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OUTLINE

* Core concepts of palliative care
 What, Why, When

 Components of palliative care service & levels of palliative
care

* Principles of symptom assessment & management

* Advance care planning



“PALLIATIVE CARE” DEFINITION (WHO)

* An approach that improves

of patients and their families facing the problem

associated with life-threatening illness, through the
prevention and relief of suffering by means of early
identification and impeccable assessment and treatment of

pain and other problems, physical, psychosocial and
spiritual...
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of the 40 million people who need palliative care each year:

0 0
39% 34% 6% 5% 86% 98%

have have have have have of people who need of the world's of children needing
Cardiovascular Cancer HIV/AIDS Diabetes  Palliative care do not population lack palliative care live in
diseases receive it access to pain relief low and middle
Income countries
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Hosp Level - ALl (N) PC (n) Non-CA (%)
No. %

Super 1148 212 59 27.83

Tertiary 3216 631 316 50.07
Secondary 1399 236 163 69.06

18.72% 6 538
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Improve patients’ symptoms and the quality of their care at the end of life

Allow patients to avoid hospitalization and to remain safely and adequately cared for at home

Decrease ER visits and ICU admission
Increase utilization of hospice

Early palliative care consultation was associated with lower hospital cost. Savings were even

higher for patients with cancer and for those with four or more comorbidities.
Lead to better patient and family satisfaction

Significantly reduce prolonged grief and posttraumatic stress disorder among bereaved family

member



AMA | Original Investigation

Association Between Palliative Care
and Patient and Caregiver Outcomes
A Systematic Review and Meta-analysis

Dio Kavalieratos, PhD; Jennifer Corbelli, MD, MS; Di Zhang,. BS: J. Nicholas Dionne-Odom, PhD. RN: Natalie C. Ernecoff, MPH;
Janel Hanmer, MD, PhD: Zachariah P. Hoydich, BS; Dara Z. lkejiani;: Michele Klein-Fedyshin. MSLS, BSN, RN, BA;
Camilla Zimmermann, MD, PhD; Sally C. Morton, PhD; Robert M. Arnold. MD; Lucas Heller, MD; Yael Schenker, MD, MAS

Figure 2. Random-Effects Meta-analysis of Randomized Clinical Trials on the Association Between Palliative Care and Patient Quality of Life
at 1- to 3-Month Follow-up

No. of Patients Standardized Mean Favors | Favors

Source Intervention Control Setting Instrument Disease Difference (95% Cl) Control | Intervention Weight, %
High risk of bias
Bakitas et al,20 2015 72 83 Home FACIT-Pal Cancer? 0.19(-0.13 to 0.50) 6.81
Clark et al,35 2013 54 63 Ambulatory FACT-G Cancer® 0.42 (0.06 to 0.79) 6.70
Given et al,54 2002 53 59 Home SF-36 Cancerc< 0.21(-0.16t00.58) 6.69
McCorkle et al,5! 2015 36 56 Ambulatory FACT-G Cancerd -0.20(-0.62t00.22) 6.57
Northouse et al,32 2005 69 65 Ambulatory SF-36 Cancere 0.09(-0.25t00.43) 6.77
Sidebottom et al,? 2015 79 88 Hospital MLHFQ Heart failure 5.39(4.74 to 6.05) 5.87
Wong et al, 10 2016 43 41 Home MQOL-HK Heart failure 0.58(0.15t0 1.02) 6.53
Subtotal (12=97.4%, P=.000) 0.93 (-0.00 to 1.85) 45.94
Low risk of bias
Bakitas et al,>7 2009 108 Home FACIT-Pal Cancerf 0.12(-0.16 t0 0.39) 6.90
Higginson et al,!? 2014 42 Ambulatory EQS5D Mixed?d 0.05(-0.38 t0 0.49) 6.54
Rummans et al,>2 2006 47 Ambulatory Spitzer Cancerd 0.16 (-0.24t0 0.56) 6.62
Temel et al,60 2010 60 Ambulatory FACT-LTOI Cancerh 0.52(0.13 to 0.90) 6.65
Zimmermann et al,® 2014 140 Ambulatory FACIT-Sp Cancer’ 0.21(-0.03 to 0.44) 6.96
Subtotal (12=0.0%, P=.500) 0.20(0.06 to 0.34) 33.67
Unclear risk of bias
Bekelman et al,!* 2015 172 Home KCCQ Heart failure 0.01(-0.20t00.22) 7.00
Grudzen et al, 11 2016 39 Hospital FACT-G Canceri -0.01(-0.48t00.47) 6.42
Northouse et al,31 2013 198 Ambulatory FACT-G Cancerk -0.26 (-0.50t0 -0.02) 6.96
Subtotal (I2=33.3%, P=.223) -0.10(-0.30 to 0.09) 20.39
Overall (I2=94.8%, P <.001) 0.46 (0.08 to 0.83) 100.00

Palliative care was associated consistently with improvements in advance care
planning, patient and caregiver satisfaction, and lower health care utilization. PC was
associated with improvements in QOL and symptom burden at one to three months,
but not with improved survival.



4—————————— Palliative Care Continuum Timeline ———+—
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Ask the Surprise Question
Step 1 Would you be surprised if the patient were to die in next
vear, months, weeks, days?

(o) (oo ) (e )

|

Step 2 Do they have [ Reassess ]

General Indicators
of Decline?

regularly

Eme= (v )

Step 3 Do they have Reassess
Specific Clinical regularly
Indicators?

|
1

[ YES ] [ NO ]

Begin GSF Process Reassess
Identify - Assess - Plan regularly




The "surprise question” for predicting death in seriously ill
patients: a systematic review and meta-analysis.

CMAJ. 2017 Apr 3;189(13):E484-E493
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Databases from inception to 2016
Studies that prospectively screened patients with the surprise question and

reported on death at 6 to 18 months.
Sixteen studies (17 cohorts, 11 621 patients)

Sensitivity 67.0% (55.7%—76.7%),
Specificity 80.2% (73.3%—85.6%)
LR+ 3.4 (2.8-4.1)

AUC 0.81
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Step 2 General indicators of decline and increasing needs?

General physical decline, increasing dependence and need for support.
Repeated unplanned hospital admissions.
Advanced disease — unstable, deteriorating, complex symptom burden.
Presence of significant multi-morbidities.

Decreasing activity — functional performance status declining (e.g. Barthel
score) limited self-care, in bed or chair 50% of day and increasing dependence

In most activities of daily living.

Decreasing response to treatments, decreasing reversibility.

Patient choice for no further active treatment and focus on quality of life.
Progressive weight loss (>10%) in past six months.

Sentinel Event e.q. serious fall, bereavement, transfer to nursing home.
Serum albumin <25¢/1.




The GSF PIG 2016 — Proactive Identification Guidance
(siep1 ] Mesuprimoueston  [NTETEER

Refractory ascites
For patients with advanced disease or progressive e limiting conditions, would e Encephalopathy

you be surprised if the palient were to die in the next year, months, weeks, days? ' fach trit biditi
The arswer 10 this question should be an infuitive one, p_;ling together a range g ghng:ome inchading malnu Aol ities, Hepatorenal
of clinical, social and other factors that gve a whole picture of deteroration. If e Bacterisl infection csTent bleads. raised INR. | . they are

you would not be surprised, then what measures might be taken to Improve the
patent’s quality of life now and in preparation for poassible further dedine? a candidat Il'e for Iver transplantation or amenable fo treatment of undertying

m General indicators of decline and increasing needs? General rleqdcqi:al Drseases

* Progressive detleroralion in physical and/or cognilive function despile optimal

* (Ganeral physical decline, increasing dependence and need for support. therapy.
* Repeated unplanned hospital admissions. e Symptoms which are complex and 100 difficult to control.
* Advanced disease — unstable, deteriorating, complex symplom burden. e Swallowing problems {dysphagia) keading % recurrent aspiration pneumonia,
* Presence of significant multi-morbidities. sepsis, breathlessness or respiratory faliure,
* Decreasing activity — functional perfarmance status declining (e.9. Barthed e Speech problems: increasing difficulty in communications and progressive
score) limited self-care, in bed or chair 50% of day and increasing dependence dysphasia
:;1 most activities of daly Iving. Pariinson's Disease
e Decreasing response 1o treatments, decreasing reversibility. F X e oo o
* Patient choice for no further active treatment and focus on qualtty of ife. k& gg?ln‘lft?g ent less effective or increasingly complex regime of drug
* Progressive weight loss (>10%) in pasl six months. e Reduced independence, needs ADL help.
e Sentined Event e.q. furus a3, bereavement, transfer to nursing home. e The condition is less well controlled with increasing “off” periods.
: Serum ‘?t'n""" '2:;3" = e Dyskinesias, mobility problems and falls.
Considered eligible for DS1500 payment.  Psychiatric signs {depression, araiety, hallucrations, psychosis)
-

Similar pattern to frailty - see below

m Specific Clinical Indicators related to 3 trajectories T SN

Cancer *  Marked rapid decling in physical status.
* Detenorating performance status and functional abdity due to metastatic cancer, : x:wpmwdwm“o‘u‘?:l::w"um'
multi-mortidities or not amenable to treatment - if spending more than 509 of .
lime in bad/lying down, prognosis estimated in months. > V{aﬁqhtLoes oo
e Persistent symploms despite optimal palliative oncology. More specific * Significant complex symptoms and medical complications.
prognostic predictors for cancer are available, e.g. PPS. e Low vilal capacity (balow 70% predicted spirometry), or initiation of NIV.
e  Mobilty problems and falls.
2. Organ Failure e Communication difficulties.
Heart Disease Muitiple Sclerosis
Al least two of the indicators Delow: * Significant complex symploms and medical complications.
* Patient for whom the surprise question s applicable * Dysphagia + poor nutritional status.

e [CHF NYHA Staoe 3 or 4 wath onooina symotoms desoite ootimal HE therany - & Soasmmuninotinn ditficuttios o n NMuoarthria . fatinusa




Disease Physical care Psychological

ANaoE ~ - Pain & other symptoms care
= - Function & Safety
HeERE B e Eean g - Aids & Assist device - Personal strengths &
o - Fluid & Nutrition growth
." - ting : - Wounds - Emotions (anger, fear,

depressed, anxiety)
- Control, Dignity
- Coping
- Self esteem, self image

Loss & Grief .
- Grief and bereavement care Patlent &

Social care

Fa mi Iy - Respect cultural values,

beliefs, practices
Relationships & roles in

End of Life
ca re/ Death

Completing unfinished businesses &

Saying “Good-bye” Spiritual care

Gift giving (things, money, organ, Meaning & values

family, friends, community
Privacy & Intimacy

Legal — patient’s proxy,
living will, goal(s) of care)
Care family caregiver(s)
Pets

thoughts) - Beliefs related to death & dying
Preparation of expected death - Religious practices

Anticipatory guidance of last hours

Rites & Rituals

Death pronouncement/certification

Handling of the body

Funerals, memorial services

From “A Model to Guide Hospice Palliative Care: Based on National Principles and Norms of

Practice”, Ontario, Canada
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Pain & Symptom Effective communication
management:

Comfort & Quality of life \

High-
IE]14Y;
Patient &
Family-
centered
Family & care

Caregiver support

Advance
Care Plan

Psychological

24/7 Meaningful Clinical Response

Integrated Medical care and Social welfare



Levels of palliative care

A

Specialist
palliative care
General
o palllatlve Care Care of patients with
Palliative care more complex and

demanding care needs
Services with palliative
care as their core

specialty and which are

approach

HCPs who, although not

engaged full time in
Practiced by all HCPs palliative care, had some
At both hospital and additional training and

provided by an inter-
disciplinary team
Available in primary care
settings, acute general
hospital settings and
specialist inpatient units

community level experience in palliative
Aims to promote both care.

physical and psychosocial At both hospital and
well-being community level




FIGURE 2. DIFFERING PATIENT NEEDS FOR PRIMARY AND SPECIALIST PALLIATIVE
SERVICES THROUGHOUT THE ILLNESS TRAJECTORY

A small number of
patients with complex
needs require transfor
’0’0.0‘000"0.0.0..‘00.00.‘)’ "f‘=::"to”‘u.c*ami't
palliative care services
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S pecial ist Level

Some patients may
occasionally require
assistance of a specialist
palliative team

(a consultation or
shared care support)
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Most patients regquire
--------------- > only primary-level
Palliative Care
(Palliative Care
Approach)

= Family medicine clinic
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= Oncology team

e Intermal med clinics

» Cardiology clinics
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L Patient A ssea
COMMUNITY

Source: MacDonald 2019(15).



PALLIATIVE CARE SERVICE SHOULD

|dentify patients who could benefit from palliative care

Assess and reassess patients for physical, emotional, social and
spiritual distress

Assess and reassess family members for emotional, social, or spiritual
distress

Relieve pain and other distressing physical symptoms
Address spiritual, psychological and social needs

Clarify the patient’s values and determine culturally appropriate goals
of care & advance care planning



Symptoms in Palliative Care’/

Biological

(Disease and Rx)

. Psychological
Communication
barriers

Symptoms

Perception &
Expression

Culture Social/Family/

Relationship with
Values Hcpsp
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Key approach to symptom management in Palliative Care




UIASYU

NISOMVIINU
N1SQlIaadvKU

d1ksSuus:inalng

Thai standards for
advance care planning

W.A. U&OKE




ﬂ’]i’J’NLLNUﬂ'ﬁQLLﬂﬁI'NVﬁ'] Ao NS UIUNTIVINNUPILLE

guannvinlineungUigagnuaauaiusatunisindulanie

L Ug vz gninevtin tnuknusinaietatdunisnisniely
Wuniensila lavervasldnszuiunisaunuiuinwisiuiu
SENINKULY ATEUAST WaETINYAAINTEVNIN UI8EU38819910
LN UNITALAMINA1ILARI8AULDY NTaUTNEIENITNATEUATY N30

U3N¥1YARINTFUAIN



99AUITNDUVBINITINUNUNITALAFI NN

=

¢ ASLARILINTILIVEDANNUTITOUILALILHUNIALAR TN TIFD NS
* Auidpanisuaydeiiensulals
* YPUWATBINTTINWTIFRINITHAY LaifRInS
* MSPUABYS MFRINTUBNTDNNNNTALANIINTLIINE

o nsdifduthouarveglutianszanaing desnnsmsauadnwiuule uag
Lispanisguasneiuule

)

* fandulauwnu



nIsaunun
JSNUIKISO

NIS2VUNUQUA
arvnin

gunnnals




anzuvmusaafisonumnasunué HN
Faculty of Medicine

! | Ramathibodi Hospital
I \tf=+”"| Mahidol University o 4 i
susuwun PCC Huia
dudauadibhoszonlsedunlseaag Andnistinm
adlin quadibuszunlsedulseaag
wiidauansamnlsivsrasAarfuuimemensuge 14

- -l - > @ o a ]
Miuiemsiamsmelunszqaievesdinviaitegimmssnusinmaduae

FWET UWAIVUNAT oo FITTE SACR TN | | IO ||
Betinnlzzdadnlzzarm A9 B TUIMTEY e B
T, I e AR RDTEATRMSTT o
TogFinsiels

e RFINIINYTL L,
fasmsusansmove sl

1. dmdrdinunszaiiazusmissuiiazeeneasnassursessned LidasnsWiinasWisdesdle vie
mainwila dudwdfidhdufesdedamsmesenlulaelsiddussdhinisgouin wisnddf nisquain
mwane Tunsdl

0 dledmdmnegluizgeieyesTin vie

O wedmidlafuyrimsnwsainmsuimduiielsaiilsianadnu e L

Jwefiasnsindieluid afanldunnnds 1 9a unslinsdaridunthdefviuien)
.............................................. o} ﬁ::xlmnﬂ:ﬁuﬁuﬁmﬂﬂﬁﬂwqmﬁu
. 0 manszdursuuluadenlsiion i marzfubiingils vie mellennszduials
.0 msldvindannelauszisiesonnela

o 8, |
................ O masnzmedieldvietaowels
......................................... O matandsladizsnisdidansmites
......................... 0 maldmeaumaemionsilugjurruaenifensns
v ! .- - §
.0 ”'l‘ll“ﬂ'lm’b'lﬁﬂﬂ Y HUARLAREARIULAE
............................ s O MAKNIZIRER
v
.0 mrlfawruasimnasas e
..... PSRRI 0 - T R 01, [ TR

2. i dsamseni@nmiidauasasmns i i 1w LAReu

antunvuddafisonunnasuniud YN
Faculty of Medicine

7»| Mahidol University

RS a1y 1 Wau
sviauwun PCC Huha
Audguadihosulsedulsiang Andmisinm
adfin quadibusrunlszdullszaag
wili@dsuanianunliidssasAaciuninissersouge 214

al al
MfuiRemsamsenelunszqavinevesds nu?mi'aqﬁm snsuus InnIsidutloe

3, drwidrmenauns eIl WABARMIARAIRT e 8T8 ]
Tovmsylrednisvarvawimmdsania@un Tamesy e
wefMmeABnse ..o,

d ) {
dhuduamssmuiunu dedmidreglunasilisunnfeans

)

fud@uldraning Wevimniiistusemsazasmuist e dmdy ietingwtefiuumdlunanusunizgus
. :
Frnanmielal(oFadl flhesrmy@edfuetinnuutolsifld welune 7T 1A 7yl uazdasilntedrBunteassaniiBevans

v & ’ - " \ ,
waneiulingwinaiwun g immunieesdioedhddnion )

o
80 s Luin it maaremssnienreaseemts nsln

L T L BN P Tt P . T duu

G@euRun : o unsdidiaeilldEZnmaieRuvidoasuies

e
FOUWANO. oo TP fimudaiudit
winuaninslszddnlszem cosssssensrirsess OGN oo svsmssvusasnivisasasisionh
.................. wedinedvl......

4

ndle......

(. D)

WM
N
Fouwena.. ... U Amwdiund.
WA TTRRU IR FRLIE M VagBestald
........................ weflnedwd.. ...
asie

weu







