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Objectives

1. Define palliative care and primary palliative care. Identify patients 
that might be right for palliative care.

2. State at least 2 methods to address the following symptoms: pain, 
breathlessness, nausea, constipation, anxiety.

3. Utilize a basic script approach to delivering serious news to patients 
and to assisting them with advance care planning.



To Palliate

To make the effects of

something (such as an illness)

less painful, harmful, or harsh.



Palliative Care

• Palliative care is for people with serious illness. It focuses on 

providing relief from the pain, symptoms, and stress of serious 

illness, whatever the diagnosis.

• The goal is to improve quality of life for both the patient and 

family. It is provided by a team of physicians, nurses, social 

workers, chaplains and others. They work with a patient’s other 

providers to give an extra layer of support.

• Palliative care is appropriate at any age and any stage in a serious 

illness and can be provided together with curative care (i.e., 

concurrent care).



Goal of Palliative Care

• Improve

• Quality of Life

• Medical decision making



Repeatable Themes

• Serious illness

• Stress

• Whatever the diagnosis

• Quality of life

• Patient and family-centered

• Team

• Work with other providers 

• Extra layer of support

• Provided along with curative 

treatment

Based on need, not prognosis.



Palliative Care is Not….

•For cancer only

•For old people only

•End-of-life care

•Hospice



The Continuum: Palliative vs Curative



Kelley AS, Morrison RS. N Engl J Med 2015;373:747-755.

Palliative Care as Compared with Hospice.



Primary Palliative Care

Given 

• Aging population

• Advancing technology/treatment options for late stages of disease

• Increased awareness and demand

Demand far outweighs supply of PC specialists

PCP is familiar and trusted….the right one to accompany patient on 
their (sometimes difficult) journey.



When is the right time for PC?

• The “surprise” question….Would you be surprised if this patient were not 
alive in 1 year?

• Serious illness
• Cancer
• End stages of chronic condition (cardiomyopathy, COPD, etc)

• Degenerative neurologic conditions (ALS, Parkinson’s, etc)

• Elderly

• Frail

• Dementia-particularly w/difficulties swallowing or ambulating



Trajectories of eventually fatal chronic illnesses. Source: Lynn & Adamson, 2003

Patterns of Decline

27%

49%

15%

9%Sudden Death



Helpful Tools

• SPICT

• PPSv2





Supportive and Palliative Care 
Indicators Tool







Communication

• Navigation

• Care Coordination

• Understanding of situation

• Education, making sense of difficult situation

• Advance care planning

• Continuity-importance of you in PC, the trust and rapport you have 
with your patients

• Psycho-socio-emotional-spiritual support



What the story ended up 

being about is, not what a 

“good death” is, but what it 

means to lead a good 

LIFE when you’re mortal, 

all the way to the very end.
~Atul Gawande



Communication

• Being Mortal

Why is communication so hard?
• Hope
• Emotions
• Competence
• Resistance
• Time
• We have to stop talking and LISTEN

https://youtu.be/HzIiqJ5HX2E


REMAP – a guide for delivering serious news

• Reframe 

• “The current plan isn’t working….”; “Tell me what your body is telling you….”

• Expect emotion….”be” empathy.

• Map

• “Given the situation, what’s most important to you?”

• “As you think about the future, what concerns you?”

• For those who are hoping for a miracle….try to expand the “hope portfolio”.

• “Wouldn’t that miracle be wonderful? We know that those miracles are few and 
far between, so….

• “What else do you hope for?”

• Align

• Plan



ASK ~ TELL ~ ASK in delivering serious news

• ASK patient and family’s current understanding

• Give a “warning shot”… “Is there anyone else who should be here for this?”

• TELL the information using language easily understood.

• Don’t bury the lead.

• Attend to EMOTIONS – emotional responses are a clue that patient not 
ready to move on with planning yet.

• ASK if it’s ok to move on with planning, ask 

• “What questions do you have?”

• “Sometimes I don’t explain well enough; can you tell me what you 
understood from what I have told you.”



SPIKES – another conversation guide acronym 

• Setting up the interview (Who should be there?)

• Perception – what does the patient know/understand

• Invitation – Does the patient want to know? How do they want to 
receive information? Who else should be there? Who is the decision 
maker?

• Knowledge – given in the manner that works for the patient as above

• Emotion – expect and acknowledge it

• Summarize the discussion





HOPE IS NOT A PLAN.

~Atul Gawande
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Advance care planning continuum

Complete an Advance Directive

Complete a POLST Form

Age 18

Treatment Wishes Honored

Diagnosed with Serious or Chronic, 

Progressive Illness (at any age)

Update Advance Directive Periodically



© 2015 COALITION FOR COMPASSIONATE CARE OF CALIFORNIA

POLST vs. Advance HealthCare Directive

AHCD POLST

 For anyone 18 and 

older

 For seriously ill or frail, 

at any age

 General instructions 

for future treatment

 Specific orders for 

current treatment

 Names medical 

decision maker

 Can be signed by 

decision maker



Kelley AS, Morrison RS. N Engl J Med 2015;373:747-755.

Symptom Prevalence in Advanced Illness.



Pain

ASSESS

• Onset

• Palliate, precipitate

• Quality

• Radiate, region

• Severity

• Temporal nature

DDX

• Nociceptive

• Bony mets?

• Neuropathic

• Acute vs chronic

• Malignant vs 
nonmalignant



Nociceptive Pain

• Mild Pain

• Acetaminophen 500 mg q4h prn, NTE 4 gm/d, 2gm if liver disease. 
Caution with APAP combo meds (Norco, Percocet).

• NSAIDS: (usually ibuprofen or naproxen) 400-600 mg q6h prn. 
Caution with renal disease, gastritis concerns.

• Moderate to Severe Pain

• Opioids



Opioids

• Agent of choice for most pain syndromes in serious illness.

• Must initiate a regimen to prevent constipation – don’t wait to see if it 
occurs, as it will if no preventive measures are taken from day 1.

• Pain from bone metastases may also be treated with XRT, 
bisphosphonates, NSAIDS or glucocorticoids.



Malignant Pain

• Not the same type of pain as that occurring from acute injury. 

• Once a ballpark estimation of total dose of short acting opiates 
needed in a day is known, good to change to long acting preparations 
with short acting just for breakthrough pain (BTP). 

• Set BTP dose at ~10% of total daily dose of opiate.









Neuropathic Pain

• Some neuropathic pain syndromes may be treated with interventional 
procedures such as regional blocks.

• Medications to consider are gabapentin (should be titrated up to 2700 
mg/day if tolerated before abandoning this as no help, and it should 
be stopped if it is not helping), SNRIs, and TCA. 

• These medications are not effective for everyone and should not be 
continued if they are not helping. 



Additional Therapies

• Interventional pain management

• Palliative radiation

• Medical cannibis

• Accupuncture/accupressure

• Psychotherapy (e.g. CBT)

• Guided imagery/mindfulness



Breathlessness

• Dyspnea

• Subjective sensation of feeling difficulty breathing

• Not related to objective findings such as observation (WOB) or 
oximetry readings, ABG results etc.

• Patient self report

• Explore how this is affecting patient with ADLs, what the dyspnea 
signifies to them in relationship to their disease process, concerns 
they may have about treatments, whether psycho-socio-spiritual 
issues may be contributing







Additional Therapies

• Oxygen - helpful only if hypoxia 
present

• Positioning

• Air movement

• Fan and/or windows open

• Reduce clutter and avoid room 
being over crowded

• Cool temperature

• Reduce stimuli/irritants

• Pursed lip breathing

• Benzodiazepines if anxiety 
component 

• Reassurance and behavioral 
approaches (relaxation, 
distraction, hypnosis) 

• Acupuncture

• NIPPV in some cases



Sudden Breathlessness 
Crisis Algorithm



Krakauer E. NEJM 2005;352:817-825
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UCSF Palliative Care Program

Mechanisms of Nausea and Vomiting

Chemoreceptor trigger zone 
(4th ventricle)
D2, 5HT3, NK1

Mechanical stretch, GI irritation
5HT3 in GI tract, mechanoreceptors, 

vagal, splanchnic and glossopharyngeal nerves

Higher cortical structures

Vestibular system
Achm, H1

Vomiting 
Center: 

(Medulla)
Achm, H1, 

5HT2

N/V



ETIOLOGIES

• CENTRAL

• Tumor, mets, bleed, edema, infection

• Mind: emotions, memory/anticipation

• VESTIBULAR

• Tumor, mets to base of skull, middle ear disease, CVA

• MECHANICAL STRETCH, GI IRRITATION

• Constipation, gastroparesis, obstruction, candidiasis, gastritis

• CHEMORECEPTOR TRIGGER ZONE

• Medications, chemo





Constipation

• Senna – laxative – is the mainstay.

• Everyone who gets an opiate gets put on a bowel regimen.

• Stool softeners not necessary most of the time and add to pill burden.

• Methylnaltrexone very helpful but very expensive.

• Look for s/s obstruction (large volume infrequent emesis that relieves 
nausea, colicky pain).

• One potential SE of ondansetron is constipation.



Medications

• #1 STIMULANTS - Senna, bisacodyl, metoclopramide

• OSMOTICS - Miralax, MOM, lactulose, sorbitol, mag citrate

• ENEMAS - fleets

• EMOLLIENTS - mineral oil, glycerine supp

• BULKING AGENTS – methycellulose, psyllium

• PERIPHERAL OPIOID ANTAGONIST - methylnaltrexone



Anxiety

• Beware of “therapeutic nihilism”: “Oh, you’re dying, of course you’re 
anxious/depressed, etc.”

• 80% of psychiatric symptoms in cancer patients go under diagnosed 
and under treated.

• Anxiety often presents as worry interfering with life.

• Benzodiazepines can often be a “back pocket” medication – just 
knowing they have it to use just in case things get too bad, and may 
make them more likely to try techniques such as CBT.



Adjustment Disorder vs Depression

Adjustment disorder : normal response to an abnormal life situation

Depression: abnormal response to a normal life situation



Chochinov, H. JAMA. 
2002;287(17):2253-
2260.



Compassion is 
your grief 

in my heart.
~ Ken Druck, PhD





Resources



THANK YOU! kayers@humboldtipa.com

If you thought you were dying, 
what would matter most?


