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Definition of palliative care

Palliative care is an approach that improves the quality of life of
patients (adults and children) and their families who are facing
problems associated with life-threatening illness. It prevents and
relieves suffering through the early identification, correct assessment
and treatment of pain and other problems, whether physical,
psychosocial or spiritual.

Addressing suffering involves taking care of issues beyond physical
symptoms. Palliative care uses a team approach to support patients
and their caregivers. This includes addressing practical needs and
providing bereavement counselling. It offers a support system to
help patients live as actively as possible until death.

Palliative care is explicitly recognized under the human right to
health. It should be provided through person-centered and
integrated health services that pay special attention to the specific
needs and preferences of individuals.
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Number of

patients

Nombre de patients en soins palliatifs en Suisse en 2012 et 2032 (estimation)

Années 012 082 [En%
Nombre total de déoés en Suisse 60000 | 80000 | +33%
Total des patients en soins palliatifs (estimation : deux fiers) 40000 | 53000 | +32%
dont patients en soins palliatfs de premier recours (estimation : 80%) 32000 | 42000 | +31%
Pafients en soins paliatifs avec soins palliatifs spécialisés (estimation: 20%) | 8000 | 11000 | +37%

Observatoire national de la fin de vie (2012) : Rapport 2011  Fin de vie : un premier élaf des lisux »




86% 98%

des personnes qui de la population des enfants ayant
ont besoin de soins mondiale n'a pas besoin de soins
palliatifs n'en acces au soulagement palliatifs vivent dans
bénéficient pas de la douleur des pays a revenu

faible ou intermédiaire




7 QUELSSONTLESOBSTACLES?

Connaissance insuffisante du ~ Obstacles culturels et sociaux, Compétences et moyens Réglementation trop restrictive
public de ['aide pouvant tre comme les croyances surla insuffisants des agents de santé sur le soulagement de la
apportée par les soins pallatifs douleur et [a mort douleur par les opioices



Causes of deaths (1)

What causes the most deaths?
MULTIMORBIDITIES

2009 2019 % cha nge, 200%-2019

lschemic heart dissass _— lschemic heart dissass 5.8%
Stroks _— Stroks 7.8%

Lung cancer p—rp Lung cancer 0%
Caolorectal cancer Alzhsimer's dizsease 42 7%
_——

Caolorecta| cancs
Lolcrectal Cancer -LL5%

Lewer respiratory infect 17.5%
Pancreatic cancer 12.4%

Cirrnosis -3.0%

Breast cancer -8.5%

_|

op 10 causes of total number of deaths in 2019 and percent change 2009-2019, all ages combined

See related publication:



Causes of deaths (2)

Principales causes de déceés selon le groupe d'age,
en 2022
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Tertiary palliative care: palliative care
specialists

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

secondary providers
Secondary palliative care: , | ' Standardised care | ¢ Secondary palliative care: mainly in
oncology teams " pathways, referral - hospitals and in cancer centres

; guidelines,
» and collaboration

Primary palliative
care: primary
care teams

Primary palliative
mainly in the
community

The Lancet Oncology 2018 19e588-e653DOI: (10.1016/S1470-2045(18)30415-7)



*  Mostly cancer 70 /30% *  Mostly non-cancer 85 /15%

C H A L L E N G E S *  Mostly in palliative care services ¢« Mostly in community services
e late . Early

*  Median length survival 2-3 months . Median length survival 24 months
+ Late Identification in Pal Care . Preventive / Planned

services 71+  Timely identification in the Community

* Reactive / after crisis / Post acute +  Advance care planning
*  Emergencies +  Case management
*  Fragmented care *  Integrated care

Current model: “Late, Reactive and Fragmented” ‘ Proposed model “Early, Preventive and Integrated”
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Advanced Cancer
Metastatic o locally agyressive dsease

End Stage Renal Disease
On dalysis or Creatinine > &

Advanced COPD:
Contirsous home O2 gr chvonic dyspnes ot rest

Advanced Heart Fallure:
Chroric dyspnea, chest pan Of fatigue with minimal acivily or rest

End Stage Liver Dissase
History of recurrent ascles. Gl biseding or Mpatic ancephaiopa™y
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CHALLENGES S o b o
identification -

Figure 1: Identification of an individual with a life-limiting illness.

Frequent Visits:
2 or mare ED visits or hospital admissions n the past § months

Uncontrolled Symptoms:
Visit prompied by uncontrol symplom: @ g. pain, dyspnea, depression, fatigue, etc.

Functional Decline:
©.g loss of mobiity, frequent falis, decrease PO, skin breakdown, efic.

Uncertainty about Goals-of-Care and/or Caregiver Distress
Carogiver cannot moet long-term neods. Uncertarty'dstress about goals-of care

Surprise Question:
You would not be surprised i ths patiend Gled within 12 monthe.

Figure 2: Identification of unmet PC needs.




* We’re good at addressing specific,
individual problems: colon cancer, high
blood pressure, arthritic knees.

* Give us a disease, and we can do

CHALLENGES something about it.

* But give us an elderly woman with high
blood pressure, arthritic knees, and various
other ailments besides—an elderly woman
at risk of losing the life she enjoys—and we
hardly know what to do and often only
make matters worse.”
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Edmonton Symptom N
Assessment Scale (ESAS) Tool

MName: Phone Number:

Address: Completed By:

0 1 2 3 4 5 6 7 8 9 10
0 1 2 3 4 5 6 7 8 9 10

CHALLENGES
symptoms

o 1 2 3 4 5 6 7 8 ) 10
o 1 2 3 4 5 6 7 8 ) 10
o 1 2 3 4 5 6 7 8 ) 10
o 1 2 3 4 5 6 7 8 ) 10
o 1 2 3 4 5 6 7 8 ) 10




CHALLENGES
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From: Palliative Carein Critically Ill Cancer Patients

From: Palliative Care in Critically IIl Cancer Patients

A No Confortand Saty Measures A [Hopeful and unvealistc No Supportive Palaive Care *Suboptinal symptom contol,
*Lack of comfortfeatures (e.g. air condioning, attitude: Nothing bad wil +No comfort mezsures (&, reatment of pain, increased distress, poor quality
seat cushions) *Uncomfortable ride happen! by depression) —  Oflife
bad will happen!! W o fo acidents i *Frequent ER / hospital visits,
+Lack of safety features (e, insurance, seatbefs, Inprepar acc . Nq safety features (e.g. advavpe plannmg for CPR, intubaton, ICU stay,
aibags) {@ fving arrangements, transportation / mobiity, distressed patient and famil,
bedroom / bathroom aids, family knowledge and 2
Goals support, advance directives, resuscitation status) Goval(s:)
+Roadtips m Cifer
} “Gellowork % | Mucosiis, backpain  Depression, fatigue, Decth Lt pologaon
Exireme heat Bumpy road Qil spills, accidents 0 4 decreased function +Cancer treatments
e | | *Ciiicaltrials

B [Fopoianimabie Comfort and Safety Measures B Ilim;n; :nr:ur;alisﬁ!: attitude: Supportive | Palliative Care .oﬁem immxl‘?
awe': ! wa[zlfll:hg:we +Comfortfeatures e *Pleasantride comfort while traveling. 12150 - *+Comfort measures — cuncﬁ:r freatments.
g asovarto | *SHefses " Prepard fo aocderts Rl tepmpd W i “Ninirize patent nd faniy
be prepared n case ‘ o s o o o s penned. distess at the end-oie.
things do not go as
planned. Goals
+Road trips
+Get to work Depression, fatigue,
Extreme heat Bumpy road Qil spills, accidents 0




CHALLENGES

trajectories

Nursing
home

11% 2%

Hospice

4%

Hospital

FIG. 1. Graph of transfers of end-of-life patients with the
edges (arrows) representing the proportion of frequent re-
ferrals (often/very often) one to three weeks before death for
each pathway.



What are the facts? |

What is the ethical difficulty?

What are the possible options?

Justice
C H A I_ I_ E N G E S Beneficience Non- Cvuhton%m'y What is fair? (to
What is best for | | maleficience at choice this patient,
. the patient? What are the risks does E?he patient other patients,
et h Telz | and burdens for gak_e; ki health care
the patient? ecision-making | | o 5viders,
capacity society)

How does the context of this case affect the importance of these values? ‘

| What are we proposing to do? And why? |

‘ Which values did we prioritze? Which did we sacrifice? |




What does it mean?

* A |ot of patients- detection
* Functional help
* Proms- share information- Advance care planning

* Symptom assessment of patients with cognitive
impairment
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