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Objectives 

 Definitions/Tenets of Palliative Care 

 

 Models of Palliative Care 

 

 Symptom Management 

 

 End-of-life care 

What is Palliative Care 

 Improve quality of life of patients, their families, and their caregivers 

 

 Those facing issues related to life-threatening/serious illnesses 

 

 NOT limited to end-of-life care 

 

 Regardless of where patient is in natural history of the disease 

Hospice Care 

 Provides medical care/support to patient with life-limiting illness 

 Focus on QUALITY of life rather than prolonging life/cure 

 “Comfortable death with dignity” 

  Last weeks to months of life 

 No more therapies for treatment of disease/intent to prolong life  

 A poor performance status 

 Poor quality of life 

 Physical and psychological distress 

 Family caregiver stress 

 Increasing frequency of medical crises 

 Multiple hospitalizations and ER visits 

 

Hospice Care Eligibility-Questions 
and Misperceptions 

 “Is hospice a place? No. Hospice is a model of care, not a physical 
location, and hospice care can be provided in the patient’s home, in a 
nursing home, or in the hospital. 

 

 What type of treatments can patients receive while being cared for by a 
hospice program?  

 Hospice services include treatments and interventions that achieve the goal 
of maximizing comfort and quality of life. The hospice medical director 
reviews all treatments if appropriate with goals of care. In addition, patients 
can come and go from hospice at any time, if it is not meeting needs or if a 
new treatment becomes available that is not able to be covered by 
hospice.  

 Once patients leave hospice, they may return to the program at any time 
that hospice services fit their care needs, as long as they continue to meet 
the eligibility criteria (including a prognosis of under six months).” 

 

 

Hospice Care Eligibility-Questions 
and Misperceptions 

 “Do patients have to be actively dying to receive hospice services? No. 
Patients do not have to be actively dying to receive hospice care. 
Patients must show a functional decline and have an estimated 
prognosis of six months or less to receive hospice services. 

 

 Do patients have to be DNR to receive hospice? In the United States, 
patients are not legally required to be categorized as “do not 
resuscitate” (DNR) to receive hospice care. However, hospices should 
help patients understand that enrollment in hospice is a choice to 
accept that death is likely in the next months and that life-sustaining 
technologies, such as ventilator therapy, intensive care management, 
and vasopressors, will neither change the underlying progression of 
disease nor reduce suffering, and are therefore not recommended and 
not typically used while in hospice care.” 
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Palliative Care 

 The specialty of palliative medicine came out of the hospice 
movement 

 Holistic care developed by hospice 

 Symptom management 

 Communication 

 Wider group of patients including those who are not dying or who 
cannot receive or choose not to receive hospice services. 

 “While all care that is delivered by hospices can be considered 
palliative care, not all palliative care is delivered by hospices” 

 All stages of disease  

 Not limited to end of life care 

Palliative Care and Gynecologic 
Oncology 

 Most gynecologic oncologists believe that palliative care is useful 

but underused 

 Survey involving 145 people of the Society of Gynecologic 

Oncology  

 1.  How they incorporated palliative care services 

 2.  Barriers to incorporation 

 9 in every 10 offered palliative services.  

 51% thought that palliative services were underused 

 48% felt they were appropriately used 

 1% thought they were overused. 

 

Palliative Care and Gynecologic 
Oncology 

 3 in every 10 felt that palliative care should be incorporated at first 

recurrence. 

 4 in every 10 said they thought it should be incorporated when life 

expectancy is ≤6 months.  

 Three-fourths said palliative care consultation is reasonable at any 

stage of disease.  

 53% said they would consult palliative care services for pain control; 

63% reported for other symptoms.  

 75% said that the main barrier for consulting palliative care services 

was patients’/families’ fear of abandonment by the primary 

oncologist. 

 

Models of Palliative Care 

Ideal Model of Palliative Care Palliative Care 

 Recognized as medical subspecialty along with Hospice by 

American Board of Medical Specialties 

 Canada, Ireland, England, New Zealand, other European nations 

 Landmark article by Temel et. al in 2010 showed that early palliative 

care in patients with non-small cell lung cancer had better quality of 

life and mood scores and longer median survival (11.6 vs 8.9 months, 

p = 0.02) than those with standard oncologic care alone 

 ABOG has had people board-certified in Palliative Care by 

documenting 800 hours of end-of-life care and 100 hours of hospice 

experience with requirement for written examination 
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Tenets of Palliative Care 

 Management of symptoms 

 

 Taking interest in patient’s values/preferencescreate care plan 

 

 Continued communication between caregivers and patient 

 

 Psychosocial, spiritual, practical support 

 

 Coordination of care with all involved parties 

Goals of Palliative Care 

 Control of pain and other symptoms 

 

 Sense of control 

 

 Relieve burden on family members and strengthen relationships 

 

 Understanding of the nature of the illness 

Aspects of Palliative Care Goals of Palliative Care 

 Expectations in the future 

 

 Pros and cons of available treatments and integrate in context of 

the patient’s goals and values 

 

 Appoint decision makers in case of loss of decision-making capacity 

 

 Financial affairs 

 

 

Economics/Insurance 

 Can be delivered in hospital, ambulatory setting, nursing home, or 

home 

 Reimbursed by most insurance carriers 

 Palliative care consultations can result in shorter hospital stays and 

lower costs.  

 Meta-analysis of six studies (130,000 hospitalized patients with severe or 
complex medical conditions), early palliative care consultation lower 

hospital cost ($3200 per stay) 

  Savings higher for patients with cancer and for those with four or more 
comorbidities 

Economics 

 One analysis of 1100 Medicare patients aged 65 and older with 

advanced-stage lung or colorectal cancer between 2003 and 

2005, physicians from higher spending areas reported less comfort 

with discussing end of life issues and had more negative attitudes 

towards Hospice care.  

 

 Need more integrated approach to medical care to decrease 

variations between caregivers in delivering healthcare 
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NCCN Guidelines 

•Uncontrolled symptoms 

 

•Moderate-to-severe distress related to their diagnosis and treatment 

 

•Serious comorbid physical and psychosocial conditions 

 

•Life expectancy ≤6 months 

 

•Concerns about their course of disease and/or their treatment 

options (including if these are expressed by their family) 

 

Palliative Care 

 Pain 

 

 Life is a normal process 

 

 Not involved in postposing or hastening death 

 

 Team approach 

 

 Should be considered early in course of illness 

Definitions of Palliative Care 

 Centers for Medicare and Medicaid Services (CMS): “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 facilitating 
patient autonomy, access to information, and choice”  

 

 Center to Advance Palliative Care: “Specialized medical care for 
people with serious illnesses…focused on providing patients with relief 
from the symptoms, pain and stress of a serious illness—whatever the 
diagnosis. The goal is to improve quality of life for both the patient and 
the family. Palliative care is provided by a team of doctors, nurses and 
other specialists who work together with a patient’s other doctors to 
provide an extra layer of support. It is appropriate at any age and at 
any stage in a serious illness and can be provided along with curative 
treatment”  

Definitions of Palliative Care 

 World Health Organization (WHO): “An approach that improves the 

quality of life of patients and their families facing the problems 

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”  

Palliative Care 

 Article from Landrum et. al addresses lack of STRUCTURED education 

for medical trainees involved in delivering bad news to 

patientsincreases stress and anxiety of patient and family 

 

 SPIKES protocol  

 

 Medical professionals need to determine if patient truly 

UNDERSTANDS the newsexpectations of the patient and family 

SPIKES 
 Step 1 S — SETTING Up the interview 

 • Arrange for privacy • Involve significant others • Sit down • Make connection with the patient • 
Manage time constraints and interruptions 

 Step 2 P — Assessing the Patient's PERCEPTION 

 “What is your understanding of your medical situation?” 

 Step 3 I — Obtaining the Patient's INVITATION 

 “How would you like for me to give the information about your test results?” 

 Step 4 K — Giving KNOWLEDGE and information to the patient 

 • Provide a warning shot = “I'm afraid I have bad news …” • Appropriate level of comprehension 
and vocabulary for patient • Avoid excessive bluntness • Give information in small chunks and 
reassess patient understanding 

 Step 5 E — Addressing the Patient's EMOTIONS with empathic response 

 Empathic response consists of 4 steps 

 • Observe for emotion on part of patient • Identify emotion of patient • Identify reason for 
emotion • Let patient know you have connected with the emotion 

 Step 6 S — STRATEGY and SUMMARY 

 • Determine patient's specific goals/fears • Establish plans to address patient's goals/fears 
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Benefits of Palliative Care 

 Improve patients’ quality of their care at the end of life 

 Improve coping skills 

 Avoid hospitalizationlowers costs (-$4251 for cancer patients) 

 Avoid unnecessary interventions (i.e. radiographic imaging, ER visits, 

ICU stays) 

 Implementation of Hospice 

 Improved patient and family satisfaction 

 Reduce PTSD among family members  

 

Models of Palliative Care 

 Consult services 

 

 Palliative care units 

 

 Integrated palliative care models (i.e. ICU) 

 

 Community-based palliative care services 

 

 Nursing home palliative care 

Barriers for Referral to Palliative 
Care 

 Low awareness of Palliative Care 

 

 Tendency to think of Palliative Care as Hospice Care/end-of-life 

 

 Concern that Palliative Care could interfere with treatment 

 

 Shortage of providers well-versed in palliative care 

 

 Patient perceptions of using “palliative care” as opposed to 

“supportive care” as language 

Barriers for Referral to Palliative 
Care 

 Difficulty switching to a non-treatment regime 

 

 Discomfort with having conversation about death with patient and 

family 

 

 Continued search for cure from patient/family 

 

Challenges to Palliative Care 

 Older age (age 65 years or older) 

 Malnutrition, low serum albumin 

 Decreased renal function 

 Impaired cognition 

 Lower seizure threshold (metastatic brain involvement, use of 

opioids) 

 Long-term opioid therapy 

 Multiple-drug therapy 

 Frequent autonomic nervous system impairment 

 

Dyspnea 

 Very subjective symptom 

 Associated with anxiety and depression 

 Cognitive-behavioral therapy 

 Cooling fan, relaxation techniques 

 Consider opioids (Morphine) 

 Thoracentesis 

 Pleurodesispain, atelectasis, pneumonitis 

 Indwelling tunneled pleural catheters 
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Cachexia-Anorexia 

 Cachexia-hypercatabolic state with accelerated loss of skeletal muscle 
secondary to inflammatory response 

 

 Anorexia-loss of appetite with weight loss 

 

 Decreased frequency of eating, less variety of foods, higher liquid 
intake 

 

 Distressing to family members/caregivers 

 

 Extra calories do NOT reverse underlying process 

Gastrointestinal Symptoms 

 Reduce red meat 

 

 Consider more dairy 

 

 Marinate meat to disguise taste 

 

 Serve foods at room temperature instead of hot 

 

 Tart foods 

 

Gastrointestinal Symptoms 

 Glucocorticoids 4 mg PO daily to improve nausea, appetite, and 

energy (short-term treatment) 

 Megace (increased risk for VTE, adrenal insufficiency, edema) 

 Individualize cases of hydration (not shown to prolong life, may not 

be covered by insurance companies) 

 Artificial nutrition not shown to prolong life or improve nutritional 

status in terminally ill 

 Consider in cases of high-grade obstruction/malabsorption where 

length of life measured in months but should be frequently reassessed 

 

Nausea and Vomiting 

 Opioid use 

 Impaired gut motility 

 Uremia 

 Electrolyte imbalance 

 Hypercalcemia 

 Cerebral metastases 

Malignant Ascites 

 Obstruction of lymphatic drainage 

 Hepatic venous congestion 

 Vascular permeability 

 Paracentesis 

 PleurX drain 

 Agents targeting VEGF (toxic) 

 HIPEC and immunologic therapies-under investigation 

Malignant Bowel Obstruction 

 35% of patients with relapsed ovarian cancer 

 Conservative management with NPO status, IV fluids, NG 

decompression, medical management of nausea 

 Consideration for continued conservative management versus 

surgical intervention 

 Life expectancy 

 Site of obstruction 

 Chance of response to further chemotherapy 

 Review of 700 surgeries for malignant bowel obstruction, major morbidity 
was 32% and median survival was 17 weeks (Chi et. al) 
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Hypercalcemia 

 Total serum calcium of 10.2 (adjusted by albumin) 

 Occurs in up to 30% with malignant disease 

 Nausea, vomiting, anorexia, constipation, polyuria, irritability, 

depression, muscle weakness, delirium, coma 

 Survival thought to be less than 6 months 

 Treat with intravascular volume expansion with one-liter bolus of NS 

followed by NS infusion of 75-150 cc/hour 

 Bisphosphonate with calcitonin in severe hypercalcemia (2-8 IU/kg 

SQ or IM Q 12 hours) 

Psychiatric Symptoms 

 Major depression 

 Pervasive feelings of hopelessness, helplessness, excess guilt, loss of interest, 
thoughts of suicide (passive or active) 

 

 Sleep disorder, poor concentration, anorexia, psychomotor retardation not 
explained by underlying medical condition 

 

 Relieve pain 

 

 Psychotherapy 

 

 Demoralization-existential distress 

 

 

 

 

Delirium 

 Opioid-induced neurotoxicity  

 Brain tumor/metastases 

 Cancer treatments (chemotherapy, radiation therapy)  

 Psychotropic drugs (tricyclic antidepressants, benzodiazepines),  

 Metabolic factors (hypercalcemia, hyponatremia), dehydration, or 

failure of a vital organ or system (eg, renal failure, hypotension) 

  Paraneoplastic syndromes 

 Sepsis or even simple infections, such as cystitis 

 

Treatment of Delirium 
 

 Provide familiar materials to keep patient oriented 

 Minimize use of restraints 

 Use of glasses/hearing aids for better communication 

 Companions to reorient 

 0.5 to 1.0 mg haloperidol (orally, intravenous, intramuscular, or subcutaneous) 
administered, with repeat doses every 45 to 60 minutes titrated against 
symptoms. 

 Older patients may require lower dosages to avoid extrapyramidal symptoms 

 Consider changing opioid, correct metabolic derangements, address infection, 
hydrate 

 If last hours to days of life and delirium still not responding, could consider 
midazolam (considered for short-term measure) 

Brain Metastasis 

 Headache 

 Intractable nausea/emesis 

 Seizures 

 Hemiparesis 

 Gait disturbance 

 Visual changes 

 Initiate steroids to decrease cerebral edema (4-8 mg/day of DMTZ 

PO and then increase to up to 16 mg/day for severe symptoms).  

Maximum is 100 mg/day 

Radiation for Cerebral Metastases 

 Number of lesions 

 1-3 with poor control of diseasebest supportive care of WBRT 

 1-3 lesions with additional therapy that can be offeredconsult 

Neurosurgery to see if surgically resectable 

 4 or more lesions/unresectableWBRT or stereotactic radiosurgery 

 WBRT-10 fractions of 3 Gy or 15 fractions of 2.5 Gy with limited disease/good 

systemic options 

 WBRT-5 fractions of 4 Gy if poor prognosis/performance status 
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Hemorrhage 

 Ensure presence of health care professional 

 Provide psychological support to patient and family 

 Apply pressure if necessary 

 Use dark towels and suction 

 Oxygen 

 Consider narcotics/sedatives 

 Vaginal packing 

 Hypofractionation (2 fractions overs 2-3 days) 

 

Last Hours of Life 

Progressive unresponsiveness 

Purposeless movements, facial expressions 

Noisy breathing 

Unlikely periods of awareness just before death 

Possible acute events and action plan 

Any other questions the family may have 

Ask about previous deaths in the family (where, when, how) 

Phone number (24 hours) for help 

What to do after death 

Last Days to Hours of Life 

 Decreased level of consciousness 

 Dysphagia of liquids  

 Periods of apnea 

 Cheyne-Stokes breathing 

 Death rattle (respiratory and oropharyngeal secretions)reposition 

patient, consider glycopyrrolate/scopolamine 

 Peripheral cyanosis 

 Pulselessness of radial artery 

 Respiration with mandibular movement 

 Decreased urine output  

Last Hours of Death 

 Care should entirely focus on comfort care 

 

 Discontinue non-supportive drug agents 

 

 Stop imaging and lab testing 

 

 Deactivate defibrillator 

 

 Change oral medications to SQ or IV 

 

 1/3rd of cancer patients die in the hospital 

Conclusions 

 Palliative Care should be implemented early in the disease process 

 

 Focus on quality of life of patient while she is undergoing treatment as 
an INTEGRATED approach 

 

 Educate patients and family members about the difference between 
Palliative Care and Hospice 

 

 Provide continued support from diagnosis through death and 
bereavement 

 

 “Palliative care is both an art and science of care” (Bhatnagar et. Al 2015) 

 

 


