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* What’s early palliative care?
* Why they need early palliative care?
* What is the efficacy?

* Integration of palliative care into
standard oncology




What's palliativ
care ?

=3

Patient-Centred Focus — % %

The modern hospice movement began in the UK in the 1960s. Cicely
® Saunders, a 20th century British nurse and social worker, was responsible for
[0 ° the formation of the core tenets applied in hospices around the world
through her experiences at St Luke’s Home.

The concepts of “total pain”, including physical, spiritual, and psychological
discomfort; the proper use of opioids for patients with physical pain;
attention to the needs of “family members and friends who provide care
for the dying”,
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Patient-Centred Focus — ¥ {r

® The term palliative care (in the setting of treatment given with the
ok goal of symptom relief ) was probably first coined by the Canadian
surgeon Balfour Mount in 1974.

Three main features were developed, namely, multidimensional assessment

and management of severe physical and emotional distress; interdisciplinary
care by multiple disciplines in addition to physicians and nurses; emphasis on
caring not only the patients but also for their families .

Patient-Centred Focus - £ #F 4+

Supportive care emerged as a concept and care approach in the late
{ 1980s, somewhat later than palliative care, but with a similar focus
on the individual patient with cancer, the host, not the tumour.

patients with support for the management of “treatment-related

(e? A new medical discipline aiming to provide predominantly cancer
effects”




spiritual
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Definition of palliative care in
2002 declared by WHO - Z_3

* Palliative care is an approach that improves the
quality of life 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

Five Main Ideas

2022/8/5

* {lI} QOL focused approach - £ & 44
* {Il) Whole-human approach - & A

* {lll} Care that encompasses both the
patient and those involved with the patient

{particularly caregivers) - 2%
{

IV) Respect patient autonomy and choice

* (V) Support people through frank and
thoughtful discussions on difficult subjects
- /\j‘ﬁi
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Palliative care classification models —
Time-based model P T gE 45N

ﬁ Palliative care on broad sense
1

1 1

1 1

1 1

Hospice Care

Palliative Care

Supportive Care

L

1 1 1
No evidence of disease <+ Early stage disease —— Advanced disease i Bereavement
] 1

1
Death

Y Saga, et al. Chin Clin Oncol 2018;7(3):32

Provider-based model PR i*# lf——Jﬁ F 7\

" Tertiary \
palliative care .

Secondary palliative care

Expertise in palliative care
AN

,/’ Primary palliative care

\

Y Saga, et al. Chin Clin Oncol 2018;7(3):32
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Why they need

= early palliative -
(@ )
care?

Advocacy for early palliative care —

2010, Temel et al. announced a clinical trial concerning “early palliative care” in the NEJM

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Early Palliative Care for Patients with
Metastatic Non—-Small-Cell Lung Cancer

Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D., Alona Muzikansky, M.A.,
Emily R. Gallagher, R.N., Sonal Admane, M.B., B.S., M.P.H.,
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,
Craig D. Blinderman, M.D., Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D.




APPROACH TO THE PATIENT WITH INCURABLE CANCER

Palliative care needs in oncology Ttk & ol g F
Urgency )
es
Physical symptoms: pain, dyspnea, nausea
' Delirium

on with suicide risk

Cancer

Person needs

Diagnosis Acute Chron'ic issues . ) .
Staging Chronic . Phy§|cal symptoms: fatigue, anorexia—cachexia
Treatment Psychosocial = A”X'?t)’- c!epress_mn i
Monitoring / Existential = Declines in physical function

Psychosocial issues

= Advance-care planning

| = Family structure and caregiver care
' = Financial concerns

Comorbidities

Cardiopulmonary
Rheumatological
Others

Existential and/or spiritual issues
= Meaning

= Hopefulness

= Legacy and dignity

= Religious and spiritual well-being

Mean ng

Hui D, and Bruera E, Nat Rev Clin Oncol 2016;13(3):159-171. Reprinted by permission from Mcmillan Publishers Ltd, copyright 2016

CONTENTS AND TIMEFRAME OF PALLIATIVE CARE

Multidimensional
assessment and
management of
patient and caregivers

Promoting dignity
and autonomy

Relief of suffering
Key Palliative across the trajectory
Optimise

of di , continuous
quality of life (é:;\re values coordination of services

including end-of-life &
bereavement care

principles

Supporting
decision-processes,
advanced care
planning and
preparing transitions

Multi-professional
approaches

Lorenz KA, et al., Ann Int Med 2008;148:147-59; Tieman J, et al., J Clin Oncol 2008;26:56-79
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What is the
efficacy?

Early, Integrated Palliative Care in Patients with

Metastatic Lung Cancer

Early palliative care
integrated with

standard oncology

150 patients with
care

newly diagnosed

metastatic NSCLC

Standard oncology
care

g
%

o R TR T R

Palliative Care Model

Palliative care provided by physicians and
nurse practitioners

Visits occurred in the Cancer Center (medical
oncology, radiation oncology or chemotherapy
visits).

Oncology and palliative care visits were done in
tandem or simultaneously.

Visits were not scripted or prescribed.

If patients were admitted to the hospital, they
were followed by the palliative care team

Temel NEJM 363 (8) 2010
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Impact of Early Palliative Care on Patient Reported Measures

Standard Care Early Palliative Care

Variable (N=47)
FACT-L score 91.5x+15.8
LCS score 19.3+4.2
TOI score 53.0+11.5
50— B Standard care
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12
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o

HADS-D
38 v 16%. p=0.01

Difference between Early
Care and Standard Care

6.5 (0.5-12.4)
1.7 (0.1-3.2)

6.0 (1.5-10.4)

HADS-A

@ Early palliative care

PHQ-9
17 v 4%. p=0.04

P Valuey
0.03

0.04
0.009

Temel NEJM 363 (8) 2010

Effect Size::
0.42
0.41
0.52

Change in QoL and Patient’s Survival

.
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Mean Change in Quality-of-Life Scores
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! 4’—“;‘\,7/ Aig
EE AL R

60

404

Patients Surviving (%)

Standard care

Early palliative care

10

T
20

Months

T
30 40

Kaplan—Meier Estimates of Survival According to Study Group.
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BENEFITS OF EARLY PALLIATIVE CARE

ENABLE |l trial S0k Hp B T B

Meetthe Palliative Care

- ) . team within 4 weeks
Palliative Care intervention after randomisation;

+ standard oncology care monthly follow-up for 4

322 patients with months

newly diagnosed
advanced cancer

1:1 randomisation

(patient and
caregiver)

Meet the Palliative
Care team upon
request; follow-up as
required

Standard oncology care

Primary endpoints: patient-reported quality of life (QoL), symptom intensity, and resource use

Secondary endpoint: mood

Bakitas M, et al.,, JAMA, August 19, 2009; 302 (7): 741-749

BENEFITS OF EARLY PALLIATIVE CARE

Patient outcomes
QoL Symptom control Mood
L& P332 LR
#Ef — Intervenhgl *= Usual care ?
Functional Assessment of Edmonton Symptom Centre for Epidemiological
Chronic lliness Therapy for Assessment Scale Studies Depression Scale
Palliative Care
150 400 22
20
140 360 18
o 320 16
Q
» 130 280 14
120 12
240 10
10 —— T T T ] 20 0= T T T ) 8 T T T |
BL1 4 7 10 13 BL1 4 7 10 13 BL1 4 7 10 13
Time (months) Time (months) Time (months)
Patients, No.
Intervention 143108 69 59 48 27 145109 73 62 48 28 140102 72 60 47 26
Usualcare 13097 74 54 44 31 134100 76 54 45 31 12898 76 54 44 31

Bakitas M, et al., JAMA, August 19, 2009—Vol 302, No. 7
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Assessed for eligibility (N = 283)
June 2006 — July 2009

Excluded

Not offered

Refused to participate

Study closed during eligibility

I.— Randomly assigned (n =151) _I

Palliative care (n'=727)% Standard care (n =74)
] [
12 week assessment: 12 week assessment:
B60/77 completed assessments (78%) 47/74 completed assessments (63%)
54/60 prognosis (90%) A43/47 prognosis (91%)
42/60 goals of treatment (70%) 42/47 goals of treatment (89%)
10/77 died (13%) 17/74 died (23%)
7/77 not completed (9%) 10/74 not completed (13%)
No withdrawals 1/74 withdrew (1%)
1 I
18 week assessment: 18 week assessment:
48/77 completed assessments (62%) 40/73 completed assessments (55%)
45/48 prognosis (94%) 36/40 prognosis (90%)
32/48 goals of treatment (67%) 32/40 goals of treatment (80%)
18/77 died (23%) 24/73 died (33%)
8/77 not completed (10%) 8/73 not completed (11%)
3/77 withdrew (4%) 1/73 withdrew (1%)
1 1
24 week assessment: 24 week assessment:
44/74 completed assessments (59%) 34/72 completed assessments (47%)
41/44 prognosis (93%) 27/34 prognosis (79%)
33/44 goals of treatment (75%) 24/34 goals of treatment (71%)
24/74 died (32%) 29/72 died (40%)
6/74 not completed (8%) 9/72 not completed (13%)

Fig 1. CONSORT diagram. *One patient randomly assigned to standard care was erroneously assigned to early palliative care at the time of random assignment and therefore is included
in the early pallative care study group.

Published in: Jennifer S. Temel; Joseph A. Greer; Sonal Admane; Emily R. Gallagher; Vicki A. Jackson; Thomas J. Lynch; Inga T. Lennes; Connie M. Dahlin; William F. Pirl; Journal of
Clinical Oncology 2011 292319-2326.

DOI: 10.1200/C0.2010.32.4459
Copyright © 2011

Chemotherapy Utilization
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Fig 2. Chemotherapy use between study groups in entire sample (n = 147). Rates of chemotherapy use did not differ significantly between groups for participants who received no
chemotherapy (standard care [SC], three of 73 [4.1%] v early pallative care [PC], six of 74 [8.1%]; P = .49); first line only (SC, 27 of 73 [37.0%] v early PC, 21 of 74 [28.4%]; P = .30);
second line (SC, 22 of 73 [30.1%] v early PC, 21 of 74 [28.4%]; P = .86); third line (SC, 12 of 73 [16.4%] v early PC, 14 of 74 [18.9%]; P = .83); and fourth line or more (SC, nine of 73

[12.3%] v early PC, 12 of 74 [16.2%]; P = .64). Four participants had missing chemotherapy data because they transferred care to other institutions, reducing sample size from 151 to 147.

Published in: Joseph A. Greer; Willam F. Pirl; Vicki A. Jackson; Alona Muzikansky; Inga T. Lennes; Rebecca S. Heist; Emily R. Gallagher; Jennifer S. Temel; Journal of Clinical
Oncology 2012 30394-400.

DOI: 10.1200/JC0.2011.35.7996

Copyright © 2012




Chemotherapy Utilization
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Within 60

Within 30 Within 14

Time Before Death (days)

Proportion of Patients (%)

50+

40+

30+

204

B Standard care
Early palliative care

| AN

Within 60

Within 30 Within 14

Time Before Death (days)

Fig 3. Administration of final regimen of (A) intravenous and (B) oral chemotherapy at end of life (n = 129). Within 60 days of death, a significantly greater percentage of patients were
receiving intravenous chemotherapy as final regimen in standard-care (SC) group compared with early palliative care (PC) group (SC, 31 of 67 [46.3%] v early PC, 15 of 62 [24.2%]; P =
.01). Finding remained similar within 30 days (SC, 16 of 67 [23.9%] v early PC, seven of 62 [11.3%]; P = .07) and 14 days of death (SC, seven of 67 [10.4%] v early PC, one of 62 [1.6%];
P =.06), although not quite meeting threshold for statistical significance. Percentages of patients receiving oral chemotherapy did not differ significantly between groups within each of
three time frames (all P values ranging from .67 to > .99).

Published in: Joseph A. Greer; William F. Pirl; Vicki A. Jackson; Alona Muzikansky; Inga T. Lennes; Rebecca S. Heist; Emily R. Gallagher; Jennifer S. Temel; Journal of Clinical

Oncology 2012 30394-
DOI: 10.1200/JC0.201:
Copyright © 2012
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Inpatient Visits
% of patients
Mean cost (SD)

Outpatient Visits
% of patients
Mean cost (SD)

Chemotherapy
% of patients
Mean cost (SD)

Hospice Services
% of patients
Mean cost (SD)

Costs at End of Life by Category

2 pRg ity

Standard Care
N=65

46%
$12,665 (20,580)

80%
$1,415 (1,649)

42%
$1,654 (1,654)

65%
$1,808 (2,117)

Early Palliative Care

N=60

38%
$9,555 (17,275)

7%
$1,683 (2,027)

28%
$1,014 (1,913)

70%
$2,933 (4,011)

Cost
Difference

$3,110

$268

$640

$1,125

Greer ASCO 2012
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Early palliative care might have more beneficial effects on
quality of life and intensity of symptoms among patients with
advanced cancer than among those given usual or standard
cancer care alone. The effects are of clinical relevance for
patients at an advanced disease stage with limited prognosis,
when further decline in quality of life is the rule.

GL Cochrane
~ Library

Cochrane Database of Systematic Reviews

Early palliative care for adults with advanced cancer (Review)

Haun MW, Estel S, Rilicker G, Friederich HC, Villalobos M, Thomas M, Hartmann M

Haun_et_al-2017-Cochrane_Database_of_Systematic_Reviews

Benefits of early Palliative Care
AR E M E

Decreased
rates of
depression,

Quality of end-

TEreee QLo || = ca e e

NIESS Patient
understanding, satisfaction
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Integration of
palliative care
into standard
oncology care

ASCO G Uld e I | ne * The guideline states that, “Inpatients

and outpatients with advanced cancer
should receive dedicated palliative
care services, early in the disease
course, concurrent with active
treatment”, and

* Strongly recommends “Integration of
palliative care into standard oncology
care”.

c ERTEHRSMIERIES

/A
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Traditional versus early palliative care

Traditional palliative care

Palliative care to
Lif | . . manage symptoms
ife-prolonging or curative treatment and improve quality

of life

Diagnosis Death

Early palliative care

Life-prolonging or curative treatment

Palliative care to manage symptoms and improve quality of life

Proposed model of optimal oncology palliative care provision, including integration across

providers and settings (2FF aEe)

Tertiary palliative care: available in all care
settings to support primary and
secondary providers

Tertiary palliative care: palliative care
specialists

Secondary palliative care: Secondary palliative care: mainly in

oncology teams hospitals and in cancer centres
Primary palliative Primary palliative
care: primary mainly in the

care teams community
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Indicators of
successful
integration of
palliative care
into oncology
practice

2] sx D y
AL N BITE

Bt & 4

\_in examinations J

/ Education

= Palliative-care competence in oncologists

= Undergraduate palliative-care curriculum

= Lectures and curriculums on palliative-care
for oncologists/fellows*

= Palliative-care rotations for oncology
fellows*

= Oncology rotations for palliative-care
fellows

= Conference on palliative care for oncology
professionals

= Continuing medical education for
oncologists*

= Formal testing of palliative-care skills

/ Clinical structure

= Qutpatient clinics*

= Inpatient consultation
teams*

= Palliative-care units

Integrated
oncological
and palliative
care

\ = Community-based teams

p
[ Research
= Research activity and/or
publications on palliative care
» Funding to support
palliative-care research
= Palliative-care research involving
patients with early stage disease
| = Presence of a chair in palliative

U care

-

/ Clinical processes

= Interdisciplinary palliative-care teams*

= Simultaneous care

= Availability of palliative-care services

= Routine symptom screening in
oncology clinic*

= Supportive-care guidelines

= Specified timing of palliative-care
referral

= Referral criteria for palliative care

= Clinical care pathways

» Embedded clinics

= Palliative-care nurse practitioner

= Communication and coordination

= Combined multidisciplinary
tumour boards

\-Early palliative-care involvement*

[ Administration

= Centres of excellence or models
of integration

= Palliative care recognised as
a specialty

= Reimbursement or programme
funding

= National standards or policy

= Regional organization

= Opioid availability

= Palliative care and oncology within
the same department

= Support of cancer-centre leadership

' \_= Public awareness and advocacy

h

/

ORIGINAL RESEARCH

Early Palliative Care for

Oncology Patients: How APRNs

Can Take the Lead

HEIDI MASON,"? DNP, ACNP-BC, MARY BETH DERUBEIS,? MSN, FNP-BC, and

BETH HESSELTINE,2 MSN, FNP-C

|Abstract

Background: Patients with cancer need expert and multidisciplinary
care throughout the trajectory of their iliness. Palliative care should be

instituted early in the course of their disease. Early palliative care enables

patients and their families to control physical, psychological, social, and
spiritual symptoms of the disease. In our current health-care system,

early palliative care is not being integrated due to a lack of education of

providers and nurses, an infrastructure that does not support palliative
medicine, and poor communication skills among practitioners. Methods
and Results: The Palliative Care Quiz for Nursing (PCQN) completed by
nurse practitioners at a large Midwest cancer center found that those
nurse practitioners had a poor understanding of the basic precepts of
palliative care. This is consistent with the current literature. Conclusion:
Advanced practice nurses should be educated on the principles of pal-
liative care, as they are perfectly situated to advance the integration of
early palliative care in the oncology setting.

J Adv Pract Oncol 2021;12(5):477-484
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Table 3. Criteria for Palliative Care Assessment at Time of Admission®®

Criterion*

Primaryt
Surprise gquestion: You would not be surprised if patient died within 12 months or before adulthood®>2°
Frequent admissions (eg, > one admission for same condition within several months)25°
Admission prompted by difficult-to-control physical or psychological symptoms (eg, moderate to severe symptom intensity for > 24 to 48 hours)
Complex care requirements (eg, functional dependency; complex home support for ventilator, antibiotics, feedings)®
Decline in function, feeding intolerance, or unintended decline in weight (eg, failure to thrive)®*’

Secondary#
Admission from long-term care facility or medical foster home$§
Elderly patient, cognitively impaired, with acute hip fracture323+36
Metastatic or locally advanced incurable cancer”’
Chronic home oxygen use$
Out-of-hospital cardiac arres
Current or past hospice program enrollee§
Limited social support (eg, family stress, chronic mental illness)$§
No history of completing advance care planning discussion or documen

6,31

138,39

16‘31

NOTE. Adapted with permission.3®

*In addition to potentially life-limiting or life-threatening condition.

tPrimary criteria are global indicators that represent minimum that hospitals should use to screen patients at risk for unmet palliative care needs.
$Secondary criteria are more-specific indicators of high likelihood of unmet palliative care needs and should be incorporated into systems-based appro:
patient identification if possible.

§These indicators are included based on panel consensus opinion.

Summary of Recommendations

e CLINICAL QUESTION 3
* How is palliative care in oncology defined or conceptualized?

* Recommendation 3

* Patients with advanced cancer should receive palliative care services, which may include a referral to a palliative care provider.
Essential components of palliative care include:

¢ rapport and relationship building with patient and family caregiver(s)

¢ symptom, distress, and functional status management (i.e. pain, dyspnea, fatigue, sleep disturbance, mood, nausea, or

constipation)

« exploration of understanding and education about illness and prognosis

¢ clarification of treatment goals

¢ assessment and support of coping needs (e.g., provision of dignity therapy)

¢ assistance with medical decision making

¢ coordination with other care providers

* provision of referrals to other care providers as indicated.

¢ For newly diagnosed patients with advanced cancer, the Expert Panel suggests early palliative care involvement, starting early in the
diagnosis process and ideally within 8 weeks of diagnosis (Type: informal consensus; Evidence quality: intermediate; Strength of
recommendation: moderate).

www.asco.org/palliative-care-guideline  ©American Society of Clinical Oncology 2016. All rights reserved
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Conclusion

. Patients with incurable cancer present palliative care needs throughout
the continuum of their disease

. There is increasingly robust level 1 evidence of the benefit of palliative care
for patients and caregivers

. The published randomized trials on the subject point to health gains resulting
from integration, but what, when, and how to integrate are yet to be
established

. Palliative care should be part of national cancer politics and plans
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Thank you.
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