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Clinical Momentum =

What It Is

Clinical momentum is the healthcare system's tendency to continually add
treatments and interventions, often without intentional decisions, potentially
leading to care that doesn't align with a patient's goals.

Why It Matters

In complex care environments, particularly for progressive conditions like
dementia, care decisions can become increasingly complicated:

e Temporary interventions may turn permanent

» One clinical issue can result in multiple treatments

» Decisions might rely on system routines instead of individual preferences

Example: Feeding Tubes in Advanced Dementia
Feeding tube placement exemplifies clinical momentum, particularly in
residents with advanced dementia. Research indicates these residents often:
» Spend more time in hospitals
e Experience increased medical complications
» Undergo additional interventions like nasogastric tube placement

Initial interventions may address short-term issues but can become
permanent due to systemic processes, leading to care that may not align with
best practices or residents' wishes.

LCYAELCENEY
Advance care planning helps interrupt clinical momentum by ensuring
decisions are intentional and based on what matters most to the resident.
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When to Introduce the Family Packet

The packet should be used proactively, not reactively.

Primary Triggers

e Admission » Care plan meeting
» Change in condition » Hospice or palliative care
o Post-hospitalization return discussion

» Dementia progression trigger

Who Introduces the Packet?

Primary Options
e Social worker

e Nurse

e Provider

e Care coordinator

Suggested Lead

Social work introduces the packet, nursing reinforces, provider
addresses treatment decisions.

Suggested Script

“We give this packet to help families think through future care decisions
before a crisis happens. It explains palliative care, hospice, and advance
care planning in a simple way. You do not need to complete it all today. We
just want to help start the conversation.”
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How to Guide the Conversation

Start Simple

e Focus on values, not procedures
e Ask open-ended questions
* Normalize that decisions may evolve over time

Core Questions to Ask

What matters most to you right now?

What are you most worried about?

Who should make decisions if you cannot?
What would a good day look like?

Avoid

e Overloading with medical detail
» Forcing decisions in one conversation
» Leading the resident toward a specific choice




Documentation Expectations

packet provided

who received it

primary decision maker identified
follow-up planned

key concerns or values discussed

Advance care planning packet reviewed with resident/family. Health care
proxy discussed. Follow-up planned for next care conference on

Follow-Up Workflow

Give packet, highlight 2 pages, schedule follow-up within 7-14 days

Review values and priorities, confirm or identify health care proxy, discuss
code status and treatment preferences

Reintroduce packet if needed, focus on palliative vs hospice discussion,
reassess goals of care

Introduce or revisit planning discussions, use the family questionnaire if
needed, address expected disease progression, align care with resident
values.
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Family Questionnaire

Thinking and Mood Changes

Please complete this if you have noticed changes in memory, thinking, mood, or daily

function.

0 More forgetfulness

0 Repeating questions

O Trouble managing medications

0 Trouble paying bills or handling finances
O Increased confusion

o Changes in mood

0 Anxiety or fearfulness

0 Withdrawal from activities
0 Changes in sleep

0 Changes in eating

0 Falls or mobility decline

0 Personality changes
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Informant Questionnaire on Cognitive Decline
in the Elderly (IQCODE)

https://reference.medscape.com/calculator/538/informant-questionnaire-on-cognitive-
decline-in-the-elderly-igcode

Edmonton Frail Scale

https://reference.medscape.com/calculator/595/edmonton-frail-scale

Fracture Risk for Women with Known Bone
Mineral Density (BMD)

https://reference.medscape.com/calculator/736/fracture-risk-for-women-with-known-
bone-mineral-density-bmd

MDS Specific Frailty Scale

https://reference.medscape.com/calculator/696/mds-specific-frailty-scale

Geriatric Depression Scale

https://reference.medscape.com/calculator/277/geriatric-depression-scale

GAD-7 Anxiety Scale

https://reference.medscape.com/calculator/317/gad-7-anxiety-scale

Diagnosis of Dementia with Lewy Bodies (DLB)

https://reference.medscape.com/calculator/556/diagnosis-of-dementia-with-lewy-
bodies-dIb

Diagnosis of Multiple System Atrophy (MSA)

https://reference.medscape.com/calculator/563/diagnosis-of-multiple-system-atrophy-
msa

Hamilton Depression Rating Scale (HAM-D or
HDRS)

https://reference.medscape.com/calculator/146/hamilton-depression-rating-scale-
ham-d-or-hdrs
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