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RO afiraid of dying, I JET don't
yanigieibe fiere when it happens™

% Woody Allen
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Palliative Care:.

ShG) approach ‘rha‘r improvesi the quah’ry of life

Bispaiients and their families facing the

Broplers associated with life threatening

illfigss, through the prevention and relief of
ﬂuffermg by means of an early identification

== and impeccable assessment and treatment of

=~ pain and other problems, physical, psychosocial
and' spiritual.

World' Health Organisation 2003
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=)iavive care

s iiering

physical
= crmotional
~* spiritual
* psychosocial
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ANGe0d Deatih

ANCE T Which (S purposetul and allows' for
Esolliiion and reconciliation
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2 _;:sisTen‘r witih the persons ideals as well as
= Clinical, cultural and ethical standards
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-_'_Absence of avoidable suffering

* In accordance with patient and families
wishes




HraJJ ‘rlve Care principles applled
rr ughou‘r fhe patients disease process
lIfGllow the patient not only to live well
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u’r also o die well
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EnEroi Lite.Care

MEEsiFepportunities
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_j__;l-_-.---' cnance for health professionals fo
== get it right
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* Closure




geyabrinciples of Palliative

Celf2

SINEVER Tirte tihat nothing can be done
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_* Patient's priorities are paramount
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Miiseonceptions regarding
llla‘rlve éare

ISC oncep’rlons regardmg Palliative Care
— nly ffor end of life care
5 B Only for cancer patients
Au'roma’rlc commencing of opioids

= — Means all active interventions will be
' sTopped
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cul’ry diagnosing; dymg
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bz i s no’r a fallure but'a realu‘ry
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Death is perceived as a failure by health care
BWorkers and the public

Life at any cost




NBIRWanting ¥o give up” ~feam or
H Jem“/famdy
UHF‘ZG'ISTIC expectations

poor communication

medical decision




MPIEEHosINg dying|is important
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r-=~*—hange the emphasis of care from cure
tio comfort




r'lse guestion....

= -\\

Would It surprise you if your patient died
~ in the next 12 month?"
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SO\ Iong will T last?"
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.,,:.,.F__ ReS|dual renal function
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— Patient expectations
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451748 hours,of lifess
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BEVERY pa‘rlen’r and families experuence
wiL be different
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ever presume what is the worst thing
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- Ongoi ng assessment
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K15l o Dying withisESRD™™

goldden dea’rh usually of cardiovascular
OIRIgINS
: 1’rhdmwal from dialysis (driven by the
= GTIZHT or after major sentinel event)
t;"i_'-'f- = Fluid overload
— Uraemia
— Hyperkalaemia
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ex s of- Dying withipESRD™™
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_» Deaithiwhile on a conservative pathway-

n on dialysis pathway
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pevanced iliness

oieundly weak
sssentially bed bound
ERDrowsy for extended periods

= = Disorientation for time/limited
= q’r’ren’rlon span

* Disinterest in food/fluids
> Difficulty swallowing medications
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Decreasing, appeftitie/dood =+
ANdRe
drsy-giving in”, starvation
Reinders:
"“;ood may. be nauseating

— Anorexua may be protective

n——: .'-..,ﬂ" =

= Clenched teeth express desires/control
— Help family find alternative ways to care
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DEEreasingsfiluid intakes
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BOJFairenydrating Tluids
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E¥=Cars: dehydration, thirst
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“"Remind family, care givers
— Dehydration does not cause distress
— Dehydration may be protective
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PECreasing filuidintiakes:

e — .

’ H n’reral fluids may be harmful

qud overload, breathlessness, cough,
—secrehons incontinence




somn umccd'lon wWith The

nconscmus paTuenT

MYiEiressing to family
WASSUe patiient hears everything

. mclude In conversations
lee permission to die
* Tfouch
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Mgdications for comifioris

e —

: _'cribe infaniicipation
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= ( nsnder route of administration

RC(TIOHC(IISIHQ unnecessary medications
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ECar ol increased pain
ASsessment of the unconscious patient-
Bbersistent vs fleeting expression
&= Crimace, moaning
= Thcident vs pain at rest
* Distinction from terminal delirium
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yiariagement.of Painssss

H\/_fs omorphone 0.25-0.5' mg 4/24 s/c
fm‘re as required
BPblte of administration
Regular' V' PRN

= :-; —— Remembering that other opioids may
~ accumulate in renal failure causing
myoclonic jerks, profound narcosis and
respiratory depression
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pighEgementof agitation'
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SWASEESS fOr reversible causes
uconscious IHaleperidol 1-2mg daily po/sc

| > “1enazepam 1-2mg BD S/C or SL

~ 8 If UNCONSCious
— Midazolam 2.5-5mg 2-4/24 prn S/C
— Midazolam infusion 10-20mg over 24 hrs
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piaregementior Myoclenus

. ‘__;azepam 1-2mg BD S/C or SL
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< 'ldazolam infusion 10-20mg over 24 hrs
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Veiagement of dyspnoea™

WEVAromorphone 0,25-0.5mg 2-4/24 prn

g

ENINraiie as required
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. Ativan
* Midaz/Clonaz
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Management of Nausea and
i;hng -

aioperidol O B- lmg BD sc as s’rarfmg
d) e

. |’rm’re das required

4 Maxalon 10mg TDS sc
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spiratory.Secretionss

WCNeopyrrolate 200-400mcg 2-4/24 s/c
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KEYAE ements of the renal endiof..

Jif a’rhway

MDISCUSsIon as death approaches

PEsessment planning and review of care
r’eds

_.|--r

ellver'y of high quality care in

__.5!.-

~ different settings
> Coordination of patient centred care
* Care in the last days of life
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Sideatn approaches;
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— STa’rus of patient
= Sz alistic goals of care
= — Plan of physician
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; = — Reinforce signs, events of dying process
— Family support







