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+
Challenges in Non-CA 
Palliative Care 

n  Viewed as more “BENIGN” than cancer  

n  Unpredictable trajectory of disease 

n  Prognostication 

n  Minimal conversation & No advance care plan 

n  Less good-quality evidence 





+ Barriers to Goal 
Setting 

n Doctors and Patients want to talk about “GOOD 
OUTCOME” 

n Miscommunication 
n “40% chance of response” ≠ “40% chance of cure” 

n Focusing on “Small multiple problems” > “BIG 
PICTURE” 

n Making “False Hope” 

n BAD prognostication 



“Formal discussion”  
VS 

 “Ongoing informal discussion” 



+ Discussion with proxy decision 
makers 

n  ก่อนหน้าจะป่วย ผู้ป่วยเป็นคนอย่างไร มีนิสัยอย่างไร;

n  เคยคุยกับผู้ป่วยถึงความต้องการในการดูแลหากโรคทรุดลง
หรือไม่;

n  หากเขาสามารถความต้องการแก่เราได้ในตอนนี้ คุณคิดว่า

เขาจะบอกอะไรเราบ้าง;

n  จากประสบการณ์ที่ผ่านมา เคยเห็นใครที่มีอาการป่วย

เหมือนผู้ป่วยหรือไม่ แล้วเขาตัดสินใจเรื่องการดูแลอย่างไร;





+
Advanced heart failure 

n ในปี พ.ศ.2556 มีผู้เสียชีวิตด้วยโรคหัวใจและหลอดเลือด 

จานวน 54,530 คน เฉลี่ยเสียชีวิตวันละ 150 คนหรือเฉลี่ย

ชั่วโมงละ 6 คน;

late referral, family members reported that physicians were a
barrier to earlier hospice referral.19

It can be difficult to determine when to transition from
nonhospice palliative care to hospice, and this should be a
group decision made among patient, family members, and
healthcare providers. An ongoing assessment by the physi-
cian using prognostic models can help make it clear when
death is likely to occur in less than 6 months. Furthermore, an
increase in the frequency of hospitalizations may be a sign
that hospice is appropriate. Traditional medical models view
the curing of disease and the providing of comfort care as
mutually exclusive. An integrative model, in which palliation
occurs while life-prolonging therapies are administered, is
more appropriate. Palliative therapies gradually expand as
illnesses progress. Hospice is ultimately administered accord-
ing to the patient’s wishes or when the harm of therapies
outweighs their benefits (Figure 1).

Palliative Care Effects on Clinical Outcomes
Palliative care improves outcomes, including patient and
family satisfaction with care and symptom management.20–26

Patients who receive in-home palliative care are more likely
to die at home. This is consistent with the expressed wishes of
most patients27 and leads to decreases in expenditures. Pal-
liative care promotes patient well-being and dignity, commu-
nication with healthcare providers, emotional and spiritual
support for the patient and the family, and access to commu-
nity support services.17,19,21 In a recent nonrandomized study
of hospice care, patients with end-stage heart failure paradox-
ically had an improvement in survival of 81 days compared
with those who did not receive hospice.27 The study authors
speculated that this increased longevity may be due to the
avoidance of procedures and hospital stays with their attendant
risk of nosocomial infection and adverse events, or because heart
failure patients in the study may have benefited from the hospice

focus on symptom relief, support for exhausted caregivers, and
close attention to prevention of complications.

Impact of Palliative Care on Healthcare
Utilization and Costs

Inpatient palliative care consultations decrease the number of
procedures or interventions performed near the end of
life,28,29 the length of stay in inpatient wards,17,24,30–33 the
length of stay in intensive care wards,25,34,35 hospital direct
costs including pharmacy and imaging, and the overall cost of
care.24,25,30,32,33 A recent large study of 8 well-established
hospital palliative care programs in the United States dem-
onstrated that patients receiving palliative care services had
an adjusted net savings of $4908 in direct costs per admission
(P!0.003) and $374 in direct costs per day (P"0.001)
compared with propensity-score–matched control subjects.36

Hospice has demonstrated an ability to provide significant
cost savings as well. Hospice programs can save up to 40% of
healthcare costs during the last month of life and up to 17%
during the last 6 months of life, by an average of $2309 per
hospice user.37,38 A 1995 study by Pyenson et al showed that
enrollment in hospice resulted in a reduction in mean Medi-
care cost per heart failure patient from $53 528 to $46 792.39

Guideline Recommendations for Palliation in
End-Stage Heart Failure

The 2005 American College of Cardiology and American
Heart Association guidelines now include ongoing discussion
with patients and families about prognosis for functional
capacity and survival, advance directives, palliative care and
hospice care, the option to deactivate implantable cardiac
defibrillators (ICDs), and the provision of care geared toward
symptom management, including use of opiates.2 The guide-
lines state that aggressive procedures performed in the last
several months of life that do not contribute to recovery or
improve quality of life, including intubation and implantation
of a cardiac defibrillator, are not appropriate.

Guidelines do not specifically address when to refer
end-stage heart failure patients for hospice/nonhospice pal-
liative care.40 Unlike many cancers, which are characterized
by a steep linear decline in performance status during the last
few months of life, heart failure is characterized by unpre-
dictable decompensations and improvements, with a subtler
decline over time.41,42 This makes it difficult for doctors to
recognize when it is appropriate to refer a patient to hospice.
A sample algorithm for management of end-stage heart
failure patients is found in Figure 2.

Table 1. Incidence of and Number of Deaths Due to Heart
Failure Compared With Other Common Causes of Death in the
United States

Cause of Death Incidence Deaths

Heart failure3 #500 000 284 365

Lung cancer4 196 252 158 006

Breast cancer4 188 587 41 316

Prostate cancer4 189 075 29 002

HIV/AIDS5 37 726 16 395

Figure 1. Palliative care integrative model. Palliative care is initiated when patients are diagnosed with any serious or advanced chronic
illness. As illness progresses, the ratio of palliative care to life-prolonging care gradually increases. Ultimately, life-prolonging care is
discontinued according to patient’s wishes or when the harm of treatment outweighs its benefit. At this point, the transition to hospice
care is made. After death, palliative care services continue and help family members with bereavement.
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+
Some facts about HF

n  ผู้ป่วยโรคหัวใจวายมีโอกาสเสียชีวิตสูงกว่าโรคมะเร็งหลายชนิดG
n  มีการดำเนินโรคและการพยากรณ์โรคที่ไม่แน่นอน โดยเฉพาะใน

ระยะแรกๆG

n  การดูแลแบบประคับประคองควบคู่ไปกับการดูแลเฉพาะโรคนั้น
สามารถทำให้ผู้ป่วยด้วยโรคหัวใจวายมีคุณภาพชีวิตที่ดีและชีวิต

ยืนยาวมากข้ึนG



Stage 1 Stage 2 Stage 3 Stage 4 Stage 5



+ Poor Prognostic Factors 
for advanced  HF 

n  Frequent admissions 

n  Greater than 10% weight loss 

n  Very high level of BNP 

n  Poor response to diuretics 

n  Poor renal function 

n  EF < 20% 

n  Previous embolic stroke or cardiac arrest 
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6-minute walk test  



+
Suffering in advanced HF 

n  Common symptoms: dyspnea, pain, 
depression, fatigue, and edema  

n  Pain in > 50% of patients  

n  Comorbid chronic illnesses 

n  Discontinue the treatments 
n Implantable Cardioverter Defibrillator (ICDs) 



+
Key principles of palliative 
approach to HF

n Advance Care Plan 
n Effective communication:  
n “Breaking bad news” 
n Treatment options: Implantable cardioverter 

defibrillator (ICD) 
n Patient’s and Family’s goals of care 
n Revise annually or progression of disease or 

significant life change 

n Good symptoms control and relief of sufferings 



+
Symptom management 

n Opioid for dyspnea (PO > IV) 
n Start lower dose + Increased interval in renal failure 

n Benzodiazepines for dyspnea (±) 

n Avoid NSAIDs 

n Depression  
n Avoid TCA à prolonged QT + arrhythmia 
n SSRI à monitor QTc prolongation, Drug interaction 

(Sertraline and Fluoxetine may be preferred, no Citalopram) 
n Mirtazapine 
n Trazodone 



+
Symptom management 

n Cardiac resynchronization therapy 
n Decreased mortality and hospital admission 
 

n Inotrope e.g. dobutamine 
n Only in short term to improve symptoms and QoL 

n May cause cardiac arrhythmia  



+ ESRD 



+ Some facts about 
ESRD
n Prognosis (from US Renal Data System ) 
n 1-year survival = 76%, 5-year survival = 36% 

n Age > 75 yrs with multiple comorbidities e.g. 
DM, CAD 
n Increased mortality rate with dialysis compared with 

conservative treatment 

n “Refuse dialysis” ≠ “Sudden death” 
n Median survival of at least six months (range 6.3 to 

23.4 months) 



Survival curves for “surprise” question response and 
comorbidity score in days alive at 12 months  

Moss A H et al. CJASN 2008;3:1379-1384 ©2008 by American Society of Nephrology 

Odds of dying within 1 year 
were 3.507 times



+ Patient’s perspectives
n 61% regretted their decision to 

start dialysis 

n 51.9% reported that it was their 
physician's wish, and 13.9% 
stated that they chose dialysis 
because it was the family's wish 

n Less than 10% of patients 
reported having had a discussion 
about end-of-life care issues with 
their nephrologist in the past 12 
months.

Clin J Am Soc Nephrol. 2010 Feb;5(2):195-204



+
Symptoms/Suffering in ESRD 

n Pain  
n MSK pain, Abdominal pain in PD patient 
n Avoid NSAIDs 
n Increased risk of opioid toxicity 
n Lower dose, increased interval 
n Fentanyl and Methadone à preferred choices 

Opioids Safe and effective use in dialysis 
patients

Morphine Avoid if possible

Tramadol Yes (with caution, max 200 mg/day)

Codeine Avoid if possible

Fentanyl Yes (with caution)

Methadone Yes (with caution)



+
Symptoms/Suffering in ESRD 

n Delirium 
n Drug of choice : haloperidol (0.5-1 mg PO/SC Q4H prn) 

n Others : Quetiapine, Risperidone, Olanzapine  

n Depression 
n Fluoxetine is effective, non-toxic à lower dose 
n Others: Citalopram, Mirtazapine, Sertraline 
n Caution: DI with tramadol 

n Pruritus 
n Antihistamine is ineffective 
n Drugs: SSRIs (Paroxetine, Mirtazapine), Gabapentin, 

Ondansetron  



+
Discontinuation of dialysis 

n Mean survival 8-10 days (1-48 days) 

n Symptoms: pruritus, nausea, dyspnea, 
agitation, myoclonus 



+
Better palliative care in non-
CA patients 

n  Early recognition 

n  Better prognostication 

n  Establish “Goals of care” and “Effective 
advance care plans” using “Good 
communication” 

n  Therapeutic relationship & Teamwork 




