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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
e Advances in early palliative care in Taiwan

* Barriers to early palliative care






Hospice care — % % % &

The modern hospice movement began in the UK in the 1960s. Cicely
Saunders, a 20th century British nurse and social worker, was responsible for
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”,



Palliative care — % o £

The term palliative care (in the setting of treatment given with the
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 .



Supportive care - & ¥ |4 BB %

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.

A new medical discipline aiming to provide predominantly cancer
patients with support for the management of “treatment-related
effects”



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
spiritual
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Five Main Ideas .
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(I) QOL focused approach - 4 7 &4
() Whole-human approach - & A

(111) Care that encompasses both the
patient and those involved with the patient

pu.

(particularly caregivers) - &%
(IV) Respect patient autonomy and choice-

B EEHF

(V) Support people through frank and
thoughtful discussions on difficult subjects
- /\fi



Palliative care classification models —
Time-based model FF#2 #74

/ Palliative care on broad sense

I

Hospice Care

Palliative Care

Supportive Care

o

No evidence of disease <+ Early stage disease —+—+ Advanced disease
[ |

Death

--------- ¥

Bereavement

e

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



Provider-based model ~ JR7%# % 7 # 5

/ \“x Expertise in palliative care

3, / Tertiary \\

palliative care

Secondary palliative care

Primary palliative care

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



Why they need
= early palliative
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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 T e B, HE R R F
Urgency

/Person needs \
Acute
- Chronic

Chronic issues

= Physical symptoms: fatigue, anorexia—cachexia
= Anxiety, depression

= Declines in physical function

Meaning

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

patient and caregivers

Promoting dignity
and autonomy

Relief of suffering
Key Palliative across the trajectory
Care of disease, continuous

coordination of services

va!ue_s & including end-of-life &
principles bereavement care

Optimise
quality of life

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



What is the
efficacy?

®



Early, Integrated Palliative Care in Patients with
Metastatic Lung Cancer #&# % B 185k 35

Palliative Care Model

Palliative care provided by physicians and nurse

Early palliative care -
practitioners

integrated with

150 patients with standard oncology Visits occurred in the Cancer Center (medical
newly diagnosed care oncology, radiation oncology or chemotherapy
metastatic NSCLC visits).

Standard oncology

. 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



Variable
FACT-L score
LCS score

TOI score

Patients with Mood Symptoms (%)

FEfichHEFFL TR

Standard Care

50—

40

30

20—

10—

(N=47)
91.5+15.8
19.3+4.2

53.0+11.5

B Standard care

Early Palliative Care

(N =60)
98.0+15.1
21.0+3.9
59.0+11.6

Difference between Early
Care and Standard Care
(95% ClI)

6.5 (0.5-12.4)
1.7 (0.1-3.2)
6.0 (1.5-10.4)

B Early palliative care

HADS-D
38 v 16%. p=0.01

HADS-A

PHQ-9
17 v 4%. p=0.04

P Valuey Effect Size::
0.03 0.42
0.04 0.41
0.009 0.52

Temel NEJM 363 (8) 2010
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Kaplan—Meier Estimates of Survival According to Study Group.
from Baseline to 12 Weeks in the Two Study Groups.
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Meet the Palliative Care
team within 4 weeks
after randomisation;
monthly follow-up for 4
months

Palliative Care intervention
+ standard oncology care

322 patients with

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
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Patient outcomes
QoL Symptom control Mood
— Intervention  — 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 T 3001 - 184
@ t 320 - ]
S 130 4 1 16 o
& 280 - 14 1
120 - | 12 R
240 10 | 1
110 T T T T T 1 20 G T T T T T I- 8 T T T T T 1
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
Usual care 13097 74 54 44 A 134100 76 54 45 31 12898 76 54 44 3

Bakitas M, et al., JAMA, August 19, 2009—Vol 302, No. 7



Assessed for eligibility {N = 283)
June 2006 — July 2009

Excluded

MNot offered

Refused to participate

Study closed during eligibility

Ii Randomly assigned {nh=151) _I

Palliative care {n =77)* Standard care {n=74)

n
12 week assessment:

60/77 completed assessments (78%)
54/60 proghnosis (90%)
42/60 goals of treatment {(70%)
10/77 died {(13%)
7/77 not completed (99%)
Mo withdrawals

18 week assessment:

48/77 completed assessments (629%)
45/48 prognosis (949%)
32/48 goals of treatment {67%)
18/77 died (239)
8/77 not completed (10%)
3/77 withdrew (496)

1
24 week assessment:

44/74 completed assessments (599%)
41/44 prognosis (93%)
33/44 goals of treatment (75%)
24/74 died (329%)
6/74 not completed (89%)

1
12 week assessment:

47/74 completed assessments (639%)
43/47 proghnosis (919%)
42/47 goals of treatment {899%)
17/74 died {(23%)
10/74 not completed (139%6)
1/74 withdrew (12%56)

18 week assessment:

40/73 completed assessments (559%)
36/40 prognosis (90%)
32/40 goals of treatment {80%)
24/73 died (33%)
8/73 not completed (119)
1/73 withdrew (19)

1
24 week assessment:

34/72 completed assessments (4796)
27/34 prognosis (79%)
24/34 goals of treatment {71956)
29/72 died (40%)
9/72 not completed (139%)

{n = 9)
{n = 60)
{n = 59)

{n =4)

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 palliative 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/JC0O.2010.32.4459
Copyright © 2011
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60 4 B Standard care
50 - Early palliative care
2 40-
o= 30-
A
— 201
0 "'_- T T T T
No First-line Second-line Third-line Fourth-line
chemotherapy chemotherapy chemotherapy chemotherapy chemotherapy
only ormore

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 palliative 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; 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 30394-400.

DOI: 10.1200/JC0.2011.35.7996

Copyright © 2012
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Proportion of Patients (%)

o | B Standard care § = B Standard care

50 Early palliative care : 50 Early palliative care
5

40 - ‘= 40+
©
o

30 w— 301
o
C

204 o 20+
5

101 a 101 l
o
| -

0 . : Qo . .
Within 60 Within 30 Within 14 Within 60 Within 30 Within 14

Time Before Death (days) 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 30394-400.

DOI: 10.1200/JC0.2011.35.7996

Copyright © 2012
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Standard Care Early Palliative Care Cost
N=65 N=60 Difference

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)

46%

$12,665 (20,580)

80%
$1,415 (1,649)

42%
$1,654 (1,654)

65%
$1,808 (2,117)

38%

$9,555 (17,275)

77%
$1,683 (2,027)

28%
$1,014 (1,913)

70%
$2,933 (4,011)

$3,110

$268

$640

$1,125

Greer ASCO 2012



Early palliative care might have more beneficial effects on
guality 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.

Cochrane
Library

Cochrane Database of Systematic Reviews

Early palliative care for adults with advanced cancer (Review)

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

Haun_et_al-2017-Cochrane_Database_of Systematic_Reviews



Decreased
rates of
depression,

Quality of end-
of-life care,

Improved QOL,

NIESS Patient
understanding, satisfaction




Integration of
palliative care into
standard oncology

care
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ASCO ou ideline * 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”.

N



Traditional palliative care

Life-prolonging or curative treatment

Diagnosis

Early palliative care

Life-prolonging or curative treatment

Palliative care to
manage symptoms

and improve quality
of life

Death

Palliative care to manage symptoms and improve quality of life



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

providers and settings

Tertiary palliative care: palliative care
specialists

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

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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/ 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* Integrated
= [npatient consultation oncological
teams* and palliative
= Palliative-care units care

@ _Comrnunity-based teams W

" 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
\_ care

-

__/
ey

.

- 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



Components of integration from seven randomised trials

Jordhey etal Temeletal Zimmermann  Bakitasetal Maltonietal Temeletal Grenvold et al
(2000)* (2010)> etal (2014)° (2015)*® (2016)*° (2017)°° (2017)°*
Clinical structure
Palliative care inpatient consultation team Y L Y Y - Y Y
Palliative care outpatient clinic Y L Y Y Y Y Y
Community-based care or home palliative care Y . Y
Clinical processes
Multidisciplinary specialised palliative care team Y L Y Y Y Y Y
Routine symptom screening in the outpatient
oncology clinic
Administration of systemic cancer therapy Y Y Y Y Y Y Y
(eq, chemotherapy and targeted agents) possible
in patients admitted to palliative care service
Follow prespecified palliative care guidelines Y L - - Y Y b
Early referral to palliative care Y L Y Y Y Y Y
Availability of clinical care pathways (automatic
triggers) for palliative care referral
Palliative care team routinely involved in . Y
multidisciplinary tumour conference for patient
case discussions
Communication, cooperation, and coordination Y A . . Y
between palliative and oncology service
Routine discussion of prognosis, advance care Y Y 4 Y Y Y Y

planning with goals of care

Y=presence of component in trial. Table adapted from Hui and colleagues.****



ORIGINAL RESEARCH

Early Palliative Care for

Oncology Patients: How APRN’s
Can Take the Lead

HEIDI MASON,"2 DNP, ACNP-BC, MARY BETH DERUBEIS,2 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 illness. 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






The fourth phase of
the national cancer
prevention program
(2019-23)-- Health
Promotion
Administration

* 6 Strategies:

5 (2) The importance of hospice and
palliative care:

e Since 2018, the HPA promoted that
cancer prevention and treatment
institutions should establish early care
standards and procedures for providing
early palliative care for patients with
advanced cancer.



“Accreditation standard 3.3 (since 2019)

Cancer prevention and treatment
institutions should establish palliative care
standards and procedures for patients
with advanced cancer.

Taoyuan City 4x1

x1

Hsinchu City 4x2

Miaoli County 4x1

e

Changhua County 4x1
x1

Yunlin County 4x1

N

Tainan City 4x4

x2

Kaohsmung City x5

.
XD

. e
~—+— Pingtung County 4x2

Medical center

Non-medical center

Keelung City 4x1

New Taipei City 4x5
Taipei City Ax4
Yilan County Ax3

Taichung City 4x6

Hualien County 4x1

Chiayi City 4x2

Chiayi County Ax2

Taitung County 4x1

Scatter map of hospitals that passed cancer treatment quality

certification in 2019
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Barriers to Early
Palliative Care
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Patient referrals: About two-thirds of participating oncologists said Early introduction of palliative care: About two-thirds of
they refer selected patients to palliative care based on symptoms participating oncologists said earlier introduction of palliative
and life expectancy, but nearly half said better data is needed for care leads to better outcomes.

making referral decisions.

To what extent do you agree with this statemment? Earlier irtroduection of palliative care often
leads to better castoormes for my patients with advanced cancer.

swenalyzore [T
| refer selected patlents based cn symptoms 637
waie coeconcy. T - oo

| petier ol sl nls uprend dgnaosis of

metastatic disease. - 1T nar disagres
Digagraa .5“.'
lrefier all patients once they've exhausted - 140
standard of care {50C] optlons. 4%
Strongly disagree I!:.h':

reher all patients pfter the faikre of seocrd- l 24 Hom
lirez metzestabic Hreeraps.

How do you dete rmine when to refer a patient with advanced cancer to pallistive care?

I refiar 3l patienits alter the tailure of irst-ine I 2%
metastalic therapsy.

e ) 22

[

FIGURE 2: Early Introduction of palllative care. Chart courtesy of Cardinal Health
FISURE 1: Patlent referrals to palllative care. Chart courtesy of Cardinal Health Specialty Solutlons.
Speclaltty Solutlons.

A Conversation With Ajeet Gajra, MD, MBBS, FACP



Understanding Oncologists’ Perceptions About

Palliative Care and the Bar

rlers Preventing Its Use

Challenges: Resistance by patients and caregivers is the
most significant barrier to providing effective palliative care,
participating oncologists said.
Which of the following are the greatest barrers you face In delivering effective palllative
care bo your patients with advanced cancer? Please select upto 2.
i [
patients anid Casegivers '
e e e
within Gl practice 28
R B P e | 23
ameng physicians -
Pall kabisse: came resounces are U ndie nl tesd _ 200
Pamian volumet is o hich | 174
Length of sty in hadpice canes i Tog shart ] B
DMty ideniilying pationts who ane ikl o Be in
nusedd of patistacecore TN TH
Difficulty perfonming in pallistive care measunes [
et b B CHCT, S0 C08, i L 4
ower [l 2%
Fil = il

FIGURE 3: Challenges to dalivaring effective palllative care. Chart courtesy of Cardinal
Health Spaclalty Solutions.

Training and education: Only 43% of participating oncologists
agree that the cinicians need more training on how to have
palliative care discussions with patients and caregivers.

To what extent do you agree or disagres with the following statement? Clinkclans in my
practice meed mare trainineg on how to have discussions with adwvanced camncer patients and
careqgiwers about palllative care.
Saree by dgres
Aoy

Meither sgree
meow 4 lsagree

Disagree

Sororegly chita gres

P = e

To what extent do you agree or disagres with the following statement? Better tools ans
meeded for educating patients with advanced cancer abbout how palliative care can enhbarnce
their quality of Efe at the amd of |ife

Strongly agres

SAgros

FzitFeer agres
o ol gres

Disagroe I 20

Straangly o 5o ree -3'&:-

T

FIGURE 4: Traiming and education about palllative care. Chart courtesy of Cardinal
Health Spaclaly Solutions.




Conceptual model for timely palliative care

Defined
referral
criteria

Outpatient Increased timely Improved
palliative palliative care patient

Routine care access outcomes
screening resources

N

Cancers 2022, 14(4), 1047

Automatic
triggers
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Facilitators
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