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Article Review
Palliative Care:
Innovation in Care at the End of Life
Laura C. Hanson, MD, MPH
NC Med J July/August 2004, volume 65, Number 4
Key Points
· Progressive chronic diseases – heart disease, cancer, stroke, chronic lung disease, and neurodegenerative disease such as Alzheimer’s and other dementias – cause the majority of adult deaths in the United States.

· High levels of unmet needs exist among patients dying in hospitals and nursing homes, including communication about treatment options.
· End-of-life care varies based on patient education, race, culture and religious beliefs.  
· For example, terminally ill African-American or Hispanic patients are less likely to receive effective pain treatment or to enroll in hospice than their white counterparts, and are more likely to die in hospitals.
· Good end-of-life care is defined by its ability to promote a “good death,” as one that is free from avoidable distress and suffering for patients, families, and caregivers. 
· Patients and their families say they prefer terminal care at home, but four of five deaths in the United States take place in hospitals and nursing homes.
· Dying patients and those who provide their care consistently value: 

a. relief from pain and other physical symptoms, 

b. attention to emotional, psycho-logical, and spiritual needs, 

c. compassionate communication, 

d. involvement in critical healthcare decisions, 

e. affirmation of personhood and dignity, 

f. support for family caregivers, and 

g. coordination and continuity of care.
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· Advance directives have the potential to promote communication among patient, family and provider, however, they are not sufficient to change care at the end of life.  Instead, physician communication is the essential element.
· In one study involving bereaved family members, the most common recommendation for improved end-of-life care was to improve physician communication beyond medical treatment choices, including a desire to talk more about prognosis, and about the humanity and dignity of the patient.

· Communication of prognosis is essential to informed decision-making; however, while prognostic models are accurate for populations, they are challenging for individual patients.  For example, in the SUPPORT study: 

· A patient with a 50% chance of living two weeks also had a 20% chance of living six months.  
· The range of expectancy for an individual patient’s circumstances may make such communication difficult.

· In the mid-1990’s Oregon adopted a portable physician order form, Physician Orders for Life-Sustaining Treatment (POLST), which promotes discussion of preferences for resuscitation, overall level of medical treatment, and use of antibiotics, feeding tubes and intravenous fluids. 
· Evaluations suggest that use of the form lowers the use of life-sustaining treatments and hospital admission among nursing home residents.

· The number of physicians seeking palliative care certification is rising rapidly.  
· By August 2003, there were 43 active or emerging United States fellowships in Palliative Medicine

· Approximately 1200 physicians had met qualifications for certification in this field.
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