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Ranking End of Life Care across the world 2010
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Economist Intelligence Unit m

The quality of death
Ranking end-of-life care
across the world
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Index but its rapid progress is examined in a box on page 22.)

Taiwan is also noteworthy among the top 15 overallin the Index at position

14 (it scores very well on Quality but not so well on Availability). Its strong
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Figure 4
Availability of end-of-life care (25% weighting)
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2015 Quality of Death Index—Overall scores

Rank Country

1 J@ __________________________________________________93.9]

2 Australia |

3 New Zealand

4 Ireland

5

6 <.

7 Germany I — 7 WY

8 Netherlands

9 us

10 France I —— vy

11 Canada N & X

12 Singapore

13 Norway

14 Japan

15 Switzerland

16 Sweden I

17 Austria

18 South Korea

19 Denmark I

20 Finland I <

21 Italy

22 Hnng I(Dng - 66.6




Indicator scores

Rank / 80

SUPPLY ENVIRONMENT

Score / 100
82.1 ([

Unit
0 - 100 where 100= best and 0=worst

1) PALLIATIVE AND HEALTHCARE ENVIRONMENT 7 74.5 (NI 0 - 100 where 100= best and 0=worst
1.1) Healthcare spending 46 36.9 |l 6.6 % of GDP

1.2) Presence and effectiveness of government-led national palliative =1 2000 NMIIHIHURIHIIHT 5 EIU rating

1.3) Availability of research-based policy evaluation =1 2000 NMHIHIHURIIITHT 5 EIU rating

1.4) Capacity to deliver palliative care 12 61.3 N 33.0 %

2) HUMAN RESOURCES 10 69.4 (I 0 - 100 where 100= best and 0=worst
2.1) Availability of specialised palliative care workers =4 Z5.0 NI 4 EIU rating

2.2) General medical knowledge of palliative care =7 Z5.0 NI 4 EIU rating

2.3) Certification for palliative care workers =1 2000 IMIIHIHURIHITHT 1 EIU rating

2.4) Number of doctors per 1,000 PC-related deaths 24 4292 T 588.8 Doctors per 1,000 non-accidental deaths
2.5) Number of nurses per 1,000 PC-related deaths 11 477 1731.9 Nurses per 1,000 non-accidental deaths
3) AFFORDABILITY OF CARE =6 Q1.7 (N 0 - 100 where 100= best and O=worst
3.1) Availability of public funding for palliative care =7 Z5.0 NI 4 EIU rating

3.2) Financial burden to patients for available palliative care =1 2000 NHHIIURIHITHT 5 ElU rating

3.3) National pension scheme coverage of palliative care services =1 2000 MHHIHURIHITHIR 3 EIU rating

4) QUALITY OF CARE —7 87.5 [ 0 -100 where 100= best and 0=worst
4.1) Presence of monitoring standards for organisations =1 2000 NMHIHIIURIHITHR 1 ElU rating

4.2) Availability of painkillers =1 100.0 [T 5 ElUrating

4.3) Availability of psycho-socio support for patient and families =1 o 0 L T T S 3 EIU rating

4.4) Presence of Do not resuscitate (DNR) policy =1 2000 NMHIHIIURIHITHR 1 ElU rating

4.5) Shared decisionmaking 25 S5O0 NI 3 EIU rating

4.8) Use of patient satisfaction surveys =4 5.0 NI 4 EIU rating

5) COMMUNITY ENGAGEMENT =3 87.5 [T 0 - 100 where 100= best and O=worst
5.1) Public awarenass of palliative care == 75.0 NN 4 EIU rating

5.2) Availability of volunteer workers for palliative care =1 2000 NHIIIURIIITHIR 5 EIU rating




Case study: Taiwan—Leading the way

Quality of Death overall score (supply) 6
Palliative and healthcare environment 5
Human resources 9
Affordahility of care =6
Quality of care =8
Community engagement =5

s TaiWan

m— fyerage

Highest Palbative and
healthcare environment
100

8

60
Community 40 Human
engagement resources

Quality of care Affordability of care

Rank/80 Score/100

83.1
79.6
72.2
87.5
90.0
g2.5

The quality of palliative care in Taiwan is high (it is tied for
eighth placein this category), with a focus onimproving the
quality of a patient’s last days. Major steps have been made

in recent years: Dr Siew Tzuh Tang, a professor at Chang Gung
University School of Nursing, reports substantial improvement
in several end-of-life indicators between her team’s national
surveysin 2003/4 and 2011/12. For example, while less

than half of terminallyill cancer patients were aware of their
prognosis in the first survey, this numberincreased to 74% by
2012. Use of aggressive medical treatments for cancer patients
in the last month of life, such as CPR and intubation, also
declined over this period.

Community engagement, in particular to break down cultural
taboos against discussing death, has also been a focus. Such
taboos are stillwidespread, but proponents of palliative care
are attempting to change that by introducing discussions of
life and death into the education system from primary school
through university, and by changing the mindset of patients.

“Family members feel that for the patient to die without CPR
is not filial,” says Dr Rongchi Chen, chairman of the Lotus
Hospice Care Foundation. “But we are trying to teach people
that filial duty and love should find its expression in being
with the family member at the end of his or her life, and in

pncouraging accentance gf d]sﬂﬂsﬂ ﬂnd ﬂEﬂEEﬂI passing.”

11
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Modest Score (scores 33-66)

Modest Score (scores 33-66)

1.1) Healthcare spending

1.4) Capacity to deliver palliative care

2.4) Number of doctors per 1,000 PC-related deaths
2.5) Number of nurses per 1,000 PC-related deaths
4.5) Shared decisionmaking
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https://www.duke-nus.edu.sg/lcpc/quality-of-death/rankings
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Rankings of countries based on input from country experts

Rank Country Rank Country
1 United Kmidom 42 Colombia
719
2 Ireland 43 United States
—EB==——— =] 71.5
3 Taiwan 44 Mianmar
=4 Australia 45 Mexico
70.0
=4  Korea, Rei~ ey 46  Ecuador
. . 696
=4  Costa Rica 47  Venezuela, RB
e=————,—,— e - == X9 e s e R 7.3
7 North Macedonia 48 Moldova
89.0
8 Panama _ﬂg
» _ﬂ]El DA
9

Hong Kong 50 Vietnam

10 Lithuania Indonesia

l
N
w
ey

- "W_m 52 Chile
o 659]
12 New Zealand - - —
13 ‘Switzerland - 654]
87.6 54 Georgia
14 Poland —Zﬂ
87.0 55 Kenya
15 Germany bﬂ
- S i —t
16 Sri Lanka
86.1 57 Russian Federation
17 ‘Sweden _—
85.3 58 Peru
18 Mongolia
e 59  India
19 France 61.0
826 60 Greece
20 Finland
817 61 Ethiopia
21 Belarus o3
814 62 Malaysia
22 Canada g
81.2 63 Sudan
1Y SN 580
81.2 64  Nepal
24 Japan ]
—m 65  Armenia
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Vol. 63 No. 4 April 2022 Journal of Pain and Symptom Managemeni e365

Review Article

Identifying Core Domains to Assess the “Quality of (®) Check for updates
Death”: A Scoping Review

Afsan Bhadelia, MS, PhD, Leslie E. Oldfield, MSc, Jennifer L. Cruz, MPH, Ratna Singh, MA, and

Eric A. Finkelstein, PhD

Depariment of Global Health and Population (A.B.), Harvard T.H. Chan School of Public Heallh, Boston, Massachusetts, USA; Princess
Margaret Cancer Centre (L.E.O.), Toronto, Ontario, Canada; Department of Social and Behavioral Sciences (].L.C.), Harvard T.H. Chan School
of Public Health, Boston, Massachuseits, USA; Lien Centre for Palliative Care (R.S., E.A.F.), Duke-NUS Medical School, Singapore, Singapore

Results. A total of 309 eligible articles were identified out of 2728 discrete results. The articles represent perspectives from
the broader health system (11), patients (70), family and informal caregivers (65), healthcare professionals (43), multiple view-
points (110), and others (10). The most common condition of focus was cancer (103) and the majority (245) of the studies con-
centrated on high-income country contexts. The review identified five domains and 11 subdomains focused on structural
factors relevant to end-of-life care at the broader health system level, and two domains and 22 subdomains focused on experien-
tial aspects of end-of-life care from the patient and family perspectives. The structural health system domains were: 1) steward-
ship and governance, 2) resource generation, 3) financing and financial protection, 4) service provision, and 5) access to care.
The experiential domains were: 1) quality of care, and 2) quality of communication.

Conclusion. The review affirms the need for a people-centered approach to managing the delicate process and period of
accepting and preparing for the end of life. The identified structural and experiential factors pertinent to the “quality of death”

will prove invaluable for future efforts aimed to quantify health system performance in the end-of-life period. ] Pain Symptom
Manage 2022;63:€365—e386. © 2021 The Authors. Published by Elsevier Inc. on behalf of American Academy of Hospice and Palliative Med-
icine. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Identified Domains and Subdomains for EoLC
-structural health system domains- 1B EH{ERE & A EH

Domain Sub-Domain(s)
Stewardship and 1. Priority-setting and strategic planning of EoLC system
Governance 2. Laws, regulations, and standards

3. Public awareness and death education
Resource Generation 1. Training (of competent and multidisciplinary care teams)
(human, physical, and 2. HCEP staffing, benefits, compensation, and access to essential resources
knowledge) 3. HCP-centered support
4. Environment
5. Knowledge and evidence for policy and practice
Financing and Financial 1. Financial distress and fragility
Protection 2. EoLC financing and affordability of care
Service Provision 1. Availability of facility-based, home-based, and community-based EoLC
2. Administration of symptom management
3. Care integration
4. Responsiveness
Access to Care 1. Access to medicines
2. Access to physical care
3. Access to psychological care
4. Access to spiritual care
5. Access to social care
6. Access to bereavement care for grief management
7. Access to care navigation
8. Equity in access

J Pain Symptom Manage 2022;63:e365-e386
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Identified Domains and Subdomains EoLC
-experiential domains- £ Es & H

AR

Domain Sub-Domain(s)

6. Quality of Care 1. Safety
2. Appropriateness (of care)
3. Coordination and continuity of care and support across
phases/stages/transitions in EoLC
Health-related quality of life and alleviation of serious health-related
suffering
Life continuity
Dignity
Empowerment
Hope
Caregiver-centered support (to manage caregiver burden)
7. Quality of Communication Effective interpersonal interactions and relations

(within system and with Effective communication

gatients/caregivers!

>
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J Pain Symptom Manage 2022;63:e365-e386



20218 TmEFTEE

Journal of Pain and Symptom Management

Special Article

Cross Country Comparison of Expert Assessments of the
e365/e419

Quality of Death and Dying 2021 Vol. 63 No. 4 April 2022

AN/ R EE A R HA R FE AV AR B

HERIR

= HtRYAR#5

SECHYmE

RAARYE R IREE




Ly

BEEANBWABENGMEZF  ZE

. REBEAEEENMSFRIREEMIET

| BERBRME SR EEKENRE
B
BEEEA ST BRENEY - RUA

. AEIBFERFFIRERZ ZBNIEESEIR
 IERlERE

. BERBREAZHRZNERNAE
A28 E

ERRBRAZERI [REZBERREE

= an A HA BREE on

g

HEREdn

XAERBK
4 B thh

/Y13 EiE1R (2021)

8. BERRFIREEWAAMRMEXABE
9. BEIRFIREZHIERBEZRIFERDBE

10. BERFEHEREEMRFNER - LUIEREM
HARE YR E

11. BFERBRAZEFMABRE - MIEBERZNFEK

12. EFERBREAZAZURENEBHNEEHGERE

13. ERARREERE S RENIEH



Relative importance for each indicator

Managed pain and discomfort

IS

—t—

Clean and safe space

10.0%

Treated kindly

9.8%

Quality of life extending treatments

9.8%

—t—
—t—
—

Clear and timely information

9.3%

——

Asked enough questions

8.2%

—

Cope emotionally

7.2%

—t—

Care was well co-ordinated

7.0%

—

Preferred place of death

6.2%

—t—

Costs were not a barrier

6.2%

e

Contact with family

99l

Spiritual needs

4.9%

—

Non-medical concerns

4.4%

—t—

0.0%

2.0% 4.0%

6.0%

—

8.0%

10.0% 12.0%




CONCEPTUAL MODEL OF PALLIATIVE CARE DEVELOPMENT

Assessing the development
of palliative care worldwide:
aset of actionable
indicators

A e e — e e
s

WHO Sep 2021 #RE

Assessing the development of palliative care worldwide: a set of actionable indicators. Geneva: World Health Organization; 2021
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World Health
Organization

QUALITY HEALTH SERVICES
AND PALLIATIVE CARE

Practical approaches and
resources to support policy,
strategy and practice

WHO 4 October 2021 | Technical document

ERESCTINE Exploring quality palliative care:
I'm often breathless, but my doctor has prescribed me

morphine and that really helps to settle my breathing. a patient's perspective

SAFE

My family and | have been taught how to measure out the right dose of
morphine | need to take. We've been taught how much extra medicine | can
le safely when my pain gets bad and when we need to talk to a nurse about

increasing my dose.
EQUITABLE
PERSON CENTRED I've been able to access the care | need even though | have limited finances.
I ind it comforting to know that my family will not be left in significant debt
I feel listened to. A doctor explained my diagnosis and gave me a chance to because of my lliness.
ask questions compassionately. | know now | have a say in my own care. | want \
to spend the life | have left at home with my family, not in hospital | know my
wishes will be respected. INTEGRATED
| don’t always have to attend the hospital that diagnosed me for my
TIMELY appointments because my community clinic provides most of the care | need.
N\ | am grateful because care is close to my home and can draw on hospital
1 got a call from a palliative care team the same day | received my diagnosis. expertise as required.
She explained to me that even while | am having my chemotherapy, managing
\ my pain would be a priority of treatment.
< EFFICIENT

| feel reassured that as my family and | learn more about
self-care, the nurses that support me can have more time
\to provide palliative care for others like me.

FAMILY PERSPECTIVE

It's challenging caring for my wife as she becomes more unwell, but it's made easier by
the fact we have been shown how to administer all her treatment and we understand her
condition. | feel empowered to help her with her pain relief when she's really suffering.
The doctors and nurses are working together so we don’t have to attend so many
appointments, which means | can keep working to support the family. | am prepared for
what may come next and we have started to settle her affalrs.




3

4

Ex) O B
EEm=E

e Donabedian Ei&mE D& —(EE

(structure) ~ "i8FEME 4 (process)Ed

RIBILER - ENEFERBNGHE(UE

—_—

H

- Bllan

+ B
mE

2P fig

E_I_

B2 "BEH .

A, (outcome) °

s fm M AN B

=E - #H) 3@%%752%%(%%?%7:.%ﬁﬂé&ﬁtﬂ%ﬁ%%)f*n‘zu':%f

BHITO EEREEMEZEHE




IRE/ &E EEES

EEIRLLEER ELEREMOER
Which resources are How are the

required or used? resources used?
Staff, equipment,
consumables (i.e.,
syringe drivers, drugs)

Prescription of drugs,
use of syringe drivers,
staff visits, staff
meetings/clinics,
information etc.

BT - o4 - B B - BiEHE - 6
St Nl

Ei

INPUT/STRUCTURE |3 m > OUTPUT D

A—LEEL
Productivity or
throughput

Discharge rate, day
hospice attendance,
number of drugs/
opioids, number of
consultations, com-

pleted care plans etc.

HiBzEtEER - B XHER
e AR - EFISEE

£ TEBZH

=R
OUTCOME

R AR B & 7S on BB RY O
Change in health
status or quality of
life attributable to
health care

Change in pain levels,
improved quality of
life, decreased
anxiety
RIERHMINNE - £Em
BiE - EESDRUNE

A palliative care example regarding the sequence involved in outcome measurement

(adapted from Higginson and Harding 2007 2)



Patient-reported outcome (PRO) 'm ABITHR S &R

*A PRO can be measured by self- report (PRO
instrument) or by interview provided that the

Interviewer records only the patient’ s response.



Gap theory of Calman (1984) Z=rEIE

i ty
Expectations FHE

Experience  #55@

Expectations

Experience

FRESEHEMERIER 2B Z=IE

Quality of life as the gap between expectations and experience.
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Policy

Medicine availability

Opioids, essential
medicines
Importation quota
Cost
Prescribing
Distribution
Dispensing
Administration
(Pharmacists, drug

regulators, law
enforcement agents)

Palliative care part of national health plan, policies, related
regulations

Funding/service delivery models support palliative care delivery
Essential medicines

{Policy makers, regulators, WHO, NGOs)

Education

Media and

public advocacy
Curricula, courses —
professionals, trainees
Expert training

Family caregiver training
and support

(Media and public,
healthcare providers and
trainees, palliative care
experts, family caregivers)

Implementation

Opinion leaders

Trainer manpower

Strategic and business plans —
resources, infrastructure
Standards, guidelines measures

(Community and clinical leaders,
administrators)

Stjernsward et al. 2007%, Used with permission.

Public health model for palliative care development
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The Lancet Commissions r

Report of the Lancet Commission on the Value of Death: @ ®
bringing death back into life

Libby Sallnow, Richard Smith, Sam H Ahmedzai, Afsan Bhadelia, Charlotte Chamberlain, Yali Cong, Brett Doble, Luckson Dullie, Robin Durie,
Eric A Finkelstein, Sam Guglani, Melanie Hodson, Bettina S Husebe, Allan Kellehear, Celia Kitzinger, Felicia Marie Knaul, Scott A Murray,
Julia Neuberger, Searnus O'Mahony, M R Rajagopal, Sarah Russell, Eriko Sase, Katherine E Sleeman, Sheldon Solomen, Ros Taylor,

Mphe Tutu van Furth, Katrina Wyatt, on behalf of the Lancet Commission on the Value of Death™

The Value of Death has set out the five principles of a realistic utopia:

1. The social determinants of death, dying, and grieving are tackled;

2. Dying is understood to be a relational and spiritual process rather than simply a physiological event;
3. Networks of care lead support for people dying, caring, and grieving;

4. Conversations and stories about everyday death, dying, and grief become common

5. Death is recognized as having value.

41

www.thelancet.com Published online January 31, 2022



Trajectories of dying with cancer, organ failure and frailty

—— Physical —— Social Psychological Spiritual
Wellbeing—
Cancer
\\ / \ / \ //
N / \\_ _,-/ N /
Distress T T T T T
Diagnosis Return home Recurrence Terminal Death
decline
Weeks, months, or years
Wellbeing—

Organ failure

Distress T !
Hospital Death
admission

Months or years

Wellbeing-

Distress

1 I |
Fall Infection Death

Months or years
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Practical Guideline of Spiritual Care in Hospice Palliative Care-First Version
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“It is easier to die of Cancer
than Heart or Renal failure”

John Hinton (Medical Attending
Physician) 1963
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American College of Emergency Physicians

58 American College of

28 Emergency Physicians

Five Things Physicians and Patients Should Question
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Palliative care consultation in ES on inpatient length of stay
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Wu, F. M,, et al. (2013). "Effects of initiating palliative care consultation in the

emergency department on inpatient length of stay.” J Palliat Med 16(11): 1362-1367.



An initiative of the ABIM Foundation

Critical Care Societies Collaborative - Critical Care
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Five Things Physicians
and Patlents Should Questlon

Don’t order diagnostic tests at regular intervals (such as every day),
but rather in response to specific clinical questions.

Many diagnostic studies (including chest radiographs, arterial blood gases, blood chemistries and counts and electrocardiograms) are ordered

at regular intervals (e.g., daily). Compared with a practice of ordering tests only to help answer clinical questions, or when doing so will affect
management, the routine ordering of tests increases health care costs, does not benefit patients and may in fact harm them. Potential harms include
anemia due to unnecessary phlebotomy, which may necessitate risky and costly transfusion, and the aggressive work-up of incidental and
non-pathological results found on routine studies.

Don’t transfuse red blood cells in hemodynamically stable, non-bleeding
ICU patients with a hemoglobin concentration greater than 7 g/dL.

Most red blood cell transfusions in the ICU are for benign anemia rather than acute bleeding that causes hemodynamic compromise. For all patient
populations in which it has been studied, transfusing red blood cells at a threshold of 7 g/dL is associated with similar or improved survival, fewer
complications and reduced costs compared to higher transfusion triggers. More aggressive transfusion may also limit the availability of a scarce
resource. It is possible that different thresholds may be appropriate in patients with acute coronary syndromes, although most observational studies
suggest harms of aggressive transfusion even among such patients.

Don’t use parenteral nutrition in adequately nourished critically ill
patients within the first seven days of an ICU stay.

For patients who are adequately nourished prior to ICU admission, parenteral nutrition initiated within the first seven days of an ICU stay has been
associated with harm, or at best no benefit, in terms of survival and length of stay in the ICU. Early parenteral nutrition is also associated with
unnecessary costs. These findings are true even among patients who cannot tolerate enteral nutrition. Evidence is mixed regarding the effects of early
parenteral nutrition on nosocomial infections. For patients who are severely malnourished directly prior to their ICU admission, there may be benefits
to earlier parenteral nutrition.

Don’t deeply sedate mechanically ventilated patients without a specific
indication and without daily attempts to lighten sedation.

Many mechanically ventilated ICU patients are deeply sedated as a routine practice despite evidence that using less sedation reduces the duration
of mechanical ventilation and ICU and hospital length of stay. Several protocol-based approaches can safely limit deep sedation, including the
explicit titration of sedation to the lightest effective level, the preferential administration of analgesic medications prior to initiating anxiolytics and
the performance of daily interruptions of sedation in appropriately selected patients receiving continuous sedative infusions. Although combining
these approaches may not improve outcomes compared to one approach alone, each has been shown to improve patient outcomes compared with
approaches that provide deeper sedation for ventilated patients.

Don’t continue life support for patients at high risk for death or severely
impaired functional recovery without offering patients and their families
the alternative of care focused entirely on comfort.

Patients and their families often value the avoidance of prolonged dependence on life support. However, many of these patients receive aggressive
life-sustaining therapies, in part due to clinicians’ failures to elicit patients’ values and goals, and to provide patient-centered recommendations.
Routinely engaging high-risk patients and their surrogate decision makers in discussions about the option of foregoing life-sustaining therapies may
promote patients’ and families’ values, improve the quality of dying and reduce family distress and bereavement. Even among patients pursuing
life-sustaining therapy, initiating palliative care simultaneously with ongeing disease-focused therapy may be beneficial.
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Screening Criteria for Palliative Care Consultation in the ICU: A Report From the Improving
Palliative Care in the ICU (IPAL-ICU)
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Norton et al (11), FFE10 K28 AICU ICU EPZHER FBE

prospective

pre-post study Age > 80yr Mk >2 BREmr {ERERE
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cardiac arrest
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Crit Care Med, 2013, 41(10):2318-27
Norton SA, Hogan LA, Holloway RG, et al: Proactive palliative care in the medical

intensive care unit: Effects on length of stay for selected high-risk patients. Crit Care
Med2007; 35:1530-1535
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JOURNAL OF CLINICAL ONCOLOGY ASCO SPECIAL ARTICLE

Integration of Palliative Care Into Standard Oncology Care:
American Society of Clinical Oncology Clinical Practice

Guideline Update

Betty R. Ferrell, fennifer 5. Temel, Sarah Tennun, Enin R. Alesi, Tracy A. Balboni, Ethan M. Basch, famice I. Firn,
Judith A, Paice, Jeffrey M. Peppercorn, Tanyanika Phillips, Ellen 1. Stovall, ¥ Camilla Zimmermann, and

Thomas J. Smith

Authaor aftilistions appsar st the and of this
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artiche

TDeceased. Furpnsa

Puplished at ascopubs.orgjoumalico on To provide evidence-based recommendations to oncology clinicians, patients, family and friend
Detaber 31, 2016, caregivers, and palliative care specialists to update the 2012 American Society of Clinical Oncology
Clinical Practice Guideline Committee (ASCO) provisional clinical opinion (PCO) on the integration of palliative care into standard oncology

approved. Aagust 13, 2016 care for all patients diagnosed with cancer.
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Hui D, Hannon BL, Zimmermann C, Bruera E. Improving patient and caregiver outcomes in oncology: Team-based, timely, and targeted palliative care. CA: A Cancer Journal for Clinicians. 2018 Sep;68(5):356-76.
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Palliative Care Is Preventive Care.

Components of Key Aspects

preventative care

¢ Natural history
* Prognostication

Insight into
IlIness

¢ Anticipate concerns
* Risk factors

Foresight for
Individual

* Risk reduction
¢ Evidence-based

Interventions
Available

¢ Timely initiation
¢ Longitudinal followup

e Improved outcomes
e Preparzations in place

Crisis
Prevention

Example 1

Symptom prevention

Example 2
Advance care plan

Stage IV pancreatic
cancer = symptoms

Stage IV lung cancer =
short prognosis

Mild pain now can get
worse

Patient will deteriorate

Opioids can be useful

Serious illness
conversations

Start scheduled opioids
Educate and monitor

Prognostic discussions
Advance care planning

Better quality of life
Avoid pain crisis

Better quality of EOL
Avoid ICU visit

Hui D, Hannon BL, Zimmermann C, Bruera E. Improving patient and caregiver outcomes in oncology: Team-based, timely, and
targeted palliative care. CA: A Cancer Journal for Clinicians. 2018 Sep;68(5):356-76.




Need-Based Models

Solo Practice Model Congress Model

Pain consult Neurology consult Gl consult

Pros
Pros * Lxpert input
* Continuity of care

* Timely management

Chaplain  Palliative care

Cons
* Limited time

P . . Cons consult consult
¢ e Difficulty keeping up with =
End the literature * Under-diagnosis resulls

(_)f ‘, * Under-diagnosis results in " undgntreat!n_ent

life ' ) under-treatment ® Loss in transition Pulmonary consult
= D St e Lack of an inter- professional 5 P.otent.lal e cRiCs A
Cancer yspne.a Sastn * Financial burden

Assessment & Dyspnos

Treatment Psyc hO. s l&ll

Psychiatry consult

Peychosocial B3
dinttnas ,

Integrated Care Model

§QAH7J a.é L -~
ANAR *E Et Bruera and Hui. J Clin Oncol 2010
Pros
* Continuity of care Svrg&?gs\: &
¢ Timely management
e Comprehensive care S5 liia
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Gl consult Pulmonary Psychiatry
consult consult

Bruera and Hui. J Clin Oncol 2010
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Policy Brief

October 2017

Gare homes could overtake hospitals as
the most common place to die

ey findings

If the recent decline in hospital deaths is sustained, by 2040 deaths in care homes and at
home will double, and care homes will become the most common place to die.

If there is no expansion of bed-capacity and end-of-life care training for staff in care homes
and in home care services, people are likely to seek help from hospitals, putting pressure
on an already strained system.

Policy recommendations

We urgently need a policy response that strategically plans for the future increased need
for end-of-life care across all care settings.

If we are to continue enabling people to die in their preferred place, it is essential to invest
more in care homes and community health services.

The development of innovative models of care to support increasing numbers of people in
their preferred setting at the end of life is imperative.
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Community responses to EOL (Kumar, 2005)
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PALLIATIVE CARE OUTCOMES COLLABORATION

UOW > Australen Hegith Services Research | > Pallistive Care Outcomes Collaboration
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Slowly | learn about the importance of powerlessness. |
experience it in my own life and | live with it in my work. The secret

IS not to be afraid of it - not to run away. The dying know we are not

God...All they ask is that we do not desert them”




