in Palliative Care

arsUsrauluWizainsnadaasasauas szl 2569
Juil 19 ngun1nu 2569

UN.AF50N7 SN0 el
Auean1sausnid AUSUNNEAI&ENT NRIINENREADULAU

Q -4

dutmunuiialunisiransquanuuilszAauilssaasnisaudn
Asia Pacific Hospice Palliative Care Network

AUINISrUSNY Q
Karunruk L

Karunr
godia

Karunruk Palliative Care
Research Collaboration Center




Palliative Care
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Palliative Care
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Hospice & Palliative Care
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Palliative Care
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Palliative Care Concepts
. pausuenuaoduddnitinadie
. VLamemaJLﬁamaﬂ@wammmﬂ
. daauassarmythauas mmi"l,mmamﬂmae]
» I¥myquatiazisled APl LR gk actlve*namm‘ﬂ

A Ao

sz uler 'imm’]gﬂ’am LR TG
« YIEEUMIQUAAIHIATIANULAZIAIY Y
e AARITZUUNTTIYLRRDUNATOLAT)

. lmﬂﬁma’mmu‘nwLwamauauamamm@aamﬂ QN N‘]J’JEI
LRZATOLATY

dl 1 =\ 6’
. WANLABIMIInEN N liAalse Ly

AUINISUSNY

Karunruk
Palliative

WHO 2005



Estimates of people in need of palliative
care worldwide

The total, all age, global need for palliative care is 56,840,123 people including
both decedents and non-decedents. The need for non-decedents [31.100,719] was
higher than for decedents [25,739,404] (Fig 2). Palliative care was needed for
45.3% of all deaths in 2017.

Need for palliative

care for decedents

and non-decedents, Decedents
(all ages all sexes;

2017)

45.3

54.7%

~ Non-Decedents

N = 56,840,123 people
Karunruk
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Approximately 40% of patients in need of palliative care are aged 70 years or
older, 27% aged 50-69 and, almost 26% aged 20-49 and only 7% are children
(0-17 years) (Fig 3).

Figure 3

Worldwide need for
palliative care by age
group (2017)

N = 56,840,123 people

Children 0-19 years old

Adults 70 years
or plus old

.

Adults 20 to
49 years old

40.0%

Adults 50 to
69 years old

N
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Care Center

WHPCA, Global Atlas of Palliative Care 2nd Edition



Worldwide need for
palliative care for
adults by disease
groups (20+ years
2017)

N = 52,883,093 adults
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Diseases of liver 2.4%*

Lung diseases 5.0™

. | .
\ | Renal failure 1.0
Chronic ischaemic heart diseases 0.8 '. || / Premature birth and birth trauma 0.0
\ | H/ . ) . %

Non-ischaemic heart diseases 1.8* \ ". | /,_. Congenital malformations 0.1
\ ' /\ Injury, poisoning, external causes 6.4

Cerebrovascular diseases Arthrosclerosis 0.2%

Musculoskeletal disorders 0.5

AN
Degeneration of the o
CNS diseases 2.2% 14.1

N\

Protein energy malnutrition 0.2

Haemorrhagic fevers 0.0™
Tuberculosis 2.1%*

HIV disease

Inflammartory diseases
of the CNS 0.2%

Dementia

Leukaemia 0.5*

28.2%
\

Malignant neoplasms

WHPCA, Global Atlas of Palliative Care 2nd Edition



Percentage of days
that adults worldwide
experience serious
health related
suffering for 20
health conditions

for 16 symptoms
by decedents

(20+ years; 2017)

N = 3091.2 millions days
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Pruritus 0.6

Dry Mouth 2%

\ Bleeding 0.8%
W\ Wounds 2.3%
Constipation 3% AL :
Diarrhoea 1.1% \ \\| | Anxiety/worry
C ' . | y
Nausea/or vomiting 2.3% \ o Depressed mood
8.2 / _
Confusion/
0.6% delirium 3.3%
Wealkness Dementia 1.1%
Pain mild
Fatigue

Pain moderate
to severe

Dyspnea

WHPCA, Global Atlas of Palliative Care 2nd Edition



WHO Are Palliative
Patients?




® Supportive and Palliative Care NHS
T Indicators Tool (SPICT™) N

SCOTLAND

e 00000
The SPICT™ is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.

Look for any general indicators of poor or deteriorating health.
* Unplanned hospital admission|s).

* Performance status is poor or deteriorating, with limited reversibility.
|eg. The person stays in bed or in a chair for more than half the day.)

* Depends on others for care due to increasing physical and/or mental health problems.
* The person’s carer needs more help and support.

* Progressive weight loss; remains underweight; low muscle mass.
* Persistent symptoms despite optimal freatment of underlying condition(s).

» The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or
wishes to focus on quality of life.
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Look for clinical indicators of one or multiple life-limiting conditions.

Cancer
Functional ability deteriorating
dua to progressive cancer.

Too frail for cancer treatrmeant o
treatmant is for symptom controdl.

Dementia/ frailty

Unabde to dress. walk or aat
withiowut halp.

Eating and drinking lass;
difficulty withi swallowimng.
Urinary and faacal incontimence.

Mot able to communicate by
speaking; littke social imaraction.

Freguant falls; fractured fermur

Racurmamnt febrie aplsodes or
infactions; aspiration praumaonia.

Meurological disease

Progressive deterioration in

physical and/or oognitive
function despite optimal thaerapy.

Speaasch problems with increasing
difficulty communicating

and/or progressive difficulty with
swallowing.

Racurmant aspiration pneumonia;
breathlass or respiratory failune.

Perzistent paralysis after stroke
with significant loss of function
and omngoing disability.

Heart/ vascular disease

Heart failure or axtensive,
untraatable coronary artery
diseasea: with breathlassness or
chest pain at rest or on einimal
affort.

Savernz, inoperable peripheral

vascular diseoss

Respiratory disease

Savare, chronic lung disease;
with breathlessnass at rast
ar an minimal effort batwean
axacarhations.

Parsistant hypoaxia naasding long
tarm oxygan tharapny.

Has neaded wentilation for

respiratory failure or vantilaticn is
contraindicated.

Other conditions

Kidney disease

Stage 4 or 5 chronic Kidnay
disease (0#GFR < 30mil/min) with
detericratimg health.

Kidney faillure complicating
other life limiting conditions or
Tremtirmmer b,

Stopping or not starting dialysis.

Liver disease

Cirrhosks withn ome oF mone
complications in the past vear:
=  diuratic resistant ascites

=  hapatic ancephalopathy

=  hepatorenal syndroma

=  bacterial peritonitis

=  mecurmant variceal blasds

Liver tramnsplant is mot possible.

Dateriorating and at risk of dying with other conditions or complications

that are Nnot reversible; any treatmant availabla will have a poor outcoma.

Review current care and care planning.

= Review current treatment and medication to ensure the
person receives optimal care; minimise polyphamacy.

= Consider referral for specialist assessment if symptoms or
problems are complex and difficult to manage.

= Agree a current and future care plan with the person and
their family. Support family carers.

= Plan ahead early if loss of decision-making capacity is likely.
= Record, communicate and coordinate the care plan.
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Palliative Care
Symptom control

Disease
management

Psychosocial and
spiritual care
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Disease Management

Treat reversible conditions
Symptom management of incurable conditions

Palliative surgery: Palliative RT:

« Debulking surgery Control of bleeding

« Immobilize fractures Relief of obst: SVC, AW
» Bowel obstruction. Pain control: bone mets

resection, bypass, Shrinkage of tumor

stents, ostomy mass. brain metastasis
* Spinal decompression  p.iative CMT

& stabilization

Manage anxiety, depression
Emergency management
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Suffering = Total Pain
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The Cure - Care Model

Palliative/
Hospice
Care

Life Prolonging Care

I-—1>mg

Disease Progression

Disease discovery

Curative Bereavement care

Death

approach Bereavement care

1
Final hours of life care

Life closure - preparedness

Karunruk 20
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From Frank D. Ferris MD, San Diego; EPEC Course



Level of Palliative care

complex issue

staff with some
PC training

All staff
(doctors,
nurses,
etc.)
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High = “Cancer” Trajectory, Diagnosis to Death

Cancer

GP's workload - Average 20 deaths/GP/yr

(approximate proportions) Death

1712

1/4  Onset of incurable cancer ——3»  Time — Often a few
years, but decline
usually seems <2 months
; Hsh Orzan Systemn Fadhre Tryecory

Frailty / § (mosy heart and Rovr Sivre)
Dementia =

Low
&=
Organ - Begatouse ol ofec. sif<ze  ——PP mq-s,v.-::;m 3
Failure High
Fraity / Dementia Traectory
5
g
.
Death
Low
Onset could be deficits in ——Jp» Time ~ quite variable -
ADL, speech, ambulation up to 68 years
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Integrated Palliative Care(IPC)

__ | Palliative
Care

Disease
Management

Fig. 2. Basic model of integrated palliative care.
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http://dx.doi.org/10.1016/j.jpainsymman.2013.10.009'



Integrated Palliative Care(IPC)

Survivorship

e — = Rehab. S
B ,l'tatio
e — I n . .
Disease Pain & Symptom Management / Palllatlve
Management _——eunit|  Care
— ——-‘;é\\'\atwe
\-\oSP‘Ce Bereavement

End-of-Life Care

>

Fig. 4. Palliative care-enhanced model.
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Integrated Palliative Care(IPC)

Chemotherapy E
Disease e | Palliative
ne therapy Anti-nausea drug's;_ e C
Ma nagement Targeted the Antibiotics B are

Surgery

— >

Fig. 3. Disease management-enhanced model.
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Integrated Palliative Care(IPC)

- Cancer treatments . Supportive/palliative care - Hospice care . Bereavement care

Diagnosis Time Death

Figure 1 Time based model. (A) Palliative care is introduced only when no more treatments are possible; (B) palliative care is introduced
from time of diagnosis and increases its involvement over time; (C) the level of palliative care involvement fluctuates over time; (D) in
addition to palliative care, this model includes hospice care introduced in the last months/weeks of life; (E) bereavement care is added.
AUINISIUST I
Karunruk
Palliative

S ens Ann Palliat Med 2015;4(3):89-98




Integrated Palliative Care(IPC

B
E?d ' Pain consult Neurology consult Gl consult
life
. s Bowel
Cancer Dyspnea Pain Delirium obstruction
Assessment &
Treatment PSychOSERE] Chaplain Palliative care
consult consult
Spiritual End-of-Life
C Symptoms & distress Issues
Distress )—-/ Pulmonary consult
Pallistive/ - A
Supportive \_'
Care Team Dyspnea
1< Cancer
Assessment & :
o bTreabtn’lerﬂl Psychiatry consult
Assessment & -
Treatment =
Psychosocial
distress
Endoscopic . Suicidal
é:unhn[g Thotacenlasnsﬁ M:zl.:-u:un
Gl consult Pulmonary Psychiatry
consult consult
AugnIsrusSny Figure 3 Issue based model. (A) Solo practice; (B) congress approach; (C) integrated care approaches. Reprinted with permission from The
Karunruk University of Texas MD Anderson Cancer Center (19).
are enter

Ann Palliat Med 2015;4(3):89-98



Integrated Palliative Care(IPC)

et — TSH - thyroxine
A ‘ Faﬂguocllnie Methylphenidate
Oncologist 1 -~ Social Services ~——— Disabled license plate

— Herbals
Acupuncture

A

Opioid

éf'"" unullng 1
Methyiphanidate Psychiatry (10%)

Split visit with spouse

Meaning & Legacy wwe Child health
No spiritual distress specialist (5%)
Natural light

Exercise

Herbals

Disabled license plate [ healtt
Discuss moving in with son r':f;‘v:l (20%)
Wheelchair

Oncologist 2

N

Oncologist 3

Oncologist 1
Opioid
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M«hylphonldm Peychiatry (10%)

Split visit with spouse

R Meaning & Legacy e Child health
Oncologist 2 No spiritual distress specialist (5%)

Natural light

Exercise

Herbals

Disabled license plate —_— H healtt
Discuss moving in with son referral (20%)
Wheelchair
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Se  BlEns Ann Palliat Med 2015;4(3):89-98

Q guenisrusny  Figure 4 System-based model. (A) Current pattern of supportive care referral; (B) integrated model of supportive care referral (20).




Abscenee of

standard model Lack of coordination
e - (e /
Early Intervention
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Continuous care Implementation No timely
Reduces suffering T Structure model referral
Quality care
Comprehensive Lack of poll:f\-_
Care tvne Supportive
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Pathway Imol ati
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Network Shared IT
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T.P. Conditions System Patient-
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EPEC 9 Dimensions (Assessment)
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Palliative Performance Scale

PPS ' Survivaltime | | 59,1493 )52 1 U2 aURNITO WS
% (in days) o, 5
Mean (95%CI) = Wilg3zpeye

10 3 (15) T2AUAILG 0-100%

20 7 (4.11) Tagiszasn
n . Fas R URUTIO U0 Wil
¢ 3
40 39 (34,44) LAZNIINEINTIRIZLZLIANT)
50 | 7o R
60 92 (80,105) . psrnaumIaaawla b
70 141 (92,190) AN
P queimsusne Lau, Downing et al.

O Karunruk J Pain Symp Manage. 2009 . 34
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Stroke e | e |

IREVE Gl = 1 | Originally Published 16 December 2024 | &) M) Check for updates

Palliative and End-of-Life Care in
Stroke: A Scientific Statement

From the American Heart
Association

Claire J. Creutzfeldt, MD, Chair, Julia Bu, MD, Amber Comer, PhD, Susan Enguidanos, PhD, Barbara Lutz, PhD, RN,
FAHA, Maisha T. Robinson, MS, MD, Darin B. Zahuranec, MD, FAHA, and Robert G. Holloway, MD, MPH, Vice Chair

on behalf of the American Heart Association Stroke Council; Council on Cardiovascular and Stroke Nursing; and

Council on Clinical Cardiology AUTHOR INFO & AFFILIATIONS

Stroke = Volume 56, Number 2 = https://doi.org/10.1161/STR.0000000000000479

AUINISIUSNY
Karunruk

Palliative
Care Center

36



usNIvAISQUalUU
Us:-AuUs:=AdvUa:
s:g:Mylulsa _—
Ka9QladQdudv

agUlﬁa K1a1Aeyd1N AHA Scientific Statement
2024 (Palliative and End-of-Life Care in Stroke)



Palliative Care lulsuAn1squas:g: ma
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The Reality of Stroke
(Vayas:uradneuazleym)

@)\ WUds Stroke luansgawsm:

800,000 sh9/U (1dwdd3a 140,000 s19)
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Neuropalliative Care Paradigm
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-
Prlmary Palliative Care:
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Holistic Approach: anﬂuoo
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Diagnosis Treatment stabilization Preparation Adjustment Adaptation
High
- ..,-'-.n-l--i """
O ,-"'-
= L
g t" uu""'--
i) o o
O *
— L
E .-l‘" *4"
g -4 ‘f'o
z y 'i"
"’: ""'i
I;..-':FII"-: ------------------------------------------------------------------------
Low e,
“
1“‘
f Time

Death
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uwunidunvaisatdulsa (Stroke Trajectory) dnis>vununisqua

High

Neurological function

Low

.........................................}

3. nsvad
1. msdudae: 2. msSauv: nmomsuwng: 4. MsS1aSguad: 5. msUsuad:
Wumslkloya  msdaaduldsouAau  AodufoSovAs  ¥ovAdUAAUUIU  AIS:MISQUAEY
(Informational  (Shared decision-  SAwSzg:g1d KSodhuguIWuwW AUWNET
support) Ny making) (Im=A9, ldane  Wumsuszawuvu  Caregiver; ASaU
nawANUOA  (30VKANAISATW 810{Ko1K1S) ASIGOVISEUS
(IntUbation, ‘H§3W01Sﬂn sewessenaees cosses ﬂ‘lstﬁ'ﬁ'jnﬁlﬁ']u
Thrombectomy)  wWasuilu Comfort

UAWIASEOgY -, measures

“*ttee.P Death

Time

6. NSYIUSU
wa:msusula:
ASEUIUMSNIY
1SUAIWDEUSU
Ua9IAANIVSUU
UszannAluwuwy
aj
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InSovoAnnsavdryryaruiiau (Clinical Triggers)
IWaISUn1saunua Goals of Care

The Surprise Question

(Usz1ounduidsvna:wensnilsn)

AN Arue:ilanionsalu nnwdoesied...
(] 1. 1de8nmelu 1 UVntin?

[ s2: |3955mTus:hg'wn*nsnh§ums§nmiu
[suwenuiasauu?

' -x — ' -t - e
(] 3. luawnsnWuwounduurgowindamnoiedlian?

» Action: HanAmaufa “Iundante”
- nSnINasIrISU Serious lliness Conversation
nSe Advance Care Planning

SuPPOIrTT Checklist
(Uszidundaunadnasiduus:Auds:nav)

Su (Psychosocial/Spiritual): ASOUASIROINISAI
¥osIndon1uNIsSuUdaNUAIASEAIA:INICYNIIKSDIL?

P (Pain/Symptoms): (jUosinouidulonrSoams
nsuUNWNensSalu?

PO (Prognosis/Options): ASoUASITAINUISOU
wgnsnilsanSanigidonnisSnunsaly?

T (Readdr_t.'ass Targets): fuloanNmAovUs:10u Goals
of Care lnuiwadenndasnunrurtvaugUounsolly?

» Action: Kanvelnvontl

- W91sruIUSuUNISIANIS9INIS KSadario
Specialist Palliative Care
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LHLU2NIVAISDANISDINISNMVMINWUUDY
(Physical Symptom Management)

o= (STmptom) A1SSNVY10D88 N1S90N1SdU/UDAISSIV
L (Pharmacological) (Considerations)

BuAs: Tricycli sl I e icyclics M
gungutasy: Tricyelics, SSRL SNRL s 200 2 evuo0 Tricyclics No1

Leniel Fostetroke el g1nuyn: Lamotrigine, Pregabalin
(@msuUaaus:zaindunaiv) : ) i '’ mMilKUINLKL KSatAan1d: Delirium
Gabapentin ({Guaenda)
Hemiplegic Shoulder Pain NSAIDs X Non-Pharma: Physical therapy,
(Uaalkaonauwia) (¥ogaaurawalkmmeamwlaaiu) Range of motion exercises
Spastieity Muscle relaxants, Botulinum toxin Non-Pharma: Stretching exercises

(MaznauLlaLnSLAS:QN)
ldonenlogwasannlsasouua:

Depression Antidepressants
(MI:=BuIAS) P Side effect profile hgausula

® > Note: UszliunnuiduldalugUendoarsiula Toeld Nonverbal indicators
wu Critical-Care Pain Observation Tool (CPOT)
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Critical Care Pain Observation Tool (CPOT)

laflsufiuwadnssuzacihalulade Alisusadasnsle
andean1sUsyLiiv 4 asing

weaagatIviAIAzLUY 0-2A8LL U

FINFAIAZLUULAN 8 AZLUY

seAUAINULIG Mihataa | Lhadnias | ey 11au1n
Nneausule AR

<2 0 1-2 3-5 6-8

AUINISUSNY
Karunruk

Palliative
Care Center




Critical Care Pain Observation Tool (CPOT)

WA BELNE G EATRIRTY
NISLAERIBBNMIAANUEN (Facial dHauwnapwiIouwms (relaxed, neutral) 0
expression) AT A TR RIS S (tense) 1

win A1 vvarilafisunn wWdanarflauin (grimacing) 2
i TLFl'ﬂ‘-EI'I.I."L‘I-"I VEAI1AME [ Body 1.I-.i:|':|'T|'1':|'LFI"E|‘E|'I-l.'1.H‘J (absence of movemeants) 0
movement) UnilesvFiimils (protection) 1

nizaunI=ay (restlessness) 2
msin3aveandruiia (Muscle HOWARTE (relaxed) 0
tension) Uszulinaynnismados @At (tense, rigid) 1
LRSI S1aWs Aaudailuatraun (very tense or rigid) 2
mswglasaandaanuniestis wiolasessdeanuaIastiowaela (tolerating Ventilator) 0
wiela (Compliance with the demsle wimasowiolsroeAls wisatewminlals (coughing 1
ventilator) swiugisfinviatis  but tolerating)
watla WIanmaldaios dnsdumIastaowiola (fighting ventilator) 2
(Vocalization) Eiﬂﬂ;ugﬂ‘luml.i'l.ﬁ 'I-:IJﬂ"FT‘H‘.IE"ILﬁFJ»:I]JHﬁ (normal tone) 0
laviatiomnols nauniels ¥89RT4 (sighing, moaning) 1

Faald = fu (crying out, sobbing) 2
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asaaaiswikuignissavi (GoC) melamuluuuuauvavwanasailsa

auassad1Aey: Prognostic Uncertainty (a>1uluuuuauvavweainsailsn)

A wlutUuauUMLARTN (s-aumsvsluW) + A wluuduaumvaisual (MsUSUAISUAIIUWAIS)
Uagasuritkasauasa: uwnaUs.luumwmomoluusonu (Prognosis discordance) C
(E———

(Reality) s  (Empathy) ﬂ

| _ 2. Provide a Road’_f '» _,
)y A ('(mmunumw)'

AUKIAULND AMUYU ua: MNamwaoiAa3v:Ratu

The Continuous Thread

4. Recommend ‘

(nnsauamumsm’) | (IRAuzth)

a5u1eANAU Best-case ©lduaUWuNISSn mnaaonaa\)

“Trade-offs’ (Goneounuld ludunaudall ua: Worst-case scenario AuAtuALazlhKug
kSouausululawalkla (Anticipated next steps) aghwasvluasoul IEMA( R
WNAaaAWSUI0aEL)
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amsvamisAnuluuuuauad®g Time-Limited Trials (TLT)

[Step 1: Define
Uncertainty]

s:uAdwluuufa
nivnaun
(=R R
AULIEZVNAS
Sawovlunou
duavKSaUanu
Goals of Care
{us=g:61)

[Step 2: Set [Step 3:
Timeframe & Provide
Milestones] Intensive Care]

lKuansauLal

(kmssavLuu
NBQRUSIUAU }aun
ASDUAS) (Life-sustaining
(16u 48-72 #1luw treatment)
kS0 1 oK) {ugovnainanavl
wa:ithKugnv IWQNSTRUAUDY
paunna:lgus:Lou UaLSIVMY

[Step 4:
Reassess at
Deadline]

20 Family
Meeting 0o
ASUAIKUQLA
WWauUs:LliuaIms
laznunou Goals
of Care 8nASL

Key Insight: TLT v:maoFmusanwoua\)nsaunsﬂumsooaub
‘anwilunnume’ IoauJaaouums nnaamwammdaaalmnsalu

[Step 5: Pivot
or Continue]

aduUaudva:
agumssSavCid

luaavauav:
aswaumumwa
USuwaguumu
(Pivot) dmsqua
LuULLLIUAIIY
quaue (Comfort
measures)
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nasUsuiUnurednasnias:e:n18voavsdn (End-of-Life Care Pivot)

a:
msnauqummsuuuuﬁma&
- e : (Comprehensive symptom control)
Usf,:nv?‘m;s'??u_in?{‘ SUoKel 27N: ' llazN1satuauua1IsuNinSoUAS)
- WUIYAIULIKYIdUYIALULSIWEIUNG = G '
2 8% nsSnuifiodineny (Intensive comfort measures)

navonn1sAnaule Withhold / . :
, . i (Life-prolonging)
Withdraw life-sustaining therapy (A St

(JAKSONBUNISSNBIWYIBW)

- ydownis=Aunugannoanay
nlKIwngnavwWawansus:1ou
21n9N1sIand (Nonverbal unuandiAryvoulwng:
indicators)

* aRRINNNIDAVEIASOUASD [nanislinou§asunin
(Counseling on what to expect)

» 98UrwNMsItagunlasnwassing 1su NMshuanay,
Aoumeleilasu, ndonouAudoanay IWalllAsaUASIAUNS:KUN
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lUslanaanisdanisonnmismvumelus:g:tnatdssda (Actively Dying)

4

T

Pain & Restlessness
(nwvrauazAdu
ns:duns:aig)

- wuld 25% - 65% uavrUdy
S:g:Me

- Management: (& Opioids uas
Benzodiazepines uuutdu
ASLAS1) (Intermittent use)
loganunsausuwuuunaen
(Escalating doses) IWaAdUAU
o1msuazlkusrgavu

Dyspnea,
(91n1sKOULKUDY)

- wuld 16% - 81% (wuuagnda
1La:asIvAILNSUIUGY)

- Management: aduauavaca
mslE Opioids Wukan Waaa
Air hunger tazaand1uns:au
aszahalumsmed

ol
O

‘Death Rattle’ /
Respiratory Secretions
(Foviauk:amviukasaaw)

i 2 S 1
- lNaINAAWLLUdauULsSYIUlUY
awwsaloduiauk:la (Unasivadu
nsuuldlknsaunSININANAINUIE)

- Non-Pharma: a5u1e{iAsou
asownenala ua:mvanwUoe
(Repositioning)

- Pharma:

Glycopyrolate, Buscopan
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The Continuous Thread

lnUNNISWaIsandvaawasuaisquauuu Hospice

Uguwuziu: werpsailsnA10319:15309d < 6 1dou uazlulunudzdrdiuns
Snvwoadiaog (Life-prolonging measures) dndalu

lneuriuvBnivaain (Clinical Indicators for Hospice in Stroke):

AdWawIsalunissuus=NIuaIKISaqavasIvuIn LazluwaisauIn1siKo1KISNIL
aree1v (Artificial nutrition)

C\/’ lAaN1D:INSABaUGIBDUSULSY LU Udadnldaudinmsdian (Aspiration
pneumonia), Galgaluns:udiaaa (Sepsis), unananunsawlurig, KSaidlusrBou

l\/] NamMwWa1esvLadnen (Neuroimaging) uvsweanasailsantarsrgagivsapu

@ na:laudattiovtiiu 3 Ju Bous:nauddy:
- lubsSwanduavniuauav (Absent brainstem reflexes)
- ludmsaauauavniv1m (Absent verbal response)
- ludmsdnklnnududoa (Absent withdrawal response to pain)
- sauAumsnmviuvavlanusgav (Poor renal function)
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undsu: msusanaas Palliative Care lunasasdauavaisqua

¢
Pillar 1: Pillar 2: Pillar 3:
Paradigm Shift Process & Communication Precision in Compassion
(USuyuwav) (Tasvadwmsdoaans) (A wuugiiuanuwam)

\

Palliative care = Primary vaviUsguazasaunsIlu sSAy11IMsSNIvAY (Pain,

Stroke Care. GaviSuriavuic ‘KudgLdednu’ (Unit of Care) Spasticity, Dyspnea, Secretions)
Suusn nvluia Physical, (& Best-case/Worst-case agwvlaauialus:=g:me
Emotional, Psychosocial scenarios lla: Time-Limited whduaz{sviuinaun Hospice

ia: Spiritual 2Ad  Trials WuwnSavijatiiniv 2€10NUNIVAWIAUMWEIQ
f e WALV RN RR TV (VT (VETE gogaluydvainikaoag

High-quality stroke care always requires high-quality, person-centered neuropalliative care.
(AHA Scientific Statement 2024) 51
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Palliative Care (ulsard{duas:
Kadaladas:g:anaiu (Advanced CVD)

a@ﬁamé’ﬁrymn 2025 AHA Scientific Statement




auaivAduLBaLau: Palliative Care # Hospice Care

A uBoRA1aUe / The Myth

' A B i | - 5
gavda: ISuautuanuanvsny (End-of-life)
wWhkwe: son1sideddnagvavu .
WlAUSMs: uwngaw:mv (Specialty PC) tmuu

™0
HUsyua:
ASAUAS)
(Patient & Family)

PC AanasqnanuuavAsaunninaualununassnualsanan lulsaunnesiaandne:Snuansav:ananvuds:Auds=oa:



AUENISIUST
Karunru
Palliati

Disease Trajectory

The three main trajectories of decline at the end of life
Cancer

= = = QOrgan failure
----- Physical and cognitive frailty

Low

European Journal of Heart Failure (2009) 11, 433—-443 doi:10.1093/eurjhf/hfp041 Time

54



Disease Trajectory in Heart Failure

Supportive and

/ Palliative Care

Physical function

Clinical o

g g instability g res;::onse

H H . o

v | | I Y | ¥V treatment :
Diagnosis Time —» ' l l End of life care Death

--------- Sudden death event
Transplant or ventricular assist device

Beattie, J.M., Riley, J.P. (2019). Palliative Care in Heart Failure.

AUENISIUSNY

gKargaﬁgm: Macleod, R., Van den Block, L. (eds) Textbook of Palliative Care. Springer, Cham. . -
Mtps://doi.org/ 10.1007/978-3-319-77740-5_60




Disease burden over the time

t ' Therapeutic Options| Therapeutic Options apeutic Options
*Acute HF Therapy | Guideline-Directed Medical *Secondary Palliative Care b
* Risk Factor Therapies * Aggressive Symptom Relief |
Modification »Implantable Cardioverter Defibrillator | Discuss Implantable Cardjbvetter
* Treat Reversible « Cardiac Resynchronization Therapy | Defibrillator Deactivation
Causes * Heart Transplantation * Consider Palliativé Inotrgpes
« Left Ventricular Assist Device * Discontinue-Medicationg Unlikgly to
* Primary Palliative Care Improve Quality of Life

* HoSpice Referral

Disease Burden

Initial Diagnosis Chronic Stable Heart Failure Phase Terminal Phase

_ . +
AUENISIUS Ti
K argnn ime

S5 EYEHURNAL OF PALLIATIVE MEDICINE Volume 21, Number 11, 2018 , DOI: 10.1089/jpm.2018.0453




Disease Trajectory in Heart Failure
by staging

EARLY ERA

oo s T
| 11 HHHMH

l Unexpected Sudden Death
PRESENT AND FUTURE ERA

Repeated admissions

HF better EF RV failure Home inotropic infusions
Cardio-renal H -
J L ‘ syndrome | ospice

™ » Heart failure death
Stage B Stage C > Stage D * Death from
l J' l l 1/ co-morbidities
[Unexpected Sudden Death _

) o Beattie, J.M., Riley, J.P. (2019). Palliative Care in Heart Failure.
g AUTNISIUSNY

Karunruk In: MacLeod, R., Van den Block, L. (eds) Textbook of Palliative Care. Springer, Cham.
SS5- TFE htps://doi.org/10.1007/978-3-319-77740-5_60




AUINISIUSNY
Karunruk
Palliative

Very difficult to
prognosticate

Markers of poor prognosis (< 6 months)

Liver failure, renal failure, delirium

Unable to tolerate SE of ACE-I from hypotension

NYHA Class 4

EF <20%

Frequent admission
Cachexia

Hauptman 2005, Taylor 2003, Ward 2002



nIsustuInis Palliative Care naaatdun1vudvisa (Disease Trajectory)

L

A2WITUTUYIVNISALA

(Intensity of Care)

N1s3U9A9 (Diagnosis):

AUKIAUAIAHSY NISNSQAVUAITISW. s:8:N189U99830 (End-of-Life):

llﬂ‘-‘llﬁ\)WU'\ﬂSfUTSﬂ (Deterloratlon) T&Hﬂ']Uﬂ'LSﬂjs'\aoo
THuauamun:nUlUueso (Scenarios) IWaLOSYUWSDL
as*mauoas KA n1saagulo

Hi)\)lla UWUSUDD

sssuB1tivovisAR(0Y ij umsuuaonmmmm (Undulating clinical course)
st PC idwnlddoudidiug SvdrAyog1ode

NSTUIEY
(Bereavement)
SUSOVAUSAN

amlaﬂua [§9297
woua

nasaattiulsna (Progression of Disease)

59
A NotebookLM



dINBasuKvNIsqua: nsauuudAa PC lulsardlduakaaaiaaa

(

(The ‘What’)

ns19aN1s
4. NSANLTY

.
-

vouwanguan (The 4 Domains):
WKLY

(

v-

vouwanisuon (The 4 Domains): WhKkuwis1d9ans (The ‘What’)
1. 91M1s

f

ununaiv (The 4 Components):
osmsﬂumla (The ‘How’)

1. ﬂ‘lSHOH’IS

o)

~N

ununaw (The 4 Components):
osmsﬂunua (The ‘How’)
2. msdaaulosousiu

uauNaIw (The 4 Components):
osmsﬂunua (The ‘How’)
3. msnuamduunsnuuao:w

-

&

)

ununa (The 4 Components):
3sms1'(uoua (The ‘How’)
4. msmouuunuaaoonm

4

vouwanmeauan (The 4 Domains): wWhKugRs190n1s (The ‘What’)
3. 3alv/303tuuinu

m

'C
:(surewioq ¢ ayl) uensLsvNINEGN

uggmwmh
DELSIUBLAML

(deym, ayl) sLu

-

N

4

suadrukartiliawisaugnviaonnula
nisy1aavAUs:naulaluazimiknisqualiauysa
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p AUgnNISn
Karun,

S5 o

Spiritual and psychological support

£

Shared Decision-Making

* Interdisciplinary collaboration

* Open and honest communication
* Mutual trust among the care team
* Supportive environment

* Reciprocal information

{1

Age Friendly Care

* |dentifying and incorporating
personal values

» Evaluating and managing
mental health

» Assessing and addressing
polypharmacy

* Ensuring safe mobility

i

Person with CVD-Family-Clinician
Communication

e Culturally competent and holistic
conversations

* Include the patient and family in
discussions regarding care assessment
and advanced CVD management

* Inclusive conversations to help identify
and address iliness progression effects
on quality of life

* Initiate early discussions regarding
end-of-life care

&

Advance Care Planning

* |dentify future health care needs
and individual preferences

* Designate a health care surrogate

* Complete an advance directive

* Maintain respect for individual
autonomy

* Enhance quality of care

* Collaborative relationships

* Prevent overtreatment

{1

91| jo Aujenp

O




aonUs.naun 1&2:
nsFoarsuaznsdaFulosousiu

(Communication & SDM)
nmmua~n:)1u nmmduosoua.
Govn1syaveUoy  yodfavaviqua
(Patient Values) (Care Partner
msdoans WuNSQUA Realities)
(Communication): QIG{TREE (T ()
doviinulinns, (Optimal *
ﬂ"lU\)ﬂ\)ﬂ?']UHa']ﬂ Care P[an)
HAgNIVIJUSSSU

(Cultural sensitivity),
las OOHSOUHSC)[U"IU‘I

Oeousoucouciiiu uanmuua m\naan

momsuwna
(Clinical Evidence/Options)

3 e S — ) I~ -] i O 2 N - e - a e
A wautkastunIsasvnisdaaulosouniu 0=U"IIU§FIO‘IUUOII&I\)"UHSOUHSO wuunauuaawsmssnuﬁuqnun
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2

avAUs:naun 3: msauantdunasauWavis (Age-Friendly Care)

What Matters (avnlkndvdAzy) Medication (&1)
msnummumua.lmhuwluvmua\)wUaa msus:1ou Polypharmacy [Agvenniornaa QOL
lwalmdumunnlumssnm kSoennkuanUSTulus: ranau

Mobility (n1straoulko) f

Mentation (alduazauav)

MsAQNSaVLLAUSELIIUMIBULAS 30nALIa MSSAYINISMVIUYLSIVMEIKAUISE
wa:m2:auvavidaunwuuagluguoe CVD yglkaaaulovlazindaulkoldagivlasany

Kannisusdgwuun Function (n1sn1KkuIN) UdVSIVANY

svavwalasasvaanunmwisdavavyiude

.63.__.
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avAUS:naU 4: msn\)uwunuaa)\mm
(Advance Care Planning - ACP)

2. S:UANNADIVAS 3. avaunu 4. UunAwONUL
1. Us:lidunduwsau (Identify (Designate (Document
(Assess Readiness) Preferences) Surrogate) Directives)
Ussiiuponuwdoy N s:yadtudovms N\, msudvavddunu v Advance
Ua:ANUIANTYEVNY 57 msquagumwiu / Goauldugumw Djrective Uavu
§Ur8Ua:ASDUAS) | aU1A0 KINIAONSE] (Health Care ”‘”?P”r:vém‘u“
AoUBUWAAY nvgﬂ;ilig?%tﬁﬂ Surrogate) overtreatment)
lastmswanswuog
(Autonomy)

1@ibuna\>msa~ls (What matters) liimAuria ACP d1So...

a\)uﬂUamsm\m\)munuua.uunnmwmﬂaam\)umau %
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gauwamsauan 1 & 2: n1svan1sansuaznuMWEIN

11S90N1S91A1S AUMMWEIN

(Symptom Management) (Quality of Life - QOL)

e Uo® Advanced Heart Failure Uno1U
nnunsmumnmms (Klioad, KOULK
uaa U20, uaw) avliuwgUogu:iSvs:ox
domsg

USSIN121N1SDEIASVIN =P gnszauauAwEdalkanaaluvadinavavlsa

e M1S:91N91NISMVMY (Physical
symptom burden) AvoaauUsnavwaco
QOL u1nnga

o (K8lulsSnnikKIgu1a uals
Palliative Pharmacotherapy (15u * AJIWLVKUIEZVauav PC Avaandw
Opioids) KSa CBT saunugsnlsakalo nnunsmu uassnyanuawIsalu
LWaUSSIN191NISNAa0oN1SSAYD msiklinnuas [avAuyavRUoY
(Refractory symptoms)

65



uauwnmsguaﬁ 3 & 4: dalv/0dyyru uazn1sdyLay

p1sqauadalduapndymyiu N1SQUAKAVMSTYLaY
(Spiritual and Psychological Support) (Bereavement Support)

e INIYYIU: WuNdnKkled1AEYNGY e [SUNUAKAVANSIESTIR UAUTYKWAOR
{ArU28SUlONUAMINUNIUTALISA Auaunangnd (91suad, ASaUASY,
msaduauumMulizogandnsnsts MSIoU)

NSWENSUNIW o govlKa: UoguuinsiinnIuyAUaKav

o A3NE1: IANSAUNNI:BUIASILAZADL msafylaeueamn (WWev 25% N 6
omnﬂ\)oanmwsaunu[snnsnuﬂuma lhou) iy
Wautnada Mindfulness KSo * Public Health Approach: nava1fe
Motivational Interviewing IASaUNgNdVALLLA: gugu (Family,

Friends, Neighbors) souativauu T
LAKTAUEYISIWENUNA




WogLUBVKAVNQNUAVYUIU: WauawUuoy (Care Partners)
" waawsuvov PC o:TidnSo
K1nUsaADINKaUA
\ | (logtawr:lunguldtnsev MCS)
/ " uuamyiogiutvtiiu
NU:)U (T he Patient) > | A . < \
KavALluavAIIL / ' Intervention (Sauuuug)
TGS f lwaan Caregiver Burden

mmsnvuuau

} ua lWUﬂﬂJﬂ'lWUOOUE)\)n\)ﬂ

A — " fiwuwng (The Clinical Team)
, aavunlavua: Iauaun\) Dyad (ona + woua)
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wsuuaunivasgsssu: nastvatasavijouwnglukd(d
(Implanted Cardiac Devices: ICDs, Pacemakers, MCS)

* MVYARKUITUATDSYSSSU:
WUrgndanuawnsalumsaaduld
UansUflaskSauagd
Life-sustaining therapies [a

z / 3
/ lsums@uu:m \ V4 nawnnunsuw \
¥  (Hastening [4 (Prolonging  §
_,f 7 ‘ . / Suffering) N

* AHA Recommendation:
msnoaulmha"luunmuvuuaua\)
ma\)a‘lﬂamsm\)uwusaunum)um
Aouldinsavijo (At time of implant)
nazlgnuakaludvIswW
(Ethics, PC, EP)

o ualunduitdusv:
uwnglsaradauduuInsdndunia
uasuavamstatndaviivlusiome
(Intracorporeal) 9191WU19ASEITIK
WUog1dedda
(Physician-assisted suicide)
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MSIVWSYULNYUISYSSSULLAzHANS:NUYdVAISUQLASIVIID

- ICD Pacemaker . MCS
(1nSovas:ankdld) | (inSavas:qukdld) | (1nSovwgvaIsivIUYIVKIID)
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At Risk for Heart Failure Heart Failure

STAGE A STAGE B STAGEC STAGED
At high risk for HF but Structural heart disease Structural heart disease Refractory HF
without structural heart but without signs or with prior or current
disease or symptoms of HF symptoms of HF symptoms of HF

o Heart healthy lifestyle

e Prevent vascular,
coronary disease

e Prevent LV structural
abnormalities

Drugs
e ACEl or ARB in

appropriate patients for
vascular disease or DM
o Statins as appropriate

® Prevent HF symptoms
® Prevent further cardiac
remodeling

Drugs

e ACEl or ARB as
appropriate

e Beta blockers as
appropriate

In selected patients

* |CD

e Revascularization or
valvular surgery as
appropriate

» FugnNIsSrusr
O Karunru
Palliati

e Control symptoms

o Improve HRQOL
 Prevent hospitalization
 Prevent mortality

Strategies
o |dentification of

comorbidities

Treatment

o Diuresis to relieve
symptoms of congestion

e Follow guideline driven
indications for
comorbidities, e.g., HTN,
AF, CAD, DM

 Control symptoms

o Patient education

e Prevent hospitalization
o Prevent mortality

Drugs for routine use

o Diuretics for fluid retention
e ACEl or ARB

o Beta blockers

e Aldosterone antagonists

Drugs for use in selected patients
o Hydralazine /isosorbide dinitrate

o ACEl and ARB
« Digitalis

In selected patients

e CRT

¢ |CD

e Revascularization or valvular
surgery as appropriate

e.g., Patients with:
e HTN
e Atherosclerotic disease Bafianis with:
e DM e.%., J—'g—nﬁlL Refractory e.g., Patients with:
i o ool e.g., Patients with:  Marked HF symptoms at
sOvesty’ Structural heart \| » LV remodeling including ~ Development of e Known structural heart disease and symptoms of HF Yy
o Metabolic syndrome : symptoms of HF . at rest, despite rest
disease LVH and low EF e HF signs and symptoms GDMf R
s o Asymptomatic valvular oRecqrrent hospitalizations

Patients diBeaso despite GDMT
e Using cardiotoxins
o With family history of

cardiomyopathy

! _l HFpEF HFrEF
THERAPY THERAPY THERAPY THERAPY THERAPY

Goals Goals Goals Goals oals

o Control symptoms

o Improve HRQOL

» Reduce hospital
readmissions

o Establish patient’s end -
of-life goals

Options

e Advanced care
measures

e Heart transplant

e Chronic inotropes

e Temporary or permanent
MCS

o Experimental surgery or
drugs

o Palliative care and
hospice

o |CD deactivation
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The Spectrum of Suffering in Cancer and

AUINISIUSNY
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Cardiac Patients

Pain
Breathlessness
Anorexia
Constipation
Nausea/vomiting
Convulsions/fits
Fungating lesions

75
40
75
75
45
45
10

/8
61
43
37
32
59
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Unresolved mod — severe symptoms

e 70
e
g. g0
>
o 50
$
§ 40
£E
2‘530
g .3 20 ‘ | , * Heart Failure|
g‘c - | l l m - Cancer
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g EE s m e
2 ¥y g 2 § ¢ 5 8 & 3
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\/
quensrust Unresolved symptom
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Concepts of Symptom Management in
HF

Holistic assessment

Optimize cardiac drugs, balance with SE.
Treat reversible causes

Symptom management in untreatable causes.

Optimize Cardiac Drugs
 ACE-l or ARB
» B-blocker
 Furosemide & spinololactone
 Maximize diuretics

.+ Resynchronization, ICD
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Non-Cardiac Pain

Common causes: musculoskeletal pain,
dyspepsia, gout, peripheral vascular disease,

tense ascites.
Holistic approach

Regular administration of analgesics, titrated to

achieve control.

WHO 3-step analgesic ladder.
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WHO 3-Step Analgesic Ladder

Freedom Strong opioids for
from pain > mod-severe pain
+ Non-opioid N
Pain — + Adjuvant .
persists
or — :
increases L Weak opioids for :
mild - mod pain H
= Non-opioid .
Pain + Adjuvant » <
persists p
or
increases Non-opioids for -
| mild - mod pain
Pain + Adjuvant
E TTITT I ’; - o‘\;\"og\c_z\
Q“"‘(«b

AUINISUSNY
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Non-opioids:

- Acetaminophen
- NSAIDS
**Avoided

Week opioids:
- Codeine

- Tramadol
Strong opioids:
- Morphine

- Fentanyl

- Methadone

Adjuvants:

- Anticonvulsants

-Antidepressants
*Avoided

- Corticosteroids
**Precaution
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Analgesics

1. Acetaminophen 500-1000 mg. g4-6h, not >4 gm/d
** All NSAIDs should be avoided in HF
- Water retention
- Gl bleeding
- Renal toxicity

2. Weak opioids
- Codeine: 30—-60 mg g4h.
- Tramadol: 50-100 mg g6-8h.
3. Strong opioids
- Morphine
- Methadone
& Laranrux - Fentanyl
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Cardiac Pain

Acute ischemic cardiac pain - IV morphine.

Intractable cardiac pain
- Sustained-release morphine reduced angina
and total pain burden, and increase In exercise
capacity.

(Douglas CA, et al. Palliat Med 2004;18:740-1.)
Acute ischemic cardiac pain episode (MON)
Morphine
Oxygen if O, sat<95
nitrogreceline
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Breathlessness

Pharmacological Management

Humidified oxygen if O, sat<95

Low dose morphine 2.5 mg g4-6h. Titrate to effects

Reduce dose In renal failure

Prescribe laxative

Ne
su

Su
for

oulised NSS +/- bronchodilators (2.5 mg
putamol/terbutaline 2.5 mg) PRN — QDS

plingual lorazepam 0.5-1 mg PRN (max 4 mg/d)
anxiety. (second line agent - DZP 2 -5 mg BD.)
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Drugs to Avoid if Possible in
Symptom Control in HF

NSAIDs Salt & water retention with risk
of HF decompensation

Steroids Same as for NSAIDs

Drugs with significant Pro-arrhythmic, avoid unless

anticholinergic effect: patient is in dying phase

Tricyclic antidepressants

Bulk forming laxatives Risk of exacerbating
constipation in patients on fluid
restriction

General note: Be aware of potential of drug interactions with
patients on warfarin
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Withdrawal of Medication

When the prognosis is few weeks:

« Stop primary prophylactic drug: statin, aspirin

* Drug with intermediate effects:
- B-blocker if no arrhythmia = reduce dose/stop -
If BP low/poor kidney function consider if ACE-I/
ARB should be stopped
- If no angina - reduce/stop nitrates, anti-anginal
drugs, especially if low BP
- Stop warfarin
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Medications to be Continued

* Opioids for pain/dyspnea, switch from oral to SC

* Diuretics — furosemide should be continued -
subcutaneous route PRN. or continuous infusion
In 24h. (Not enough information on mixing
furosemide inj with other drugs)

* Other symptomatic drugs: N/V, delirium.
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~Terminal Care
Medical Planning Issues

Place of care
Discuss goal of care
ACP and AD

WH/WDLT:
- Mechanical ventilation if respiratory failure?
- Withdrawal of ventilator?

Cardiac arrest > CPR?
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TOTAL
PAIN
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N19As2AUANL G

O 2 4 8 10

Number score
Ask the patient to show where their pain comeas on the scaleof 1 — 10

I | I I I I I | I I |
0 1 2 3 4 5 6 7 8 9 10
no pain moderate pain

worst possible pain

Aware reverse score in elderly
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the Pain Assessment in Advanced Dementia
(PAINAD)

Table 2: Pain Assessment in Advanced Dementia (PAINAD)

R T S R N

Breathing Noisy labored breathing.
(Ind dent of Normal Occasional l:‘boced breathing. Short l.o:;g period of hyperven-
vocalization) period of hyperventilation. tilation, Cheyne-stokes
respirations.
Occasional moan or groan. Low level of Repeated troubled call-
Negative None speech with a negative or disapproving ing out. Loud moaning of
vocalization
quality. groaning. Crying.
Smiling or
Faclal expression Inopressive Sad, frightened, frown. Facial grimacing.
Rigid. Fists clenched. Knees
Body language Relaxed Tense. Distressed pacing. Fidgeting. pulled up. Pulling or push-
ing away. Striking out.
No need to . Unable to console, distract
g oy Consolability LA Distracted or reassured by voice of touch, RS
Karunru -
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Types of Pain

NOCICEPTIVE NEUROPATHIC
/\ LNOINNNITLINLIUV DI
Somatic Visceral LU IZRIN e.g. diabetic
cthadwing,  ° aadunn e/ neuropathy, cancer
ARDALIRT a) Neuralgic:
ma@:’;mw e 1aRaA/Oa  * U1 RNaUTINNN LEUTDY
- 11008 9/39 * UANALRIE mﬁaugnvLW%"am

laldgaian  « draaaaa/mIatdunng
* @8 gut obst., b) Dysesthetic:
liver capsule * hyperallgesia 11au1nni1ina

¢ N3N distension  * Allodynia Uhatila laTu#s
& gy tissue injuries nazdundn@laiviliithe

Karunruk

Palliative
Care Center
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DN 4
criteria

LuusEaunId Thai DN4

¢ B

nisAxun sl

Fanna 1. anuleilanwusselddvals 2

N Tails

1. s uaurreu

2. taadumilaugniiuda

3. thandlaugniniamn

Annu 2. laansaunuiiannissalddlunidauitlaaudalal 7

14 Lails
4. ganmilawThandy
5. wdavdsvuadfitardiusa
6. w1 TEAaaan
7. Al
NISATINTIANIE
Ao 3. aannisasradnanuansusaellid luiFnuiloeuals
Tt el

P | e ) =

8. Fuhdlagndudaléitisandidns
=
1

visleagnidiuviudlédenndUni

b o]

a.

Faonu 4. luiFnilas e nsladfsduviarisduiag

L 10l
10. nrguAasulraau
T =1 A=LuY
Tad L = 0 A=Y A ULIUTI A0

. - . TR _
winfilaalfazuuumninduiFeananndt 4 Azuuuiulil §ah neuropathic pain
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Cancer Pain

- Background pain d2aNugu wvmﬂuagjma@ - muqﬂ@ml‘*ﬁ"

WHO guideline l#anatingdatitas
 Episodic pain thaltdwniini RILAG):

- End-of-dose failure au1a g1 LN gIwe vinla
Urenaudaiailrenatsald > IWNTHIa N

. &, o
- Breakthrough pain Y1a2%a 81988 uUnas
Qu/ Q/ Q"Joqj
- 1mﬁzwﬂfmqmammu prn.

v A

- Incident pain thaldaunauiidifzenszew

N13V8Ue Ll bone metastasis NIYLKE

p AUINISUSNY

-y Q QGIQQJ/ Q/ YV
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WHO 5 principle for use analgesia in cancer
pain therapy

* By the clock ( 24 -
* By the mouth °
* By the ladder . E
 For the individual &

* Attention to detall Q
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WHO 3-Step Analgesm Ladder

/"/

o
Freedom Strong opioids for
from pain > mod-severe pain
+ Non-opioids
Pain — + Adjuvant
persists
or — .
increases L Weak OpIOIdS for '-_ 2
mild - mod pain :
., * Non-opioids
Pain + Adjuvant 3 .
persists g .
or
increases | Non-opioids for -
| mild - mod pain
Pain + Adjuvant “':‘
PR, &QO:;\‘OQ@
3o

AUINISUSNY
Karunruk

Palliative
Care Center

Don’t use strong opibid with weak opioid

Non-opioids:
- Acetaminophen
- NSAIDS

Week opioids:
- Codeine

- Tramadol
Strong opioids:
- Morphine

- Fentanyl

- Methadone

- Oxycodone

Adjuvants:
- Anticonvulsants
- Antidepressants
- Corticosteroids



Weak Opioids

* Codeine: Derivative of morphine
Potency 1/10 of morphine
Dosage: 30—60 mg g 4 h.

 Tramadol: gy agonist
Serotonin & NE reuptake inhibitor

Potency 1/20 — 1/5 of morphine

Adverse effect: N/V, constipation
Less respiratory depression

Dosage: 50-100 mg g 6-8 h.

p AUINISUSNY
Karunruk
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Strong Opioids

Morphine: Full gy agonist

Standard opioids which others are compared
Metabolized by hepatic conjugation

— MO-3-glucuronide - neurotoxic symptoms
— MO-6-glucuronide - analgesic activity
Methadone

Oxycodone

Pethidine X liaslgsiatitagseazan

Fentanyl: y agonist
Potency 100 X of morphine
Rapid onset, short duration of action



Morphine

Preparatlons & administration:
-mqwﬁau (immediate-released) ant "4 .
MO syrup (2mg/mil)
Immediate released tablet 10 mg (MO-IR)
_ HONTY (slow-released):
MST (10, 30, 60, 100 mg/tab) g 8-12 hr.
Kapanol (20, 50, 100 mg/cap) q 12-24 hr.

- IV injection (10mg/ml) ' .

'!‘4'!-—

AUINISIUSNY

:u:
S Slow release ®Wuwn, 1R
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Morphine

. N‘]J')EILL@]ﬂwﬁ’]El@]a\‘iﬂ’]iil’]“ll%’]@u@]ﬂ@ﬂﬁﬂ% YUNLAI
‘J%LL?GT@G@’)’]&J?J’J@LL@ NMINDURUAIADEN

* UWIA El’]vLﬂJﬂJ LW (ﬂ’]%ﬁ\‘l ﬂ@] LW NVL@%%T]'J’]’CDW%’] 2)17@

e Conversion PO:IV = 3:1 |
» Severe hepatic impairment —aaaud (N 6-8 T4.)

» Renal impairment A13RANLALINIDNAUUINEN

GFR Morphine Hydromorphone ||  Oxycodone Methadone Fentanyl
(mLimin) or Hydrocodone
»30 100* 50 to100” 100* 100% 100*
10-50 to 73 50 o" 100* 15 10100*
<10 25to 50° 2 Do not use o0 tord" o*
ik GFR = glomerular fitration rate. * = % of nomal dose. Codeine, meperidine, and propoxyphene are not recommended for use.

Palliative :
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Practical point of morphine

Usual starting dose for severe background
pain is 30mg/day
50% dose reduction for

— liver impairment, renal impairment,
frailty, moderate pain, dyspnea

75% dose reduction for

— ESRD

fonmslidan 919USynUw 30-100% wie
USULWANLYINNAL MO 016 bk 24h Neinwan
(background + prn)

Prn dose= 24-hour dose = 6
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Fentanyl

aniaw snlflunsvinvianns

152301209 RIHN616

iaﬁh;jﬂa NGeel

Pua b lna: 0.05-0.1 mg IV prn nn 1 7.

L@ 2-12 I: 2-3 meg/kg.
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Fentanyl pitfall

 Fentanyl 25 mcgivqg4 hr

* Fentanyl duration is around 0.5-1 hr

« Should start fentanyl (10mcg/1ml) iv/sc 2-5 ml/hr
and fentanyl 25 or 50 mcg iv/sc prn g 1 hr

98



Transdermal Opioids
Fentanyl TTS

Tl

. Nl’]ﬂ?’]ﬂﬁJﬂ’)’]ﬁJﬂ’)@vL@@LLﬂ’J

. mwmuﬂﬁzmumvlwvl,@

- Li&l@’m"ll%’](ﬂ 12.5-25 mcg/hr > U3zLdwinad 48-72 w4,
- aaﬂqmm > dadlreIzivdie 12-24 3. naddasn

- Transdermal patch 25 ug/ hr
= ~60mg oral/24 hr

= ~20mg subcut/24 hr
. LﬁJaL‘]JﬂElu fentanyl TD - MO 13 24 B0.u3nA3 19

guomsusny 37 ) ﬂi{l L@] INaU

Karunruk
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Transdermal Opioids

* Advantage e disadvantage
— Renal impairment — Late onset
— Liver impairment — Complicate when need
— Steady concentration rotation
— Unswallow patient — compliance

— Adhesive problem

— Need subcutaneous fat
to absorb

— Need skin preparation
— Difficult titration

— Absorption relate with
temperature

AUINISIUSNY
Karunruk

Palliative
Care Center
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Pitfall
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Pitfall

* Cut

* Site

* Adhesive

e Removal

* Opioid rotation

e Cachexic patient

e Skin preparation problem

AUINISIUSNY
Karunruk

Palliative
Care Center
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TOTAL

DYSPNEA
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Inefficient breathing Thoughts about dying
Increased work of Misconceptions

breathing Attention to the sensation
Memories, past experiences

Increased respiratory rate
Use of accessory muscles
Dynamic hyperinflation

: Anxiety, distress
v ) 3 K Feelings of panic

Functioning

Deconditioning of limb, chest Reduced activity
wall and accessory muscles Tendency to self-isolate

‘ More help from others
AUENISrus

Spathis A
gé_m\%% Fig. 1 The Breathing, Thinking, Functioning clinical model P 107
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Symptom control

Non — pharmacological

Pharmacological
Opioids
Benzodiazepines
Corticosteroids
Bronchodilators

Mucolytics or
NSS nebulizer

Positioning

Exercise

Relaxation technique:
Breathing retraining,
Distraction, Guided imagery,
Meditation

Coping strategies : anxiety &
panic

Ambient Airflow: hand held
fan, environment

managing daily activities
Patient and family education
& follow up

108



Dyspnea Attack
=D o |

Getting more
anxious

L4

Limiting your
activities

AUENISIUSNY
Karunruk

Palliative
Care Center
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Management of Dyspnea Attack

e Calm down

« Rest on a chair,
elbows on thighs

e “Purse lip breathing”

 If not improved take

morphine syrup 2 cc.
Takes 20-30 min before

action.

« Lorazepam (0.5) SL rapid
onset.

AUINISIUSNY
Karunruk
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Purse lips breathing

Relax your neck and shoulder muscles

Breath in slowly through your nose for 2-3
seconds. Keep your mouth closed.

Pucker your lips, as if you were going to whistle
or blow out a candle.

Breathe out slowly through your lips for 5 seconds
or breathe out as long as
breathe In.
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Opioids for Breathlessness

Opioids 118aa ventilatory response §a hypercapnia,

hypoxia, s exercise
> aq respiratory effort waza1nswialagiuin

Opioids lanadlugilendammeladiwinlusme il
nanIIN(dyspnea at rest)

ludhsndenmamisladguiniaanviianssuy (dyspnea
on exertion) 1% non-pharmacological management

1 opioids wunasies ludnananiswisla

y AUINISIUSNY
Karunruk

Palliative
Care Center
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Morphine for Breathlessness
Actions: I perception of dyspnea, anxiety & pain
+ gilanlaiaaly MO annaw:
_ 5068 2.5-5 mg g4-6h PO PRN 1susneana
NIABURKEIVBINTIE
-1l > 2 as9/5% > regular long-acting MO

. Q’ﬂ'mﬁi%’ MO aanisanailinaguad:

a' AG U ,é’ p=|
- NN MO n ﬂjagmuaﬂ 30%

& poeens o DY titrate WaEIW prn Lwlann13aan1InNUa




Benzodiazepines

Actions: Decrease anxiety, act as muscle
relaxants, reduce anxiety and panic attacks

Diazepam 2-5mg PO Long acting
up to TDS (T, = 20-100h)

Lorazepam 0.5 - 1mg Shorter acting
SL/PO q8h (T,=12-15h)
PRN Fast onset of action
Midazolam 2.5 mg SC q Short acting (T,= 2-5h)
4h For intractable

AUINISIUSNY breathlessness

Karunruk
Palliative 114
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Management of Cough in
Palliative patients

Cough
Wetk—  ——IDry
e T~
Treat underlying causes Treat underlying causes

J /

Encourage expectatioBuppress cough

* Physiotherapy Demulcents(glycerine, pectin)
« Stream Inhalation * Weak or derivative opioids

* Menthol, eucalyptus < Strong opioids

* Nebulized saline * Nebulized local anaesthetics
* Mucolytics » Baclofen

Don’t prescribe weak opioids with strong opioids
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Management of N/V
e InENFNUANINELE (treat the cause if
possible)

->'ladligune : anussinannsla
“>1adnn: TWaseune &uale aadinaan
—>1ICP: 14 steroid

>Anxiety: Winsauwarteldenaslulaen

- Gastric irritation drugs Wasane AN
LﬂaﬂuLﬂummaumaanqwﬁInaLﬂ eI AU

e In1a1n1T (treat the symptom) auarinTv
S— Nihaguaguanaiansladenuaylailaden

Karunruk
Palliative

Ferrell B.R. & Coyle N.C. Textbook of palliative nursing, 2006



Medication for

Nausea & Vomiting
Chemo. trigger zone: Upper GI tract & throat:

->Drug: mo,digoxin, CMT, RT ->Bowel obst.,constipation,RT,
Hypo Na,K, hyper Ca, liver & abd.distention (ascites), gastric

renal failure, infection stasis & irritation
Sée(r;)t%mn re{geptor Metoclopramide
ndaanselron : :
Prokinetic/dopamine Cort'COSt_ermdS
> Metoclopromide, Octreotide,Buscopan
haloperidol
Cortex: V°m|tmg Vestibular app:

Stress,anxiety,sight=m) Center
smell, tastes, IICP

Dimenhydrinate
Benzodiazepines -
Dexamethasone IJ Promethazine
AUINISUSNY a-p-hra-gm_&
Karu Upper GI tract

Mannix 2010 Abdominal muscle 117

Motion, migrain,vertigo

Karunruk
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Antiemetics

Dopamine
Antagonists

= metoclopramide 10-20mg po/iv/sc/pr g4-8h
= haloperidol 0.5-1 mg po/sc/iv g6-12h
= domperidone 10 mg po g4-8h

Prokinetic = metoclopramide 10-20 mg po/sc/pr g4-8h
= domperidone 10 mg po g4-8h

Serotonin = ondansetron 4-8 mg bid-tid po/sc/iv

Antagonists | = granisetron 0.5-1 mg po/sc/iv OD - bid

H1 = dimenhydrinate 25-100 mg po/iv/pr g4-8h

Antagonists

= promethazine 25 mg po/iv q4-6h

AUgNISrUSn
Karunru4
Palliatiy

Miscellaneous

= dexamethasone 2-4 mg po/sc/iv OD-qid
= lorazepam 0.5 - 1 mg po/sl/iv g4-12h




Constipation

P [UEINISIUSNY
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THE BRISTOL STOOL FORM SCALE (for childron)

choose your

rabbit droppings
Separate hard lumps, like nuts (hard to pass)

ooks k=

Ve 2 “ bunch of grapes

Sausage-shaped but lumpy

constipation

corn on cob

Like a sausage but with cracks on Its surface n O rm al

ooks ke

A | cmm— sausage

Like a sausage or snake, smooth and soft

5 -~ ~"-‘ chicken nuggets

Soft blobs with clear—cut edges {(passed easily)

Iocoks ==

type 6 | AEREEREGRe. | Poridse  |diarhea

e e s I e P

oolks ke

-~ = v
= - rav
TV @ ; ~‘\-‘;‘—:‘?—' S Y
. S Watery. no solid pieces ENTIRELY LIQUID

AUENISIUSNY
Karunruk
Palliative 120




Constipation

o LLUULLNUNTAUANUHAUAR TUINAULNULAN
 lianaacinviaa 3 A59/week
e ANEUAILIANULNAXAIUIA HiavAANLLIILLIUNA

« gihadnaggaasiagannwuntduasnenualu
ANTALITAR AT *

AUINISUSNY
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More stools -
ormin i

__rK_ T HelpLul
'{f F k Enlarged ’ripg
|'. \1— ﬁ-&%t%
| el ¢ HINEANTON KRN A5 UNTTISAE

stool gets

Y v sassgivaraiilu overflow diarrhea
2#9LAimann stool impaction

Faecal impaction with overflow diarrhoea

* PR = a3xsyudy > stool softeners
> a3315¢diu > senna, bisacodyl
- Empty rectum - plain film abdomen
R/O high impaction/gut obst. Sni1a1un153d3:E
- Wihan liaunsasulsyniuen/spinal cord injury >
suppository or enema
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http://www.remedies-for-constipation.org/wp-content/uploads/2010/06/tips-for-constipation.jpg

Investigation
« Supine & upright abdominal film

AUgNISUSNG : 4 ues
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Constipation Score

0 = No feces
1 = Stool occupy <50% of lumen
2 = Stool occupy >50% of lumen
3 = Stool completely occupy
the lumen
Constipation Score >7 >

aggressive treatment

Evacuate ¢1i1 impact feces

11 metoclopramide ¥in abdominal massage

SSE, Unison enema
worsess - Laxative + stool softener

124
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Management of Impact Stool

» 1 prokinetic drug : Plasil 40 mg/day 1x4
oral/IV/sc \WaLtiu peristalsis
* AiaudlvalNTe >l Fentanyl SL uay/

“53a benzodiazepine tiNaaa physical &
emotional pain

« &)uael Unison edema /SSE waygiuain
AUuNINAINTTATaanNnUa (Useuna 2-35u)

« Manual evacuation
 1FuNnauInen laxative nniu

p AUINISIUSNY
Karunruk
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(McMillan,1999; Massey et.al.,2004;Sykes,2004 ; Twycross, Wilcock & Stark, 2009)



Drugs Used in Constipation

» Stimulants . Eihrak
Senna (Senokot) Fibre

_ psyllium (Metamucil)
Bisacodyl (Dulcolax)

o YAALALAITLY fibre

Castor oil laxatives Tugiilie
- Softeners palliative care
Lactulose
Magnesium salts . Lubricant
° 58t|PP05it0ries Mineral oil
eneémas Castor oil

Glycerin / bisacodyl
Unison enema, SSE




Bowel Obstruction

Cardinal signs

Nausea, vomitting
Abdominal pain
Abdominal discomfort
Constipation, obstipation



Clinical Feature of Bowel
Obstruction

» Partial gut obstruction- 1hauwiuiiag a1n1s
AU L&/a1t3au Liane wetdvnaaule

« Complete gut obstruction- 1haiialuiiag
(colicky pain) liiane Limnaau syuAudaling
ARUlE a1tdau We bowel sound 11i'l6

AUINISUSNY

Karunruk
Palliative
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Film abdomen supine

7V

T s

SUPINE &
P quenisrusny |8
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Film abdomen supine

gugnisrusng | : y " SUPINE
Karunruk

Palliative
Care Center
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Film abdomen upright

AUINISIUSNY
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Film abdomen upright

Difference height in
same loop

Candy cane

Impact feces

AUENISIUSNY
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Air in rectum
partial gut obstruction

AUINISIUSNY

fargnra’  Complete gut obstruction
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Management of Malighant Bowel
Obstruction

 Surgical options
—Resection
—Stoma

—Stent (Self-expandable metal stents SEMS as an
alternative or adjunct to surgery)

» Laser ablation
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Poor Prognosis for Surgery

« 41 intestinal motility a1n diffused carcinomatosis

« AgNINNIN 65 I Teenanizandl cachexia su678

- i ascites MsiagLaziiaae

» Advance cachexia

o LAHDELRILILIUAAIVIAY/AAILAINTIUNINAU

« 41 distant metastases, pleural effusion, pulm mets
. Asaaduilunalasiinmig

« Poor performance status

y AUINISIUSNY
Karunruk
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EPEC module — Bowel obstruction



Inoperable Intestinal Obstruction

» Hydration

— Intravenous

—Subcutaneous (preferred)
 Prokinetics : Metoclopramide
 Analgesics : Morphine, fentanyl
 Anti-emetics: Haloperidol

» Anti-secretary agents : Buscopan
Octreotide
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Drugs Helpful in GI Obstruction

Metoclopramide 40 -120 mg SC over24hrs

Hyoscine butylbromide (Buscopan) 60-120

mg SC over 24 hrs in the case of total obstruction
(Colic)

Haloperidol 5 -10 mg SC over 24 hrs if nausea is
a significant symptom

Dexamethasone 8-16 mg IV/SC for recent total

obstruction

Octreotide 300 -600 mcg SC over 24 hrs to
control frequent large volume vomits

Ranitidine 200-600 mcg/day for reduce GI
secretion



Medical Management of Inoperable GI
Obstruction




Corticosteroids in Malignant Bowel
Obstruction

Cochrane Review 2008

« Dexamethasone 6-16 mg IV/SC may bring
about resolution of obstruction

 Incidence of side effects is extremely low
* No impact on length of survival
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Communication

* Breaking bad news(tell the truth)

e Collusion
* Withdraw life support in the ICU

AUINISIUSNY
Karunruk
Palliative 140




SPIKES Protocol: Delivery Bad News

S — Setting up @387
+ P - Perception ﬂizl,ﬁumﬁujmaa;jﬂ’m

] - Invitation ;iﬂammzmauﬂ%’aﬁaaﬂﬁ
11ﬁuaﬂ°ua§amﬂuaﬂamo"li

K - Knowledge msliitaua
+ E - Emotions @auauaa@iammjﬁﬂmaaﬁﬂ’m

S - Strategy and Summary n13313LH%
S'mﬂuaﬂwu,azmamm LAZNIIANATNALR

P FugNISruUSnNy
S Karunruk

Palliative
Care Center
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al o/ o a a -
waasauniratludnilaaruaze(collusion)

e AURIANNNINR AINAR LLazﬂ’J’mﬁaoﬂﬁ@Tﬁwﬁagamaa

;ﬂ”ﬂ’m AN IUITIN NN BN TIN SN

. a%mm"lLiwzvl,aﬂﬁm”agaLﬁuﬂ’j’]mmﬁaamﬂaa;ﬂ”ﬂfszl WANE

é’auﬂmiamalﬁ'@’ﬂ’a ﬂmmmmauﬁﬂmwﬁqﬁ’ﬂa eJA 0IN1INIIL

e LATIWIBNNINORWLIVDIATOUAT

. E]‘E‘.U’]El’)’]N‘.LI’JElaﬂuiiﬁm@l?%%ﬂ’ﬂiimmﬂL%Wﬂﬂi%ﬁ”&l 4
Lﬂ%ﬁJ’mLLﬁJ’%VLmJﬂ’]iW@ﬂEI Gﬁwmﬂwﬂ’wﬂm 978 saﬂi@m
L@m‘nvl,wmmmwemzﬂ,uaam@ﬂmm

AUINISIUSNY
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Deal with collusion Ato F

Q/

* Acknowledge of love @aaslinsaupsimamuingiuanuinAuiaang
AfiLH
* Build up information ndaya v luneldasnliuanainuasa

e Benefit vs harm dandaldguaani1suanAnINass

* Comparison mnasauasaiflugiloaiesazasnialy

AUINISUSNY
Karunruk

Palliative
Care Center
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Deal with collusion Ato F

Deal with patient dnfilasniu azlduuauanasnals

Ethical drgilaaniu/annn vuaasdastanaaiuass, ansaedgilos

Follow up fiamuninmatanaia widnazaaduiava lidisa

Summary a3aml

AUINISUSNY
Karunruk
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Care Center

b

a2l

PP e

q

v/

2

11 paulludspuldazpasuen Aettlupas il
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