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NEW BOOKS IN THE HEALTH SCIENCES LIBRARY – none this month
INFORMATION ON THE WEB – don’t forget the Specialist Library for Palliative and Supportive Care on the National Library or Health.
JOURNAL ARTICLES AVAILABLE IN THE HEALTH SCIENCES LIBRARY

NURSING STANDARD

VOL 21 NUMB 36  16-22 MAY 2007
p.20-1
Caring for children at home. 

Davis-Carol. 

Abstract
There are wide variations in the way children's palliative care needs are met in the community. Researchers are helping to improve services. 

VOL 21 NUMB 34  2-8 MAY 2007

p.42-6

Terminal sedation: promoting ethical nursing practice. 

Gallagher-A, Wainwright-P. 

Abstract
This article discusses ethical aspects of 'terminal sedation' in relation to end-of-life care. An examination of the literature reveals there are different definitions and explanations of terminal sedation. Some definitions appear compatible with the values of palliative care and nursing, whereas others could arguably be perceived as deserving of the term 'euthanasia in disguise'. The authors suggest that 'palliative sedation' is a more helpful term and argue that, when defined and understood appropriately, it is a defensible and ethical practice. Nurses should be clear about the purpose of their profession, honest about their intentions and respect the autonomy and dignity of the patients for whom they provide care. The doctrine or principle of 'double effect' has been put forward to support the practice of terminal sedation. The authors examine this doctrine and caution that nurses and other professions need to approach it critically in relation to terminal sedation. Vignettes are used to illustrate aspects of the discussion. 

VOL 21 NUMB 40 

p.35- 38

Practice development : A framework for evidence - based palliative care
[Full Text]
E-JOURNAL ARTICLES  IN FULL TEXT – ATHENS PASSWORD REQUIRED

(contact Library if you need an ATHENS password) If you are experiencing difficulty in opening the full text links directly, please go to www.library.nhs.uk, login with your Athens username and password, then select My Journals, from where you can choose from the A-Z list.
BMC HEALTH SERVICES RESEARCH
VOL 7   2007

p.69

Hospitalisations at the end of life: using a sentinel surveillance network to study hospital use and associated patient, disease and healthcare factors. 

Van-den-Block-Lieve, Deschepper-Reginald, Drieskens-Katrien, Bauwens- Sabien, Bilsen-Johan, Bossuyt-Nathalie, Deliens-Luc. 

Abstract
BACKGROUND: Hospital deaths following several hospital admissions or long hospital stays may be indicative of a low quality of dying. Although place of death has been extensively investigated at population level, hospital use in the last months of life and its determinants have been studied less often, especially in Europe and with a general end-of-life patient population. In this study we aim to describe hospital use in the last three months of life in Belgium and identify associated patient, disease and healthcare factors. METHODS: We conducted a retrospective registration study (13 weeks in 2004) with the Belgian Sentinel Network of General Practitioners, an epidemiological surveillance system representative of all GPs in Belgium, covering 1.75% of the total Belgian patient population. All registered non-sudden or expected deaths of patients (aged one year or older) at the GPs' practices were included. Bivariate and regression analyses were performed. RESULTS: The response rate was 87%. The GPs registered 319 deaths that met inclusion criteria. Sixty percent had been hospitalised at least once in the last three months of life, for a median of 19 days. The percentage of patients hospitalised increased exponentially in the last weeks before death; one fifth was admitted in the final week of life. Seventy-two percent of patients hospitalised at least once in the final three months died in hospital. A palliative treatment goal, death from cardiovascular diseases, the expression of a wish to die in an elderly home and palliative care delivery by the GP were associated with lower hospitalisation odds. CONCLUSION: Hospital care plays a large role in the end of patients' lives in Belgium, especially in the final weeks of life. The result is a high rate of hospital deaths, showing the institutionalised nature of dying. Patients' clinical conditions, the expression of preferences and also healthcare characteristics such as being treated as a palliative care patient, seem to be associated with hospital transfers. It is recommended that hospitalisation decisions are only made after careful consideration. Short admissions in the final days of life should be prevented in order to make dying at home more feasible. 

Link to journal web site
CRITICAL CARE MEDICINE
VOL 35 NUMB 6  JUNE 2007

p.1530-5

Proactive palliative care in the medical intensive care unit: effects on length of stay for selected high-risk patients. 

Norton-Sally-A, Hogan-Laura-A, Holloway-Robert-G, Temkin-Greener- Helena, Buckley-Marcia-J, et al
Abstract
OBJECTIVE: The purpose of this study was to examine the effect of proactive palliative care consultation on length of stay for high- risk patients in the medical intensive care unit (MICU). DESIGN: A prospective pre/post nonequivalent control group design was used for this performance improvement study. SETTING: Seventeen-bed adult MICU. PATIENTS: Of admissions to the MICU, 191 patients were identified as having a serious illness and at high risk of dying: 65 patients in the usual care phase and 126 patients in the proactive palliative care phase. To be included in the sample, a patient had to meet one of the following criteria: a) intensive care admission following a current hospital stay of >or=10 days; b) age >80 yrs in the presence of two or more life-threatening comorbidities (e.g., end-stage renal disease, severe congestive heart failure); c) diagnosis of an active stage IV malignancy; d) status post cardiac arrest; or e) diagnosis of an intracerebral hemorrhage requiring mechanical ventilation. INTERVENTIONS: Palliative care consultations. MEASUREMENTS AND MAIN RESULTS: Primary measures were patient lengths of stay a) for the entire hospitalization; b) in the MICU; and c) from MICU admission to hospital discharge. Secondary measures included mortality rates and discharge disposition. There were no significant differences between the usual care and proactive palliative care intervention groups in respect to age, gender, race, screening criteria, discharge disposition, or mortality. Patients in the proactive palliative care group had significantly shorter lengths of stay in the MICU (8.96 vs. 16.28 days, p = .0001). There were no differences between the two groups on total length of stay in the hospital or length of stay from MICU admission to hospital discharge. CONCLUSIONS: Proactive palliative care consultation was associated with a significantly shorter MICU length of stay in this high-risk group without any significant differences in mortality rates or discharge disposition. 

JAMA - Journal of the American Medical Association
VOL 298  PART 2  11 JUL 2007
p.207-216

Palliative Care for Patients With Amyotrophic Lateral Sclerosis : "Prepare for the Worst and Hope for the Best"
Hiroshi Mitsumoto, Rabkin-Judith-G. 

Abstract
Amyotrophic lateral sclerosis (ALS) is a devastating terminal neurodegenerative disease with a highly predictable clinical course such that palliative care should begin at or soon after diagnosis. The outcome is certain in most cases. The only medication approved for treatment in the United States, riluzole, extends life by about 2 months. Virtually all skeletal muscles eventually are affected. Multiple problems require a multidisciplinary approach including aggressive symptomatic management, rehabilitation to maintain motor function, nutritional and respiratory support, augmentative communication devices, and psychological support for both patients and families because family members so often play a central role in management and care. Social, bioethical, and financial issues as well as advance directives should be addressed long before enteral feeding or assistive ventilatory support might be considered. Goals of care should be assessed on an ongoing basis. Presenting the unusual case of a patient with ALS who is also a prominent neurologist specializing in ALS, we enumerate issues in management and palliative care applicable to ALS but also to other fatal, progressive neurologic diseases such as Huntington's chorea and late-stage Parkinson disease. 
p.217

Palliative management of fatigue at the close of life: it feels like my body is just worn out. 

Markowitz-Amy-J, Rabow-Michael-W. 

Publication type
Comment, Journal-Article.

Comment
Comment on: JAMA. 2007 Jan 17; 297(3):295-304.

	Article Title: 
	Finding the Way to a Better Death : An Evaluation of Palliative Care Referral Tools

	Author(s):
	Imhof , S . L . ; Kaskie , B . ; Wyatt , M . G .

	Journal Title:
Access 
	JOURNAL OF GERONTOLOGICAL NURSING
From Proquest NHS    2007 ; VOL 33 ; PART 6   [Full Text]   (04/1998 - 06/2007) 

	Page:
	40-49


	Article Title: 
	Evidence Base for Developing a Palliative Care Service

	Author(s):
	Rice , E . M . ; Betcher , D . K 

	Journal Title:
Access 
	MEDSURG NURSING
From Proquest NHS    2007 ; VOL 16 ; PART 3   [Full Text]   (02/1998 - /) 

	Page:
	143-150


ONCOLOGY

VOL 21 NUMB 5  Apr 2007

p.553-64, 566; discussion 566-8, 577-8
Optimizing palliative treatment of metastatic colorectal cancer in the era of biologic therapy. 

Full text available at ProQuest  

Grothey-Axel, Marshall-John-L. 

Abstract
Over the past decade, new cytotoxic and biologic therapies beyond the old standard-of-care, biomodulated fluorouracil (5-FU), have become available for the treatment of metastatic colorectal cancer (mCRC). The introductions of irinotecan (Camptosar), oxaliplatin (Eloxatin), and bevacizumab (Avastin) have prolonged survival, but the optimal use of these new therapies remains to be determined. Issues remain regarding management of toxicities, treatment of elderly patients or those with poor performance status, and the duration of treatment with front-line therapy. This article reviews recent and ongoing studies of newer therapies in an effort to determine the best use of these drugs in the treatment of mCRC. Current data support the front- line use of bevacizumab added to either 5-FU/leucovorin alone or 5-FU /leucovorin in combination with oxaliplatin (FOLFOX/bevacizumab) or irinotecan (FOLFIRI/bevacizumab). If oxaliplatin is used in first- line therapy, oxaliplatin should be discontinued before the development of severe neurotoxicity and be reintroduced or replaced with irinotecan on disease progression. Definitive conclusions on the sequence and duration of front-line therapy and the most effective strategy to ameliorate toxicity await results of ongoing prospective clinical trials. 

PALLIATIVE MEDICINE
VOL 21 PART 4  JUNE 2007 

	Article Title: 
	The Budapest Commitments : setting the goals A joint initiative by the European Association for Palliative Care , the International Association for Hospice and Palliative Care and Help the Hospices

	Author(s):
	Lukas Radbruch

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	269 - 271




	Article Title: 
	The Budapest commitments - setting the goals

	Author(s):
	Radbruch , L . ; Foley , K . ; De Lima , L . ; Praill , D . ; Furst , C . J 

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	269-272




	Article Title: 
	Prescribing by specialist nurses in cancer and palliative care : results of a national survey

	Author(s):
	Bernadette M Ryan - Woolley

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	273 - 277




	Article Title: 
	Provision for advanced pain management techniques in adult palliative care : a national survey of anaesthetic pain specialists

	Author(s):
	S . Kay

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	279 - 284




	Article Title: 
	An evaluation of a physiotherapy led non - pharmacological breathlessness programme for patients with intrathoracic malignancy

	Author(s):
	Sonia Connors

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	285 - 287




	Article Title: 
	Does the agreement of patient and physician assessments of health related quality of life in palliative care depend on patient characteristics ?

	Author(s):
	Morten Aa Petersen

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	289 - 294




	Article Title: 
	Physician discussions with terminally ill patients : a cross - national comparison

	Author(s):
	Colleen Cartwright

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	295 - 303




	Article Title: 
	Implementing a resuscitation policy for patients at the end of life in an acute hospital setting : qualitative study

	Author(s):
	Frances Robinson

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	305 - 312




	Article Title: 
	The challenge of patients' unmet palliative care needs in the final stages of chronic illness

	Author(s):
	D . Fitzsimons

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	313 - 322




	Article Title: 
	The challenge off patients' unmet palliative care needs in the final stages of chronic illness

	Author(s):
	Fitzsimons , D . ; Mullan , D . ; Wilson , J S . ; Conway , B . ; Corcoran , B . et al

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	313-322




	Article Title: 
	Palliative care in stroke : a critical review of the literature

	Author(s):
	T . Stevens

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	323 - 331




	Article Title: 
	Presenting symptoms and signs in children referred for palliative care in Malawi

	Author(s):
	Vicky Lavy

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	333 - 339




	Article Title: 
	Are anxiety and depressed mood related to physical symptom burden ? A study in hospitalized advanced cancer patients

	Author(s):
	S . C . C . M . Teunissen

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	341 - 346




	Article Title: 
	Criteria for successful multiprofessional cooperation in palliative care teams

	Author(s):
	S . Jünger

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	347 - 354




	Article Title: 
	Copying letters to patients : a survey of patients and GPs views

	Author(s):
	Paul Perkins

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	355 - 356




	Article Title: 
	Can the use of videos of people who have had a positive experience of hospice help patients to make decisions about admission ? Pilot study

	Access: 
	From Proquest NHS    (01/1998 - 04/2007) 

	Page:
	356 - 358


POSTGRADUATE MEDICAL JOURNAL
VOL 83 NUMB 980  JUNE 2007
p.362-366

Forget me not : palliative care for people with dementia
Harris , D .
TRUSTEE

VOL 60 NUMB 5  MAY 2007

p.20-24

Care with compassion. The case for palliative care. [USA]
Full text available at ProQuest  

Meyers-Susan. 

Abstract
As the population ages, and complex, chronic conditions become more prevalent in the patient mix, hospitals need to take a sharper look at the advantages--and common sense--of palliative care. 

JOURNAL ARTICLES NOT AVAILABLE TO YOU IN FULL TEXT

(The Library can obtain these for you from other libraries)

	Article Title: 
	Palliative care in dementia : issues and evidence

	Author(s):
	Hughes , J . C . ; Jolley , D . ; Jordan , A ; Sampson , E . L .

	Journal Title:
	ADVANCES IN PSYCHIATRIC TREATMENT

	Page:
	251-260


AMERICAN JOURNAL OF HOSPICE & PALLIATIVE CARE

Apr-May 2007, vol. 24, no. 2, 
p. 154-60 

Surgical palliative care of advanced wounds. 

Author(s)
Lee-K-Francis, Ennis-William-J, Dunn-Geoffrey-P. 

Abstract
The history of surgery is rich with accomplishments in wound care, a legacy that recently has been abandoned by many surgeons only to be taken up by nonsurgical providers. When dealing with advanced wounds at the end of life, such as pressure ulcers or venous stasis ulcers, goals of treatment are relief of pain, elimination of odor, and control of wound exudates and infection. Benefits and risks of surgical intervention must be discussed with the patient and family in terms of the patient's perceived prognosis, extent of tissue necrosis and infection, the rate of deterioration, and the underlying wound pathogenesis. When appropriate, the role of surgery looms large in the treatment of chronic, advanced wounds, especially when minimally invasive surgical techniques are used. 

Publication type
Journal-Article, Review.

p. 144-51

Recent advances in the palliative management of respiratory symptoms in advanced-stage oncology patients. 

Haas-Andrew-R. 

Abstract
Advanced-stage malignancies are often characterized by systemic complications related to primary tumor progression. Pulmonary complications such as cough and dyspnea are relatively common and can dramatically reduce quality of life and lead to inpatient or intensive care unit admission. Although cancer-induced cough can be improved with radiation therapy or chemotherapy, or both, it is often best managed with central-acting opioids. Dyspnea can arise from a range of etiologies that may or may not be related to the underlying malignant pulmonary disease. Recent advances in the management of malignant pleural effusion, central airway obstruction, and superior vena cava syndrome have allowed relatively noninvasive interventions to be performed that can significantly reduce dyspnea, minimize inpatient hospitalization, and improve the quality of life in patients where the major focus is palliative care. 

Publication type
Journal-Article, Review.

p. 141-3

Disappearance of a stutter shortly before death. 

Duong-Phuc-H, Zulian-Gilbert-B. 

Abstract
A patient with a stutter caused by the trauma of the death of a loved one was able to recover normal speech 1 week before her death, which resulted from intestinal obstruction caused by ovarian cancer. The stutter appeared to have been overcome using a combination therapy of sophrology, self-regulation, and drug therapy. During a genuine resilience process, the patient was able to overcome an earlier existential fracture. In this final phase of life, health professionals and the family fully respected the patient's independence to remain in control of events. She repeatedly refused to have a nasogastric tube inserted to extract fecal matter from the stomach. This patient consequently repossessed her own language of expression in a body that was shattered by cancerous illness and the consequences of treatments. She thus managed to find a successful balance between the body, the spirit, and the brain. 

Publication type
Case-Reports, Journal-Article.

p. 137-40
The early identification of palliative care patients: preliminary processes and estimates from urban, family medicine practices. 

Rainone-Francine, Blank-Arthur, Selwyn-Peter-A. 

Abstract
Primary care providers are positioned to identify patients, well in advance of their deaths, who could benefit from palliative care services, but little is known about how to correctly identify these upstream palliative care patients. This article reports on efforts to devise a methodology for identifying such patients and to offer preliminary estimates of their prevalence in urban, primary care practices. The data presented here suggest 2 conclusions: (1) that electronic databases may be used to create a preliminary screen to assist clinicians in the early identification of patients in need of palliative care, and (2) that 1% to 3% of patients in primary care practices may benefit from palliative care services. Currently, there are no standards regarding the role of primary care providers in end- of-life care and it is hoped that this article will contribute to developing such standards. 

p. 131-6 
Using a pilot curriculum in geriatric palliative care to improve communication skills among medical students. 

Sanchez-Reilly-Sandra-E, Wittenberg-Lyles-Elaine-M, Villagran- Melinda-M. 

Abstract
The purpose of this study was to assess the impact of an elective geriatric palliative care course on medical students' attitudes, knowledge, and behaviors regarding communication with terminally ill patients. Surveys were administered at the beginning and end of the elective. Despite a significant increase in knowledge about geriatric and palliative medicine (F=24.80; P<.001), there were no significant changes in students' self-reported behaviors when applying curriculum-based communication strategies. However, the qualitative analysis of open-ended questions showed that the curriculum intervention did result in an improvement in empowering message strategies for breaking bad news. The evaluation of the end-of-life curriculum needs to exceed the measurement of attitudes and knowledge and include behavioral assessment of end-of-life communication skills. 

Clinical-Trial, Journal-Article.

p. 126-30
On how increasing numbers of newer cancer therapies further delay referral to hospice: the increasing palliative care imperative. 

Mintzer-David-M, Zagrabbe-Kathryn. 

Abstract
Delay in referral of cancer patients to hospice until very near the end of life may deny patients and families optimal palliative care. A variety of factors may contribute to these delays. This article describes how the proliferation of newer anticancer therapies, although desirable overall, may further increase these delays. It is important for hospice personnel to understand these changes in medical oncology and to work to optimize palliative care delivery concomitantly with disease-remitting therapies. 

Publication type
Journal-Article, Review.

p. 114-8

Where do prevention and palliative care meet? A systematic literature study on the interfaces of two different health care sectors. 

Schneider-Nils, Walter-Ulla. 

Abstract
The objective of this study was to elaborate aspects of prevention in palliative care on the basis of available literature sources. We analyzed 223 articles from 145 different journals covering the period from April 2001 to April 2006. Subject-related categories were derived from the contents of these articles. Each article was subsequently allocated to one of the categories. In addition, we performed a free search in 6 selected text books on palliative care. The results revealed that the main textual emphasis had been placed on pain therapy and controlling the symptoms of bone metastasis. Altogether, the focus was on measures of tertiary prevention, whereas measures of primary prevention and preventive medicine received little attention. Therefore, the accentuation of the preventive aspect in the World Health Organization definition of palliative care is only rudimentarily reflected in the literature. 

Publication type
Journal-Article, Review.

p. 105-13
They should come out here ...: research findings on lack of local palliative care services for Australian aboriginal people. 

McGrath-Pam, Holewa-Hamish, Kail-Buckley-Stasia. 

Abstract
Although Aboriginal Australians experience morbidity and mortality rates far greater than that of the wider Australian population, to date, their access to culturally appropriate palliative care services has remained unexplored. This article provides findings from an Australian National Health and Medical Research funded study that documents the availability of palliative care services to Aboriginal peoples of the Northern Territory, Australia. The data were collected through a series of open-ended, qualitative interviews with a cross section of Aboriginal peoples and health professionals conducted during a 2-year period. The findings provide an overview of the palliative care services that are presently available and reflect a serious lack of local, culturally appropriate palliative care services. This research shows the similarities in the struggles and difficulties faced by Australian Aboriginals and Indigenous peoples worldwide. The hope is that the suggestions put forward for improvement will one day be useful for the world's Indigenous peoples. 

ARCHIVES OF PEDIATRICS & ADOLESCENT MEDICINE
Jun 2007, vol. 161, no. 6
p. 597-602
Pediatric patients receiving palliative care in Canada: results of a multicenter review. 

Widger-Kimberley, Davies-Dawn, Drouin-Danielle-J, Beaune-Laura, Daoust-Lysanne, Farran-R-Peter, et al
Abstract
OBJECTIVES: To describe the patients who received care from the 8 dedicated pediatric palliative care programs in Canada in 2002 and to estimate the number of children who may have benefited but did not receive services from these programs. DESIGN: Retrospective review of medical records combined with a survey of each program. SETTING: Seven pediatric palliative care programs based in tertiary care settings and 1 freestanding children's hospice. PARTICIPANTS: The programs cared for 317 children during 2002, of whom 123 died during that year. An additional 32 children died by the end of 2003. MAIN EXPOSURE: Pediatric palliative care program. RESULTS: Nearly half (48.6%) of the patients were younger than 5 years, and almost half of these were younger than 1 year. Primary diagnoses were disorders of the nervous system (39.1%), malignancies (22.1%), and conditions arising in the perinatal period or congenital anomalies (22.1%). Most of the children (43.9%) died at home, with those centers reporting more comprehensive home care services having the highest percentage of home deaths. From a national perspective, between 5% and 12% of the children who could benefit from palliative care received services from 1 of these programs. CONCLUSIONS: Pediatric palliative care programs in Canada care for a diverse population of patients with a wide range of age and disease conditions. Only a small percentage of children who die, however, receive services from these dedicated programs. 

CANADIAN NURSE

2007, vol. 103, no. 5
p. 24-7                                                                                                                                  
Telenursing in hospice palliative care. 

Roberts-Della, Tayler-Carolyn, MacCormack-Diane, Barwich-Doris. 

Abstract
During the last months of life, many people with advanced illness will be living in their homes. Coping with changing symptoms, and ultimately preparing for death, becomes part of daily life. Whether the ill person is at home for days or for months, they depend on family or friends to be primary caregivers, supported by home-based services. However, after physician and home health offices close, many patients and their caregivers are left to cope alone. The authors describe an innovative partnership between B.C. NurseLine (a provincial tele-triage and health information call centre), the British Columbia Ministry of Health and Fraser Health Hospice Palliative Care program that created after-hours access to care for dying patients and their families in one of Canada's largest health authorities. The article outlines how information and communications technology enabled merging the capacity and expertise of B.C. Nurse Line with the expertise of specialized community-based palliative care services to achieve outcomes of improved symptom management, decreased visits to emergency rooms and enhanced support for families who are caring for loved ones at home. For nurses caring for home- based patients, there are lessons to be learned about how to maximize technology to create systems that both improve access to care and are sustainable in the future. 

CANCER JOURNAL
Mar-Apr 2007, vol. 13, no. 2
p. 130-7
National survey of perspectives of palliative radiation therapy: role, barriers, and needs. 

McCloskey-Susan-A, Tao-May-Lin, Rose-Christopher-M, Fink-Arlene, Amadeo-Alessandra-M. 

Abstract
PURPOSE: Despite growth of palliative care programs and evidence on the effectiveness of radiotherapy in palliating cancer symptoms, radiotherapy is probably underused in this setting. Radiation and medical oncologists and palliative medicine specialists were surveyed regarding the perceived role of palliative radiotherapy and barriers to its use. METHODS: The survey was sent electronically to all physician members of the American Society for Therapeutic Radiology and Oncology (ASTRO) and the American Academy of Hospice and Palliative Medicine (AAHPM) and a random sample of American Society of Clinical Oncology (ASCO) members, with known e-mail addresses. RESULTS: Response rates were 27%, 14% and 26% for ASTRO, ASCO, and AAHPM respondents, respectively. Although most felt radiotherapy is an effective and important option for palliation of some common cancer symptoms, referrals for such therapy may be declining. Most agreed that radiation oncologists should be more involved in palliative care; however, multiple barriers were identified, such as poor reimbursement, emotional burden of care, insufficient training /knowledge, and the sense of unwillingness of others to share delivery of such services. CONCLUSIONS: Although multiple barriers limit optimal integration, most agree that there should be greater national and professional society efforts to promote the advancement of radiation oncology in the area of palliative care. 

CLINICAL CANCER RESEARCH

VOL 13 NUMB 9  1 MAY 2007

p.2699-706
Insulin treatment in cancer cachexia: effects on survival, metabolism, and physical functioning. 

Lundholm-Kent, Koerner-Ulla, Gunnebo-Lena, Sixt-Ammilon-Petra, Fouladiun-Marita, et al 

Abstract
PURPOSE: The present study was designed to evaluate whether daily insulin treatment for weight-losing cancer patients attenuates the progression of cancer cachexia and improves metabolism and physical functioning in palliative care. EXPERIMENTAL DESIGN: One hundred and thirty-eight unselected patients with mainly advanced gastrointestinal malignancy were randomized to receive insulin (0.11 +/- 0.05 units/kg/d) plus best available palliative support (anti- inflammatory treatment (indomethacin), prevention of anemia (recombinant erythropoietin), and specialized nutritional care (oral supplements + home parenteral nutrition)) according to individual needs. Control patients received the best available palliative support according to the same principles. Health-related quality of life, food intake, resting energy expenditure, body composition, exercise capacity, metabolic efficiency during exercise, and spontaneous daily physical activity as well as blood tests were evaluated during follow-up (30-824 days) according to intention to treat. RESULTS: Patient characteristics at randomizations were almost identical in study and control groups. Insulin treatment for 193 +/- 139 days (mean +/- SD) significantly stimulated carbohydrate intake, decreased serum-free fatty acids, increased whole body fat, particularly in trunk and leg compartments, whereas fat-free lean tissue mass was unaffected. Insulin treatment improved metabolic efficiency during exercise, but did not increase maximum exercise capacity and spontaneous physical activity. Tumor markers in blood (CEA, CA-125, CA 19-9) did not indicate the stimulation of tumor growth by insulin; a conclusion also supported by improved survival of insulin-treated patients (P<0.03). CONCLUSION: Insulin is a significant metabolic treatment in multimodal palliation of weight- losing cancer patients. 

Publication type
Journal-Article,  Randomized-Controlled-Trial -

DIGESTIVE AND LIVER DISEASE
Apr 2007 (epub: 20 Feb 2007), vol. 39, no. 4
p. 375-88
Endoscopic palliation of malignant obstructive jaundice: an evidence- based review. 

Cipolletta-L, Rotondano-G, Marmo-R, Bianco-M-A. for the Italian Evidence-Based Gastroenterology & Hepatology Club.

Abstract
Endoscopic stent insertion is considered the method of choice for palliative treatment of malignant biliary obstruction. Nonetheless, relevant studies are often underpowered or outdated and do not compare actual surgical outcomes with latest stent technology. Purpose of this review was to assess, with an evidence-based methodology, the role of endoscopic versus surgical palliation of patients with malignant obstructive jaundice with special reference to clinical effectiveness, safety aspects and economic outcomes. 

Publication type
Journal-Article, Review.

EUROPEAN JOURNAL OF SURGICAL ONCOLOGY
Apr 2007 (epub: 15 Dec 2006), vol. 33, no. 3
p. 341-5
Palliation for suspected unresectable hilar cholangiocarcinoma. 

Connor-S, Barron-E, Redhead-D-N, Ireland-H, Madhavan-K-K, Parks-R-W, Garden-O-J. 

Abstract
AIM: The aim of this study was to evaluate the outcome of different techniques of palliation for patients with hilar cholangiocarcinoma. METHOD: All patients treated with palliative intent between 1988 and 2004 at the Royal Infirmary of Edinburgh were reviewed. Patients were analysed on an intention to treat basis. Demographics, procedure and outcome (including re-admissions) were recorded. RESULTS: Two hundred and thirty-three patients underwent palliative treatment for suspected hilar cholangiocarcinoma. The diagnosis was confirmed histologically in 109 patients. The procedure related morbidity and mortality was 54/225 and 18/207 respectively. Seventy-one patients required re-admission. Twenty patients underwent surgical biliary bypass for jaundice. Those undergoing surgical palliation had a longer median (95% CI) time to re-admission (16 (0-36) vs.7 (2-12) weeks, p=0.001). Endoscopic retrograde cholangio-pancreatography (ERCP) and stenting was only successful in 28 patients and was associated with a significantly higher re-admission rate compared to patients in whom ERCP was not performed (60/179 vs. 4/27, p=0.050). The overall median (95% CI) survival was 145 (124-185) days. CONCLUSION: Current options for palliation of hilar cholangiocarcinoma provide good short term success but are all associated with significant early and late morbidity. Due to its low success and association with an increased re-admission rate, ERCP for definitive palliation should not be used in the first line staging and management of these patients. 

HAEMATOLOGICA
May 2007, vol. 92, no. 5
p. 666-73
Cost analysis of a domiciliary program of supportive and palliative care for patients with hematologic malignancies. 

Cartoni-Claudio, Brunetti-Gregorio-Antonio, D-Elia-Gianna-Maria, Breccia-Massimo, Niscola-Pasquale et al
Abstract
The costs of home care (HC) programs may be tailored to the specific needs of patients with hematological malignancies. The aim of this study was to analyze the use of resources and the costs of a program of HC for four different prognostic groups of patients subdivided according to disease status. Over 2 years, 144 patients with hematological malignancies were assisted at home. Patients were subdivided according to disease status and life expectancy in the following groups: (i) terminal phase, with a life expectancy of 3 months or less; (ii) advanced phase, with a life expectancy of 6 months or less; (iii) chronic phase, with a life expectancy of more than 6 months; (iv) discharged early from the hospital with curable disease, following anticancer chemotherapy. Median mean monthly costs (MMC) in Euro (x) have been compared with the costs of hospitalization (DRG). Among the 4 groups of patients, those discharged early and in terminal phase required the highest mean monthly number of home visits (27.2 and 24.1), transfusions (6.1 and 6.8) and days of care (22.8 and 19.7) respectively. MMC were affected by the following variables: disease status and transfusion requirements. MMC for terminal patients (4,232.50x) and those discharged early (3,986.40x) were higher than those for advanced (2,303.80x) and chronic patients (1,488,30x). The cost of HC was lower than the corresponding DRG charges, but exceeded the district fares for HC of cancer patients. In hematological patients, the costs of HC differ according to disease status and transfusion requirements. For some categories of patients, costs of HC are lower than those of hospitalization, although higher than the current national fares for HC programs. 

HEALTH & SOCIAL CARE IN THE COMMUNITY

Mar 2007, vol. 15, no. 2
p. 97-107
Home-based palliative care in Sydney, Australia: the carer's perspective on the provision of informal care. 

Zapart-Siggi, Kenny-Patricia, Hall-Jane, Servis-Betty, Wiley-Sharon. 

Abstract
The provision of home-based palliative care requires a substantial unpaid contribution from family and friends (i.e. informal care). The present cross-sectional descriptive study, conducted between September 2003 and April 2004, describes this contribution and the impact it has on those providing informal care. The participants were 82 informal carers of patients registered with two community palliative care services in Sydney, Australia (40% of eligible carers). Carers were interviewed to assess the care recipient's care needs, the care provided by the informal carer and the health status of the carer (using the 36-Item Short Form Health Survey). A number of open-ended questions asked about the impact of providing care and the type of support that carers would find helpful. Most carers reported that care recipients required help with household tasks and many needed assistance with personal activities of daily living, taking medications and organisational tasks. In the majority of cases, the principal carer provided all or most of this help. Although, on average, the physical health of carers was similar to that of the Australian population, their mental health scores were lower. Many carers reported effects on social and family relationships, restrictions on their participation in work and leisure activities, and a range of emotional reactions to their caring situation. The support carers said they would like included information and advice, in-home respite, help with household tasks, and financial support. The present study supports the view that effective support for carers must recognise the pre-existing relationship between carer and recipient, and the differing needs of individual carers. 

HEALTH PSYCHOLOGY
May 2007, vol. 26, no. 3
p. 314-23
Desire for euthanasia or physician-assisted suicide in palliative cancer care. 

Wilson-Keith-G, Chochinov-Harvey-Max, McPherson-Christine-J, Skirko- Merika-Graham, Allard-Pierre et al
Abstract
OBJECTIVE: To investigate the attitudes of terminally ill individuals toward the legalization of euthanasia or physician-assisted suicide (PAS) and to identify those who would personally desire such a death. DESIGN: In the Canadian National Palliative Care Survey, semistructured interviews were administered to 379 patients who were receiving palliative care for cancer. Patients who expressed a desire for physician-hastened death were followed prospectively. MAIN OUTCOME MEASURES: Attitudes toward the legalization of euthanasia or PAS were determined, as was the personal interest in receiving a hastened death. Demographic and clinical characteristics were also recorded, including a 22-item structured interview of symptoms and concerns. RESULTS: There were 238 participants (62.8%) who believed that euthanasia and/or PAS should be legalized, and 151 (39.8%) who would consider making a future request for a physician-hastened death. However, only 22 (5.8%) reported that, if legally permissible, they would initiate such a request right away, in their current situations. This desire for hastened death was associated with lower religiosity (p=.010), reduced functional status (p=.024), a diagnosis of major depression (p<.001), and greater distress on 12 of 22 individual symptoms and concerns (p<.025). In follow-up interviews with 17 participants, 2 (11.8%) showed instability in their expressed desire. CONCLUSION: Among patients receiving palliative care for cancer, the desire to receive euthanasia or PAS is associated with religious beliefs; functional status; and physical, social, and psychological symptoms and concerns. Although this desire is sometimes transitory, once firmly established, it can be enduring. Copyright (c) 2007 APA, all rights reserved. 

INTERNATIONAL JOURNAL OF PALLIATIVE NURSING

VOL 13 NUMB 4  APR 2007
p. 190-6
The benefits of a palliative care network: a case study in Quebec, Canada. 

Morin-Diane, Saint-Laurent-Louise, Bresse-Marie-Pier, Dallaire- Clemence, Fillion-Lise. 

Abstract
This article aims to present the beneficial effects associated with the local implementation of an integrated network in palliative care, as perceived by diverse constituency groups. A case study was conducted in the province of Quebec, Canada, using individual (n=16) and group (n=16) interviews, with a total of 106 participants (i.e. managers and formal and informal caregivers). From a content analysis, two categories of beneficial effects emerged: those associated with professional practice and those with patient services. The most important effects of this organisational initiative were found to be the recognition of the palliative care domain necessitating specialized competencies, an improved interdisciplinary collaboration, and more efficient circulation of information between care settings, as well as improved accessibility, continuity and quality of care and services to patients at the end of life. 

p. 184-9

Complementary and psychological therapies in a rural hospital setting. 

Jones-Gudrun. 

Abstract
The National Institute for Clinical Excellence (NICE) (2004) in the UK has led the way in recognising the need for a holistic approach to the support and care of people with cancer, with the publication of Guidance on Cancer Services: Improving Supportive and Palliative Care for Adults with Cancer. This article describes a three-year project, funded by the Big Lottery Fund through Macmillan Cancer Support. The project is being implemented by an art therapist, clinical psychologist, complementary therapist and administrator together with the existing team of three Macmillan nurses, an art therapist and two Macmillan occupational therapists. The project aims to provide a service to patients, carers and to the health professionals who work with people with cancer and their families. The service is located in a rural and Welsh-speaking area; as such, accessibility of the service and language choice play an important role in the delivery of support and treatments. 
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p. 175-83
A support group programme for relatives during the late palliative phase. 

Henriksson-Anette, Andershed-Birgitta. 

Abstract
This study describes an intervention where relatives were invited to take part in a support group programme during the late palliative phase of their family member. The purpose was to describe their experiences of the support group programme and the subsequent impact on their lives as relatives of a terminally ill person. Qualitative interviews were chosen as the data collection method. The analysis was inspired by the phenomenological method as described by Giorgi (1989). The relatives' experiences were categorised into six key constituents: confirmation; insight into the gravity of the illness; sense of belonging created by similar experiences; participation in the care system; being able to rest; and strength to provide support for the patient. These six constituents resulted in a sense of safety in relation to the patient, the illness, the nursing staff and the care unit. The study's findings show that interventions of this kind may be integral to the relatives' ability to handle their situation when caring for a terminally ill family member. 

p. 170-4
Granting death with dignity: patient, family and professional perspectives. 

Leung-Doris. 

Abstract
Dignity is a complex construct lacking clear meaning. While conceptualizing dignity as a basic right is useful in determining and justifying social and economic costs of health care, it is insufficient in considerations of personal dignity at the end of life. There is a dissonance between how dignity is shown to matter to healthcare professionals compared to patients. Furthermore, dignity is not clearly linked in the empirical literature to variables of quality of life and to a dignified death. Current studies about the construct of dignity enhance understanding of how we extrinsically construct moral worth, but not of how individuals interpret intrinsic moral worth through maintaining their personal integrity and attitudes of being cared for. References to key qualitative studies illuminate how clinicians ethically negotiate a creation of dying with dignity. As one's personal integrity fades, caregivers (i.e. healthcare providers, family and friends) are challenged to recognise and attend to the individual's vulnerability. I suggest that caregivers nurture personal integrity - through gestures that remember and honour aspects of the other as he/she was once known. Perhaps only through others can dying people be granted death with a sense of personal dignity. 
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Journal-Article, Review.

p. 163-7
Process mapping: enhancing the implementation of the Liverpool Care Pathway. 

Taylor-Amanda-J, Randall-Clare. 

Abstract
Arohanui Hospice is a 12-bed specialist palliative care service based in Palmerston North, New Zealand. It serves a population of 180 000 people spread over a wide geographical area, both urban and rural. The Liverpool Care Pathway (LCP) was initially implemented at the hospice inpatient unit in January 2005. Following this, the 'LCP Pilot Project' was developed. This project involved the implementation of the LCP within three aged residential care facilities and two wards within the regional hospital. Included in the project was a research component to enable evaluation of the effectiveness of the LCP in each setting. This article will consider and demonstrate the use of process mapping (Buckman, 2003) as a quality improvement tool to enhance the effective implementation and sustained use of the LCP for the dying patient within aged residential care. Measures are considered that support the implementation of the LCP at an organisational level rather than at a purely clinical level. While this work has been completed within the New Zealand context, it is believed that the principles are transferable to similar settings internationally. 

p. 152
Making a difference in palliative care nursing. 

Duggleby-Wendy. 

Publication type
Editorial.
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p. 307-16

The New York City Palliative Care Quality Improvement Collaborative. 

Gould-David-A, Lynn-Joanne, Halper-Deborah, Myers-Sarah-K, Simon-Lin, Holmes-Hollis. 

Abstract
BACKGROUND: Care for persons living with fatal chronic conditions is expensive and challenging, and can be unreliable. A quality improvement collaborative was conducted to develop capacity among health care providers in a single geographic area-New York City-to apply quality improvement methodology to palliative care services. METHODS: The Palliative Care Quality Improvement Collaborative (PC-Qu IC) modified the Institute for Healthcare Improvement's Breakthrough Series model by delivering four year-long implementation cycles, with 18-24 teams in each wave and 82 teams overall. RESULTS: Substantial improvements were noted in most of the team projects (advance care planning, pain, family support, coordination of care), and substantial gains were made in familiarity with continuous quality improvement (CQI) techniques and in building palliative care programs and networks. DISCUSSION: Collaborative rapid-cycle QI projects in a limited geographic area can be efficient in building and sustaining improved care for persons nearing the end of their lives, especially when the work involves the broad range of organizations that care for this patient population. PC-QuIC's experience illustrates the growing strength of palliative care services, but also demonstrates the challenges that confront further refinement and expansion of high- quality palliative care. 

JOURNAL OF CLINICAL ONCOLOGY
10 Jun 2007, vol. 25, no. 17
p. 2377-82

Phase II study: integrated palliative care in newly diagnosed advanced non-small-cell lung cancer patients. 

Temel-Jennifer-S, Jackson-Vicki-A, Billings-J-Andrew, Dahlin- Constance, Block-Susan-D, Buss-Mary-K et al
Abstract
PURPOSE: To assess the feasibility of early palliative care in the ambulatory setting in patients with newly diagnosed advanced non- small-cell lung cancer (NSCLC). PATIENTS AND METHODS: Patients were eligible if they had a performance status of 0 to 1 and were within 8 weeks of diagnosis of advanced NSCLC. Participants received integrated care from oncology and palliative care throughout the course of their disease. Participants were scheduled to meet with the palliative care team (PCT) and complete quality-of-life (QOL) and mood questionnaires monthly for 6 months. The study was deemed feasible if 64% of patients completed at least 50% of their scheduled visits and QOL assessments. RESULTS: Fifty-one patients were enrolled onto the trial. One died within 72 hours and was not assessable. Ninety percent (95% CI, 0.78 to 0.96) of study participants complied with at least 50% of the palliative care visits. Eight-six percent (95% CI, 0.73 to 0.94) of the participants met the full feasibility requirements by both meeting with the PCT and completing QOL assessments at least 50% of the time. QOL and mood analyses confirmed the high symptom burden in patients with newly diagnosed advanced NSCLC. At least 50% of participants experienced some degree of shortness of breath, cough, difficulty breathing, appetite loss, weight loss, or unclear thinking at their baseline assessment. More than one third of patients had a probable mood disorder at baseline. CONCLUSION: Integrated palliative and oncology care is feasible in ambulatory patients with advanced NSCLC. 

JOURNAL OF MUSIC THERAPY
Summer 2007, vol. 44, no. 2
p. 139-55
A project investigating music therapy referral trends within palliative care: an Australian perspective. 

Horne-Thompson-Anne, Daveson-Barbara, Hogan-Bridgit. 

Abstract
The purpose of this project is to analyze music therapy (MT) referral trends from palliative care team members across nine Australian inpatient and community-based palliative care settings. For each referral 6 items were collected: referral source, reason and type; time from Palliative Care Program (PCP) admission to MT referral; time from MT referral to death/discharge; and profile of referred patient. Participants (196 female, 158 male) were referred ranging in age from 4-98 years and most were diagnosed with cancer (91%, n = 323). Nurses (47%, n = 167) referred most frequently to music therapy. The mean average time in days for all referrals from PCP admission to MT referral was 11.47 and then 5.19 days to time of death. Differences in length of time to referral ranged from 8.19 days (allied health staff) to 43.75 days (families). Forty-eight percent of referrals (48.5%, n = 172) were completed when the patient was rated at an Eastern Cooperative Oncology Group Performance (ECOG) of three. Sixty-nine percent (n = 244) were living with others at the time of referral and most were Australian born. Thirty-six percent (36.7%, n = 130) were referred for symptom-based reasons, and 24.5% (n = 87) for support and coping. Implications for service delivery of music therapy practice, interdisciplinary care and benchmarking of music therapy services shall be discussed. 
p. 90-112
Pain assessment and management in end of life care: a survey of assessment and treatment practices of hospice music therapy and nursing professionals. 

Groen-Kara-Mills. 

Abstract
The primary focus of this paper is to describe current trends in pain assessment in end of life care with a secondary focus on music therapy techniques commonly used to address pain for hospice patients. These trends were determined through a survey of 72 board certified music therapists and 92 hospice and palliative nurses. Survey results indicate that most music therapists in the hospice setting incorporate formal pain assessment into their practice; both nursing professionals and music therapists surveyed utilize multiple assessment tools to assess patient pain. Although there are currently a variety of pain assessment tools used, this study indicates that nursing professionals most frequently use the Numerical Rating Scale (NRS) and FACES scales, and identified them as appropriate for use by nonnursing members of the interdisciplinary hospice team. This paper also describes music therapy techniques most often utilized by music therapists with hospice patients to address acute and chronic pain symptoms. 

JOURNAL OF PAIN AND SYMPTOM MANAGEMENT

Jan 2007, vol. 33, no. 5  May 2007
p. 651-4
Botucatu, Brazil: a regional community palliative care model. 

Lemonica-Lino, Barros-Guilherme-A-M. 

Abstract
The Pain Management and Palliative Care Service in the Department of Anesthesia at Botucatu Medical School, UNESP is a pioneer in Brazil. Based on an interdisciplinary team that provides specialized inpatient, ambulatory outpatient, and home care to patients in Botucatu and the surrounding region, the service is also able to provide extensive educational opportunities in pain management and palliative care for medical students, anesthesia residents, practicing anesthetists, and nurses. 
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p. 645-50
Palliative care development in South America: a focus on Argentina. 

Wenk-Roberto, Bertolino-Mariela. 

Abstract
Many Latin American and Caribbean national health systems mainly focus on disease prevention, prenatal assistance, undernourishment, etc. They still do not have the conditions for developing palliative care (PC). In general, quality of life during the dying process is poor, with fragmented assistance, uncontrolled suffering, poor communication between professionals, patients, and families, and a great burden on family caregivers. The development of PC in the region started around 1981, but it is still not available to an acceptable number of patients. 

p. 640-4
Ontario, Canada: using networks to integrate palliative care province-wide. 

Dudgeon-Deborah, Vaitonis-Vida, Seow-Hsien, King-Susan, Angus-Helen, Sawka-Carol. 

Abstract
Ontario, a Canadian province, identified the lack of coordination, integration, and consistency of end-of-life care services as barriers to quality palliative care. To address these barriers, various governmental, organizational, and community-level initiatives were implemented. The Ministry of Health and Long-Term Care enacted an End-of-Life Care Strategy in 2005 aimed at shifting care from acute settings to appropriate alternate settings of care; enhancing client- centered and interdisciplinary service capacity; and improving access, coordination, and consistency of services. Crucial to accomplishing the strategy was the establishment of End-of-Life Networks within health care planning regions. The networks were instrumental in developing end-of-life care service delivery models in the various regions, bringing key stakeholders together toward a common vision, and building strong collaborations across providers and settings. Cancer Care Ontario, an organization dedicated to improving cancer care at the regional and provincial levels, also leads improvements in palliative care through the implementation of a palliative strategy for cancer patients aimed at improved measurement of quality indicators, increased use of evidence and standards, and increased efficiency and access to care. A regional network of organizations in Southeastern Ontario created a quality improvement project, the Palliative Care Integration Project (PCIP), which disseminated common symptom assessment tools, collaborative care plans, and evidence-based guidelines across the continuum of care. The PCIP was embraced by key stakeholders across the province as a model intervention to better coordinate, integrate, and standardize palliative care service delivery, and is currently being spread across all regions of the province. 
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Edmonton, Canada: a regional model of palliative care development. 

Fainsinger-Robin-L, Brenneis-Carleen, Fassbender-Konrad. 

Abstract
Palliative care developed unevenly in Edmonton in the 1980s and early 1990s. Health care budget cuts created an opportunity for innovative redesign of palliative care service delivery. This report describes the components that were developed to build an integrated comprehensive palliative care program, the use of common clinical assessments and outcome evaluation that has been key to establishing credibility and ongoing support. Our program has continued to develop and grow with an ongoing focus on the core areas of clinical care, education, and research. 
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Jordan palliative care initiative: a WHO Demonstration Project. 

Stjernswaerd-Jan, Ferris-Frank-D, Khleif-Samir-N, Jamous-Walid, Treish-Imad-M, Milhem-Mohammed et al 

Abstract
A model for pain relief and palliative care for the Middle East has been established in Jordan. King Hussein Cancer Centre (KHCC) in Amman is now a truly comprehensive cancer center as it includes palliative care for inpatients, outpatients, and patients at home. This is especially important in a country and a region where over 75% of the cancer patients are incurable when diagnosed. To support effective palliative care delivery, there have been many significant changes in Jordan between 2001 and 2006. Regulations governing opioid prescribing have been changed to facilitate effective pain management. The national opioid quota has been increased. Cost- effective, generic, immediate-release morphine tablets are being produced in Jordan. Intensive, interactive bedside training courses for doctors, nurses, and clinical pharmacologists have started to overcome opiophobia and motivate health care professionals to take up palliative care as a profession. Champions for palliative care have emerged who are leading the development of palliative care in Jordan's health care systems and starting to support neighboring countries to develop pain relief and palliative care. While before 2003, fewer than 250 patients per year received palliative care, by 2006 more than 800 patients per year were receiving pain relief and palliative care through the KHCC and Al Basheer Hospital. The achieved changes and the unusually rapid and effective institutionalization of palliative care serve as a model for other countries in the Middle East region as to what should be done and how. 
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Kerala, India: a regional community-based palliative care model. 

Kumar-Suresh-K. 

Abstract
Kerala, in India, has shown enormous progress in the area of palliative care (PC). Most of it is due to the network of community initiatives in PC in north Kerala. This network, called Neighborhood Network in Palliative Care, has more than 60 units covering a population of more than 12 million, and is probably the largest community-owned PC network in the world. The evolution and functioning of this network and the lessons learned are discussed. 
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India: opioid availability. An update. 

Rajagopal-M-R, Joranson-David-E. 

Abstract
In India, a million people with cancer and an unknown number of people with other incurable and disabling diseases, need opioids for pain relief. Only about 0.4% of the population in need have access to them. Major barriers to access to opioids are complicated regulations and problems related to attitude and knowledge regarding pain relief and opioids among professionals and the public. The Pain and Policy Studies Group at Madison Wisconsin has been collaborating with many Indian palliative care workers and government officials to improve availability of opioids to those who need them for pain relief. As a result of this collaborative effort, the Government of India asked all state governments to modify the narcotic regulations following a model given to them. To facilitate the process, the collaboration has conducted workshops in 13 states in association with local champions. Currently, 13 states in India and one union territory have simplified regulations, but opioid availability has improved only in a minority of these states. Establishment of simple standard operating procedures to implement the simplified regulations, advocacy, and improved education of professionals are essential for further improvement of the situation. The past decade has demonstrated that government policy can be changed if palliative care enthusiasts work in tandem with the government. The progress has been slow, but real and encouraging. 
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Romania: changing the regulatory environment. 

Mosoiu-Daniela, Mungiu-Ostin-C, Gigore-Bogdan, Landon-Alison. 

Abstract
Access to the necessary medications for palliative care, especially opioids, is an essential part in the development of a national palliative care program. In November 2005, Romania's Parliament adopted new legislation concerning the medical use of opioids and psychotropic substances to replace the old and restrictive legislation of 1969. The new law and regulations are the result of a four-year project in which governmental authorities collaborated with health care professionals and international experts. The World Health Organization Achieving Balance in National Opioids Control Policy-- Guidelines for Assessment was used to propose balanced legislation that would facilitate modern pain management and provide adequate control of these substances with the potential for abuse. A national education program to facilitate the implementation of the new legislation has been organized. The training started in November 2006 and will continue throughout 2007. It is anticipated that at least 3,000 doctors and 500 pharmacists will attend these courses. 
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Enhancing Hungarian palliative care delivery. 

Muszbek-Katalin. 

Abstract
Palliative care has been present in Hungary since 1991. However, the development of palliative care policy has lagged behind clinical and educational activities. In 2001, a media campaign was initiated to help raise public awareness for the hospice. This campaign stimulated growth and gave us the opportunity to begin a dialogue with policy makers on financing. The Open Society Institute's Palliative Care Policy Development Conferences held in 2004 and 2005 greatly assisted the change of palliative care financing and integration of palliative care into the Hungarian National Cancer Control Program. 
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Palliative care in Norway: a national public health model. 

Kaasa-Stein, Jordhoey-Marit-S, Haugen-Dagny-Faksvaag. 

Abstract
Palliative care (PC) in Norway has evolved in close cooperation between the health authorities and health care professionals. A number of official reports and national plans have promoted a stepwise development of PC services on all levels of the public health care system: tertiary care, with palliative medicine units in university hospitals coupled with research groups and regional Units of Service Development; secondary care, with hospital-based consult teams, inpatient units, and outpatient clinics; and primary care, with home care and designated PC units in nursing homes. The regional Units of Service Development are specifically assigned to research, education, and audit, as well as to development and coordination of services. PC has been closely linked to cancer care and included in the national cancer strategy. Starting the organizational development at the tertiary level has been crucial for educational and audit purposes, and has provided an excellent basis for networking. The Norwegian strategy for PC has resulted in rapidly increasing quantity and quality of services, but several challenges are still pending. Further improvement of the financial reimbursement system is needed, in particular concerning the funding for PC units in nursing homes. There are also challenges related to expertise and training, including establishing a program for palliative nursing and getting palliative medicine recognized as a medical specialty. 
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Regional palliative care program in Extremadura: an effective public health care model in a sparsely populated region. 

Herrera-Emilio, Rocafort-Javier, De-Lima-Liliana, Bruera-Eduardo, Garcia-Pena-Francisco et al
Abstract
The Regional Palliative Care Program in Extremadura (RPCPEx) was created and fully integrated into the Public Health Care System in 2002. The local health care authorities of Extremadura (a large sparsely populated region in the west of Spain with 1,083,897 inhabitants) decided to guarantee palliative care as a basic right, offering maximum coverage, availability, and equity, functioning at all levels of assistance and based on the complexity of the case. The program provides full coverage of the region through a network of eight Palliative Care Teams under the direction of a regional coordinator. The mobile teams work in acute hospitals and in the community. This paper describes the program, using qualitative and quantitative indicators of structure, process, and outcome. Qualitative indicators assess, among others, the performance of the regional network, including the outcomes of the quality, training, registry, treatment, and research groups. Quantitative indicators applied consisted of the number of professionals (1/26,436 inhabitants), number of patients (1,635/million inhabitants/year), number of activities/million inhabitants/year (6,183 hospital and 3,869 home visits; 1,863 consultations; 14,748 advising services; 11,539 coordination meetings; and 483 educational meetings), cost of care (2,242,000 Euros per year), and opioid consumption (494,654 daily defined doses/year). Four years after the planning process and three years after becoming operational, the RPCPEx offers an effective and efficient model integrated into the public health care system and is able to offer comprehensive coverage, availability, equity and networking among all the structures and levels of the program. Several structural and organizational tools were developed, which may be adopted by other programs within the scope of public health. The provision of palliative care should not be conditioned by the patient's geographical location, his or her condition or disease or on the ability to pay, but on need alone. This model has successfully implemented palliative care in a region that offered many challenges, including limited resources and a disperse population in a geographically extensive region. These variables are also common in many rural areas in developing countries and the regional palliative care program offers a flexible approach that can be adapted to the needs and resources in different settings and countries in the world. 
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Catalonia WHO palliative care demonstration project at 15 Years (2005). 

Gomez-Batiste-Xavier, Porta-Sales-Josep, Pascual-Antonio, Nabal- Maria, Espinosa-Jose et al
Corporate author(s)
Palliative Care Advisory Committee of the Standing Advisory Committee for Socio-Health  Affairs, Dept of  Health, Government of Catalonia.

Abstract
Since 1990, a wide range of palliative care services has been implemented throughout the Catalan Health Care System. In 2005, 21,400 patients received palliative care; 59% had cancer (79.4% of all cancer patients) and 41% had other noncancer diagnoses (25.0%-56.5% of all noncancer patients). Today, more than 95% of Catalonia is covered by palliative care services. Fourteen districts have comprehensive palliative care networks. A total of 140 full-time physicians work in 183 specialty programs, including 63 palliative care units (with a total of 552 beds), 34 hospital consult teams, 70 home care teams, 16 outpatient clinics, and specialized pediatric and HIV/AIDS consult teams. Opioid consumption increased from 3.5mg per capita in 1989 to 21 mg per capita population in 2004. The cost of the specialist palliative care network is more than 40 million Euros annually. However, the cost efficiency is striking. Due to the radical change in the use of acute and emergency beds, the project saves the Catalan Health Care System an estimated 48 million Euros annually, a net savings of 8 million Euros annually. Additional preliminary data suggest that symptom control and patient/family satisfaction are both improved by these services. 
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Vietnam: integrating palliative care into HIV/AIDS and cancer care. 

Krakauer-Eric-L, Ngoc-Nguyen-Thi-Minh, Green-Kimberly, Van-Kham-Le, Khue-Luong-Ngoc. 

Abstract
Vietnam is struggling to meet the growing need for both disease- modifying and palliative care for people with life-threatening chronic diseases such as HIV/AIDS and cancer. Recently, Vietnam initiated rapid development of a national palliative care program for HIV/AIDS and cancer patients that builds on existing palliative care programs and experience and integrates palliative care into standard HIV/AIDS and cancer care. National palliative care guidelines have been issued by the Ministry of Health based on a rapid situation analysis. Plans now call for review and revision of opioid laws and regulations to increase availability of opioids for medical use, training in palliative care for clinicians throughout the country, and development of palliative care programs both in the community and in inpatient referral centers. 
p. 573-7
Palliative care development: the Nepal model. 

Brown-Stuart, Black-Fraser, Vaidya-Pradeep, Shrestha-Sudip, Ennals- Doug, LeBaron-Virginia-T. 

Abstract
Over the last few years, Nepali and international colleagues have been collaborating in the development of palliative care services in Nepal. The program continues to move forward amid the considerable social and political difficulties facing Nepal. Although a number of individuals and organizations have been involved, the partnership between the International Network for Cancer Treatment and Research and the Nepal Palliative Care Group is described in this paper. This joint effort has been broadly based on the World Health Organization foundation measures for palliative care: governmental policy, opioid availability, and education. 
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Mongolia: establishing a national palliative care program. 

Davaasuren-Odontuya, Stjernswaerd-Jan, Callaway-Mary, Tsetsegdary- Gombodoroj, Hagan-Robert et al
Abstract
Mongolia has established the foundation measures for a national palliative care program. Generic cost-effective opioids have been made available. Prescription regulations have been changed to allow opioid use according to good medical practice. Education on palliative care has been incorporated into the undergraduate curricula of doctors, nurses, and social workers, and the training of specialists in palliative care has been initiated concurrent with established standards for palliative care. 
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The Asia Pacific hospice Palliative Care Network: supporting individuals and developing organizations. 

Goh-Cynthia-R. 

Abstract
The Asia Pacific Hospice Palliative Care Network is a network of individuals and organizations involved in hospice and palliative care in Asia and the Pacific. It currently has 938 members in 28 countries, of whom 793 are individual members and 145 are organizations. Since its formation in 2001, its chief activities are the support of individuals working in palliative care services and the development of links between organizations involved in palliative care within each of its sectors. The Network actively encourages the formation of umbrella bodies or national associations within each sector. Education and training is provided through the services of faculty from countries with better developed palliative care services. A diploma course has also been developed in response to regional needs. 
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Palliative medicine teaching program at the University of Cape Town: integrating palliative care principles into practice. 

Gwyther-Liz, Rawlinson-Fiona. 

Abstract
The article describes the development of the postgraduate palliative medicine programs at the University of Cape Town (UCT) through collaboration with the Palliative Medicine Division from the University of Wales College of Medicine in Cardiff, United Kingdom. The course is presented as a distance-learning program supported by web-based learning with three face-to-face teaching sessions during the course. UCT recognized the urgent need to assist African doctors in developing the medical skills required to care for an ever- increasing population of patients and their families who are faced with terminal illness and the physical, emotional, psychosocial, and spiritual distress associated with end-of-life issues. Since 2001, 139 postgraduate students have registered for the course, 10% of whom are from African countries other than South Africa. Using the experience from UCT in distance-learning programs, the Hospice Palliative Care Association developed an interdisciplinary course, Introduction to Palliative Care. This course recognizes that, although improvement in patient care and palliative care will come as undergraduate training in palliative care is established, it is essential that previously qualified health care professionals are able to enhance their palliative care knowledge, skills, and attitudes. Trainers provide support to participants over a six-month period and assist in the transference of knowledge and skills into the workplace. 
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Promoting the integration of quality palliative care: the South African Mentorship Program. 

Defilippi-Kathleen-M, Cameron-Sue. 

Abstract
This article provides a brief outline of the HIV/AIDS situation in South Africa and the development of the Hospice Palliative Care Association (HPCA) as the background to an exploration of the changing face of palliative care in light of the demands of HIV/AIDS. It describes the South African Palliative Care Mentorship Program, including a description of the Integrated Community-Based Home Care (ICHC) model and its promotion of collaboration with the formal health care sector and other networking partners. The role mentorship played in its application to HPCA member hospices in response to the increasing demands of HIV/AIDS is outlined. The article also focuses on the development of provincial and regional mentorship capacity, the establishment of provincial palliative care development teams, the development of comprehensive palliative care standards, and the link between mentorship and accreditation. The key results of the promotion of the ICHC model and the effects of the mentorship program are highlighted, including possibilities for the expansion of the model beyond its original context in South Africa. The difficult issue of sustainability within an African context is also mentioned. In conclusion, there is a challenge to readers to explore the use of mentorship within their own palliative care settings. 
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Uganda: delivering analgesia in rural Africa: opioid availability and nurse prescribing. 

Jagwe-Jack, Merriman-Anne. 

Abstract
Hospice Africa Uganda introduced palliative medicine to Uganda in 1993 with enough funds to support a team of three clinicians for three months. Training in the medical and nursing schools was introduced in 1994. Since then, Uganda has achieved the three essential components of an effective public health strategy. It has also been the first country to have palliative care described as an essential clinical service and included in both the government's Strategic Health Plan and its HIV/AIDS National Strategic Framework (in 2000 and 2004), and to change the law to allow nurses and clinical officers who complete special training in palliative medicine at Hospice Uganda to prescribe morphine. Palliative care is spreading throughout the districts of Uganda, ensuring that morphine will be available to everyone who needs it. This is being done in collaboration with the Ministry of Health (MOH) and other organizations that collaborate in two umbrella organizations: the Palliative Care Association of Uganda and the Uganda Palliative Care Country Team. The former works on the ground in each district, establishing standards, collaborating, and carrying out continuing medical education in palliative care for all. The latter, chaired by the MOH, operates with the government to implement an integrated, coordinated, affordable, and culturally acceptable palliative care service throughout the country. 
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The international observatory on end of life care: a global view of palliative care development. 

Clark-David, Wright-Michael. 

Abstract
The International Observatory on End of Life Care (IOELC) was established at Lancaster University, UK, in 2003. Its aims are to provide clear and accessible research-based information about hospice and palliative care provision in the international context. Dissemination is via the Observatory web site (www.eolc- observatory.net), as well as through published articles, monographs, reports, and other media, in ways that facilitate cross-national comparative analysis and stimulate practical development. Primary research studies and reviews are undertaken to generate relevant information. We describe the methods adopted by the IOELC and the range of projects recently undertaken. In particular, we give details of the IOELC categorization of hospice and palliative care development, which can be applied at the country level to facilitate international comparison. We show how this has been used to create a world map of hospice and palliative care provision and indicate some of the uses to which this can be put and the ways in which it can be refined over time. 

Publication type
Journal-Article, Review.

p. 533-41
Implementing quality palliative care. 

Ferris-Frank-D, Gomez-Batiste-Xavier, Fuerst-Carl-Johan, Connor- Stephen. 

Abstract
Quality palliative care is of interest to everyone who is receiving or providing care. The quality of the care that is provided depends on everyone's understanding of the underlying model that is guiding patient/family care; the organization's mission and vision; and the consistency of the language, practice and treatment guidelines, outcome assessment and performance improvement strategies that everyone is using from day-to-day. Implementation of quality palliative care within an organization starts with careful strategic planning followed by the systematic development of guidelines, outcome measures, indicators, standards and a performance improvement process through an inclusive consensus-building process. By modifying existing widely-accepted models, organizations can expedite their implementation of quality palliative care. Through careful attention to evolving this process over time, everyone will be the benefactors of a high-quality palliative care experience. 
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Ensuring opioid availability: methods and resources. 

Joranson-David-E, Ryan-Karen-M. 

Abstract
The pain and palliative care fields are encouraged to learn about government drug control policy and to engage with their governments to examine these policies and their implementation in order to address impediments to patient access to pain management. Although pain management is a necessary part of palliative care, it is often impossible because strict national and state regulations block access to opioid analgesics. It is important for us to know that in adhering to international drug treaties, governments often concentrate on drug control to the exclusion of their obligation to ensure opioid availability for medical and scientific purposes. Indeed, international health and regulatory authorities are increasingly concerned about wide disparities in national consumption of opioid analgesics and have called on governments to address barriers in their national laws and regulations that govern the prescribing of opioid analgesics. The Pain & Policy Studies Group (PPSG) has developed methods and resources to assist governments and pain and palliative care groups to examine national policies and make regulatory changes. Romania, India, and Italy are examples. The PPSG is developing several new resources, including a training program for Fellows from low- and middle-income countries, enhanced support of collaborators working on opioid availability, an internet course in international pain policy, an improved website with policy resources and country profiles, and new approaches to the study of opioid consumption indicators. 
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Ensuring palliative medicine availability: the development of the IAHPC list of essential medicines for palliative care. 

De-Lima-Liliana, Krakauer-Eric-L, Lorenz-Karl, Praill-David, Macdonald-Neil, Doyle-Derek. 

Abstract
In response to a request from the World Health Organization (WHO), the International Association for Hospice and Palliative Care (IAHPC) developed a List of Essential Medicines for Palliative Care based on the consensus of palliative care workers from around the world. IAHPC designed a process of five steps, which included developing a set of ethical guidelines; identifying the most common symptoms in palliative care; identifying a list of medications to treat those symptoms; carrying out a survey using a modified Delphi process with participants from developed and developing countries; and convening a meeting of representatives from regional, international, and scientific organizations to develop the final list. Twenty-one symptoms were identified as the most common in palliative care, and an initial list of 120 medications resulted from the initial survey. Seventy-one participants from developing and developed countries responded to the Delphi survey and agreed on the effectiveness and safety of 48 medications for 18 of the 21 symptoms. The final step included discussions among representatives from 26 organizations, which led to the finalization of the list. The IAHPC List of Essential Medicines for Palliative Care includes 33 medications, of which 14 are already included in the WHO Model List. The participants agreed that there is too little evidence to recommend medications for five of the symptoms and suggested that further research be carried out to solve this need. The IAHPC and all the organizations involved in this process welcome suggestions on ways to continue to improve the List of Essential Medicines for Palliative Care and to improve access to medications for patients in need. 
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Integrating palliative care into national policies. 

Stjernswaerd-Jan, Foley-Kathleen-M, Ferris-Frank-D. 

Abstract
Good policies lay the groundwork for an effective health care system and society. They facilitate the implementation of palliative care programs aimed at providing care for all people in need of these services, and they ensure equitable access to affordable medications and therapies. The lack of good policies can lead to unnecessary suffering and costs for patients, families, and society. Three- quarters of cancer patients worldwide are incurable when diagnosed. Because the size of the problem--and the suffering associated with cancer--is enormous, development of a national cancer control policy is an effective point of entry to begin integrating palliative care into a country's health care system. To be comprehensive, every cancer center must include palliative care. Ideally, palliative care is incorporated as a priority within all aspects of each country's national health plan, so that all patients living with or dying from any chronic disease may have their suffering relieved, including children and the elderly. To this end, policies that address essential medicines must include a list of palliative care medications. Supplies of affordable, generic medications that are equally efficient must be adequate and available throughout the country wherever patients live (especially opioids for pain control). 
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Funding for palliative care programs in developing countries. 

Callaway-Mary, Foley-Kathleen-M, De-Lima-Liliana, Connor-Stephen-R, Dix-Olivia, Lynch-Thomas et al
Abstract
There are many palliative care developments in resource-poor regions of the world. Most of them are supported by third-party donors and grant makers. The funding necessary to cover essential palliative care services usually exceeds the financial means of many developing countries. Health care services may have to be complemented by nongovernmental organizations that are dependent on fund raising and voluntary donations from a variety of external sources. Coordinated action by international funding agencies is needed to ensure that the world's poorest people have access to essential medications and appropriate palliative care. To this end, international networking in the palliative care field is vital. There are now a number of collaborative networks that make a significant contribution to the development and sustainability of hospice and palliative care across many resource-poor regions of the world. 
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The worldwide palliative care alliance: networking national associations. 

Praill-David, Pahl-Nick. 

Abstract
Hospice and palliative care has a history of collaboration. National associations of hospice and palliative care are now developing across the world and have produced a new partnership, the Worldwide Palliative Care Alliance. The alliance aims to support the scale-up of services across the world and share best practice across national associations. The alliance facilitates World Hospice and Palliative Care Day and advocacy activities such as the use of the Korea Declaration. There are a number of work groups covering areas such as education and training, organizational development, and quality and standards, which aim to assist national associations and hospice and palliative care services to develop. A third worldwide summit of national associations is planned for 2007. 
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Needs assessments in palliative care: an appraisal of definitions and approaches used. 

Higginson-Irene-J, Hart-Sam, Koffman-Jonathan, Selman-Lucy, Harding- Richard. 

Abstract
We report a systematic appraisal of definitions and approaches to needs assessment in palliative care. Electronic databases were searched, and relevant individuals and organizations were contacted to identify needs assessments in palliative care. Over 200 articles were identified giving general information on needs assessment, and 77 articles comprised palliative care-related needs assessment reports. The reports originated from Africa (37), Australia (1), Europe (including former central/eastern European states) (35), USA (1), Latin America (5), and Asia (7). Two underpinning definitions of need were identified, that of Maslow from the field of psychology, and that of Bradshaw from sociology. However, in conducting needs assessments, these definitions were operationalized, and here the National Health Service Executive definition of need as the ability to benefit from health care is helpful. We identified three main categories of approach to needs assessment--epidemiological, corporate, and comparative--that can be used in combination. Careful consideration must be paid to any needs assessment data to ensure that the assessment is implemented. 

p. 494-9

Palliative care as an international human right. 

Brennan-Frank. 

Abstract
There are major disparities in the provision of palliative care around the world. In recent years, a statement of advocacy and objective has been repeatedly articulated that the provision of palliative care is a human right. This article examines the foundation for this assertion in the context of international human rights law. The strengths and weaknesses of this assertion are examined. The nature of both the right and, correlatively, the obligation on individual governments is discussed. 
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The public health strategy for palliative care. 

Stjernswaerd-Jan, Foley-Kathleen-M, Ferris-Frank-D. 

Abstract
The quality of life of at least 100 million people would have improved--if today's knowledge of palliative care was accessible to everyone. A Public Health Strategy (PHS) offers the best approach for translating new knowledge and skills into evidence-based, cost- effective interventions that can reach everyone in the population. For PHSs to be effective, they must be incorporated by governments into all levels of their health care systems and owned by the community. This strategy will be most effective if it involves the society through collective and social action. The World Health Organization (WHO) pioneered a PHS for integrating palliative care into a country's health care system. It included advice and guidelines to governments on priorities and how to implement both national palliative care programs and national cancer control programs where palliative care will be one of the four key pillars of comprehensive cancer control. The WHO PHS addresses 1) appropriate policies; 2) adequate drug availability; 3) education of policy makers, health care workers, and the public; and 4) implementation of palliative care services at all levels throughout the society. This approach has demonstrated that it provides an effective strategy for integrating/establishing palliative care into a country. 
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Advancing palliative care: the public health perspective. 

Callaway-Mary, Ferris-Frank-D. 
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The use of palliative and hospice care in the nursing home setting. 

Rhodes-Ramona-L. 

	Article Title: 
	Financial Challenges for Hospital - Based Palliative Care Programs

	Author(s):
	Cassel , J . B .

	Journal Title:
Access 
	ONCOLOGY ISSUES
2007 ; VOL 22 ; PART 3   

	Page:
	30-33


PAIN PRACTICE : THE OFFICIAL JOURNAL OF WORLD INSTITUTE OF PAIN
Jun 2007, vol. 7, no. 2
p. 103-9
Attitudes and beliefs regarding the role of interventional pain management at the end-of-life among caregivers: a 4-year perspective. 

Cahana-Alex, Arigoni-Flavia, Robert-Laurent. 

Abstract
Intrathecal and epidural opioid analgesia represents a major advance in the management of cancer pain, adding a new dimension to opioid therapy by allowing prolonged analgesia through the use of significantly lower doses than those required for systemic administration. However, myths, misconceptions, and apprehension continue to serve as major barriers to effective cancer pain management, and concerns regarding safety, efficacy, and relative ease of utilization still prevail. This, in turn, results in unnecessary suffering, depression, diminished cognitive function, sleep disturbance, functional disability, and compromised quality of life. We conducted a survey to systematically explore medical and paramedical attitudes prior to and 4 years after the introduction an interventional pain program and attempted to qualitatively analyze what appeared as main facilities or difficulties following end-of- life clinical experiences. In general we found that all caregivers were satisfied from using interventional pain relief techniques at the end-of-life; more so among caregivers directly involved in patient care. Although nearly half of the responders initially found technical manipulations moderately difficult to difficult, after a simple hands-on instruction all found these techniques to be helpful, simple and feasible. When all went well, caregivers found implantable devices as a useful tool to relieve pain, to increase the ability of patients to complete personal endeavors, notably mobilization, but also noted an increased patient anxiety at the end-of-life. When all went wrong, caregivers evoked the paradoxical attitude of patients to having a high-tech treatment at the end-of-life, causing them eventually to have false hope, as well as the phenomenon of interdisciplinary hyperactivity, creating what was referred to as therapeutic futility. In summary, this study suggests the importance on insisting to introduce novel techniques into practice despite initial apprehension, however, quality improvement by detecting and overcoming attitudinal barriers remain primordial and requires narrative research. 
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The impact of the palliative care mobile team on symptom assessment and medication profiles in patients admitted to a comprehensive cancer center. 

Yennurajalingam-Sriram, Zhang-Tao, Bruera-Eduardo. 

Abstract
GOALS OF WORK: In recent years, tertiary care hospitals and cancer centers have shown great interest in forming palliative care consultation teams. Thus, these centers may be interested in the types of care that such teams give, which could help the other centers put together their own teams. However, the availability of such information is limited. The purpose of our study was therefore to describe the experience of a palliative care team at our comprehensive cancer center. MATERIALS AND METHODS: We reviewed the medical records of 100 consecutive patients who were referred to our palliative care mobile team between November 2004 and January 2005; we then analyzed the primary interventions of this team. RESULTS: The median patient age was 61 years; 57 patients were female. The most frequent symptoms were fatigue in 78% and pain in 62% of patients. The main interventions by the palliative team were changes in medication types (opioids, antiemetics, neuroleptics, and laxatives) and in medication doses. CONCLUSIONS: Palliative care mobile teams make multiple changes in previous medications and provide almost universal counseling services to patients and families. The length of involvement with the patient and family is short; therefore, rapid stabilization and counseling are required. Our findings regarding medication changes could be helpful to tertiary care hospitals and cancer centers considering palliative care consultation teams. 
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Psychotropic drugs for terminally ill patients with respiratory disease. 

Kanemoto-Kouji, Satoh-Hiroaki, Kagohashi-Katsunori, Kurishima-Koichi, Ishikawa-Hiroichi, Ohtsuka-Morio. 

Abstract
Utilization of psychotropic drugs including hypnotics, sedatives, and parenteral morphine for terminally ill patients with respiratory disease has not been reported precisely. To better understand these drugs for dying patients with respiratory disease, we focused on the last month of life of them. A chart review, which was focused on symptoms and managements, in the last month of life of 337 patients who died of respiratory disease between April 2000 and March 2005 were performed. Hypnotics were prescribed in 35.8% and 23.2% of patients with malignant and non-malignant disease, respectively. Sedatives such as haloperidol and midazolam were utilized in 34.4% of patients with malignant disease, and 30.4% of those with non- malignant disease. Sixty-seven percent of patients with malignant and 22.4% of those with non-malignant disease had parenteral morphine. In patients with malignant disease, three of the main reasons for administration of morphine were pain, dyspnea, or terminal restlessness. In all of the patients with non-malignant disease, however, parenteral morphine was prescribed for the treatment of dyspnea. Our results showed that psychotropic drugs and parenteral morphine are required in some of terminally ill patients with respiratory disease. Although careful individualization of medication is appropriate, guideline for the prescribing psychotropic drugs for these patients will be required. 
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