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SNictlre of palliative care services.

D ) JUJ‘Q f physical, emotional and spiritual
r),m =

— 0. ¢ essment and management of various

J%Th syndromes
e Complementary approaches to pain

Management



e N S and Facts N
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Jr),J”LJI‘J‘/g CaliElSivwoPalliative Care IS.
= A O3 phy Of care NOT:

Sihe ma lagement of physical, — A treatment modality
eimotional, social, and spiritual : :
\Eliffer ng? — Restricted to pain

= } st utilized! at the onset of MicEgmErb
= diagnosis and throughout the — Utilized during end-of-

—
P —
- a—

'..:'-' ,c;dlsease course life care only

— —
ﬂ"""

~ = Symptoms related to a
-~  chronic, life-threatening, or
terminal disease process

— A collaborative effort of the — Paternalistic/maternalis
Interdisciplinary team, ife
patient, family, caregiver, and
research team.

— Limited to cancer-
related diagnosis



Palliative are PhllOSOph)/p- —
§ r@ GURE . SOME _7 to relieve often, and
Lo tmfort aIways

~ JrJﬂ science and humanism to provide
scompetent and compassionate care

,;5.., nable the patient and family to become

.-":—-
g—

— ““empowered” through education and
Ssupport

® Provide early intervention of symptom
management and coping skills



Palliative Care Philosophyss

SPromote, collaborative relationship- -
gentered communication . . . “break
J)m  hierarchical relatlonshlps

STRE leve suffering and improve quality of

| -:-0 Valldate and disseminate information
~ through research-based investigation and
documentation

® Integrate palliative care services into
mainstream of medical therapy



ring interdisciplinary team'to
thenature :i palliative care s
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Recreational Thera py = - Thanatology

e Relaxation ~ Core Team R Grief Counseling et
e Comprehensive ¢ Family Support,

e Stress Management

« Pet, Music, & Art Therapy Assessment End-of-Life Issues
S e Coordinate Interventions e Community Transition
e Dischargs =" ‘no
Rehabilitation
_ : Symptoms Complementary
¢ Functional Interventions Blteate e Acupuncture/
¢ Assistive Devices p Acupressure
e Energy Conservation LOSESH e Tai Chi
e L. * Trigger Point Release
e I ’
= Individuals

e Quality of Life
— Social Work . _
= e Socioeconomic Support SplrltualelStry

~ : e Pastoral Presence
e Community Resources « Prayer

* Coping Skills « Hope & Peace
Nutrition
Pharmacy e Satiety, Dysphagia
e Pharmacological Counseling * Nausea
* Equianalgesia ¢ Intake Modification,

¢ Adjuvant Agents TPN/Tube Feedings
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J UJJJ/JIL liaisons as mtegral |nterd|SC|pI|nary team
‘—)mJé

) Hro\ ¢ ng palliative symptom management in
unctlon with aggressive treatment
== etlalltles

,.t'_,,...

=3 Ensurlng continuity of symptom management
~ /support throughout the stages of the disease
process & across healthcare settings

® Implementing integrative medicine



QUalIty G Llife

~Lacko ‘eneray
Worrying
Feeling sad
e Pain
— o Feeling nervous
=0 Drowsiness
= Dry mouth

e Difficulty sleeping

® [eeling irritable

mm?“"

,J:llll- * ve Care!Symp

(70.90/0)
(66.1%)
(62.7%)
(61.9%)
(61.0%)
(56.5%)
(53.7%)
(48.3%)



QUuiality oftife —
H:lll auve Ca‘re;Sympto .

= Dlzzmess (24 4%)
) i Loss of appetite (45.5%)
58 Diarrhea (24.3%)
== Sexual problems (23.9%)
_.; -:‘4 Shortness of breath (23.5%)
— ——e Vomiting (21.0%)
= o Hair loss (17.8%)
® Urination problems (15.7%)
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 licreased shunting of

blood from
viscera to muscles

i

vegetative

Sleep disturbances
anorexia

decreased libido
¢.nhedonia

constipation

Somatic pre-occupation
Personality change
lethargy
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~ Nociceptor activation

Nomceptor activation

- Neuropathic  Destruction of a nerve

‘Characteristics

Aching or gnawing,
localized

Aching, vaguely
localized, often
referred

Severe or dull
shooting pain on
background of burning,
aching sensations
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: |tal or surgical blockade of proximal
ewatlon provides effective analgesia and
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Key' Points of:Gemprehe

e
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BRECOgNIZE pain and'its location, subjective
quality, and severity

J f-=7° S not only the type and intensity of pain but
@w it impacts life of patient

— “ Jse pain assessment to determine the

-"; = pathophysmlogy and select treatment strategies

,—ff

—‘—‘
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~ o Determine the best time(s) to assess and
~ reassess the pain

® Establish comfort/function goals with the patient

Vallerand. Semin Oncol Nurs 1997:13:16.
McCaffery and Pasero. Pain Clinical Manual; 1999:67.



LEL — noninvasive
— {/QESIC ladder e psychosocial
op|0|d analgesics interventions
nonop10|d analgesics e relaxation techniques
b adjuvant analgesics e distraction techniques
| — Invasive
= e nerve blocks

e e surgical or chemical
ablation

e spinal opioid infusions

Jacox et al. Management of Cancer Pain. Clinical Practice Guideline Number 9; 1994:39.
Arbit. Assessment and Treatment of Cancer Pain; 1998:213.



xtended Release and ’

Long Heﬂlf'ﬂ:lfe Oplo S

L0 ger half-lives (12-24 hours)

J '”{' Ease drugs over 8, 12, 24, 72
= hours.

:Extended release tablets (do not

,..{" ’

- —
o

_;“:'—.- crush)

® Fxtended release capsules (may
open)
® Extended release patches
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v'(MS Contin, Oramorph SR,

[nS
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DXy« done (Oxycontin)

;%;;j:.;sc (Duragesic)

= _.:{.Methadone (Dolophine)
~*Levorphanol (Levo-Dromoran)
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24 “Short Acting
hine (Roxanol MSIR)

-
=
-

f; done (Roxicodone, Oxy

== Fentanyl aile)
* Hydromorphone (Dilaudid)
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snous Infusion
aI Infusion

= "- — Epidural

— Intrathecal

— Intraventricular
o Direct Neuro-Axial Dosing

— Epidural
— Intrathercal (spinal)
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2 Copidelds 'r igh tolerance, hyperalgesia,
elfle) n' Irepathic pain, or when cost is
S Jm ant barrler

-'.

-

;_.Z- = —as two nonopiate analgesic receptor
= activities:

—

—
-

- ’1' ® Prevents MAO reuptake in periagueductal gray
- ® Prevents N-methyl-d-aspartate (NMDA) receptors

— Negative: long half-life and association with
addiction
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JFE‘
l)f fimes more potent than
Me) phlne

= ~0Advantages of using fentanyl in
_- - transdermal system:

- -lipid solubility
-capillary penetration
-high analgesic potency
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WHO, IS NOT APPRDPRIAT T —
*RANSDERJM:AL FEN YL?
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D) r{m@r} 10 are:
r\rurri IC or Cachexic
sSWeEal ng profusely

—-E,Ags riencing “Fluid in Funny Places”
‘._';' - -Ascites
’Ei — -Pleural Effusion
~ -Peripheral Edema

-Currently taking less than 50 mg of Oral
Morphine or the equivalent.
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A rr,JrJJre v exacerbation of pain that OCCUIS
of) =} vkground of otherwise stable pain
Il chek] tient receiving chronic opioid
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.ﬁortenoy, R (1990)



SREAKTHOUGH DOSING

PNfieatment of pain at rest or with
mover ent

Bmmediate release preparation of same
N -dlcatlon

-r:'. -Dosmg 10-20 % of 24 hour dose of
;' p|0|d

-PO g 1-4 hours PRN
-SQ g 15-30 minutes PRN
-IV g 5-15 minutes PRN



OF Fentany/ Use' " —
C)ojilgle Abscgtlon Threugh Oral
— H Cosa

J F& e of consumption: 15 minutes.

| a1|va production: enough for
e dlssolutlon

fff-;?-? '0 Swallowing of drug: minimize.
o Area of mucosa: buccal.

® pH of mouth: avoid low pH fluids i.e..
OJ




J I'Fent-a JJ,‘ieava-nIW

JJ)% Total Bioavailability
=Rap|d OT absorption.
=25 /o Slow GI absorption.

-

2 ._,50% Lost to liver metabolism or not
_’ - absorbed.
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Onset.of F ain Reli F‘OTFC
MOININE

)fbx‘ 1AL

7 o —— 200 pg OTFC
g : — 800 pg OTFC
:L 2 mg Morphine
: ——— 10 mg Morphine
'OTFC Admin Time
i | | 1 I T I
] 5 10 15 20 25 30 35

Time (minutes)

Adapted from Sevarino FB, et al. Anesth Analg 1997;84:S330.
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hyla t|c use of laxatives and stool softeners

an d vomltmg

e 7

-__f:"‘-uc , metoclopramide, cisapride,
'j* n ertlgenous drugs

o —

a"c'IOn

= —== - discontinue other CNS depressants
~~ -add psychostimulants
® Respiratory depression

- monitor if not severe; carefully titrate naloxone
if severe
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" mv.)JV' 5 heuronal malfunction

2cite . ult to distal or proximal neural
e]e ent

R

= S'ma ' d by aberrant receptor function or
= -"sensory processing resulting in a sensation

p— .-g___,_'

= ~ of pain



NEUrepathic Pain-— :
corfifflel e‘ETYfEIes R

MEetapolic

“

Dabetic p uTopathY
lRiectels:

—

rler;gﬂ z ster
F reltint tic

‘.-—

= .JJe “surglcal nerve impingement

,‘7"‘_
.-"-'

= Brachial or lumbosacral plexopathy

f’i ";Post CVA neuropathy
" Phantom limb phenomena
Post spinal cord injury pain

Chemotherapy induced



—

T

-
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P

SNIES5Isensitive to standard analge5|c
nga s than somatic pain

—I\SA Ds usually ineffective
1ar0|ds usually required in large doses

—

..‘t’olerance quickly develops

p— -—-c_,.'-'

— AdJuvant analgesics may be helpful



NElrepathic Pa| ﬂ.

Adjuvant Analgesics:

0.7 rlf‘\/f‘JJﬁ"" glife epres’Sants
SVAR uIsants
C Jor air e_
== Cor _"‘6’ teroids
= '*-TL—OcaI anesthetics
:? - — Mexilitine
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able, local pain syndromes

R glonal neurolytic blocks

= »Ablatlve Radiofrequency
'~'~é-- ntral analgesia

—

;,—-;-—_’ Intrathecal/epidural

—
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Neuropathic

L ™ Mechanism -~
Somatic, Visceral e(?‘,:? SM | e e gy

Nociception i

it LN
- L W

Psychosomal

Spiritual

= .:f—tz'“;i' ....-.—3;_,_ i '
== | Social / Famil
_= “Loss of Work y
— Functioning

t\t
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fotenal Pam N hurts all.cay»ef?'”“"'

Mest (”J

Anxiely nmay present as sleeplessness,
reJ,Jc ant to be left alone or overt fright

- | ; previous negative
= experience becomes overwhelming

/'1"‘-—

~ Treatment: relaxation & i Imagery,
dcupressure, massage, music therapy,
hypnosis.... then maybe pharmacotherapy
such as lorazepam, haloperidol

d

. ; 17.7



r_omffu ), COMmIm un/catlon
_),)JJ‘JI‘ Ofco operatlon
Cc 9<ffam|Iy dynamics emerge
= _2}5 Bort to work through accumulated emotions
_..‘C;an not take away all of the symptoms all the time
~ Imposing own expectations

Sense of presence is the very best medicine
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SpIttality . J-"'

e part  of self' where search for meaning
iakes pl: Ice.

~ _Dis ‘iﬁchon between religion and
== ,'; ,plrltuallty

- .—-—

-

Intimate connection with life through
family, home, friends, leisure and work



—

-

— -

~ Spiritual Assessment

=S uaI History Developed for Physicians

- -.;l“-fzf‘t‘ F = Faith & Belief

= “Do you consider yourself spiritual

~ or religious?” or “Do you have spiritual

beliefs that help you cope with
stress?”
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= .k_‘r.t'ance

What importance does your faith or belief
ave: Is 1 your life? Have your beliefs

= in uenced how you take care of yourself
~in this illness? What role do your beliefs

vl e

'play In regaining your health?
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Gl (“c nunity

Are ygt spart of a spiritual or religious
COMM junity? Is this of support to you and
—TOW?" " Is there a group of people you

~  teally love or who are important to you?

__F
—— i
p— ...g___,_'
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| —
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S
Spifittal History. s

AR= F\Jc ess in Care

[ OV WC d you like me, your health care
;rovn or, to address these issues in your
| Je'= 'care?
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PISEOnNNEction threatened by or challenges the
JndJVJd,J% ablllty to make meaning

x;.,

i

—

T ‘ré;—f’ plan may include:
==e a]aln interventions
= “»labyrinth; prayerful reflection and focus

~ following an octagonal/circular, interchanging
- pathway

**Mandalas”; a sacred circle of meditation
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ction ~ * Meditation
is * Pet Therapy

atlon Exercise ° Art Therapy

_“_ feedback * Music Therapy
f ji'.Gwded Imagery * Reiki

*Acupuncture ° Tea Party









Elofels back J’ '
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AicinNing technique used for relaxation and
Jslwag . First and foremost, it
r)rov dés direct feedback to client of their
ejejel] y processes.

_‘._‘#\ _—-__

— " = j

~ ¥ Goals:
— -_ \ B
i

— -
= :,L-,...—-__Self regulation

e
o —_—

— Decrease anxiety

— Educational experience providing validation
and guidance for self-regulation
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i wgr tive tool to achleve deS|red
er:}n eutic outcome

P method of deliberate use of imagery to
_#V,_._:, odlfy behavior, perceptions, feelings,
—  or internal psychological state

3 “A process that uses thoughts to evoke
and use the senses (thinking in pictures
iInstead of in words)

——



‘Imag%-Beneﬁst?’ —

SNDECrease muscular tension
PRI f‘j ées the message’ to Relax
J H_] vﬂcontrol

=F nelioration of other symptom

’-’{0 Dlstrac s the mind (from bothersome
symptom or state to reduce suffering)

® Accesses feelings




gy/[9NOSIS

JPliposeful altered state of consciousness
S rOQJ- attentlon

STADINIE to accomplish psycho physiologic changes
_,1.\ 1ch are otherwise more difficult to accomplish

Ften accompanied by relaxation

—

-
—

—

- e ¢

’
——
v‘_".



Bbrosic Benefits/Usesss

SMACCTUE from direct response to suggestion

o el X|ety, sleep, nausea and physical
SYHIDIGHE

= _iét;i’on, habits, phobias

= & Coping with internal or external stressors
~or stimuli
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Bhiversal life force energy or spirit

. .
‘ i) &
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-’0\

on\ ed through touch and intention

—

-
-

'§.’
- ’-.-

= t*ca‘n do no harm
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| F'ollows 7 chakras; it is not given bv the
healer, but rather accepted by the healee



e to Success In Pall] _@;'
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PRONE success at a time, “actions speak
=—(o] cler than words”

—.."“

-'-3'
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__.——
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= Teach by “recommendation rather than
prescription”

e Palliate staff as well as patients/families



CNST3-2169 NATIONAL INSTITUTES OF HEALTH CLINICAL CENTER
QAREQ4

B ..

04/14/03 03:51 PM

02E23A
37-44-64-4 DOB:04/01/52 AGE:51 SEX:F
ATTENDING: ALEXANDER,H. R. INST/BR:C SU

DX: MESOTHELIOMA PR #: 99-C-0128
HOME#: 708-784-0603 BUS.#: 708-246-7800

ENTERED BY: GROVER,AMELIA C MD

119.01 PAIN & PALLIATIVE CARE, ROUTINE.
REQUESTING PHYSICIAN: GROVER.

PAIN MANAGEMENT
REQUEST#: Y104-0053

DIAGNOSIS PERTAINING TO THIS CONSULT ORDER: PERITONEAL

MESOTHELIOMA TO UNDER.

REASON FOR CONSULT: ALTERNATIVE WELLNESS THERAPY.

BEDSIDE: YES, <04/14/03>
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You can’ ~-I . bu _you can.

die healed'_Fleallng s about —
sense of whq!g 1ess as g
andthat "

l\

b

J

undenﬂ
= | 3
- e Dan Frimmer M.D.

o /IME Magazine,
2000









Tou .u Jecause you are
you. You matter to the las

moment of

e Dame Cicely
Saunders -
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