Palliative Care: What?

....an approach that improves the quality of life of
patients and their families facing the problem
associated with life-threatening illness, through
the prevention and relief of suffering by means
of early identification and impeccable
assessment and treatment of pain and other
problems, physical, psychosocial and spiritual.

World Health Organization 2002



Palliative Care

holistic (physical, psychological,
social, spiritual)

focused on quality of life

based on need, not limited by
diagnosis or prognosis

applies at any stage, across all age
groups



Palliative Care When?

‘Consider for any patient with
metastatic cancer
and/or high symptom burden’

Smith et al. 2012. (ASCO) J Clin Oncol 30: 880-887.



Palliative Care Who?

Country-specific:
palliative care tendsto fill the gapsin
existing provision for continuing care

UK: lymphoedema
Moldova: ostomy care

Moscow: post-stroke, long-term
ventilation



Palliative Care: How?

‘... the need for health services to
provide integrated palliative care. ...

IN the context of
universal health coverage.’

World Health Assembly 2014



Palliative Care: How?
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Palliative Care: How?
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Chapter 5: Existing models of palliative
care




Essential Componentsfor PC
development (‘Public Health Model’
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regulations

Funding/service delivery models support palliative care delivery R rOd ucm I n
Eszential medicines
(Policy maksrs, regulators, WHO, RGOs) -
i Georgian
Media and .
i National Plan

Medicine availability
Oipioids, essential

medicines

Importation quots Curricula, courses —

Cost professionals, rainess

Prescribing Expert training . .
Distribution Family caregiver traiming Or P I atl Ve
Dlispensing and supgoort

Administration

(Meadia and public,
[Pharmacists, drug healthcare providers and are’

regulaiors, law trainees, palliafive cars
enforcement agenis) exports, family caregivers)

Implementation ACti On PI ar]

Cpinion leaders

Trainer manpower
Strategic and business plans — -

resources, infrastructure
Standards, guidelines measures

{Community and clnical leaders,
administrators)

sSgernmwaed ecal. 200077, Used with permistipn.




Barriersto PC Development:
absence of basic components

‘All these barriers can be overcome.
EXxisting resources are available that
can be adapted... to fill these gaps’

THISISNOT TRUE!!



Barriersto PC Development

e Opposition from other specialists,
Including many oncologists!!

e cultural taboos about death
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Phar maco-economics

Prescribe generic drugs

‘New’ does not mean
‘better’

The Truth About
the Drug Gompanies

®

HOW THEY DECEIVE US
AND WHAT TO DO ABODUT IT

MARCIA ANGE_L, M.D,
i et

gl
et i o

2004
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L ancet Commission on Global
Accessto Palliative Care

Knaul FM, Farmer PE, Krakauer EL et dl.
Alleviating the access abyss in palliative care and pain
relief: an imperative of universal health coverage.
Lancet 2017
http://dx.doi.org/10.1016/S0140-6736(17)32513-8
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Palliative Caretakes Time
and reguires Attention to Detail

Initial consultation

median = 55 minutes [ 20-120]
e symptom management 20 [0-75]
e coping 15 [0-78§]
e understanding 10 [0-35]

Jacobsen et al 2011. J Pall Med 14: 459-64
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Underlying Systemic Values
of Health ‘Industry’

Competition, rationalism, productivity,
efficiency, and profit
|ncompatible with compassion and
caring

Youngson & Blennerhassett, BMJ 2016;355:16262
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| ncompatible Approaches

Biomedical Palliative care

Doctor Boss Partner
Focus Disease Patient
Goa Cure Comfort

Death Failure Accepted
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Teamwor k

...1s the fuel that allows
ordinary people to achieve
extraordinary results
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