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Palliative Care




Definition

Palliative care Is an approach that improves the guality of
life of patients & their families facing the problem
associated with life-threatening illnesses, through the
prevention and relief of suffering by means of early
Identification, impeccable assessment & treatment of pain

and other problems, physical, psychosocial and spiritual.

http://www.who.int/cancer/palliative/definition/en/



Multidisciplinary

Quality of life

Patients
with
incurable
diseases

Patients & their
families




O Palliative derives from the
Latin Pallium which means to

cloak.

O Palliation means to cloak over,
to not address the underlying

causes, but to eliminate the

effects.



Need of Palliative Care

O Avg. life expectancy in 1900 was 47.3 years

O Medicine was focused on caring, comfort

O Science & technology — marked shift in values
O Fight aggressively against morbidity
O 1 life expectancy

O 7 incidence of Cancer & NCD




O Globally 58 million people die annually.

O 60% of them have advanced illness & would benefit from
palliative care.

O There will be 24 million new cancer cases per year by 2050.

O Palliative care could improve the QOL of >100 million

people worldwide annually.
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History

In 1953, John Bonica published

Textbook on Pain
Early 1960s, publications on
terminal cancer patients

St. Christopher Hospice in South

London in 1967

In 1974, Balfour Mount coined the

term ‘palliative care’.

By 1999, 6540 PC services in 84

countries.

DAME CICELY
SAUNDERS

“YOoU MATTER BECAUSE
YOU ARE YOU, AND YOU

MATTER TO THE END OF
YOUR LIFE. WE WILL DO
ALL WE CAN NOT ONLY TO
HELP YOU DIE PEACEFULLY,
BUT ALSO TO LIVE UNTIL
YOU DIE.”




Who would benefit from a
palliative approach?




Terminally Il Patients with
» Cancer

» COPD

» Chronic Heart Disease

» ESRD

» Neurological conditions, including Dementia
» Frailty, or multiple co-morbidities
» AIDS



Disease —modifying therapy Bereavement Support

Palliative Care

Supportive Care




» Patient-centred rather than disease-focused
» Death accepting but also life-enhancing

» A partnership between the patient & the

caregivers

» Concerned with healing, not curing

“You can’t die cured, but you can die
healed.”



Palliative
Care

= Focus Is on pain and symptom

Hospice -
P Palliative Care

= Focusis on pain &
management

: : symptom management
= Patient has a terminal ymp 9

diagnosis with life expectancy Ot 1120

of less than 6 months to be terminal

= Not seeking curative = May still be seeking

treatment aggressive treatment



Main Aim
Guided by person centered goals of care:
Pain and symptom management.
Psychosocial care for person.
Psychosocial care for family.
Spiritual care.
Disease management.

Preparing for and managing dying.

BEECL, = 0 D =

Bereavement.
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Improve the
Quality of Life
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Promote comfort

Avoid the avoidable suffering

Building Capacity :
empowerment to adjust,
relief and support the
unavoidable suffering

Wellbeing

Comprehensive
Care




| -Pain, - SOB, -Cough, -Nausea &
- Vomiting, -GI obstruction, -Wt
 loss, -Depression, -Agitation




Pain )

O Most common symptom %

O Types :
- Bone pain - Headache due to T ICP

- Neuropathic pain - Ischemic pain
- Abdominal colic - Liver capsule pain

- Incident pain

OOOOOE

No hurt Hurts Hurts little Hurts Hurts Hurts
little bit  more eVen  wholelot worst
more
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Attributes Patients Members Physicians Providers

Freedom from pain 3.07 (1) 2.99 (1) 2.36 (1) 2.83 (1)
At peace with God 3.16 (2) 3.11 (2 4.82 (3) 3.71 (3)
Presence of family 3.93 (3) 3.30 (3) 3.06 (2) 2.90 (2)
Mentally aware 4.58 (4) 5.41 () 6.12 (7) 5.91 (7)
Treatment choices followed 5.51 (5) 5.27 (4) 5.15 (5) 5.14 (5)
- Finances in order 5.60 (6) 6.12 (7) 6.35 (8) 7.41 (9)
Feel life was meaningful 5.88 (7) 5.63 (6) 5.02 (4) 4.58 (4)
Resolve conflicts 6.23 (8) 6.33 (8) 5.31 (6) 5.38 (6)
Die at home 7.03 (9) 6.89 (9) 6.78 (9) 7.14 (8)

*Attributes are listed in the mean rank order based on patient response. Numbers in parentheses are mean rank order,

_with lowest rank score (1) indicating most important attribute and highest rank score (9) indicating least important.

Friedman tests were significant at P<<.001, suggesting that rankings by each group were different than would be
expected by chance alone.
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Management of Pain

Pharmacological

Opioid: Morphine, Fentanyl,
Diamorphine, Codeine etc
Non-opioid: Paracetamol, NSAIDs
Adjuvant analgesics

- NSAIDs

- Glucocorticoids

- Anticonvulsants

-TCA

- NMDA receptor blocker

Freedom from
Cancer Pain

Opioid for moderate
10 severe pajp,

*- Nonapiojd
- Adjuvant

Pain Persisting or fnnreasing

Nonopiojy
+ A
" Adjuvant



Non-pharmacoloqgical

* Neurodestructive Interventions
* Radiotherapy

* Physiotherapy

» Psychological techniques
 Stimulation therapies

« Complementary & alternative therapies



Breathlessness

Assessment

Treatment of reversible cause

Patient education, effective breathing, Non-
pharmacological approaches (hand-held fan,
tailored exercises)

OXerapy

Opioids

Benzodiazepine in anxiety






Vomiting

« Causes : Metabolic abnormalities, Drug adverse

effects, Raised ICP, Intestinal obstruction etc

e Assessment
* Treatment of cause
* Anti-emetic drugs

Area Receptors
Chemotactic trigger zone D,, 5-HT
Vomiting Centre H,, Acetylcholine
Gastric stasis
Gut distension H,

Gut chemoreceptors 5-HT

Drugs
Haloperidol, Metoclopramide
Cyclizine, Hyoscine
Metoclopramide
Cyclizine
Levomepromazine



Gastro-intestinal obstruction
Weight loss
Anxiety & Depression

Delirium & Agitation




When a person and their family find out that an iliness is
terminal, they may have the following reactions: 7\

First reactions to the news of a terminal iliness: Qp

e Shock -

—

Denial

s .
* Anger ~~
¢ They may blame others for the illness

They are probably disorgamzed

Later Reactions:

* They start to adjust to the illness.
o They start talking sbout their foclings. & A& P

* Theyv become organized to give the needed care.

¢ They start feeling tired. drained and may become mmpatient with the
dying person.

They need “time out™ and start shanng the responsibilities.

Reactions near the end:

They accept the reality of death.

* They may feel useless because their care 1s not making the dying
person feel better.

¢ They may feel frustrated becaunse the medicine iz not working.

® They feel sadness and anxiety.

¢ Some people become very angry or hide their feelings. hr\.




Listen

Be patient

Be gentle

Be honest

Be sensitive

Accept people’s reaction
Respect personal beliefs

Ensure confidentiality



Communication

Talking with patients in an honest & straightforward
way.

Willing to talk about dying, not abandoning/avoiding.
Giving bad news In a sensitive way.

Listening to patients.

Encouraging questions.

Sensitive to patients readiness to talk about death.

\Wéinrich et al. Communicating with dying patients within the spectrum of medical care
from terminal diagnosis.
AIM 2001; 161: 868-874; Curtis, J Gen Intern Med 2000; 16:41



Social & Spiritual Support

Nursing

Assist with hygiene, dignity, and privacy; maintain open
communication with individual and family; encourage
family involvement in care

Social services

Coordinate family support; engage community services;
ensure wishes are congruent with advance directives and

resolve any conflicts

Slide 30



Dietary

Liberalize diet; provide extra fluids for person

Activities

Pets, reminiscence, aromatherapy, music, visits from children

Physical Therapy/Occupational Therapy

Assist in maintenance of independence and comfort; consult
on positioning, safety issues, and pressure ulcer care

Community

Involve hospice, local clergy .



Ethical Considerations

“* Respect for patient autonomy
. :

“* Beneficence

“* Non-maleficence

+» Justice



Euthanasia

‘A deliberate intervention undertaken with the

express intention of ending a life to relieve intractable

suffering’

» Withholding or withdrawing life-sustaining
treatment, when it is biologically futile or

burdensome, IS not euthanasia.



Management of a patient who is dying

« Patient & family awareness

- Stop non-essential medications, investigations &
Interventions

- DNACPR

« Symptom control

« Support for family

« Religious & Spiritual needs

 Ongoing assessment

« Care after death



Bereavement Support

Sympathy cards

Pamphlets on grief and loss; referral to
community services

Memorial services

Bedside services

Follow-up call or letter to family

Children — art therapy

Slide 35
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Who should be part of the
Palliative Care Team?

» Physicians and advance practice nurses

» Team may also include:

= Chaplains

= Social workers
= Psychiatrists
= Psychologists
= Dietitians

= Pharmacists

= Physical therapists

Occupational therapists
Music and pet therapists

Mindfulness training
practitioners

Massage therapists
Child life experts

Bereavement/grief counselors



What treatments are prohibited ???




Palliative Care in Bangladesh

« Approximately 75% of
cancer patients need
palliative care.

« The incidence of stroke
patients is 5-12 per 1000
per year.

» Millions of others suffer
from paraplegia, renal
failure & others.

Daily Star



Palliative Care in ICUs

Although life-prolongation
& palliation can be seen
as dichotomous aspects
of care, values & goals In
Critical Care &

Palliative Care are

similar.



Psychological
Support

Hope

Honesty



Conclusion

» Palliative care will undergo significant growth in coming

decade.

» Palliative care Is applicable in early course of illness, along

with other therapies.

» Good understanding of medical ethics & good
communication may contribute to face the challenges of

palliative care.



Theme of World Hospice & Palliative Care Day
2018

¢ BECAUSEI MATTER e

“Add life to their days, not days to
their life”
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