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- Learner Objectives

] articles

\J

e Critique their methodologies and understand

their conclusions

e Determine if the findings are relevant to the
care of your patients




Key Issues To Be Considered

e Are the results valid?

e Can | apply the results to my patients?




Early Palliative Care for Patients with
' iﬂe astatic NSC Lung Cancer

cer JA, Muzikansky A, Gallagher ER,
Admane S, Jackson VA, Dahlin CM,
Blinderman CD, Jacobsen J, Pirl WF, Billings JA,
Lynch T)

N-EnglJ Med 2010 363:733-42




s Methods

Design: Non-blinded RCT of early outpatient
integrated w d oncologic
)ncolc are alone.

—

Setting: Massachusetts General Hospital

Inclusion Criteria: Pathologically confirmed
metastatic NSCLC diagnhosis within last 8 wks, ECOG
0-2, able to read and respond in English

Exclusion Criteria: Already receiving PC, but could
receive PC after enrollment

Funding: ASCO Career Development Award, Joanne
Monahan Cancer-Fund, Golf Fights Cancer




‘Palliative Care Intervention

aP ‘ xmber (MD or NP)
after Iment and

e

R |

e Additional visits were scheduled at the discretion
of the patient, oncologist, or PC Team

e Guidelines for visit were adapted from National
Consensus Project for Quality PC

e Attention paid to physical/psychological
symptoms, goals of care, decision making
regarding treatment, and coordinating care




— Outcomes

Patient Reportec

e Depression (HADS and PHQ-9)

Health Care Use

— Chemotherapy, hospice, hospital, ED

— Aggressive care=chemo within last 14 days of life, no
hospice, <3 days in hospice

— Resuscitation preferences in EMR
Survival




Analysis

ionnaire be andomization
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e Followrtip assessments at 12 weeks — either
completed during OP visit or mailed

e Evaluated change in QOL and mood over 12
weeks, Kaplan Meier for survival




- Key Findings: Enrollment

e

oligible, 21C ned and

JYA) :

n=74) n=7/7)
Age 65 65
Female 49% 55%
White 95% 100%

e All but one patient randomized to PC received at
least one PC visit, mean of 4, (0-8)

e 10 patients randomized to standard care received
e




Key Findings: QOL and Mood

PC patients had 2. increase in mean
d to 2.3 de Y | QOL

===

e PC group had lower rates of depression

Standard Care  Early PC p
HADS-D 38% 16% 0.01
PHQ-9 17% 4% 0.04




Key Findings: EOL Care and Survival

vatients die

* Stalrer Jatien C y 1O Irecelve

aggressive care (54% vs. 33%, p=0.05) and less
likely to have resuscitation preferences
documented in EMR (28% vs. 53%, p=0.05)

e PC patients had longer median survival




Key Issues

b o i P

e [NERE priicn we i
been waiting!!

e The benefit of PC has always been known to
PC Champions, but we have needed to prove
the added benefit (and lack of harm) to other
clinicians and community.




Key Issues

e

esults:

time"e ESTStalning tredtrc 5 patlets

with metastatic NSCLC has multiple benefits.

e Palliative Care is associated with improved

mood, QOL, less use of aggressive therapies,
and improved survival.

e Results don’t fully explain why




Key Issues

intery patients WitIraavancec
disease

e |ssue of power to detect difference in some
outcomes

* Intervention could have been described in
greater detail




Key Issues

e

o Va a t .

— Sp€ Poup of lung ca patients

— Proves benefit of Palliative Care, helps dispel
concerns about shortening life and depressing
patients

— Predominantly white population

e Trial in a single academic med center with
very mature PC Program




- Clinical Bottom Line
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Early PaliTative Care integrated with standard

oncologic care for patients with metastatic
NSCLC is associated with improved QOL,
mood, less use of aggressive therapies at the
end-of-life and longer survival.




One-year trajectories of care and
resource ation for recipients of

1ged mechea antilation: A

T

===

e Unroe M, Kahn JM, Carson SS, Govert JA,
Martinu T, Sathy SJ, Clay AS, Chia J, Gray A,
Tulsky JA, Cox CE

e Ann Internal Med 2010 153: 167-75




Methods

ive cohort ¢

A

e Participants: Adult, English-speaking ICU pts, surrogates,
physicians
* Prolonged mech ventilation:

— > 21 days with < 48 hrs unassisted breathing

— >4 days of ventilation + s/p trach for expected prolonged vent
support

e Funding: None




Data Sources and Outcomes

Administrative data

Outcomes:

Mortality

QOL, functional status
Resource utilization
Costs




- Key Findings: Enrollment

il o) AT

Age

Male

White

Af/Am

Living at home PTA
Functional dependencies

ed, complete

55.yrs
60%
53%
38%
98%

0 ADL’s




Key Findings: Hospital Course
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hospTtame arge
— 63% discharged to facility
— LTAC, rehab, SNF

— 16% discharged to home with intensive home care
services

— 2% hospice




~ Outcomes at 1 Year

Bl

— 457 care location transitions
0 Hospital readoadss

e 44% died
— 43% on vent
— 39% after withdrawal

— Location of death - - - 82% in a facility, 13% in
hospice and 5% at home




~ Outcomes at 1 Year

83% at home

Quality of life - - -
Good: 27%

Fair: 24%

Poor: 49%




- Patient Trajectories

— 7 t0 8.5%

 Improvement between 3 and 12 months was
rare




Key Issues

e

lon. iImporta

prolONEEEsECNanical VENTITGtio

e Patients, surrogates and clinicians have high
expectations for survival and good functional
outcomes

e Long term QOL and functional status not well
described to date




Key Issues

e results:

v-

functional depenence at hospital discharge

e Between hospital discharge, 3 months and 12
months, improvement in functional status was

rare, high mortality persisted, and QOL was
poor




Key Issues

e
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e Multiple data sources to assess outcomes

e Resource utilization tracked by patient or
surrogate interviews and records review in

one health system
e Financial costs to families not assessed




Key Issues

1e results tc ients?
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anc S NIZh expectations tor recovery

e May help patients and families to make more
informed decisions

e Single center in area with high long-term
acute care facility penetration

e Chronically critically ill are a population in
need of palliative-care




- Clinical Bottom Line

WT0 receive prolonged mechanical

ventilation have high mortality and functional
dependence and poor quality of life a year
after hospital discharge




“It’s not just what the doctor tells me”: Factors
that influe -

Boyd EA, Lo B, Evans LR, Malvar G, Apatira L,
Luce JM, White DB

Crit Care Med 2010 38:1270-5




— Methods

Design: Mixed que and qualitative analysis

nLerviews

BB

Med

e Participants: Adult, English-speaking, surrogates of
ICU patients
— Mechanically ventilated, lacked decision-making capacity
— APACHE Il in hospital mortality > 40%

gat, neurologic, andcarare

e Funding: NIH/NCRR




-~ Interview Protocol

pati€ 7TVvVal (O-100%

e “Can you tell me a little bit about what has
made you think this is his/her prognosis?”

e Audio-taped, transcribed for analysis




- Qualitative Analysis

e

-"-

-

e Line-by-line coding - - emerging themes,
preliminary coding scheme modified in
application to remaining transcripts

— Inter-rater reliability excellent (20% sample)

e Results checked with study participants




- Key Findings: Enrollment

Asian/PI
Hispanic
Af/Am
Child of pt
Spouse of pt




e Surrogates estimated survival at 69% on
average

 55% of patients survived the hospitalization




Information from Physicians

L]
)ENCO C INTC .
e
-

79%

e Based estimate partially on information from
physicians - - -

e Based estimate solely on information from
physician = - -




Other Sources of Prognostic

e Optimism, faith, and intuition

e Patient’ s intrinsic qualities, will to live

 Power of support




Patient’s Physical Appearance or
—
tatus

arance: facial e lor In hue)
' 1tilator |

e Changes over time

e “He just looks really, really sick.. You get discouraged
when you do not see any improvement.”

“I think he has 90% . . Because today he opened his
eyes when we were talking to him.”




Optimism, faith or intuition

“We wantto k itive.. That’s why
ve a S hance to

e |ntuition: “In my heart, | think there’s more than
a 50% chance that the doctors are giving us.”

e Faith: “My daughter is very, very sick, but |
believe her faith in God and her faith in being
cured will give her the strength to survive.”




Pt’s History of Iliness or Survival

e “She’s been in this situation, very similar,

many times and she’s somehow defied the
odds.”




Pt’s Intrinsic Qualities, Will to Live

the MSRER@MYOCr because, pasicalty,

that my wife is a fighter beyond the normal
person.”

e Fading strength: “I do not know if my aunt has
the fight left in her anymore.”




- Power of Support

iends, support g nd religious

—

YAY = =

with her help of myself and my daughter....

The fact that we’ve been by his side,
whenever we possibly can, and we have been
talking in his ear, yelling in his ear, telling him
to think positive.... And | think that really
helped him a lot.”



Key Issues

e

lon. iImporta

ProgOSISNesoTlen poor

* Providers may not understand why families
make decisions that are incongruous with
clinical prognostic estimates

e The sources families use to assess prognosis
are poorly understood




Key Issues

e
L]
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ohe™ ¢ g sources ramimnes use Lo estimate

a patients’” prognosis
e Key sources of information are:
— Families” knowledge and observations of the pt

— Intuition and faith
— Support of loved ones




Key Issues

MultidTSCIPIThary team coded transcripts
High inter-rater reliability

Results checked with participants

Describes sources, but not relative importance
of each source compared to others




Key Issues

e

aVa a t .

co PRIESEION . process orsharing
understanding vs. unidirectional transmission
of knowledge from clinician to family.

* English-speaking surrogated, ICUs in single
academic center

 This model may apply to other settings




- Clinical Bottom Line

e Surrogdtes mmtegrate information from a

number of sources when estimating a
patient’s prognosis, including providers
knowledge, their knowledge of patient,

intuition, observations, faith, and support of
loved ones.




 Givens JL, Jones RN, Shaffer ML, Kiely DK,
Mitchell SL

e Archives of Internal Medicine 2010 170:
1102-7




Methods

yective coha nursing home
| 2ir health

e Sites: 22 NH with more than 60 beds, located within
60 miles of Boston

e Subjects: Age>60, advanced dementia per cognitive
performance scale and global deterioration scale),
proxy who could provide consent

 Funding: NIA, Hartford Foundation




- Data Collection

e

urse inte 5, and physical

R - T

e Data collected about deceased subjects within

2 wks of death

e Charts reviewed for pneumonia documented
by primary care provider

e Recorded unstable V.S., if aspiration was the
cause, and use of X-ray




Treatments

e |M antibiotics

e |V antibiotics or hospitalization




Outcomes

e

OM episoC ath or end of f/u
e e e . i |
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— Symptom management at EOL in Dementia

— Measures pain, dyspnea, depression, fear, anxiety,
agitation, resistance to care

— Record frequency and scores converted to 0-45 scale;
higher= greater comfort

e Related scale used for residents who died,
completed within 2 wks of death




- Key Findings: Enrollment

2 \NH residents, 323 (57%) enrolled
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Characteristic
Age

Female
White

Live on dementia unit




Treatments

— 16% IM antibiotics
— 20% IV antibiotics

e Aspiration suspected in 56% of episodes

e Of 77% with CXR, 84% confirmed pneumonia




- Key Findings: Survival

eatment b oute was

SUSPe
treatment

— Mean increase in survival was 273 days

e No statistical difference in survival based on
route of antibiotics




- Key Findings: Comfort

2 who lived 2 90 days from
aMToONE NTTO WET e ompreatec™N\ -
antibiotics and were progressively worse for
increasingly aggressive treatments of

phneumonia

* For patients who died, no association
between receiving antibiotics and comfort




Key Issues

e
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adv defrremtic

e Palliative care and hospice clinicians are often
asked to assist with treatment decisions

e Distinction between survival and comfort is
often of great importance to families




Key Issues

e

o results:

e No differences between survival based on route

of antibiotics
e Patients who lived and received antibiotics had
more discomfort

e For patients who died, no difference in comfort
for those who did or did not receive antibiotics




Key Issues

e
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e Pneummomrase@pisodes were 10€ °d using chart

review, although most confirmed with CXR

 Did not examine choice of antibiotic agent only
route

e Symptom assessment in pts who survived not
necessarily collected at time of pneumonia
episode




Key Issues
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e Only facilities in Boston area, well-known
regional variations in care

e Provides concrete data about survival vs.
comfort which can be useful when advising
families

e Oral route as effective as other routes




- Clinical Bottom Line

e

1ome reside

a LT CTT D ROIORE
associated with more discomfort

* For those who die, withholding of
antimicrobial agents doesn’t appear to be
associated with increased suffering




