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ITALY, SEGOMAEGOD)
AND CARLONENRIINIE
THE SOURCENOENINIE
“SLOW” METAPHOR ~

“The quest for slowness, which begins as a
simple rebellion against the
impoverishment of taste in our lives,
makes it possible to rediscover taste.”
(Carlo Petrini)




DR. ALBERTO DOLARA
“INVITATION TO A ‘SLOW MEDICINE"

2002




MY

EMBRACING “SLOW MEDICINE,"

MOTHER,

THE COMPASSIONATE APPROACH TO

YOUR

CARING FOR YOUR AGING LOVED ONES

}MOTHER

"A valuable book, chilling and comforting in equal me
—New York Times

DENNIS McCULLOUGH, M.D.

My Viotner, Your Mother:

Embracing “Slow: Medicine:,
the Compassionatte Approach to
Caring ior Your Aging Lovead Ones

Dennis McCullough, IM.D.
20)0)<

www.MyMotherYourMother.com



SLOW MEDICINE(S) IN THE USA

KNOCKING

Sweet, Victoria, M.D., Butler, Katy,

God'’s Hotel: A Knocking on Heaven’s Door: Our
c;)l.?oc.t oG Hosg l t[cj, and ; HEAVEN’S Parents, their Doctors and a
ligrimage to the Heart o
g Z\gl i DOOR Blitt?r Way of Dheath,

New York: Riverhead BOOkS, 2012 THE PATH TO A BETTER New York: Simon and Sc uster, 2013.
UNDERSTANDING COMPLEX WAY OF DEATH SLOW MEDICINE AT THE END OF
CLINICAL SITUATIONS AND LIFE; HOSTS A SLOW MEDICINE

FACEBOOK PAGE

BT HEALING VIA SLOW MEDICINE @

VICTORIA SWEET KATY BUTILER




Bauer, Ladd, M.D.,
History of Slow Medicine website—BROAD VIEW

Pieter Cohen MD and Michael Hochman, MD, MPH, Cambridge MA Health Alliance

EVIDENCE-BASED MEDICINE —UPDATES IN SLOW MEDICINE (FACEBOOK),

Complementary and Alternative Medicine using
“Slow Medicine” as new (alternative) term



http://www.slowmedicine.info/
https://www.facebook.com/pages/Updates-in-Slow-Medicine/1485271971725627

Other Reform Movements (USA)

“Chioosing Wisely:

“Righit Care®—The Lown Institute




Roots of Slow Medicine for Elders

Kendal-at-Hanover
Geriatric, leam Practice
Family-oriented care
Community-Oriented Primary Care (COPC)
The Dartmouth Atlas research
(hospice, palliative care)



Why Slow Medicine for Elders?

PDEMOEAPINICS
EragmeEntation OirCare
Complexity
URCEertarmity,
Co)sits

e —



FRAGMENTATION OF CARE:

MErE and Mere =ists"

Special-ists
Hospital-Ists
Transition-Ists
SINE-ists
LTC-ists
Office-ists
IHeMme-Ists
Palliative care-ists
IHespIce-Ists
Incidentalomarists
Nocturnalists
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Stability

“Everything is just fine, dear.”-Mom




Compromise |
“Mom’s having a little problem.”-Dad |




Crisis
“| can’t believe he’s in the hospita

lll

-Sister




Recovery

“She’ll be with

us for a while”
-Rehabilitation
Nurse




Decline

“We can’t expect much more.”
-Visiting Nurse
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Prelude to Dying

“| sense a change in her spirit.”
-Nurse in Long-Term Care
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“You'd better come now.”
-Hospice Nurse




Grieving & Legacy
“We did the right things...”
-Brother




Slow: Eood Principles

Eamily Recipes, Local Ingredients
Simmering on the Back Burner

Large Table, Long Mieals
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=0r elders an
amilies, Slow
VIediCIng s a
onilosopny and a

SEl Ol PraCtICES to
[MIProVE quality o
iTe; and quiality of
Care.




For doctors and other
health professionals,
Slow Medicine represents
an improved way of _‘
understanding and guidings
elders and their families.




AGS Guiding Principles for Management of Multimorbidity

Patient Preferences
Interpreting the Evidence
Prognosis
Clinical Eeasibility

Optimizing Therapies and Care Plans



Patient Preferences

J A “deeper understanding of the patient

J “nforming the patient™ does not equal ~tnderstanding by the patient™
J EliCiting bread preferences is not meadical decision-making

J Eamily, firiends desenve involvement

J Preferences change over time (Kleinman)




- VIUGhI OfF care o
chronically iliranafirail

S an “evidence-iree

Zone
. Clinicalipractice
oUldelines often in




= Prognosis

. Aniunder-developed clinical skill

. A “springboard: te deEpPEr:
diScussions

J Dr. Daniel Hoeter, Sharp,
California
E USE prognostication tools

J held all clinicians te a “Fifth
Category” --SOAPP, not SOAP.

J How about a “Prognostic Batting
Average:?

“lt's time we take a second look at the
care we provide to the pre-terminal
and advanced elderly, and remember
a basic tenet of heath care:

primum non nocere - first do no harm.”

~Daniel R. Hoefer, MD, CMO,
Outpatient Palliative Care, Sharp HealthCare
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COALUTION rcx
COMPASSIONATE CARE
o CALIFORNIA




Clinical Feasibility




Optimizing Therapies and
Care Plans

. “Promise medications"
- Polyphnarmacy.

. Conilict reselution: dectors
(not) talking to’ dectors

- REeguires years ol attention



—————
Empedding Slow: Medicine within East Medicine
———————

Incorporate , hot just GERIATRICS
De-emphasize EEFICIENCY--focus on

Attend to within CIRCLE OF CONCERN



-
“Slide Effects™ oif Slow! Medicine

o Viore control
resides with elders
and families

J Wider range ot
choices offered

. HUumanistic caring

J Cost reductions
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Challenges for Medilcal Systems
I

J Our future SUccess
resides in kKnowing how
to better care for the
chronically ill'and frail.

J Embracing this task
leads tormore
experienced clinicians
and nuanced advising
fior elders.

EOL and Late Lite
costs undermine
Oul care systems
80% ofi people die
after age 65

20% at age 65-
/5

30% at age 75-
35

20% after age



Upper Valley Community Nursing Project

Dennis McCullough, MD
Laurie Harding, MS, RN
ReThink Health 2014




What Is The Problem?

In the Health Care System:
Gaps in care for frail and chronically ill older people

Lack of connection between patient, family, health and
medical care providers — we need “better glue”

Poor coordination of medical care

Elder care needs are not consistent with the way care is
currently delivered



The Problem is also...

The Aging of the Population

The anticipated cost of health care for elders in the future
if we continue as we are today
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Impact of Aging on Total Spending in Medicare
Estimated 2010 Spending and Aging Impacts on 2030 only
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What We Know:

Successful Programs Are Built On

Relationships
Trust
Continuity (avoids duplication)
Compassion
“Close to Home” Care
24/7/365
(resembles family caregiving)

Source: FMEC 2013




UVCNP

Assisting communities in developing a community-based
nursing program that is driven by need - not by reimbursement -
and focuses on:

Medical/Social Problem Solving
Surveillance of High-risk individuals
Filling the Care Need Gap
Decreasing the Sense of Isolation
Avoidance of Emergent Care
Volunteer Support
Collaboration with Medical and Human Service Providers



How Does UVCNP Work to Address a Frail/Aging Population?
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[ OUrF qUEST Tor quRlity inr the late

Vealrs oi lite, Slow! Vieadicine Brings

together the best “medical caring”

WITth our age-old tradiitions o

SUPPOIT and caring ror elders and
thelr ramilies.
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