Concise Review for Clinicians

Palliative Care and Hospice Programs
JUDITH

S. KAUR, MD

Palliative care and hospice programs are points on the
continuum of comprehensive patient care. Unfortunately,
provision of care for terminally ill patients is suboptimal.
There are many new approaches to improving the skills of
all physicians to fulfill the needs of patients, including
better education for house staff, "train-the-trainers" programs for physicians in practice, research into methods of

symptom control, and better access to established hospice
programs. This review covers the history, current status,
and practical suggestions for improving palliative care and
hospice programs in primary care settings.
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alliative medicine is defined by the World Health Organization as the "study and management of patients
with active, progressive, far-advanced disease for whom
the prognosis is limited and the focus of care is the quality
oflife.'" Despite sophisticated medical technology, there is
concern that dying patients are not receiving the quality of
care they deserve.
Palliative care and hospice programs are points on a
continuum of comprehensive patient care. Hospice care is
the final chapter of palliative medicine. In the United
States, palliative care teams are primarily hospital based;
hospice programs may include outpatient and inpatient
services and occasionally free-standing facilities for terminal patient care. Medicare provides for a hospice benefit if
the patient is eligible for Medicare, has a terminal illness
with a life expectancy of 6 months or less, and has given
informed consent.

In 1990, Congress passed the Patient Self-Determination Act to encourage advanced directives. Despite campaigns to promote this, only 15% to 20% of patients
execute such a document. 3 Although the overwhelming
preference of many severely ill patients is to die at home,
most die in a hospital. According to I study, 81 % of patients stated a clear preference for dying at home, but 56%
died in a hospital.' Because of these statistics, the Study to
Understand Prognoses and Preferences for Outcomes and
Risks of Treatments (SUPPORT) funded by the Robert
Wood Johnson Foundation sought to define and correct
problems in the care of patients approaching death. Phase I
of that project detailed shortcomings in the care of seriously ill hospitalized patients. The phase 2 intervention
was designed to address these deficiencies by providing
physicians with accurate predictive information on future
functional ability, survival probability for each day up to 6
months, and patient preferences for end-of-life care. Unfortunately, the intervention did not work. The study
concluded that enhanced opportunities for more patientphysician communication about end-of-life choices and
outcomes were unable to change established practices.'
New approaches are needed if progress is to be made."
Physicians must be given fundamental skills in communications, ethical decision making, and palliative care. To
meet this need, the American Medical Association (AMA)
developed a new training module called Education for
Physicians on End-of-Life Care (EPEC). Across the United
States, the AMA has started "train-the-trainer" programs.
For more information about EPEC, telephone the AMA at
(312) 464-5000.
Approximately 89% of patients in US hospices have
cancer. Therefore, the American Society of Clinical
Oncology (ASCO) recently adopted recommendations
about end-of-life care.' Its recommendations included a
need to remove economic barriers to care; to provide better

HISTORY
Dame Cecily Saunders is credited with starting the first
formal hospice program at St Christopher's in London in
1967. Florence S. Wald developed the first US home-based
hospice program in 1977. Dr Elizabeth Kubler-Ross raised
awareness of the steps of death and dying that patients
experience and advocated the home, rather than the intensive care unit, as the place for a "good death.'?
Since 1982, Congress has authorized a Medicare-approved hospice benefit. Many private insurers provide for
some form of hospice benefit, with criteria similar to those
for Medicare.
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Table 1. Symptom Management
Treatment and dosage

Symptom
Dyspnea

Anorexia
Obstipation

Agitation

Morphine---oral, sublingual, or subcutaneous-1O-30 mg
every 4 h as needed
Morphine sulfate, 10 mg/mL, plus dexamethasone,
8 mg/ml., in 100 mL of normal saline-2.5 mL via
nebulizer as needed
Megestrol acetate tablets--40-80 mg/d
Megestrol acetate liquid-20 mL/d (40 rng/ml, = 800 mg)
Dronabinol-5-1O mg daily or twice daily (also for nausea)
Lactulose-15-30 mL up to 3 times per day
"Power pudding"-l teaspoon each of applesauce, stewed
prunes, prune juice, and bran cereal
Therevac enema-3 mL
Lorazeparn plus haloperidol-I-2 mg orally every 4 h as
needed

education for physicians; to expand research in physical,
psychological, and socioeconomic issues; to expand and
support hospice programs; and to deal with the complexities of physician-assisted suicide on a case-by-case basis.
PALLIATIVE MEDICAL PRACTICE

Palliative medicine has become a subspecialty within
American medicine. Specialists in palliative care and hospice care should provide the leadership and quality research
needed to advance this field.' However, there is a critical
need for all physicians to become more skilled at meeting the
palliative care needs of their patients, rather than relying on
palliative care specialists and hospice groups. 1,9,10
Primary care physicians understand that patients' needs
are not only physical but also social, psychological, and
spiritual. Often, physicians indicate that they do not offer
palliative care or hospice services to patients earlier in the
course of terminal care because they are afraid of "taking
away the patient's hope." The approach, however, must be
to find ways to "reframe" the patient's hope from cure to a
goal commensurate with their situation. Such efforts to
reframe hope include helping patients achieve optimal pain
control and control of other common preterminal symptoms so they can complete important life tasks. The role of
the physician remains extremely important to the patient
and family during this time and allows the primary care
provider to redirect their hope to new goals.
SYMPTOM CONTROL

Symptoms that require medical intervention near the end of
life include pain (75%), dyspnea (70%), anorexia-cachexia
(85%), constipation (65%), nausea-vomiting (68%), neurologic changes 00%), and psychological distress (50%).
Some of these common symptoms and approaches to
their relief are listed in Table 1. Practical references for

palliative symptom control include the Primer of Palliative Care from the American Academy of Hospice and
Palliative Medicine (Intellicard), Symptom Management Algorithms for Palliative Care by Linda WredeSeamon, MD (Intellicard), and texts such as Berger,
Portenoy, and Weissman's Principles and Practice of Supportive Oncology (Lippincott-Raven).
It is important to be proactive in anticipating symptom
control needs. For example, an aggressive bowel regimen
should be initiated to prevent obstipation when narcotics
are instituted. Treatment of underlying depression, even
reactive depression, can improve pain control substantially
and affect overall quality of life.
Physicians have been criticized for not meeting the pain
needs of patients. In 1990, the World Health Organization
reiterated its "ladder approach" to pharmacological pain
management. I This approach suggests a progression in
doses and classes of palliative agents, ranging from
nonopioids (ie, nonsteroidal anti-inflammatory drugs) to
weak opioids to ultimately strong opioid analgesia. Codeine, oxycodone, and propoxyphene are considered weak
opioids, whereas morphine and morphinelike drugs are
classified as strong opioids. The ladder approach considers
the use of adjuvant agents (such as acetaminophen or
nonsteroidal anti-inflammatory drugs) during each therapeutic step and the potential for combination therapy
with nonopioid and opioid drugs (Figure 1). Morphine is
an inexpensive drug that is available worldwide but remains underused, resulting in a large percentage of terminally ill patients dying with moderate to severe pain. In the
United States, a wide variety of pain medications and
routes of administration are available, and physicians
should be able to tailor pain medications to the needs of
each patient. The basic principles of pain management are
listed in Table 2.
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Freedom from cancer pain

........

Pain persisting
or increasing ........
Pain persisting
or increasing .........

Step 3: Opioid for moderate to severe pain
± nonopioid
± adjuvant

Step 2: Opioid for mild to moderate pain
+ nonopioid
± adjuvant

Step 1: Nonopioid
± adjuvant

Pain
Figure 1. The 3-step analgesic ladder developed by the World Health Organization (adapted from the World
Health Organization 1 with permission).

Some physicians have led a movement to have pain
listed as the "fifth vital sign." The use of any of several
visual analog scales or simple pain intensity scales can
make pain assessment a standard office procedure. Physicians have been troubled by a theory that states that pain
medications are addictive and can be abused and therefore
must be restricted; however, physicians are not taught effectively how to understand mechanisms and principles
of pain management that may appropriately include the
need for high doses of chronic pain relievers. Some states,
such as New York, are passing laws to modify how prescriptions for narcotics must be written, but they still require reporting of prescriptions for controlled substances
to the state health department. Legislation in Congress
threatens to revoke a physician's license if the physician
gives potentially fatal doses of narcotics. There is concern
that such laws on prescribing will perpetuate undertreatment of pain. It is up to physicians to advocate for their
patients, especially when patients are symptomatic at the
end of life.
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Table 2. Principles of Pain Management
Use a simple dosing schedule
Use noninvasive methods first
Use nonsteroidal anti-inflammatory drugs first for mild to
moderate pain
Add an opioid or use a nonsteroidal anti-inflammatory-opiod
combination drug if pain increases
Increase opioid strength or dose for moderate to severe pain
Schedule medications "by-the-clock"
Provide medications for "breakthrough" pain
Change to parenteral schedule if patient unable to take orally
administered drugs

Questions About Palliative Care
1. Which one of the following life expectancies is a
criterion for patient coverage in the Medicare
hospice program?
a. 1 year
b. 6 months
c. 3 years
d. 2 years
e. 18 months
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2. Which one of the following is true regarding the
findings of SUPPORT?
a. Too many patients die without adequate symptom
control
b. Most patients execute advanced directives
c. Palliative care units should be established in
hospitals
d. Patients want aggressive care
e. Feedback to physicians about patient prognosis
optimizes the management of pain in terminally
ill patients
3. Which one of the following programs for training
palliative care leaders was established by the AMA?
a.
b.
c.
d.
e.

ASCO
EPEC
SUPPORT
CDC
ASSIST
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4. Which one of the following percentages is true
regarding patients who execute advance directives?
a. 50
b. 25
c. 60

d. 35
e. 20

5. Which one of the following symptoms does not
require treatment near the end of the patient's life?
a.
b.
c.
d.
e.

Pain
Dyspnea
Constipation
Pruritus
Depression

Correct answers:
1. b, 2. a, 3. b, 4. e, 5. d
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