Prioritizing Patient Wishes

with the Goal Concordant
Care Lab

INNOVATIVE SOLUTIONS TO COMMON ISSUES FACED BY PATIENTS WITH
SERIOUS ILLNESSES
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reventing Overtreatment
Through Mandatory
Medication Review

Meghna Katyal
Pitch 1: Overtreatment
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The Problem

Overtreatment persists because once medications
and interventions are started, they are rarely
reassessed

Older adults experience high rates of polypharmacy,
increasing falls, delirium, and hospitalizations

Clinicians are often reluctant to stop treatments
prescribed by other providers

Without a clear trigger, deprescribing depends on
individual clinician initiative, not system design



Proposed Solution:

A hard-stop deprescribing trigger
embedded in hospital EHR systems

Recognition

A Automatically flags high-risk
moments where overtreatment
commonly occurs

A Pauses order entry until a
medication and intervention
review is completed

Activation

Automatically activates when:

A A patient is prescribed 7 or more
medications

A There is new delirium, a fall, or a
failed swallow study

A The patient transitions to long-term
or post-acute care

Accountability

A Requires clinicians to document
justification for continuing each
medication or intervention

A Routes review to the primary
inpatient team, with optional
consult support (geriatrics or
palliative care)
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Expected Outcomes

A Earlier identification and reduction of unnecessary
medications

A Fewer medication-related complications (falls, delirium,
adverse interactions)

A Clear accountability for ongoing treatments
A Less default continuation of outdated treatments

A Care that is more aligned with patient goals and quality of
life



Clinician resistance to added documentation:

01 Requiring justification to continue medications
may be viewed as questioning clinical
judgment and could increase frustration in time
pressured environments

Pre-Fail Analysi
re al na Sls Risk of inappropriate deprescribing:
0 2 A poorly designed trigger could encourage
a C O u stopping medications that are still necessary
and disadvantage patients with complex
go wrong’”

conditions who truly require multiple therapies

Alert fatigue:

0 3 If clinicians are exposed to too many EHR
alerts, they may not meaningfully review each
patient due to time constraints and fatigue



Addressing
Overtreatment

EHR flags for GOC Tools

Sitara Kumar




|dentified Problem

Caregiver & Patient

Perspective

s Uncertainty about long-term
Impact of treatment
On 4@%&' He[ﬁglg[}/etg: advocate for
ernseives
s Provider and patient relationship

s Lack of awareness of existing GOC tools



Proposed Solution

Alert PCP
to send/
offer GOC
tool for pt.
to fill out

Flag

Patient taking
> # of meds
+
Patient over a
certain age

Flag Duration

Flag/task
stays In
EHRuntil
patient Is
given tool



Expected Benefits

Summary:

For Caregivers
& Patients:

For Providers:

GOC tool brought to attention of providers
so that offering the pt. the GOC tool Is
required Iif the pt. meets criteria

Gain atool to advocate for their
treatment preferences

The EHR takes on the responsibility for
when provider gives patient the tool
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Pre- Fail Analysis

0

0

0

0

EHR overuse

s Flag missed
Workload burden

s Additional task
Lack of training  with GOC tool

| ack of concrete incentive
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Thank You!




Overtreatment In

Palliative care:
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Overtreatment

Patients

Clinicians

Limited understanding of their medications
(purpose & side effects)

Physical triggers (e.g., emergency Vvisits,
cognitive decline) often prompt delayed
deprescribing

Lack of a centralized system to oversee
comprehensive medication management
Communication gaps across providers
contributing to continued overtreatment

No big picture
Need for short -term follow -up to evaluate
symptom response > time consuming
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DoseCheck

Med - Scanner

Provide purpose, side - effects, dosage
for each medication patients take

> Pulls from a centralized, reliable
database

De- prescription Engine

Uses Al to flag possible redundant
medication & long -term for review
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> notifies both patients & clinicians

Symptom Logs

Requires patients to log symptoms during
the first two weeks of a new medication

> Early detection of adverse effects or
Inefficacy, reducing reliance on delayed
physical triggers

Interprovider Communication

t = = ~
6\\—
~J o J - N L

clinical explanation >
approve/deny/discuss
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Expected Outcomes

Clinicians
Facilitates communication between providers
Increased confidence and efficiency in deprescribing decisions
Saves time via relative simple inter - provider communication
Structured patient - clinician communication

Patients
Improved health literacy and greater autonomy
Reduced medication -related costs

Early intervention and symptom management




IO DIUDWISSPI|S

Pre- Fall Analysis

Technical

Incomplete or insufficient
deprescription guidance
Incorrectly flagged
medications

Data privacy and
security concerns

Patients

Anxiety caused by
flagged medications
Reduced trust in
providers

Over - reliance on
application

Digital literacy barriers

Clinicians

Alert fatigue > ignore or
bypass flags
Perception of being

6. . ... ..
patients
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Connections

CareCost Navigator:
An App to Reduce Financial Toxici
iIn Healthcare

Presented By :
Kailynn Oliver




The Problem

Financial Toxicity Is a Major Barrier to Care

AX. 6HC&a - DRI 6DCCE@g62DCédagGCDHC
upfront

A Insurance policies are difficult to
understand

A Unexpected medical bills create stress and
debt

A Some patients delay or stop treatment
because of cost




)éCu rrent Systemyas
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Patients Are Left to Navigate Costs Alone

A Integrated into Electronic Health Records
(EHR)

A Triggers when high - risk or low - value
tests are ordered

A Requires a 10- second justification | |

srompt ¢! 3

A Includes patient - friendly shared decision 3

script
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My Solution

CareCost Navigator App
Features:

A Treatment cost estimator

AEOCEC:- 6AI CybPC-6Ci - PgCYCPDHD-
simple language

A Out- of - pocket cost tracker

A Financial assistance finder

A Payment and appointment reminders

A Direct connection to hospital financial
counselors




A Preventative Approach to Financial Toxicity

A Helps patients plan before costs escalate

A Combines multiple financial resources in one
place

A Designed with patient accessibility in mind

A Could integrate with hospital systems




Stakeholder
Benefits

Patients
A Less financial stress
A Better understanding of treatment costs
A More access to financial support

HoS

A
A

nitals
~ewer unpaid bills

mproved patient satisfaction

Healthcare System
A Reduced treatment delays
A More equitable access to care



Pre-Fail Evaluation

Potential Barriers
A Barrier 1: Patients may not use the app
Solution: Introduce it during doctor visits and make it simple to use

o T

A Barrier 2: Cost estimates may not always be exact
Solution: Provide realistic cost ranges rather than exact figures

A Barrier 3: Hospitals may be slow to adopt new technology
Solution: Start with pilot programs in high - cost specialties like
oncology

A Barrier 4: Some patients may lack digital access
Solution: Pair the app with financial counselors or clinic support




Healthcare Should Heal, Not

Harm Financially



Triggers to Lesson Overtreatment

LAUREN TOLBERT



Problems to Address

Reduce non beneficial Reduce clinical

Help the clinicians
care that doesn’t limit momentum that can lead
quality of care to overtfreatment

remember the patients
wishes and goals of care




Trigger

Add automative palliative care triggers/prompts in the electronic health record

Triggers are added to patients with chronic illness or prognosis shows a < 12 month survival.

The trigger is promoted after rounds of chemotherapy, ICU visits, routine hospital stays.

Once the trigger is promoted it reminds the clinician of the patients wishes and to reevaluate the next
treatment options. Which helps with reflection instead of escalation




INntfegrate info Daily Workflow




Implementing the program l




Patient will have
autonomy In thelir
freatment plans

palliative options
fo the patient




Pre-tail Analysis

The clinicians ignore the prompts Not have enough time see the patient
before having to decide on the
tfreatment




Recalibrating
Neurocognitive
Testing to Prevent
Overtreatment

Ashmi Trivedi




The Problem

Standard cognitive tests use Cultural, linguistic,
ngn|v§r§alo -cognltlve ”andeducational
validated primarily on English -

speaking, Western, and often differences can
educated populations. artificially lower scores.



Mini - Mental State Examination

Patient’'s Name:

Date:

Instructions: Score one point for each correct response within each question or activity.

Holistic vs. analytical thinking

N

Maximum | Patient's

e
Language - based tasks like "no ifs, ands,

or buts" and counting backwards can
depend on education level and culture

A

Score Score Questions

D “What is the year? Season? Date? Day? Month?"

5 “Where are we now? State? County? Town/city? Hospital? Floor?"
The examiner names three unrelated objects clearly and slowly, then

3 the instructor asks the patient to name all three of them. The patient’s
response is used for scoring. The examiner repeats them until patient
learns all of them, if possible.
“I would like you to count backward from 100 by sevens.” (93, 86, 79,

5 T, 85; .1}

Alternative: “Spell WORLD backwards.” (D-L-R-O-W)

“Earlier | told you the names of three things. Can you tell me what
those were?”

Show the patient two simple objects, such as a wristwatch and a pencil,

* and ask the patient to name them.
1 o “Repeal the phrase: ‘No ifs, ands, or buts.”
3 “Take the paper in your right hand, fold it in half, and put it on the floor.”

(The examiner gives the patient a piece of blank paper.)

“Please read this and do what it says.” (Written instruction is “Close
your eyes.")

pe

Deaf and blind communities, requiring
modifications

\

“Make up and write a sentence about anything.” (This sentence must
contain a noun and a verb.)

“Please copy this picture.” (The examiner gives the patient a blank
piece of paper and asks him/her to draw the symbol below. All 10
angles must be present and two must intersect.)

AR

30

TOTAL




Proposed Solutidn

A Cognitive Assessment Equity Policy Change

s Require that any neurocognitive assessment (like MMSE and MoCA) used to justify
s Capacity
s Antipsychotic Initiation
s Orlong term treatment plans

must meet standards for demographic validity and that information be easily accessible for
medical decision making. Examples:

s Transparent reporting of validation population demographics.

s  Evidence of performance across racial, linguistic, and educational groups.
s Disclosure of known limitations.

s Periodic institutional review of disparity outcomes linked to that tool.



Expected Outcomes

Direct Impact on

Patient Benefit System Level
Overtreatment

o] Reduces false cognitive impairment diagnoses in 0 Promotes culturally validated assessment
) _ 1. _ _ minority and linguistically diverse older adults tools
Aligns behavioral health decisions with evidence
transparency o} Decreases stigma with misclassification o] Improves equity in geriatric and behavioral
1 . health care
Reduces medication cascades
o



Pre-fail analysis

Potential Challenges

Potential strategies —

s RIsk of under-diagnosis

s Requires validation research

s Concern about slowing diagnostic processes

though documentation

s Organizations/companies disclosure polices

Acopyrightedo

mat er 1 al

s Use demographic data to inform uncertainty, not
lower standards

s Continuously measure outcomes

s Increase transparency of companies through legal

pathways




Thank you!



Overtreatment

Reframing Polypharmacy:

Small -scale pilot decision -support
prototype
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Problem---Polypharmacy

Professional & Behavioral Barriers

AMul ti ple providers involved in care, Anekingl ear care coordir
A N-of-1 trials theoretically useful but time-consuming
A Short-term follow-up is insufficient

Cognitive & Psychological Biases
A Therapeutic lllusion
I Humans are poor at judging causeri effect relationships, overestimating or selectively noticing patterns

A Cogpnitive uncertainty

I Unclear whether symptoms are disease-related, aging-related, or drug-related

Prescribing Cascade

A An adverse drug event is misinterpreted as a new symptom or condition, leading to the prescription of
another drug




Solution

Medication Cascade Map

~

A Identify:
Known side-effectl treatment pairs

Drugi drug interaction databases

e L R

Temporal sequencing (Drug B initiated within
X days of Drug A)

A Individualized Risk Projection

| Predicted fall-risk change if discontinued
| Predicted hospitalization risk shift
|

Short-term destabilization probability

\_

Deprescribing Prompt

4 N

A Introduce lightweight review prompts at

selected high-risk moments:
I Many concurrent medications
1 New cognitive impairment
A One clinician (e.g., PCP) designated temporary

review lead

o /

System records outcomes of each adjustment
Collects pilot data for evaluation

ST Adaptive Monitoring

4 )

A Patients complete brief digital symptom check-ins

A Adaptive ML monitoring refines escalation
thresholds over time by learning
A Not a full monitoring system, but a way to
explore:
| whether patients will engage
| whether short-term feedback is informative

N /




Expected outcomes

A Can we identify clinically meaningful medication patterns from existing data?
A Will clinicians respond to simple review prompts?
A Can patients consistently provide short-term feedback?

A Introduce structured moments for reassessment
A Clarify temporary coordination roles
A Support, rather than replace, clinical decision-making




Training Data Availability

Pre-fail Analysis

A Access to large-scale clinical data is restricted due to privacy regulations

Clinicians may

A Clinicians may defaultto i droo t h io avgid perceived risk
A Fear of liability when stopping medications prescribed by others

Patient Engagement Collapse

~
~

Digital symptom check-ins assume: tech literacy, compliance and honest reporting
Older adults Y dropout
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