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Objectives

• Review and discuss the differences 
between palliative medicine and hospice

• Provide examples of the kind of support we 
provide

• Brief overview of Advanced Care Planning 
[Living will/HCPOA and the MOST form]

• Review briefly the impact of Palliative Care 
on mortality
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This talk is only 
appropriate for 
people who are 
going to die, and 
that’s not me

Myth or Reality:
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Many people suffer from chronic conditions 
that will limit life length in some fashion
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Source: http://www.ccwdata.org/summary-statistics/chronic-
condition-statistics/index.htm 
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So, what is Palliative 
Care anyway? 

And…..
How is it different than Hospice?
Aren’t they the same?
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So, what is Palliative 
Care anyway? 

How is it different than 
Hospice?

Education in 
Palliative and 
End-of-life 
Care
 
www.epec.net 



Why would I want to meet a Palliative Care 
physician?

• Symptom Management
•  Symptoms related to the illness ; Pain, Nausea/Vomiting, Dyspnea, 

Anxiety, Depression. 
• Symptoms related to treatment – Neuropathy, pain, constipation or 

diarrhea, poor appetite

• Communication
• Diagnosis, Prognosis
• Treatment Goals and Options
• Advance Care Planning
• Family discussions
• Support!!!!!!



• Patients that only need help completing advance 
directives

• Patients with a cancer diagnosis who have not yet 
met with their Oncologist

Who may not be as appropriate for 
referral to a Palliative Medicine clinic?



** = “It’s complicated” Palliative Medicine Hospice

Chemotherapy Yes Rarely

Radiation Therapy Yes If palliative, yes

Can have “Full Code” status Yes Yes
Except for Hospice House

Can receive artificial nutrition, 
blood products, antibiotics

Yes Yes **

Receive care at home **
Used to be no, now yes

Yes

Receive care in hospital Yes Yes

Receive outpatient care Yes ** Yes **

Receive care at NH Usually but facility dependent Rarely **

Manage symptoms Yes Yes 



Hospice is always palliative 

Palliative Care does NOT 
always mean hospice





NEST questionnaire 
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www.epec.net 

1. How much of a financial hardship is your 
illness for you or your family?

2. How much trouble do you have accessing 
the medical care you need?

3. How much help do you need with things like 
getting meals or getting to the doctor?

4. How often do you confide in someone?
5. How much do you suffer from physical 

symptoms such as pain, shortness of 
breath, fatigue, bowel or urination 
problems?

6. How often do you feel confused, anxious or 
depressed?

7. How much does this illness make life seem 
senseless and meaningless?

8. How much spiritual support do you feel that 
you need? [6]
9. How much have you maintained good 
relationships with the people close to you? [7]
10. How much do you live life with a special 
sense of purpose? [7]
11. How much do you feel your doctors and 
nurses respect you as an individual? 
12. How clear is the information from the medical 
team about what to expect regarding your 
illness? 
13. How much do you feel that the medical care 
you are getting fits with your goals?



The reality is…

• We want to be a source of light 
and positive energy

• And I don’t bite ;) 



What other tough 
things can you help 
me with??



MYTH:

I don’t need to think 
about advanced 
care planning. 

That’s not thinking 
positively!



Living wills Medical Order forms
 [like MOST or Goldenrod /Out of 

Facility DNR]

Often vague Extremely specific 

May be limited to desires related to  
resuscitation

Address Resuscitation 
MOST also addresses IV hydration, 

Artificial feeding and Antibiotics

Rarely travel with a patient or are not 
accessible

MUST travel with a patient

Express preferences but are not 
medical orders

Medical Orders that MD’s, EMT’s, 
RN’s can follow

Can be revoked Can be revoked

Can be copied for the medical record Copies are NOT used







How should I choose a Surrogate 
Decision Maker?
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So what about this “make me live longer” 
thing…was that just a teaser?



The OG study, published in Aug 2010
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•151 patients
•All patients had Stage IV, metastatic, non-small cell lung cancer
•Eligible patients were enrolled within 8 weeks after diagnosis and were 
randomly assigned to either early palliative care or standard care
•Patients who were assigned to early palliative care met with a member of the 
palliative care team, which consisted of board-certified palliative care physicians 
and advanced-practice nurses, within 3 weeks after enrollment and at least 
monthly thereafter in the outpatient setting until death
•Additional visits with the palliative care service were scheduled at the 
discretion of the patient, oncologist, or palliative care provider







• Patients were classified as having received 
aggressive care if they met any of the following three 
criteria: chemotherapy within 14 days before death, no 
hospice care, or admission to hospice 3 days or less 
before death

• A greater percentage of patients in the group assigned 
to standard care than in the group assigned to early 
palliative care received aggressive end-of-life care 
(54% [30 of 56 patients] vs. 33% [16 of 49 patients], P 
= 0.05)

• Despite receiving less aggressive end-of-life care, 
patients in the palliative care group had significantly 
longer survival than those in the standard care group 
(median survival, 11.6 vs. 8.9 months; P = 0.02)

The results



What about other cancers?
• RECOMMENDATIONS: Evidence-based recommendations address 

the integration of palliative care in oncology. 
• Oncology clinicians should refer patients with advanced solid 

tumors and hematologic malignancies to specialized 
interdisciplinary palliative care teams that provide outpatient and 
inpatient care beginning early in the course of the disease, 
alongside active treatment of their cancer. 

• For patients with cancer with unaddressed physical, psychosocial, 
or spiritual distress, cancer care programs should provide 
dedicated specialist palliative care services complementing 
existing or emerging supportive care interventions. 

• Oncology clinicians from across the interdisciplinary cancer care 
team may refer the caregivers (eg, family, chosen family, and 
friends) of patients with cancer to palliative care teams for 
additional support.

• The Expert Panel suggests early palliative care involvement, 
especially for patients with uncontrolled symptoms and QOL 
concerns. 

• Clinicians caring for patients with solid tumors on phase I cancer 
trials may also refer them to specialist palliative care 
www.asco.org/supportive-care-guidelines 





Palliative Medicine and COPD 
[chronic obstructive pulmonary 
disease/emphysema]

Palliative care has been shown to:
• Improve quality of life
• Reduce symptom burden
• Increases prognostic awareness
• Proven to be cost-effective for people with COPD

Early palliative medicine integration is essential for people 
with COPD, but is often delayed due to misconceptions 
which equate palliative medicine exclusively with end-of-life 
care
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Effectiveness of palliative care interventions on patient-reported outcomes and 
all-cause mortality in community-dwelling adults with heart failure: A systematic 
review and meta-analysis

• Eleven studies; total of 1535 patients
• Compared to usual care, palliative care interventions demonstrated 

statistically significant effects on:
 Improving generic health-related quality of life
 Improving heart failure-specific quality of life 
 Reduced anxiety 
 Reduced depression 
 Enhanced spiritual well-being 
 NO adverse effect on all-cause mortality 

Yuan Li, et al. Effectiveness of palliative care interventions on patient-reported 
outcomes and all-cause mortality in community-dwelling adults with heart failure: 
A systematic review and meta-analysis.
International Journal of Nursing Studies, Volume 160,
2024, https://doi.org/10.1016/j.ijnurstu.2024.104887.



Questions?????
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