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The Care Team | 
COVID-19

Team Members: 
• Palliative Care Physician (if available) | Team Lead
• Upskilled* Hospitalist and/or Ambulatory Physicians
• Upskilled* APPs
• Social Workers
• Care Management
• Banner Hospice Liaison  
• Spiritual Care 
• RNs
• Others as needed 

Functions: 
• Liaison to Critical Care Department & Triage Officers

• Capacity of staffing & beds
• Anticipated patients
• Family & patient conflicts 

• Delivery of comfort care & symptom management
• Family communication & updates
• Spiritual & cultural needs
• Facilitate transfer to off campus alternative sites
• Notification of death 

Training | Upskilling*:
• COVID-19 Triage Protocols
• Symptom management & comfort care (physicians|APPs)
• Goals of care conversations | Advance Care Planning 

Purpose: to direct palliative care & communication for patients, families & 
critical care team 

Not responsible for decisions made or appeals of decisions 
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Daily Huddle with core 
components of team to 

review patient list, status of 
CCD & Triage | Review goals 

of the day* 

Team lead starts day by 
connecting with CCD & 

Triage Officers using ICU 
Consult Pathway

Patients assigned to 
different members of the 
core team based on needs

Team rounding

Mid-day team 
check in by lead

Team rounding

End of Day Huddle with 
core components of team to 
review patient list, status of 

CCD & Triage | 
Were goals of the day met?

Team lead ends day with 
sign out to CCD & Triage 

Officers 

*Team Goals of Day: 
• Manage capacity & 

staffing of beds 
• Add anticipated patients 

to rounding list
• Communicate with 

MPOA/Surrogate
• Transition to alternate 

care site or level of care | 
SNF, LTAC, Home, GH, 
ALF (with or without 
Hospice care)
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ICU Consult Pathway | 
COVID -19



Training Syllabus | 
Palliative Medicine Comfort 
Care Communications Team  

COVID-19 
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Determining Capacity | 
Pocket Guide

A critical first step in having a goals of care discussion is 
determining if the patient has capacity or not 
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AZ Surrogate Decision Maker | 
When Patient Lacks Capacity

If they lack capacity:
• Do they have a MPOA?  Do we have the paperwork?
• If they do not have an MPOA or there is no paperwork, a surrogate decision 

maker needs established 



Palliative Care

Responding to Emotions| 
COVID-19
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Talking Maps| 
COVID-19
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GUIDE4 | COVID-19
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REMAP4| COVID-19
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Talking to Surrogates When Patients Are 
Dying Despite Critical Care | REMAP-IA 4
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Talking to Surrogates When Patients Are 
Dying Despite Critical Care | REMAP-IA 4
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Saying Goodbye | Talking to family on phone or 
video through saying goodbye to a patient in 

their last hours or minutes 
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Triage During the 
Pandemic | COVID-19
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Triage During the 
Pandemic | COVID-19

AZ CSC Plan Pandemic Triage 
Addendum

• Concepts of Triage

• Triage Priority Score  

• SOFA Score +

• Prognosis

• Add 2 points: death expected <5 years

• Add 4 points: death expected <1 year

• Score corresponds to assigned color Triage Color Group

• Equal Priority Resolution Process

• Allocation vs. Reallocation

• Conflict resolution
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Triage During the 
Pandemic | COVID-19
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Triage During the 
Pandemic | COVID-19
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Triage During the 
Pandemic | COVID-19

Hospice Criteria 
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Triage During the 
Pandemic | COVID-19

Hospice Criteria 
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Triage During the 
Pandemic | COVID-19

Equal Priority Resolution Process

• Pediatric patients <18

• First responders, HCWs

• Single caretakers for minors or dependent adults

• Pregnant patients

• Opportunity to experience life stages

• Childhood

• Young adulthood

• Middle years

• Older years
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Triage During the 
Pandemic | COVID-19

Conflict Resolution: Appeals

• Must be based on suspected error in calculating score

• Cannot be based on disagreement with criteria used

• If time allows, TO separate from first TO will rescore

• May involve additional triage “eyes” (CMO? ICU?)

• Decisions are final

• PEG-T takes responsibility
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Triage During the 
Pandemic | COVID-19

Ongoing Triage
• Under Contingency/Crisis everyone aware ICU is “trial”

• Ongoing discussions with family (“navigator)”)

• Transparency about allocation/reallocation possibilities

• Triage Scores and Color Groups calculated daily

• Triage applies to all patients: COVID and non-COVID
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Triage During the 
Pandemic | COVID-19

Allocation in Crisis: worst case 
scenario

(could include withhold) 

• Each patient has score graphed over time to see trends

• Awareness of catastrophic events

• Local ICU aware of patient scores

• ICU, ED, local TO, CMO connected re: available resources

• Daily (or more) decisions 
• Rank ICU patients

• Match ranked priority to available resources to decide who gets a 
resource
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Triage During the 
Pandemic | COVID-19

Reallocation in Crisis: even worse
(could include withdraw) 

• Withdrawing and withholding are normally ethically 
equivalent

• They are NOT equivalent in triage (involuntary)

• Score does not change just due to continued use of scarce 
resource

• Extended time on vent is common/expected with COVID

• If patient not worse, single organ failure, generally 
continues vent

• Reallocation generally when

• Patient worse over time

• Devastating complication occurs

• Multi-organ failure with poor prognosis

• Another patient with much better score is waiting and 
will die without the resource
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Comfort Care & Hospice Power Plan| 
Adult | Tip Sheet | General Notes  

• Before initiating comfort care, verify patient’s code status
• These patients should be listed as a DNR/DNI

• Specific dosages are less important than the goal of symptom relief 

• It may take higher than expected doses to achieve comfort

• Goal = comfort! 
• Keep the respiratory rate <20 and eliminate grimacing and agitation
• Nonverbal signs of distress = restlessness, tachypnea, tachycardia, labored breathing, 

grunting, grimacing

• Appropriately titrated opioids and benzodiazepines are appropriate in relieving distress
• Opiates are used to relieve breathlessness via the depression of opioid receptors 

found in the lungs, spinal cord, and central respiratory centers, including the 
medullary respiratory center

• Benzodiazepines are conjointly used to relieve anxiety
• Studies have shown that these therapies do not hasten death but effectively relieve 

the symptoms of breathlessness, anxiety, and pain 

• Oxygen should be weaned based on comfort and not oxygen saturation levels

• Discontinue paralytics; do not use paralytic agents for withdrawal of life sustaining 
therapies

Signs of approaching end of life:
• Loss of radial pulse; mandibular movement during breathing; anuria; apneic pauses; 

Cheyne-Stokes breathing; loud and excessive oral secretions; non-reactive pupils; decreased 
response to verbal/visual stimuli; inability to close the eyelids; drooping of both nasolabial 
folds (face may appear more relaxed); neck hyperextension (head tilted back when supine); 
and grunting of vocal cords, chiefly on expiration; peripheral cyanosis; proximal mottling 
(e.g. knees)

• For end-of-life patients’ alterations in respiration may be related to the dying process and
not opioid induced respiratory depression

References available 
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Comfort Care Power Plan| 
Adult | Tip Sheet  

Opioids:
For Opioid Naïve Patients:
• Oral opioid analgesics

Use only in patients will be going home on hospice

• Intravenous opioid analgesics
Check off one opioid.  If symptoms are not controlled after 2 doses, see: For Opioid 
Tolerant Patients below on starting an infusion of basal opioid and bolus dose opioid

For Opioid Tolerant Patients:
Select one basal opioid infusion AND one bolus dose opioid
• Start the basal opioid infusion at 50% of an effective opioid bolus dose in mg/hr.  

• Example:  If Morphine 8mg IVP relieved symptoms, start Morphine basal rate at 
4mg/hour

• Patients need to be closely monitored by both physician and RN at the initiation of a basal 
opioid infusion to ensure comfort is achieved quickly

• Assessment & documentation should occur every 3omin x 2, then; every hour x 4, 
then; every 4 hours if stable

• If distress is witnessed immediately give a bolus dose.  If bolus is ineffective after 2 doses, 
increase both the basal opioid infusion AND the bolus opioid dose by 50%

• Example:  Morphine 4mg/hr infusion is running. Morphine 8mg IVP given x2 and 
patient still has RR of 40.  Increase Morphine continuous infusion by 50% to 
6mg/hour.  Increase bolus by 50% to 12mg IVP q15min prn

• Consider a consult to Palliative Medicine if the patient’s symptoms are not well controlled

Sedative Anxiolytic: 
• Choose one
• Benzodiazepines should be administered concurrently with opioids for relief of anxiety and 

breathlessness

References available 
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Comfort Care Power Plan| 
Adult | Tip Sheet  

Gastrointestinal Medications
• ALWAYS check a bisacodyl suppository daily when opioids are ordered
• Only check one anti-nausea medication in awake patients with nausea/vomiting 

Delirium
• Only check off in patients with severe agitated delirium

Sleep
• Only check off in patients who complain of difficulty sleeping

Miscellaneous Medications
• Dexamethasone – consider adding in patients with severe pain related to bone/liver/renal 

metastases, bowel obstructions, or increased intracranial pressure
• Glycopyrrolate – check off in patients with oral secretions 

Laboratory 
• Check off if COVID-19 lab test is pending 

Consults: 
• Check off hospice consult if patient’s prognosis is days to weeks 
• Consider a consult to Palliative Medicine if the patient’s symptoms are not well controlled  

References available 
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Hospice Inpatient Power Plan| 
Adult | Tip Sheet 

Opioids:
For Opioid Naïve Patients:
• Intravenous opioid analgesics

• Check off one opioid with PRN dosing 
• If symptoms are not controlled after 2 doses, see: For Opioid Tolerant Patients below 

on starting an infusion of basal opioid and bolus dose opioid

For Opioid Tolerant Patients:
Select one basal opioid infusion AND one bolus dose opioid
• Start the basal opioid infusion at 50% of an effective opioid bolus dose in mg/hr.  

• Example:  If Morphine 8mg IVP relieved symptoms, start Morphine basal rate at 
4mg/hour

• Patients need to be closely monitored by both physician and RN at the initiation of a basal 
opioid infusion to ensure comfort is achieved quickly

• Assessment & documentation should occur every 3omin x 2, then; every hour x 4, 
then; every 4 hours if stable

• If distress is witnessed immediately give a bolus dose.  If bolus is ineffective after 2 doses, 
increase both the basal opioid infusion AND the bolus opioid dose by 50%

• Example:  Morphine 4mg/hr infusion is running. Morphine 8mg IVP given x2 and 
patient still has RR of 40.  Increase Morphine continuous infusion by 50% to 
6mg/hour.  Increase bolus by 50% to 12mg IVP q15min prn

If at any time you have questions or are 
uncomfortable ordering please call Banner 

Hospice to speak to the physician or NP on call 
We are here to help! 
480.657.1100 | 24/7

References available 
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Sedative Anxiolytic: 
• Choose one
• Benzodiazepines should be administered concurrently with opioids for relief 

of anxiety and breathlessness

Delirium
• Check in patients with severe agitated delirium

Gastrointestinal Medications
• Bisacodyl suppository daily is pre-checked; DO NOT uncheck 
• Check one anti-nausea medication in awake patients with nausea/vomiting 

Miscellaneous Medications
• Glycopyrrolate – check off in patients with oral secretions 
• Acetaminophen suppository for patients with fever 

Hospice Inpatient Power Plan| 
Adult | Tip Sheet 

If at any time you have questions or are 
uncomfortable ordering please call Banner 

Hospice to speak to the physician or NP on call 
We are here to help! 
480.657.1100 | 24/7

References available 
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Goals of Care | Advance Care Planning
Quick Text Template | Long Version

Advance Care Planning | Goals of Care
Date: _
Time In: _ Time Out: _ 
At least 16 minutes were spent today providing advance care planning.  Total time spent providing information & discussion 
around advance care planning: _ 
Present & Involved in discussion today: _ (physician, staff, patient, family)

Does the patient have decision making capacity at the time of the goals of care conversation?
_ Yes
_ No 
To have capacity, patients must be able to understand information, appreciate the situation and its consequences, reason 
about treatment options, and clearly communicate a choice.  Capacity can fluctuate and is decision dependent.  

Preference for receiving information
_

Patient and/or MPOA/Surrogate/Proxy Understanding of Illness 
_

Prognosis (I wish….   I worry that…..    I hope that….)
_

Goals
_ Live as long as possible no matter what
_ Be mentally aware
_ Be physically comfortable
_ Be independent
_ Not be a burden
_ Have medical decisions respected
_ Be emotionally and spititually at peace
_ Reach a particular goal _ 
_ Other _ 

Fears & worries about the future with your health?
_ Pain 
_ Other symptoms (shortness of breath, anxiety, restlessness, etc)
_ Loss of dignity
_ Loss of control
_ Finances
_ Burden to others
_ Spiritual distress
_ Getting unwanted treatments 
_ Family concerns 
_ Loss of ability to care for others (significant other, children, etc) 

Page 1

*Cut & Paste to create Cerner Auto Text Template
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What is/are your source(s) of strength?
_ 

Critical Abilities
_ Being conscious
_ Being able to care for myself (Activities of Daily Living) 
_ Being able to interact with others
_ Being able to be myself
_ Other _ 

Tradeoffs (If you become sicker, how much are you willing to go through for the possibility of gaining more time?)
_ Resuscitation (compressions, shock, medications)
_ Pacemaker and/or AICD 
_ Intubation (breathing machine)
_ Feeding tube or artificial nutrition
_ Dialysis
_ Hospitalization
_ Nursing Home 
_ Blood transfusions 
_ IV Fluids/Hydration 
_ Antibiotics 

Family (How much does your family know about your priorities & wishes?)
_

Advance Directive: _
MPOA: _ 
Surrogate/Proxy: _ 
Code Status Pre-Conversation: _ 

At the patient/family request and with permission, I discussed advance care planning and written directives including a living 
will and medical power of attorney.  I reviewed their importance to the patient’s care.  I educated that the MPOA comes into 
effect only when the patient cannot communicate their wishes.  It then becomes the responsibility of the MPOA to make the 
best substituted judgement (what the patient would say could they speak for themselves) and communicate the patient’s 
wishes, values, and preferences for treatment.  
Discussed at length today about the patient’s condition, diagnosis, illness trajectory, symptoms, treatment options, goals of
care, quality of life, and overall prognosis.  Explained what Palliative Medicine is and how it can support through serious 
illness. Explained what Hospice Medicine is, it’s philosophy of care, and the levels of care within hospice.  

Reviewed & discussed code status.  
Code Status Post-Conversation: _ 
Order updated in Cerner: _ (yes; no; n/a) 
I’ve heard you say that _ is important to you.  Keeping that in mind, and what we know about your illness, I recommend that 
we _. This will help us make sure that your treatment plans reflect what’s important to you. 

Page 2

Goals of Care | Advance Care Planning
Quick Text Template | Long Version
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Advance Care Planning 
Date: _
Time In: _ Time Out: _ 
At least 16 minutes were spent today providing advance care planning.  Total time spent providing information & discussion 
around advance care planning: _ 
Present & Involved in discussion today: _ (physician, staff, patient, family)

Does the patient have decision making capacity at the time of the goals of care conversation?
_ Yes
_ No 
To have capacity, patients must be able to understand information, appreciate the situation and its consequences, reason 
about treatment options, and clearly communicate a choice.  Capacity can fluctuate and is decision dependent.  

Advance Directive: _
MPOA: _ 
Surrogate/Proxy: _ 
Code Status Pre-Conversation: _ 

At the patient/family request and with permission, I discussed advance care planning and written directives including a living 
will and medical power of attorney.  I reviewed their importance to the patient’s care.  I educated that the MPOA comes into 
effect only when the patient cannot communicate their wishes.  It then becomes the responsibility of the MPOA to make the 
best substituted judgement (what the patient would say could they speak for themselves) and communicate the patient’s 
wishes, values, and preferences for treatment.  Discussed at length today about the patient’s condition, diagnosis, illness 
trajectory, symptoms, treatment options, goals of care, quality of life, and overall prognosis.  Explained what Palliative 
Medicine is and how it can support through serious illness. Explained what Hospice Medicine is, it’s philosophy of care, and 
the levels of care within hospice.  

Reviewed & discussed code status.  
Code Status Post-Conversation: _ 
Order updated in Cerner: _ (yes; no; n/a) 

Advance Care Planning
Quick Text Template | Short Version

*Cut & Paste to create Cerner Auto Text Template
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Advance Care Planning | Goals of Care
Billing & Coding 

Frequently Asked Questions about Billing the 
Physician Fee Schedule for Advance Care Planning Services  

This document answers frequently asked questions about billing advance care planning (ACP) services to the 
Physician Fee Schedule (PFS) under CPT codes 99497 and 99498 beginning January 1, 2016.   

CPT Code 99497- Advance care planning including the explanation and discussion of advance directives 
such as standard forms (with completion of such forms, when performed), by the physician or other 
qualified health care professional; first 30 minutes, face-to-face with the patient, family member(s), and/or 
surrogate   

CPT Code 99498- each additional 30 minutes (List separately in addition to code for primary procedure) 

1.  CPT codes 99497 and 99498 are time-based codes (a base code and an add-on code).  Are 
there minimum amounts of time required to bill these codes? 

In the calendar year (CY) 2016 PFS final rule (80 Fed. Reg. 70956), we adopted the CPT codes and CPT 
provisions regarding the reporting of timed services.  Practitioners should consult CPT provisions regarding 
minimum time required to report timed services.  If the required minimum time is not spent with the 
beneficiary, family member(s) and/or surrogate to bill CPT codes 99497 or 99498, the practitioner may 
consider billing a different evaluation and management (E/M) service such as an office visit, provided the 
requirements for billing the other E/M service are met.   

2.  Are there limits on how often I can bill CPT codes 99497 and 99498? 

Per CPT, there are no limits on the number of times ACP can be reported for a given beneficiary in a given 
time period.  Likewise, the Centers for Medicare & Medicaid Services has not established any frequency 
limits.  When the service is billed multiple times for a given beneficiary, we would expect to see a documented 
change in the beneficiary’s health status and/or wishes regarding his or her end-of-life care.  

3. In what settings can ACP services be provided and billed- Inpatient? Nursing home? Other? 

There are no place of service limitations on the ACP codes.  As we stated in the CY 2016 PFS final rule (80 
Fed. Reg. 70956), ACP services may be appropriately furnished in a variety of settings depending on the needs 
and condition of the beneficiary.  The codes are separately payable to the billing physician or practitioner in 
both facility and nonfacility settings and are not limited to particular physician specialties.  

Page 1
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Advance Care Planning | Goals of Care
Billing & Coding 

4.  Who can perform ACP services?  
As we said in the CY 2016 FPS final rule (80 Fed. Reg. 70956), the services described by CPT codes 99497 and 
99498 are appropriately provided by physicians or using a team-based approach provided by physicians, 
nonphysician practitioners (NPPs) and other staff under the order and medical management of the beneficiary’s 
treating physician.  The CPT code descriptors describe the services as furnished by physicians or other qualified 
health professionals, which for Medicare purposes is consistent with allowing these codes to be billed by the 
physicians and NPPs whose scope of practice and Medicare benefit category include the services described by the 
CPT codes and who are authorized to independently bill Medicare for those services.  Therefore, only these 
practitioners may report CPT codes 99497 or 99498.  The ACP services described by these codes are primarily the 
provenance of patients and physicians; accordingly we expect the billing physician or NPP to manage, participate 
and meaningfully contribute to the provision of the services in addition to providing a minimum of direct 
supervision.  The usual PFS payment rules regarding ‘‘incident to’’ services apply, so that when the services are 
furnished incident to the billing physician or practitioner all applicable state law and scope of practice 
requirements must be met and there must be a minimum of direct supervision in addition to other incident to 
rules.   

5.  Can ACP services be furnished without beneficiary consent?    
Since ACP services are voluntary, Medicare beneficiaries (or their legal proxies when applicable) should be given a 
clear opportunity to decline to receive ACP services.  Beneficiaries, family members and/or surrogates may receive 
assistance for completing legal documents from others outside the scope of the Medicare program in addition to, or 
separately from, the physician or NPP. 

6.  What must be documented for the service?  
Practitioners should consult their Medicare Administrative Contractors (MACs) regarding documentation 
requirements.  Examples of appropriate documentation would include an account of the discussion with the 
beneficiary (or family members and/or surrogate) regarding the voluntary nature of the encounter; documentation 
indicating the explanation of advance directives (along with completion of those forms, when performed); who was 
present; and the time spent in the face-to-face encounter.  

7.  Does the beneficiary/practice have to complete an advance directive to bill the service?  
No, the CPT code descriptors indicate “when performed,” so completion of an advance directive is not a 
requirement for billing the service. 

8. Can ACP be reported in addition to an E/M service (e.g., an office visit)?  
CMS adopted the CPT codes and CPT provisions regarding the reporting of CPT 99497 and 
99498 (see #1). This includes the CPT instructions that CPT codes 99497 and 99498 may be billed on the same day 
or a different day as most other E/M services, and during the same service period as transitional care management 
services or chronic care management services and within global surgical periods.  CMS also adopted the CPT 
guidance prohibiting the reporting of CPT codes 99497 and 99498 on the same date of service as certain critical 
care services including neonatal and pediatric critical care. 

9. What diagnosis must be used?  
No specific diagnosis is required for the ACP codes to be billed.  It would be appropriate to report a condition for 
which you are counseling the beneficiary, an ICD-10-CM code to reflect an administrative examination, or a well 
exam diagnosis when furnished as part of the Medicare Annual Wellness Visit (AWV)   
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