Assessment 

Tool”, attached as Appendix A, which staff members frequently use for self-evaluation of their 

EOL care delivery after a patient expires. The addressee must “respond” in a timely manner by 

recording the actions they have taken in response to the “marching order” in a new entry for the 

patient on the Palliative Care Radar. Entries for any particular patient are ordered from latest to 

earliest and are not separated by discipline so that, for example, a physician can view a history of 

the EOL care tasks suggested and carried out by his or her patient’s social worker, chaplain, and 

nurse—the patient’s entire IDT—with one glance. The actions and interventions addressed on 

the Palliative Care Radar should correlate to those found on the patient’s “Terminal 

Prognosis/End of Life Care Plan” in the paper and SIGMA chart.  

 The objective of the Palliative Care Radar is to ensure, as Dr. Lechich has put so aptly, 

that no patient who is in need of heightened palliative or EOL care “slips through the cracks” and 

misses out on the opportunity to have a “good death” due to lack of TCC IDT intervention. 

Unfortunately, it happens more frequently than it should that a patient “slips through the cracks” 

due to breakdowns in interdisciplinary communication, a lack of mutual accountability among 

the IDT, lack of awareness or knowledge EOL or palliative care, and the hectic nature of the 

average workday at TCC. By requiring a recommendation and response in each entry, the 

Palliative Care Radar encourages mutual accountability among the IDT because individual 

members are expected and encouraged to both give and take feedback on their individual work in 
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a patient’s EOL care from their colleagues in other disciplines. Allowing staff members to 

include any information they deem as crucial in a bullet-point format ensures that the actions and 

responses are individualized for the specific EOL care needs of that patient. The Palliative Care 

Radar also strives to eradicate what Dr. Lechich calls the “silo” effect, in which the different 

disciplines operate on their own without communicating to one another as if each is in their own 

silo. Moreover, I hoped that it would lessen the challenges of the perceived “hierarchy” among 

IDT members by physically placing all of the disciplines’ notes in the same place, giving all 

disciplines equal opportunity and responsibility for maintaining the Palliative Care Radar. I have 

attached a copy of the “Palliative Care Radar” document with two sample entries as Appendix 

B, and a document named “Instructions for Palliative Care Radar” to be used in future 

training for the tool as Appendix C.  

 If used as intended, the Palliative Care Radar would give all TCC staff a ranked “hotlist” 

of the twenty or so highest-priority patients in terms of EOL and palliative care that would 

include, for each of the patients, a continually accumulating archive of calls to action and 

responses taken by individual IDT members to provide effective EOL and palliative care updated 

on a real-time or daily basis. I introduced the Palliative Care Radar to TCC’s physicians and 

Nurse Practitioners during Dr. Lechich’s daily rounds with them in March, and they agreed that 

such a tool would help them minimize loss of crucial EOL care information when they were re-

assigned to different units or on-call for the entire facility during the weekends. Father Lenny has 

informed the chaplains about the Palliative Care Radar, and we are to introduce it together to 

Jeannine Abruzzo, director of Social Services, and Monica McGibbon, Director of Nursing, on 

this Friday, May 4th, during a special meeting to discuss Hospice/EOL issues at TCC.  

 Along with the Palliative Care Radar, I have also proposed the formation of a TCC 

Palliative Care Consult Team that consisting of Dr. Lechich, Monica McGibbon, Director of 
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Nursing, Jeannine Abruzzo, Senior Director, Quality of Life and head of Social Services, and 

Father Lenny, Director of Pastoral Care that would serve as a committee to offer support and 

guidance for individual staff members on how to proceed with a patient’s transition to EOL or 

hospice care. Input from an individual staff member regarding a certain patient’s EOL care to his 

or her discipline’s Director would produce an output of “marching orders” from the Palliative 

Care Consult Team to all members of that patient’s IDT care team. Dr. Lechich suggested that 

the Palliative Care Consult Team act as a supervisory body to ensure that the “marching orders” 

or action tasks demanded by TCC’s EOL protocol and put forth on the Palliative Care Radar be 

carried out quickly and effectively. 

 Whether the Palliative Care Radar is implemented in an official or unofficial capacity, its 

“radar” ranking system and “action task-response” features will certainly be integrated into 

future forms of interdisciplinary EOL documentation. Members of the IDT are already sending 

e-mails to one another with content in the format of the proposed Palliative Care Radar entries 

and subject lines such as “Radar 1 patient.” Dr. Lechich has suggested that the features in the 

Palliative Care Radar be built into a more permanent IDT messaging feature on SIGMA. I noted 

earlier that after the facility’s transition from paper charts to the electronic medical record 

SIGMA in October 2011, the “Progress Notes” section of a patient’s electronic chart has become 

increasingly interdisciplinary. After a patient enters EOL or hospice care, these “Progress Notes” 

begin to suggest what would have appeared on the Palliative Care Radar.  

  The main challenge to implementation of the Palliative Care Radar that I discussed with 

Dr. Lechich was the ambiguity of what to do when a “radar” patient stabilizes to the point that 

they are no longer on the “radar.” When do we remove a patient from the Palliative Care Radar? 

Where will we keep all of those patient’s entries? There are many patients who come on and off 

EOL and hospice care various times throughout their time at TCC, and this challenge reflects the 
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uncertainties of prognostication. I believe, however, that the “history” of the patient’s EOL care 

contained in these entries could be easily retrieved at a future time if they were copied into the 

“Progress Notes” section of a patient’s SIGMA chart or “Terminal Prognosis/End-of-Life Care 

Plan.” 

 

3. Re-Assessment of Terminal Prognosis/End-of-Life Care Plan, Policy and Procedure 

 While I was developing the Palliative Care Radar, I also assisted Father Lenny and Dr. 

Lechich in reviewing other parts of TCC’s EOL protocol. Father Lenny and I made the discovery 

in early February that the newest list of EOL and hospice patients was inaccurate. Several 

patients who had been designated as EOL had “disappeared” in the time between the November 

EOL Census and the February EOL Census. Because the pastoral care department is the sole 

authority for updating and circulating the EOL Census, we were quite alarmed at these 

inaccuracies because it meant that these patients who had “disappeared” were most certainly 

“slipping through the cracks,” unnoticed. I accompanied Father Lenny onto the units where we 

perused through the “disappeared” patients’ paper charts to verify whether or not they were still 

on EOL care. For all of the “disappeared” patients, the chaplains’ progress notes entries in the 

paper charts indicated that these patients had continued on EOL care and had somehow been lost 

from the census. Father Lenny then worked to correct the EOL census by consulting his 

chaplains and the unit nurses.  

 Dr. Lechich and I also reviewed the paper and electronic charts of all the hospice patients 

to affirm that the requisite “Terminal Prognosis/End-Of-Life Care Plan” for these patients called 

for by TCC’s Terminal Prognosis/End-Of-Life Policy and Procedures were in place. Of the 

thirteen patients on hospice, only ten had the requisite “Hospice Care Plan” in place and of those 

ten, only one had the requisite “Terminal Prognosis/End-Of-Life Care Plan” in place. I also 
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noted that there was some confusion as to what form constituted the “Terminal Prognosis/End-

of-Life Care Plan.” What I found in the paper charts on the units was a printed version of the 

care plans generated in SIGMA, a list of general “goals of care” and “interventions” generated 

from SIGMA’s “Hospice” or “Terminal Prognosis/End-of-Life” tasks database. When Dr. 

Lechich asked me whether there was a place within these SIGMA care plans to write 

individualized progress notes or modified care plans, I found that there was a section in each care 

plan for “progress notes.” However, there were no progress notes in any of the care plans for any 

of the hospice patients. Not only were the requisite care plans missing in almost all cases, but 

also missing were any documented attempts on the existing care plans to personalize them 

through “progress notes” for the specific needs of each patient.  

 Dr. Lechich also asked me to review the formal “Terminal Prognosis/End-of-Life Policy 

and Procedure” at Terence Cardinal Cooke, TCC Policy 7.2.1.26, a copy of which is attached as 

Appendix D. The policy has not been updated since 2008 and is outdated in some areas. Upon 

my review I found that several of the forms named in the policy, such as the “Terminal 

Prognosis/End-of-Life Care Plan” mentioned above, have undergone a transition from paper to 

digital format during the facility’s transition to SIGMA in October 2011 or are no longer in use. 

The section in the policy regarding the determination of a surrogate in cases where the patient 

does not have capacity to make medical decisions reflects legal guidelines that have changed 

since the New York State Family Health Care Decisions Act was enacted in June 2010. 

Moreover, the policy does not include the Medical Orders for Life-Sustaining Treatment 

(MOLST) protocol and its corresponding forms, since MOLST protocol had not been 

implemented at TCC until September 2011. I suggested that the policy be updated to reflect 

TCC’s current practices and the new laws and to perhaps include the Palliative Care Radar 

should it be implemented. I also noted to Dr. Lechich that the policy, which has different 
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sections for each discipline, includes few instructions for interdisciplinary communication, and 

that perhaps more explicit instruction to communicate between disciplines would encourage the 

practice in actuality. Dr. Lechich has also suggested that the policy be updated in order to be 

used to re-educate TCC staff on all of the facets of the TCC’s EOL and to clear up any 

confusion.  

 

4. Future Volunteer Involvement in Palliative Care 

 Throughout the semester, I have discussed with Father Lenny and Dr. Lechich the 

positive impact of an increased volunteer force at TCC on the staff’s ability to deliver effective 

palliative care. Father Lenny has recently reached out to students from the New York Zen Center 

for Contemplative Care, who will begin to come in and practice meditation with hospice and 

EOL patients. In the middle of the semester I began to formulate a proposal for creating a 

volunteer program at TCC in which Columbia University students could contribute to palliative 

care at TCC. I brought my ideas to Jeannine Abruzzo, who is the head of Volunteer Services, and 

I will be working with her to implement them during the coming summer. I have seen over and 

over during my time at TCC that the smallest gestures of genuine caring are truly the heart of 

effective palliative care. I believe that a simple visitation program, in which TCC staff could 

match the long-term residents or patients who do not have many visits with Columbia University 

students who would come in once a week to simply be with the patients, could make an 

outstanding positive impact on palliative care at TCC that would benefit staff, patients, and the 

volunteers themselves.  

 

Conclusion: 



	   Shaw 16	  

 I approach all of my time at TCC with two fundamental questions that were framed for 

me by Dr. Lechich, my teacher and mentor: “What does it mean to truly care? Where has all the 

caring gone?” I have been inspired this semester by all the moments of truly caring that I have 

shared with Father Lenny, Dr. Lechich, and the chaplains in my exploration of their roles and 

strengths within TCC’s EOL care framework. I hope that the Palliative Care Radar, which is the 

tangible product of my semester’s project, will prove of some utility to the TCC staff who have 

inspired and fueled its creation through their selfless daily acts of caring. I hope also that my 

efforts in serving as a liaison between different disciplines during my year at TCC has to some 

extent, however little, facilitated their ability to coordinate their fervent efforts to serve TCC’s 

patients. Most of all, I hope that I will be able to express how thankful I am for the opportunity to 

explore TCC fully and freely with the overwhelming support and loving guidance of TCC’s 

C.N.A.s, nurses, social workers, physical therapists, administrators, physicians, security guards, 

family members, and patients, to many of whom I have become a regular visitor and 

collaborator. Lastly, I am most grateful for the mentorship of Ms. Jeannine Abruzzo, Ms. Ann 

Carroll, Father Ayub, Reverend Tara, Reverend Perez, and most of all Father Lenny and Dr. 

Lechich, all of whom have consistently encouraged and challenged me to emulate them in truly 

caring. 



Appendix A: End of Life Care Assessment Tool 

 

Figure 1.  End of Life Care Assessment Tool distributed to health care providers and family members. 

TERENCE CARDINAL COOKE HEALTH CARE CENTER 
 

End of Life Care Assessment Tool 
 

Resident’s Name: 
___________________________ 

Unit:  
_____________ 

MR#:  
_____________ 

Date:  
_______________________ 

 
Discipline: OR Relationship to Resident: 
___________________________  ___________________________ 

 
Date of Death:  
_______________________ 

 
Please indicate your response based on the following numerical scale.  Note that the response of N/A will indicate that 
services were not applicable, not available or not answerable due to lack of information.   

 
0 – Poor 1 – Fair 2 – Good 3 –Very Good 4 – Excellent 

 
Statement RESPONSE 

  
1. If the patient experienced pain, management of the pain was:  
  
2. If the patient experienced other symptoms, control of them was:  
  
3. Medical communication with the family of the patient’s condition and treatment options was:  
  
4. Nursing response to the patient’s needs and symptoms was:  
  
5. Timeliness of receiving medications, especially for pain, was:  
  
6. Nursing monitoring for new symptoms and needs was:  
  
7. Discussions with the patient and/or family regarding advance directives were:  
  
8. Discussions with patient and/or family regarding social service entitlements were:  
  
9. Family counseling services were:  
  
10. Discussions of spiritual belief issues with patient and/or family were:  
  
11. Bereavement and spiritual support services for the family were:  
  
12. Any psychiatric and/or psychological assessments or counseling for patient and/or family were:  
  
13. Dietary assessment and any change to a more palatable diet regimen were:  
  
14. Any rehabilitation assessments and interventions resulting in better comfort were:  
  
15. Any recreation assessments or interventions resulting in better comfort were:  
  
16. Considering the responses to the above statements, your overall assessment of the quality of the 

patient’s end of life care is: 
 

   



Appendix B: Palliative Care Radar
UNIT + 

SERVICE 
LINE

RM. NAME (L,F) RADAR
INITIAL 
DATE + 
REASON

XH, GER XXXB Smith, Jane 1
X/X/XX, 
Sudden 
Decline

HOSPICE + END-OF-LIFE CARE
12/2/2012, Father Lenny, Pastoral Care: Visited Patient X on suggestion of Dr. Lechich. 
Patient indicated despondent feelings. Will consult with family and recretional therapy on 

12/2/2012, Dr. Lechich, Medicine: Patient X demonstrates sudden decline with loss of 
appetite. Calorie counts over the past few days have been unsuccessful. We should 
prepare to assess patient for end of life protocol. To SW, please review advance 
directives. 

ESSENTIAL NOTES (Date, Name, Discipline: Note)
(Latest Entry at Top, Please Enter Line Break (Alt+Enter) Between Entries)



Appendix B: Palliative Care Radar

UNIT + 
SERVICE 

LINE
RM. NAME (L,F) RADAR

INITIAL 
DATE + 
REASON

XH, DIS XXXB Smith, Jenny 2

X/X/XX, 
Family 
Involve
ment

GENERAL

05/01/2012, Dr. Taitt, Medicine: Spoke to John Smith, Ms. Smith's son this afternoon re: 
Ms. Smith's poor appetite and failure to thrive. Mr. Smith told me he needed to think 
about DNR and would get back to me shortly. To SW: Can we prepare the forms and 
information for Mr. Smith?

04/30/2012, Dr. Lechich, Medicine: Ms. Smith's son came in today and expressed anger 
at the SW's attempts to speak with him about advance directives. To Dr. Taitt, please set 
up a time to meet with the son to discuss Ms. Smith's prognosis.

ESSENTIAL NOTES (Date, Name, Discipline: Note)
(Latest Entry at Top, Please Enter Line Break (Alt+Enter) Between Entries)



Appendix C: Palliative Care Radar Instructions 
How to Use the Palliative Care Radar 

 
This communication tool was designed for three purposes: 
 

1) To allow members of the interdisciplinary care team to rapidly share crucial information 
regarding a particular resident/patient’s palliative care, with assurance of reliable and timely 
recognition from the intended recipient(s) 

 
2) To provide a standard, tiered system for identifying and assessing high priority 

residents/patients whose palliative care plan should be initiated or re-evaluated immediately  
 
3) To heighten awareness and mutual accountability among all staff for high priority palliative 

care patients throughout the facility 
 
 
This tool is to be used in conjunction with the End of Life Care Assessment Tool and the Terminal 
Prognosis/End Of Life Care Plan.  
 
Because of the high volatility and priority of the patients on this radar, this tool MUST be checked and 
updated daily by all staff members with access. 
 
 
In conjunction with this tool is the formation of TCC’s Palliative Care Consult Team, consisting of the 
following members: 
 
Medicine: Dr. Anthony Lechich, Medical Director 
Social Work: Jeannine Abruzzo, Senior Directory, Quality of Life and Jerome Korenblatt, SW 
Nursing: Monica McGibbon, Director of Nursing 
Pastoral Care: Father Lenny Delgado, Director of Pastoral Care Services 
 
If you need guidance or advice on a certain case, please contact your discipline’s team member.  
 
 
If you are entering a new patient, please complete the following fields:  
 
Unit + Service Line: Please enter the patient’s unit (H8, C5) and service line: Geriatrics, Specialty, or 
Discrete 
 
RM.: Please enter patient’s room number. Ex. H345B  
 
Name (L,F): Please enter patient’s name in “Last Name, First Name” format. 
 
Radar: Please enter 1, 2, or 3. If there is any question on what number patient should be, please consult 
the Palliative Care Consult Team. 
 
Initial Date + Reason: Please enter the date the patient first appeared on the radar and the initial reason 
for concern. 
 
Essential Notes: 
 



Appendix C: Palliative Care Radar Instructions 
The content of each “Essential Note” must include the following: 
 

1) To: Specific Discipline/IDT 
 
Each essential note should function as a “memo” to another member of the IDT and should be directed 
either at a specific discipline or disciplines or intended as an alert to the entire IDT caring for a patient.  
 

2) Information to be Conveyed 
 
Each essential note should include crucial information to be shared with the IDT. Include information in a 
concise, succinct format that you believe should 1) change the goals of care/care plan for the patient 
and/or 2) affect the way that other IDT members physically and psychologically approach and care for 
this patient.  
 

3) Suggested Action and/or Description of Action Taken  
 
At the end of each essential note there MUST be a suggestion for an action to be taken by the recipient of 
your note in response to the conveyed information. Please refer to the “End of Life Care Assessment 
Tool” for a guide on the actions that must be taken for each patient on the radar, and refer to these 
statements in your Suggested Action. 
 
If you are responding to an essential note directed to you/your discipline, you MUST include a 
description of the action you took in response. Please refer to the “End of Life Care Assessment Tool” 
for a guide on the actions that must be taken for each patient on the radar, and refer to these statements in 
your Description of Action Taken. 
 
You are expected to provide a response within two days. 
 
 
 



 Appendix D: TCC “Terminal Prognosis/End-of-Life Care” Policy, No. 7.2.1.26 
TERENCE CARDINAL COOKE HEALTH CARE CENTER 

 POLICY AND PROCEDURES 
 
TITLE:       TERMINAL PROGNOSIS / END-OF-LIFE CARE 
 
DATE REVISED:     October 5, 2008          PAGES 1 OF 6               POLICY NO.: 7. 2. 1. 26   
 
DATE ISSUED:         February 2002 
 
DIVISION:      MEDICAL SERVICES 
 
SUBJECT:      RESIDENT/PATIENT CARE 
 
POLICY STATEMENT:  
When it becomes clear that the resident is in a progressive state of decline where their condition 
can no longer be treated or cured and the physician documents a terminal prognosis, quality of 
life and pain management take precedence. To maximize the quality of life for the residents 
Terence Cardinal Cooke Health Care Center is dedicated to providing services that meet the 
needs of the residents and their families. 
 
As the end of life (i.e. the active phase of decline and dying) approaches, the ultimate goal of 
care is to provide the dying resident with a “good death”. A good death may be thought of as: 
providing relief from distressing symptoms, addresses psychological and spiritual needs, 
provides a chance for patients and families to face the inevitable without additional fear or 
misinformation, and produces a sense of autonomy and reduced powerlessness in the face of 
death.  
 
The tasks involved in providing optimal end-of-life care includes but not limited to: explicit 
recognition that an individual resident has a limited life expectancy with no reasonable 
expectation of a change in this prognosis, care planning that specifically includes end-of-life 
issues, implementation of the care plan with monitoring to ensure that the resident receives 
appropriate care, promotion or maintenance of the dignity of the resident.  
 
Identification of the person authorized to make decisions: 
In the case of a resident with capacity to make medical decisions, the orders for terminal 
prognosis /end-of-life care will be written after discussion with the resident. 
 
In the case of a resident without capacity but who has a health care proxy (HCP) agent, the 
orders will be written after discussion with the resident’s HCP agent. A resident’s advance 
directives, whenever available, and applicable will be followed/used as a guide.  
 
In the case of a resident without capacity and who does not have a HCP the orders will be written 
after discussion with resident’s designated representative/family. In this case the discussion will 
center around a determination (“clear and convincing evidence”) of what the resident’s wishes 
were regarding his/her health care except for decision regarding artificial nutrition (can only be 
made by resident, HCP or legal guardian). A resident’s advance directives, whenever available, 
and applicable will be followed.  
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In the case of a resident without capacity and without family/designated representative or HCP 
and without advance directives the physician will notify the Ethics Committee. The Ethics 
committee will review the need for guardianship and notify Administration as applicable. (DNR 
orders may be written as per NYS law by the attending physician and a concurring physician) 
 
In cases where the resident lacks capacity to make medical decisions the physician will make all 
efforts, if applicable, to communicate the healthcare decisions and plans with the resident. If the 
resident disagrees with the HCP agent or designated representative the physician will order a 
psychiatric evaluation for determination of capacity for each specific advance directive. If 
disagreement is not settled than the case will be referred to the ethics committee for review. 
 
Determining Incapacity  
As per the “Health Care Proxy Law: A Guidebook for Health Care Professionals”: 

The HCP agent's decision–making authority begins when the patient's attending 
physician determines that the patient lacks capacity to decide about health care. 
The capacity to make health care decisions is defined in the Proxy Law as "the 
ability to understand and appreciate the nature and consequences of health care 
decisions, including the benefits and risks of and alternatives to any proposed 
health care, and to reach an informed decision." 
The patient must be promptly informed orally and in writing of an incapacity 
determination, if the patient can understand this information. The agent must also 
be promptly informed. 
If the patient objects to the determination, or to a decision by the agent, health 
care professionals cannot honor the agent's decision or override the patient's 
wishes without obtaining a court order. 
After the initial determination that the patient lacks capacity, the attending 
physician must confirm that the patient still lacks capacity before honoring new 
decisions by the health care agent. The confirmation must be written in the 
patient's medical record. 
Before an agent decides to withdraw or withhold life–sustaining treatment, a 
second physician must confirm the incapacity determination and make chart 
entry. 

 
There are often difficult or challenging decisions to make when a resident is determined to have 
a terminal prognosis. The staff is encouraged to consult with the ethics committee whenever 
there is a need for assistance or guidance to ensure that the resident’s choices and advance 
directives, if known, are followed. 
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Care givers must: 
1. Assess and treat both somatic and psychologically induced pain. 
2. Attempt to decrease pain and symptom burden to the lowest degree possible. 
3. Ensure that medications are as few as possible and given by the simplest route. 
4. Explore both pharmaceutical and non-pharmaceutical interventions for pain and symptom 

relief.  
 
Terminal Prognosis/End-of-Life Care orders and/or Advance Directives can be revised or 
revoked in whole or in part if the resident improves unexpectedly and a longer period of 
survival is anticipated. Revoking of Terminal Prognosis/End-of-Life Care orders will be done in 
consultation with resident and/or HCP agent/designated represented/family. A progress note 
documenting the rationale for revocation of the orders will be written by a medical staff member 
and the Interdisciplinary team.  

 
RESPONSIBILITY 
 

PROCEDURE 
 

FORMS 
 

Interdisciplinary Team 
Members (IDT) 
/Admissions 
              

1. Screen PRI documents & Acute care teams for 
possible EOL status 

 
2. Notifies Attending Physician 

P.R.I. Hospital Data 

Medicine 
 

3. Assesses resident/patient and documents terminal 
prognosis.  

4. Determines capacity to make medical decisions or 
refers to psychiatrist as needed. 

5. Psychiatrist (if consulted) may advise on end-of-
life psychiatric needs. 

6. Discusses/reviews terminal prognosis and Advance 
Directives including treatment plan/options 
(waiving weights, labs, invasive diagnostic tests 
etc.) with resident and/or Health Care Proxy (HCP) 
agent/designated representative. Once determined 
writes orders for each Advance Directive. 

7. Conducts and documents clinical assessment of 
pain and symptoms. 

8. Writes order for “terminal prognosis/end-of-life 
care.  

 

History & Physical 
/Monthly Rewrites /  
Progress Note 
 
 
 
 
 
 
 
 
 
 
 
Physician Orders 



 Appendix D: TCC “Terminal Prognosis/End-of-Life Care” Policy, No. 7.2.1.26 
TERENCE CARDINAL COOKE HEALTH CARE CENTER 

 POLICY AND PROCEDURES 
 
TITLE:       TERMINAL PROGNOSIS / END-OF-LIFE CARE 
 
DATE REVISED:     October 5, 2008          PAGES 4 OF 6               POLICY NO.: 7. 2. 1. 26   
 
RESPONSIBILITY 
 

PROCEDURE 
 

FORMS 
 

Medicine 
 

9. Reviews orders to determine if medication burden 
(including all prior medications) can be decreased. 

10. Orders appropriate therapeutic interventions to 
ensure optimum comfort level. 

11. Participates in the initial care plan meeting for end-
of-life care. 

12. Monitors resident/patient as necessary for 
improvement or decline and possible need for 
further treatments. 

13. Consults with sub-specialists when pain or 
symptom relief is inadequate. 
 

MD Orders 

Nursing 
 

14. Completes pain assessment form on admission, 
readmission, quarterly, annually and with 
significant change assessment. 

15. Assesses pain daily and documents on pain flow 
sheet as per policy. 

16. Documents initial order for each Advance Directive 
and terminal prognosis /end-of-life care on 24 hr 
report and on protocol. 

17. Assesses the resident/patient weekly, documents 
findings in a progress note and revises care plan as 
needed.  

18. Notifies Chaplain when resident is close to death. 
 

Pain Assessment Form 
 
 
Pain Flow Sheet 
 
24-hour Report 
Terminal Prognosis/End-
of-Life Protocol 
 
Progress Note 
 
 
 

Social Service 19. Schedules a Care Conference meeting with the 
Interdisciplinary Team and resident and/or 
HCP/designated representative/family. 

20. Performs a psychosocial assessment of 
resident/patient and family situation related to end-
of – life needs. 

21. Ensures appropriated Advance Directive forms are 
completed and treatment plan choices are 
documented in the care plan and “Terminal 
Prognosis/ End-of-Life Care Protocol”.  

22. Provides and documents counseling and emotional 
support to resident/patient and family as needed.  

23. Weekly 1:1 visits to provide support, assess 
resident and documents findings in progress note as 
well as revise care plan as needed. 

24. With permission from Administration, unlimited 
visitation will be granted to the family. SW to make 
arrangements for overnight stays as needed. 

 
 

 
 
 
Psychosocial Assessment 
/ Progress Note 
DNR/HCP/ Terminal 
Prognosis/ End-of-
Life Care Protocol.  
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RESPONSIBILITY 
 

PROCEDURE 
 

FORMS 
 

Psychology 25. Provides comprehensive psychological and mental 
status assessment if necessary. 

26. Provides and documents counseling and emotional 
support to resident/patient and family as needed. 

27. Recommends treatment for psychiatric symptoms 
and advises regarding use of psychotropic 
medications. 

 

Consultation Request 
Form 

Pastoral Care 28. Conducts and documents spiritual assessment and 
provides counseling and emotional support to 
resident/patient and families. 

29. Participates in bereavement process. 
30. Confers with volunteer department as to services 

provided by volunteers. 
 

Progress Notes 

Dietary Services 31. Assesses resident/patient’s nutrition and hydration 
status. 

32. Provides for resident/patient’s food preferences and 
individualizes plan based on assessment of 
resident/patients level of tolerance and clinical 
symptoms (i.e. meal size, supplements, pleasure 
feeding).  

 

Nutritional Assessment / 
Progress Note 

Recreation 33. Assesses for possible recreation therapy based on 
resident/patient preference and tolerance.  

34. Make arrangements for personal pets to visit. 
 

Progress Note 

Rehabilitation Services 35. Assess for modification of restorative treatment 
plan as applicable. 

36. As needed assesses for positioning devices. 
37. Provides therapy to improve comfort or decrease 

symptoms as per MD order and based on rehab 
evaluations. 

 

Evaluation / Screen 

Volunteer Dept 38. Provide support (Doula) as indicated.  

Interdisciplinary Team 39. Meets with resident and/or HCP agent/designated 
representative/family initially after terminal 
prognosis is established and monthly and/or 
episodically thereafter. 

Comprehensive Care Plan 

 40. Develops individualized care plan to address all 
end-of-life care, reviews plan monthly and /or 
episodically to ensure quality of life and quality of 
care needs are met.  

41. If resident is placed on hospice the IDT will review 
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RESPONSIBILITY 
 

PROCEDURE 
 

FORMS 
 

and ensure the hospice plan is integrated with the 
IDT’S plan for the resident and meet with hospice 
staff at least monthly.  
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