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Palliative Medicine

An approach to medical care that improves the quality of life of patients and their families
facing the problems associated with life-threatening illness. WHO

Palliative care is specialized medical care for people living with a serious illness. This type of
care is focused on providing relief from the symptoms and stress of the illness. The goal is to
improve quality of life for both the patient and the family. CAPC

Palliative care means patient and family-centered care that optimizes quality of life by
anticipating, preventing, and treating suffering. Palliative care throughout the continuum of
illness involves addressing physical, intellectual, emotional, social, and spiritual needs and
to facilitate patient autonomy, access to information, and choice. CMS 2008
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“There’s no easy way I can tell you this, so I'm
sending you to someone who can.”




The Relief of Suffering

»Physicians’ failure to understand
the nature of suffering can result
in medical intervention that
(though technically adequate) not .
only fails to relieve suffering but To I'EIIEVE Oftenl
becomes a source of suffering
itself.

To cure sometimes,

To comfort always.

»- Eric Cassel, 1982




Supportive Oncology IS:

* Palliative care in the cancer setting.

* Alleviate the suffering associated with:

— Cancer diagnosis
* Spiritual/existential
» Emotional/psychological
* Physical
— Cancer treatment side effects

* Sustain and improve quality of life.

~

) Duke Cancer Care Research Program

~
2 SN
z L'ghfrﬁ% Duke University Health System




Community Oncology Offices

* Where majority
Cancer-Free of cancer care
Survival is given today

— v 'i m i I Where fewest

Chronicor psychological

Intermittent and social
)iscase : :
Discase services available

Ireatment with
Intent to Cure

Diagnosis and
Staging

Treatment
Failure
“Palliative

Medicine

* Death

~

~ N\
? \ 10M Pressdent’ s Cancer Panel, 2003, 2004
) Shde Courtesy of Jimmee Holand, MD
L’ghﬁ% Memarig Skan Kenemg Cancer Cantar



Community Oncology Offices

* Where majority
Cancer-Free “f cancer care
Survival is given today

Managed - Where fewest

Chronicor psychological
and social

services available

“Palliative
Medicine

\ 10M Pressdent’ s Cancer Panel, 2003, 2004
oht Shde Courtesy of Jmimee Holand, MD
Lightaouse omori Sioeh Kelaring Canced Canter




Benefits of Early Palliative Care

» Physical Symptom Mangement
» Pain
» Dyspnea
» Nausea/Committing

» Constipation

» Time savings for oncologist

» Office efficiency

>

>

Emotional Symptom Management
» Anxiety
» Depression
» Existential Crisis

Advance care planning

Quality of Life

Quantity of Life




The Value of Palliative Providers

Mean total cancer-
related costs for each
of the last 6 months of

life for
(A) inpatient and
hospice and

(B) outpatient (OP)

services.

>

Mean Cost ($)

Mean Cost ($)

25,000 4

20,000

15,000

10,000 -

5,000

20,559

5 4 3 2 1
Time Before Death (months)

== Chamotherapy === Radiaton - ESA - G-CSF

- ER

«-Dffice visits <= Hospital OP == Other
procedures

5 4 ] 3 2 “
Time Before Death {months)

Chastek B et al. JOP 2012;8:75s-80s

©2012 by American Society of Cli



International Comparison of Spending on Health, 1980-2009

Average spending on health Total expenditures on health
per capita ($US PPP*) as percent of GDP

8,000 -

—— United States
7.000 - —— Canada

' —— Germany

—— France
6,000 - —=— Australia

—— United Kingdom
5,000
4,000 -
3,000 -

—— United States
2,000 - —+—France
4 —— Germany
—— Canada
1,000 - —— United Kingdom
2 1 = Australia
0 T T T T T T T T T T
3338888388383 ¢8¢8 e e s e oS e s
TERPEESSSSNRNRR 288883228888 ¢8¢8¢8

* PPP=Purchasing Power Parity.
Data: OECD Health Data 2011 (database), version 6/2011.




Payer Perspective:

Care Management Targeted to Needs of Patients

Patient Type

» Chronic diseases
» Moderate to severe acute illness

Complex Patients
O Significant diagnosis
O Multiple co-morbidities
0 Often terminal

0 Several providers of care

O Psychological / social / financial
upheaval

100

90

80

70

60

50

40

30

20

10

Slide Courtesy of Diane Meier, MD

%
Claimants

Cost per
Claimant

Management
Approach

Demand
Management

Disease
Management

Case
Management

Complex Care
Management

Palliative
Care



Supportive Oncology ABCs

» A-Demonstrate Allyship
» B-Build Rapport

» (- Cede Control




» Respect for patients’ values, preferences, and expressed needs.

» Coordination of care and integration of services within the clinical setting.

» Communication between patient and providers: dissemination of accurate, timely,
and appropriate information and education about the long-term implications of
disease and illness.

Allshouse, KD et al 1993




Enhancing physical comfort.
Enhancing emotional support and safety.
Involvement of family and friends.

Transition and continuity from one locus of care to another.

vV v v v YV

Emotional support and alleviation of fears, anxiety and suffering.

Allshouse, KD et al 1993



Answer may be medical in nature, and it may not.

Educating patients on their situation and options.

Empowering patients to make treatment choices most
appropriate for them at this most critical time.




Supportive Oncology Care Interventions

Palliative Care Guidelines

lliness understanding, education

Inquire about illness and prognostic understanding
Offer clarification regarding treatment goals

Distress Management

Symptom management
Pain
Pulmonary symptoms
Fatigue and sleep disturbance
Mood
Gastrointestinal

Decision-making
Assess mode of decision-making
Assistwith treatment decision-making

Coping with life-threatening illness
Patient
N\ Family/family caregivers

\
Lighthous . .
JJpetand www.nationalconsensusproject.org




Treat or Quit

Hospice

Anti-disease Therapy Care

Arasantailun S Daatn

~

N

‘ \ Shde Countesy of Charles van Gunten, MD
Lighthouse Provost, San Diego Haspice
oncology




The Power of the Pause Button

of
Care

Focus|

Diagnosis

Anticancer therapy
{curative, life-prolonging,
or palliative intent)

Palliative Cancer Care

Bereavement
Care

Time—» 6-Month
Prognosis
Advanced
| Acute Chronic Life-Th reatening"
lliness Bereavement

Ferris FD etal. JCO 2009;27:3052-3058

|OURNAL OF CLINICAL ONCOLOGY

©2009 by American Society of Clinical Oncology




The use of a car is an analogy for setting goals of care.

A Hopotul and No Comiort and Sefety Measures
uernalietic * Laok of oomiort fostures (.g. air condmonng,
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(A) A hopeful and unrealistic patient focuses on cancer cure and life-prolongation measures,
without paying attention to her symptoms and advance care needs.

A Hopelul and unmeslistic No 4 Cars ¢ Suboptemsl symptom control,
aftinede: Nothog bad *No comiort measures (s g trestment of pan, incressed datress, peor guakey
wil happen!! —p  decrenion] —_ ot life

« No safuty features (0.5 advance glanning foe *Frequent ER / hocpital visits,

CPR, setutahion, 10U sty
Aatrussed patinnt and faeniy

©
S

* Cure
*Life prologation

* Cancer treatmaents
* Clmvical triaks
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Conceptual Foundation of the
ENABLE lll Concurrent Oncology
Palliative Care Intervention

B. Oncology Care

~

N\

Lighthouse
oncology
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Definition of Palliative Care®®

Palliative care is an approach to patient-/family-/caregiver-centered health care that focuses on optimal management of distressing symptoms,
while incorporating psychosocial and spiritual care according to patient/family/caregiver needs, values, beliefs, and cultures. The goal of
palliative care is to anticipate, prevent, and reduce suffering; promote adaptive coping; and support the best possible quality of life for
patients/families/caregivers, regardless of the stage of the disease or the need for other therapies. Palliative care can begin at diagnosis; be
delivered concurrently with disease-directed, life-prolonging therapies; and facilitate patient autonomy, access to information, and choice.
Palliative care becomes the main focus of care when disease-directed, life-prolonging therapies are no longer effective, appropriate, or
desired. Palliative care should be provided by the primary oncology team and augmented as needed by collaboration with an interprofessional
team of palliative care experts.

ndards of Palliative Care®
« Institutions should develop processes for integrating palliative care into cancer care, both as part of usual oncology care and for patients

with specialty palliative care needs.

« All patients with cancer should be screened for palliative care needs at their initial visit, at appropriate intervals, and as clinically indicated
(See PAL-2 and PAL-3).

« Patients/families/caregivers should be informed that palliative care is an integral part of their comprehensive cancer care.

« Educational programs should be provided to all health care professionals and trainees so that they can develop effective palliative care
knowledge, skills, and attitudes.

« Interprofessional palliative care teams, including but not limited to board-certified palliative care physicians, advanced practice providers,
nurses, social workers, chaplains, and pharmacists, should be readily available to provide consultative or direct care to patients/families/
caregivers and/or health care professionals who request or require their expertise.

« Quality of palliative care should be monitored by institutional quality improvement programs.

2Hui D, et al. J Pain Symptom Manage 2012;43:582-592.

b Seaman JB, et al. J Palliat Med 2020;23:1157-1158.

¢ Ferris FD, et al. J Clin Oncol 2009;27:3052-3058.

d|OM (Institute of Medicine). 2014 Dying in America: Improving quality and honoring individual preferences near the end of life. Washington, DC: The National
Academies Press. Available at: www.nap.edu/read/18748/chapter/1.

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

PAL-1

Version 2.2023, 04/24/2023 © 2023 (o Cancer K* (NCCN*), All rights . NCCN Gi * and this may not be

in any form without the express written permission of NCCN.
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Serious News vs. Bad News

* Any information likely to alter drastically
a patient’s view of his or her future.

Patient Communication:

* Results in a cognitive, behavioral, or

emotional deficit in the person receiving

Discussing Serious News the news that persists for some time after
the news is received.

 Alternative term for “breaking bad news”

is “sharing life-altering information”.




Patient Communication, Research and Training:
Discussing Serious News

Patient Preferences:
* Most want to know, but how much?
* Cross cultural differences.
* Racial, gender, economic, age, etc.
* Respect power gradient.

* How serious news is delivered is as
important as what is conveyed.

* In person vs. distant communication.
e Direct and clear vs. euphemism.

* Honesty vs. hope and optimism.

» Effect on clinicians.

 All efforts augmented by relationship
and rapport.




Patient Communication,
Research and Training:

Discussing Serious News: SPIKES

* Setting

* Perception
* Invitation
* Knowledge
* Emotions

 Strategy and Summary
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Perry’s Neurosequential Model Trauma & Brain Development

Empathy
Cortical Controlling yourself
> Literacy
Limbic Emotional response Reptilian Brain
Limbic System
Neocortex
Typical Development Developmental Trauma
Midbrain 2
Coordination )
—— Cognition Coghition
Movement ;
Social/ Social/
Brainstem Emotional Emotional
X Heart rate .
\ Regulation Regulation
Fight, fiight freeze
Strvival Survival

Adapted from Holt & Jordan, Ohio Dept. of Education
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NCCN Distress Thermometer and Problem List for Patients AC ES an d P EA R LS

Newoe
. . .
for deeper insights into childhood adversity
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NCCN Guidelines Index

Table of Contents

Discussion

Network®
OVERVIEW OF EVALUATION AND TREATMENT PROCESS
EVALUATION TREATMENT
Clinical Clinical assessment -
evidence of (which may include See Psychological/
moderate clinical interviews, Mental health ___ |Psychiatric.
to severe and validated scales/ professional® Treatment
distress —_» | screeners for anxiety Guidelines (DIS-5) | |Follow-up and
or score of 4 and depression) by communication
or more on primary oncology team : with primary
screening of oncologist, nurse, Social work See Social Work. | _ loncology team,
tool advanced practice - Referral (»|and counseling[+|and Counseling primary care
(DIS-A)? professional, or social ) services Services (DIS-22) physician, and
worker for: family/
i v « High-risk patientsd caregivers
physical » Periods of vulnerability - See Chablai
symptoms, » Risk factors for Chaplaincy Cee Dellg g:‘ncy
treat as per distress com are {DIS-24)
?_ri%fi::_&mm disease- » Practical problems
for distress specific or » Family problems
DIS-A):2: szpportive - Spiritual/religious if necessary
« Screening tool care concerns b
* Problem list guidelines® « Physical problems¢
= Social problems
Clinical * Emotional problems,
evidence of including anxiety and
mild distress depression
or score of
less than 4 Primary See Expected Distress
on screenin oncol team
tool ¥ + reso(:Jgr{:es available Symptoms (DIS-4)

(DIS-A)

3 The NCCN Problem List and the NCCN Distress Thermometer Screening Tool may be modified to fit the needs of the local population.

b See Discussion (MS-8) for information about other validated screening tools.

¢ Consider referral for palliative care management (See NCCN Guidelines for Palliative Care and NCCN Guidelines for Adult Cancer Pain).
d See Psychosocial Distress Patient Characteristics (DIS-B).

€ Psychiatrist, psychologist, advanced practice clinicians, or social worker.

Refer to NCCN_
Guidelines
Table of Contents
for Supportive Care
Guidelines

Note: All dati are gory 2A
Clinical Trials: NCCN believes that the best manag:

otherwise indicated.
of any patient with is in a clinl

| trial. Participation in clinical trials is especially encouraged.

DIS-3

Version 2.2023, 1222/2022 © 2022 Nationsl Comprehensive Cancer Network® (NCCN®), All rights resarved. NCCN Guidelnes* and this illustration may not be reproduced in any form withoul the express wrilten permission of NCCN.
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Palliative Care

NCCN Guidelines Index
Table of Contents

Discussion

INDICATIONS®f

* Uncontrolled symptoms
* Moderate-to-severe distress

related to cancer diagnosis and/

or cancer therapy

+ Serious comorbid physical and/

or psychiatric conditions
+ Complex psychosocial needs
+ Patient/family/caregiver
concerns about course of
disease and decision making

« Patient/family/caregiver requests

for palliative care
» Spiritual/existential distress
+ Patient request for hastened
death
« Advanced cancers associated
with high morbidity and
mortality
* Poor prognostic awareness
+ Evidence of worsening
prognosis, including:
» Poor performance status (eg,
ECOG 23 or KPS =50)
» Cachexia
» Persistent hypercalcemia
» Brain or cerebrospinal fluid
metastasis
» Persistent delirium
» Malignant bowel obstruction
» Superior vena cava (SVC)
syndrome
» Spinal cord compression
» Malignant effusions
» Need for palliative stenting or
venting gastrostomy

ASSESSMENT

PALLIATIVE CARE
INTERVENTIONS'

REASSESSMENT

Acceptable

l—Ongolng r

« Benefits/burdens of
anticancer therapy

= Financial toxicity

= Decision-making
capacity

Present—»|- Coping strategies

= Personal goals/values/
expectations

= Symptoms

= Functional status

= Psychosocial or
spiritual distress

= Educational and

Not informational needs

present [* Cultural factors
affecting care

= Criteria for consultation
with palliative care
specialist (See PAL-7)

« Inform patients/ 4
families/caregivers
about palliative care
services
» Anticipate
symptoms and
discuss preventive
measures

» Discuss advance
care planning

» Rescreen at next

nent -

= Anticancer therapy

« Appropriate treatment of
comorbid physical and
psychosocial conditions

« Coordination of care
with other health care
providers

* Promote adaptive coping

« Symptom management

= Advance care planning

« Psychosocial and
spiritual support

« Culturally congruent care

* Resource management/
social support

« Consultation with
palliative care specialist

« Transition to end-of-life
care including hospice
referral as appropriate

* Response to request to
withdraw or withhold life-
sustaining treatment

* Response to requests
for hastened death
(physician-assisted
dying)

« Care of imminently dying
hospitalized patient

« Palliative sedation

» Normalization of
anticipatory grief and
bereavement education

and support

outcomes:

* Patient satisfied
with response to
anticancer therapy
Adequate symptom
management
Reduction of
patient/family/
caregiver distress
Acceptable sense of|
control
Decision-making
capacity
Decreased caregiver|
stress and burden
Strengthened
relationships
Optimized quality
of life

Personal growth
and enhanced

AFTER-DEATH
INTERVENTIONS

For family and

caregiver(s):

» Immediate
after-death care

*» Psychological
bereavement
support

» Cancer risk
assessment
and
modification

For health care

team:

» General support
(ie, debriefing)

—>Death-—»

meaning

If unacceptable

* Re-evaluate interventi
possible

Footnotes on
PAL-2A

on options and intensify as

« Consult with other clinicians and refer to specialist

visit
‘—Ongoing reassessment < if available
Note: All r dati are category 2A unl otherwise indicated.
Clinical Trials: NCCN believes that the best manag 1t of any patient with cancer is In a clinical trial. Participation in clinical trials Is especially encouraged.

Assessment by
Oncology Team
(PAL-3)

PAL-2

Version 2.2023, 0424/2023 @ 2023 National Comprehensive Cancar Network® (NCCN*), All rights resarved. NCCN Guidelines* and this illusiration may not be reproduced in any form without the axpress written permission of NCCN
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Struggles After Cancer Treatment?
3 Ssgns to Seek HC'P Doctor-Approved Patient Information from ASCO*
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NCCN Distress Thermometer and Problem List for Patients

NCCN DISTRESS THERNMONETER PROALEM LS
P any of the following has been a probiem for you

udiog fod

Lobkns YES NO Plioscal Prottemms
" 3D § ~

uctons Mlease chuie e numier (0-10) Tl best
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