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Palliare (Latin): To Cloak 

■  Reduction of the severity of symptoms 
■  Treatment of the “whole” person 
■  Respect for patient autonomy 
■  Emphasis on open communication 
■  Severe, life-threatening condition, but the 

patient may not be “dying”. 

http://www.avert.org/palliative-care.htm 



Why “Palliative Care”? 

■  Most adults will have one or more chronic 
illnesses that they will live with, possibly for years, 
before death. 

■  Factors involved in the care of those with chronic 
illnesses include: 
■  Under treated symptoms 
■  Psychological distress to patient and families 
■  Confusion and conflict about treatment options 
■  Depletion of resources, both for the patient/family and 

the general public 



Reasons to obtain a Palliative Care 
Consult 

■  Pain control and symptom management  
■  Establish Goals of Care discussion plan 
■  Code status discussion  
■  Withdrawal of life-prolonging treatments. 
■  Patient/family psychosocial and spiritual 

support 



Symptoms that Palliative 
Care Treats 

u  Pain 

u  Shortness of breath 

u  Nausea/vomiting 

u  Constipation/diarrhea 

u  Anorexia 

u  Itching 

u  Fatigue 

u  Increased secretions 

u  Sadness/Depression 

u  Anxiety 

u  Confusion 

u  Fear  



Most Common Populations: 

■ Cancer/oncology 
■  Elderly 
■  Patients with chronic conditions that impact 
the quality of life  
■ HIV/AIDS 
■  Patients with severe life-threatening 
illnesses with limited potential for cure 

 



“In a perfect world…”  Members of a 
Palliative Care Team 

■  Physician 
■  Nurse 
■  Chaplain 
■  Social Worker 

A Palliative Care program, with an organized team 
approach, has been shown to decrease costs and 

improve patient care. 



Myths and Misconceptions 

■  Palliative Care is the same thing as Hospice 
Care 

■  The patient has to be “dying” 
■  The Palliative Care team can “change the 

patient’s/family’s mind about code status” 
■  “Anybody” can do Palliative Care. 
■  Pain control and symptom management 

can happen “immediately”. 



Palliative Care and Hospice 
Care 

■  BOTH focus on pain relief 
and symptom 
management. 

■  BOTH advocate a holistic 
approach to the patient’s 
treatment. 

■  BOTH look at the patient’s 
treatment goals, including 
code status. 

■  Hospice patients generally 
have a 6 months life 
expectancy. 

■  Life-extending treatments 
such as transfusions, 
antibiotics, resuscitation 
and hospitalizations are 
not done on Hospice. 



Discussing the Goals of 
Care 





The Beginning of the end… 

¨  The prognosis, the treatment options and the 
plan. 

 Goals should be discussed with physicians before 
discussing with the patient and family   
  “How do we see this ending?”   
▫  (Just because we can, SHOULD we?) 
▫  Beyond the ICU: discharge and rehab expectations. 

¨  Resuscitation realities: 
▫  It’s hard to arrest in a hospital!   
▫  Resuscitation usually occurs after the patient has died. 
▫  Arrest = catastrophic event. 



Resuscitation: the glamour and 
the myth 

■  On national television, 75% of 
“cardiac arrest” patients 
survive. 

■  Most have positive outcomes. 
■  Little discussion of the real 

aftermath of a resuscitation 
effort: 
■  Ventilators 
■  Medications 
■  Downward trajectory 
■  Survival to discharge 
■  Quality of Life after discharge 



Cardiopulmonary resuscitation: the 
grim reality 

¨  For every minute that an individual is in arrest the chance of 
meaningful survival decreases 10%*.  

¨  Even among previously healthy patients, only 15%* survive 
and are discharged from the hospital. 

u   Many patients we see in Palliative Care have a less than 2% 
chance of meaningful survival after a cardiac arrest. 

u  Go-Far study defines “Good” as “Conscious, alert, able to work 
with mild neurological deficits”. ** 

**Development and Validation of the Good Outcome Following Attempted 
Resuscitation (GO-FAR) Score to Predict Neurologically Intact Survival After In-
Hospital Cardiopulmonary Resuscitation Mark H. Ebell, MD, MS; Woncheol Jang, 
PhD; Ye Shen, PhD; Romergryko G. Geocadin, MD; for the Get With the 
Guidelines–Resuscitation Investigators 

*American Heart Association. 



So why do it?  The Original Intent 
of CPR 

¨  For the reasonably healthy 
individual. 

¨  Sudden, catastrophic event. 

¨  Reversible condition that 
can be treated. 

¨  Abnormal heart rhythm that 
can respond to electric 
shock and can be treated.   



In speaking to patients and their 
significant others… 

¨  Are we speaking to the person(s) who have the power to make the 
decision? 
 

¨  “What have you been told about your own/your loved one’s 
condition?” 

¨  “Who is this person?” 

¨  “Has he/she ever made any comments or expressed any wishes 
pertaining to the current situation?”  

¨  “If he could speak to you now…” 



Faith, belief system, 
culture… 

¨  “Not our goals, their goals…” 
  However: In cases where the patient’s wishes are not 
being honored, best interests are not being respected, or 
in cases of known or suspected medical futility, 
healthcare providers must get an Ethics consult!  

 The hospital will arrange to have a chaplain 
available during the conference, in the event there 
are questions or concerns related to moral 
distress, existential suffering or faith-based 
questions.   



And once the decision has been made… 
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