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An update for internists

ABSTRACT

All clinicians should maintain basic skills in general
palliative care to help address the needs of patients

and families. Because keeping up with the information
provided by the growing palliative care literature can be
challenging, we conducted a detailed search via Med-
line for palliative care articles published in 2020 in top
peer-reviewed medical journals. Using a consensus-driven
process of selection, we reviewed and summarized 11
articles to enhance knowledge of the practice-changing
palliative care literature for general internists.

KEY POINTS

262

Transitions in health status provide important opportuni-
ties for internists to engage in advance-care planning
with patients and complete physician orders for life-
sustaining treatment (POLST) forms to improve delivery
of goal-concordant care.

Internists can look for opportunities to improve patients’
healthcare experience near end of life and reduce health-
care utilization by considering palliative care involvement
for patients with non-cancer diagnoses.

Internists should be aware of the implications of COVID-19
on older adults’ experience of loneliness and social isola-
tion and its associated health consequences.

Patients with advanced cancer may benefit from as-needed
olanzapine for chronic nausea or methylphenidate for
fatigue.

doi:10.3949/ccjm.89a.21075
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ALLIATIVE CARE (PC) uses aN interdis-
Pciplinary approach to optimize quality
of life and goal-concordant care for patients
and families facing serious illnesses. With
increasing age and therapies for cancer and
other chronic diseases, the need for PC at a
population level is significant.! Internists are
frequently called upon to address PC needs
of patients, including advance-care planning,
symptom control, and providing goal-concor-
dant care.? Yet keeping up with the growing
PC literature is challenging.

This article reviews important PC research
articles published between January 1 and De-
cember 31, 2020, using a case-based format.
After performing a Medline keyword search
of PC terms (palliative, pain, end-of-life,
symptom management, communication, hos-
pice, terminal illness, advanced directives)
of 15 leading peer-reviewed PC journals, all
identified articles were reviewed, and 11 ar-
ticles> !’ were selected for inclusion by rank-
ing and consensus discussion based on the
following factors: PC content, scientific rigor,
impact on practice, and relevance to general
medicine.

I PALLIATIVE CARE FOR NON-CANCER
ILLNESSES

Background
While most PC interventions involve patients
with cancer, many patients with chronic non-
cancer diagnoses also need significant coordi-
nated and appropriate healthcare, especially
at end of life.!*

A meta-analysis and systemic review by
Quinn et al> measured the association between
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healthcare use, quality of life, and symptom
burden in PC interventions for adults with
non-cancer illnesses.

Findings

The analysis included 28 PC intervention
trials for heart failure, chronic obstructive
pulmonary disease, and dementia.’ PC, com-
pared with usual care, involved less emer-
gency department use (20% vs 24%; odds
ratio [OR] 0.82, 95% confidence interval
[CI] 0.68-1.00) and fewer hospitalizations
(38% vs 42%; OR 0.80, 95% CI 0.65-0.99).
PC was not associated with improved qual-
ity of life (pooled standardized mean differ-
ence [SMD], 0.18, 95% CI, -0.24 to 0.61)
and was associated with lower symptom bur-
den, especially with interdisciplinary team
involvement (pooled SMD -0.12, 95% CI,
—0.20 to — 03). PC was also associated with
more advance-care planning compared with
usual care (38% vs. 42%, OR 2.95, 95% CI
1.52-5.73).°

Implications

Although it is unclear what aspects of PC
influenced outcomes, PC interventions can
help reduce emergency department use, hos-
pitalizations, symptom burden, and increase
advance-care planning for non-cancer diag-
noses.

I PALLIATIVE CARE CONSULTATIONS
REDUCE BURDENSOME INTERVENTIONS

Background

Patients near end of life have higher intensity
of care that does not necessarily lead to better
outcomes.* Unpredictable disease trajectories
associated with non-cancer diagnoses pose
challenges in determining when to pursue a
comfort-based approach.?”

In this population-matched Canadian co-
hort study, Quinn et al* measured the associa-
tion between newly initiated PC in the last 6
months of life and healthcare use and location
of death in adults dying from non-cancer vs
cancer illnesses. Secondary outcomes includ-
ed the rates of potentially burdensome inter-
ventions such as positive pressure ventilation,
cardiopulmonary resuscitation, and initiation
of dialysis.
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Findings

PC involvement in patients dying from non-
cancer illness related to chronic organ fail-
ure was associated with 12% reduction in
both emergency department visits (adjusted
rate ratio [ARR] 0.88, 95% CI 0.85-0.91)
and hospital admissions (ARR 0.88, 95% CI
0.86-0.91); 41% reduction in intensive care
unit (ICU) admissions (ARR 0.59, 95% CI
0.56-0.62); and increased odds of dying at
home or nursing home vs dying in hospi-
tal (OR 1.67, 95% CI 1.60-1.74).* Rates of
potentially burdensome interventions were
lower for those receiving PC (OR 0.66, 95%
CI 0.64-0.69). Similar results were found for
cancer patients. Unexpectedly, PC increased
rates of emergency department visits (ARR
1.06, 95% CI 1.01-1.12) and hospital ad-
missions (ARR 1.33, 95% CI 1.27-1.39) in
patients dying from dementia. However, dif-
ferences in these outcomes depended on pa-
tients’ primary residence (nursing home vs.
community). No association was found be-
tween healthcare use and PC for dementia pa-
tients living in the community compared with
those in nursing homes. Community-dwelling
dementia patients also had increased odds of
dying at home (OR 1.35, 95% CI 1.23-1.49).
The study only measured physician-led PC in-
terventions; non-physician PC interventions
could not be extrapolated.*

Implications

Like cancer, non-cancer diagnoses can benefit
from specialty PC interventions at end of life
and have the potential to reduce healthcare
use and burdensome interventions.

I TREATMENT-LIMITING PHYSICIAN ORDERS
FOR LIFE-SUSTAINING TREATMENT

Background

While treatment-limiting physician orders for
life-sustaining treatment (POLSTs) have been
shown to ensure patient treatment preferences
and thereby reduce some burdensome inter-
ventions at end of life,' association with ICU
care is less understood.

Lee et al’ conducted a retrospective cohort
study of decedents with preexisting POLSTs
who were hospitalized within 6 months of
death to evaluate the association of POLSTs
for medical interventions and ICU admission.
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Findings

Of the 1818 decedents, ICU admissions oc-
curred in 31% (95% CI, 26%-35%) with
comfort-only orders, 46% (95% CI 42%-
49%) with limited-intervention orders, and
62% (95% CI 58%—-66%) with full-treatment
orders.” Patients with comfort-only or limit-
ed-intervention POLSTs were less likely to re-
ceive ICU admission (comfort only, ARR 0.53
[95% CI 0.45-0.62]; limited interventions,
ARR 0.79 [95% CI 0.71-0.87]). However,
38% (95% CI 35%—40%) of patients with
treatment-limiting POLSTs received POLST-
discordant care. Factors associated with lower
likelihood of POLST-discordant care were
dementia with comfort-only orders, cancer,
and older age. Traumatic injury was associated
with a higher likelihood of POLST-discordant
care. The incidence of POLST-discordant
intensive care did not decrease significantly
over the 8 years of study (comfort only, ARR
1.01 per year [95% CI 0.94-1.09; P = .70]; lim-
ited interventions, ARR 1.00 per year [95%
Cl1 0.96-1.04; P=.90]).°

Implications
Treatment-limiting POLSTs were associated
with lower rates of ICU admission compared

Findings

Of the 233 enrolled patients, 199 (97 inter-
vention, 102 control) were eligible to be ana-
lyzed, and the primary outcome of transition
to do-not-resuscitate/do-not-intubate  was
significantly more frequent (50.5% vs 23.4%,
P < .0001) and occurred earlier (P < .0001)
with PC intervention in both unadjusted and
adjusted models. For secondary outcomes,
transfer to hospice occurred significantly more
frequently (18.6% vs 4.9%, P = .0026), and
mechanical ventilation was of shorter median
duration (4 vs 6 days, P = .0415) with PC in-
tervention. There was no significant change
in hospital, ICU, and 30-day mortality or hos-
pital or ICU length of stay.®

Implications

Early targeted interprofessional PC consulta-
tions in the ICU increased transitions to do-
not-resuscitate/do-not-intubate by hospital
discharge, increased hospice referrals, and
reduced days on mechanical ventilation. Fur-
ther study is warranted to fully understand the

cost implications of routine PC consultations
in the ICU.

Treatment- I BRIEF COACHING SESSIONS CAN
- with full-treatment POLSTs. As 38% of pa- IMPROVE RESIDENT COMMUNICATIONS
limiting tients received POLST-discordant care, fur- OF GOALS OF CARE
physician orders ther work is necessary to help provide patients
. . with goal-concordant care at end of life. Fur-  Background
for life-sustain- ther, as the study excluded patients not hospi-  In teaching hospitals, resident physicians fre-
ing treatment talized prior to death, this may over-estimate ?ue{ltly initéat? {;(Eals‘of—iare diSCFSSfOUS and
. the overall prevalence of goal-discordant care. acilitate end-ot-life care but may feel uncom-
were associated g ; fortable with these discussions.®
with lower ICU [ EARLY PALLIATIVE CONSULTS CLARIFY Rodenbach et al” aimed to improve in-
admissions PATIENT ICU GOALS-OF-CARE ternal medicine resident PC skills through 2
didactics and thrice-weekly coaching sessions
Background . . (averaging 16 minutes per session) during
Although .PC appears to improve qual.lty of inpatient rotation. Residents completed pre-
life for patl‘ents,”. StUdles.Of PC mpact in the  4nd post-rotation surveys of their prepared-
ICU are mixed with varying study designsand | oqs in discussing PC topics.
measured outcomes.
Ma et al® employed a single-center cluster,  Findings
randomized crossover trial with 6-week wash-  Residents rated coaching sessions as useful
out period to determine if early triggered mul-  and reported improved preparedness in goals-
tidisciplinary PC consults in the ICU would  of-care conversations.” Residents asked ques-
improve end-of-life outcomes. They used pre-  tions centered on the following PC topics:
determined criteria to select patients at high ~ communication (68.3%), pain (9.7%), non-
risk of mortality who were randomized to PC  pain symptoms (9.2%) and ethics (4.9%).
consultation by an interprofessional team with- ~ During the 14-month intervention period, 42
in 48 hours of ICU admission vs standard care.  residents cared for 232 at-risk patients (those
264 CLEVELAND CLINIC JOURNAL OF MEDICINE VOLUME 89 e NUMBER 5 MAY 2022
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> 65 years with > 2 hospitalizations in past 6
months or any patient > 90 years). Among
at-risk patients, documented goals-of-care dis-
cussions rose from 5.2% to 12.9% before hos-
pitalization, and from 25.0% to 57.3% before
discharge. Rates of POLST completion did
not differ between pre-intervention and inter-
vention groups.’

Implications

Brief coaching sessions can integrate PC edu-
cation into a busy clinical service, improve
resident preparedness, and increase likelihood
that residents will facilitate and document
goals-of-care discussions with hospitalized pa-
tients.

I 3 WISHES PROJECT (3WP): ENHANCE
PATIENT DIGNITY, REFLECT PATIENT
IDENTITY, AND HONOR END-OF-LIFE
PREFERENCES

Background

The 3 Wishes Project (3WP) elicits and im-
plements wishes from dying ICU patients,
family members, and clinicians to celebrate
the legacy and life of patients through acts of
compassion."”

Vanstone et al® completed a mixed-meth-
ods study with 730 patients from 4 North
American, tertiary care ICUS, eliciting 3,407
(from 11 wish categories) and implementing
3,325 wishes. Qualitative data were gathered
from 75 family members, 72 clinicians, and 20
managers or hospital administrators.

Findings

The value of 3WP included family honor-
ing the lives and legacies of loved ones while
inspiring compassionate clinical care.® Ex-
amples of performed wishes included dress-
ing the patient in their own clothing, hav-
ing a celebration in the patient’s room, and
providing transportation to enable others
to visit the patient in the hospital. Family
members reported an enhanced care experi-
ence with redirection of attention from the
illness to the person’s identity. Transferabil-
ity factors included family appreciation and a
collaborative ICU culture committed to dig-
nity-conserving end-of-life care. 3WP was
affordable (mean cost $5.19 per wish) after
minimal investment for reusable materials.

CLEVELAND CLINIC JOURNAL OF MEDICINE

Downloaded from www.ccjm.org on August 14, 2025. For personal use only. All other uses require permission.

Each site sustained 3WP after study comple-
tion. Cultural sensitivity and adaptation may
be needed for more vulnerable, diverse, or
disadvantaged populations.®

Implications
When championed by compassionate local
clinicians, 3WP is a valuable, transferrable,

affordable, and sustainable program at end of
life in the ICU.

Il COVID-RELATED LONELINESS
AND END OF LIFE

Background

Loneliness is the subjective feeling of being
left out, isolated, and lacking companionship,
afflicting up to 32% of adults over age 55.2°%
[t is associated with increased rates of depres-
sion, functional decline, cognitive decline,
and premature death.?? Older adults with
multimorbidity, recent life transitions, shrink-
ing social networks, and poor socioeconomic
status are frequently at risk for loneliness.?**
The COVID-19 pandemic has been associ-
ated with increased risk of loneliness in older
adults.”

Abedini and colleagues’ explored the re-
lationship of loneliness end-of-life experience
in older adults by conducting a secondary data
set analysis of the Health and Retirement
Study, a nationally representative, longitudi-
nal survey of lonely and non-lonely American
decedents over age 50 who died between 2004
and 2014 (n = 8,700). Postmortem interviews
were performed with next-of-kin after partici-
pant death.

Findings

Approximately one-third of the 2,896 de-
cedents (34%) were lonely near end of life.”
Lonely older adults had statistically significant
higher odds of suffering from pain, difficulty
breathing, severe fatigue, and confusion in the
last year of life, were more likely to have high-
er total symptom burden at end of life, more
likely to die in a nursing home rather than at
home (ARR 1.78; 95% CI, 1.30-2.42), and
more likely to use life support in the last 2
years of life (ARR 1.36; 95% CI, 1.08-1.71).
This study was limited by its cross-sectional
design and inability to assess causality.’
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Implications

While this study was not conducted during
the COVID-19 pandemic, loneliness is as-
sociated with higher symptom burden and
poorer end-of-life outcomes. Given CO-
VID-19 has exacerbated social isolation
and loneliness,’* clinicians should consider
screening for and documenting loneliness
routinely across care settings to identify

high-risk older adults.

Il FAMILY VISITATION REDUCES POST-
OPERATIVE DELIRIUM AFTER SURGERY

Background

Delirium affects up to 50% of older hospital-
ized adults, increasing hospital length of stay,
functional decline, risk of subsequent demen-
tia, and mortality, all leading to $164 billion
in annual healthcare costs in the United
States.?>?* Multimodal, nonpharmacologic in-
terventions like Hospital Elder Life Programs
(HELP) have been shown to improve postop-
erative delirium outcomes, but typically rely
on volunteers.?>?

Wang and colleagues'® evaluated whether
family rather than volunteer-based HELP pro-
grams could reduce postoperative delirium
and associated complications. They conduct-
ed a single-blind, cluster randomized control
trial in patients over age 70 on 6 surgical floors
in a Chinese hospital assessing tailored-HELP
intervention vs usual care. Families received
education and nurse supervision as part of the
intervention.

Findings

Of the 281 patients enrolled, postoperative
delirium occurred in 2.6% of intervention
patients vs 19.4% in usual care patients (RR
0.14, 95% CI 0.05-0.38).!° Intervention pa-
tients had significantly less functional decline
and cognitive decline at discharge, and mean
length of stay was 4.26 days shorter. General-
izability is limited as China has higher num-
bers of patients per nurse, longer length of stay
owing to lack of post-acute care facilities, and
surgeons less commonly perform surgery on
frail patients. Hence, the patient population
may have been younger and possibly more ro-
bust compared to the United States popula-
tion. '

VOLUME 89 e NUMBER 5

Implications

Use of family caregivers rather than volun-
teers as participants in HELP interventions
can reduce postoperative delirium and im-
prove outcomes in older hospitalized patients
in China. While this study did not evaluate
the implications of COVID-19 on family-
based interventions, other studies have shown
that visitor restriction during the COVID-19
pandemic is associated with increased inci-
dence of delirium,?” and hence involvement
of family should be considered to help reduce
postoperative delirium.

I PHYSICIAN ENGAGEMENT WITH
INTERPRETERS FOR END-OF-LIFE
CONVERSATIONS

Background
Approximately 26 million people living in the
United States have limited English-proficien-
cy that can negatively impact their healthcare
experience and outcomes.'?%?° Use of medi-
cal interpreters in language-discordant patient
encounters improves outcomes,’? but little is
known about the views of medical interpreters
around best practices for end-of-life conversa-
tions.

Silva and colleagues'' conducted 12 semi-
structured interviews with Spanish and Chi-
nese interpreters at a New York City hospital.

Findings

Qualitative analysis demonstrated that inter-
preters felt conflict between the need to trans-
late words directly vs portraying messages in
a culturally appropriate manner.!! They felt
high emotional burden when unprepared, and
expressed challenges with interpreting end-of-
life terms that are not commonly used in their
culture (ie, do-not-resuscitate, intubation, re-
suscitation, PC).!!

Implications

In-person interpretation should be used when-
ever possible for end-of-life conversations.
Pre-meetings and debriefings can ensure that
interpreters are prepared for challenging end-
of-life conversations with reduced emotional
burden. Interpreting within the normative
cultural context rather than literal translation
should be emphasized.

MAY 2022
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I OLANZAPINE IMPROVES CHRONIC
NAUSEA IN ADVANCED CANCER

Background

Chronic nausea is a distressing symptom in
advanced cancer. While case reports and ret-
rospective data suggest olanzapine may be
helpful, there have been limited data from
randomized control trials.*

Navari et al’? conducted a multicenter, dou-
ble-blind, placebo-controlled pilot randomized
control trials to study the use of olanzapine (5
mg/day orally) for chronic nausea in 30 patients
(15 per arm) with advanced incurable cancer
who continued to have chronic nausea > 7 days
after completing chemotherapy or radiation
therapy. Patients were permitted to use their
prior anti-emetics as needed. Numerical scores
for symptom intensity (appetite, nausea, fatigue,
sedation, pain, well-being) and number of vom-
iting episodes were measured daily for 7 days.

Findings

Median nausea scores improved at day 1 in olan-
zapine arm to 2 (range, 2-3) compared with 9
(range, 8-10) in placebo arm.!? The reduction
in nausea scores in olanzapine arm was 8 points
(95% CI, 7-8, P < .001) more than the placebo
arm at 1 week. Additionally, olanzapine reduced
vomiting, fatigue, pain and improved appetite
and well-being (all P < .05). No adverse events
were reported. After the protocol was broken,
nearly all placebo patients transitioned to olan-
zapine with marked efficacy and minimal toxic
effects. Patients only discontinued olanzapine
when they were unable to take oral medica-
tions or died. While this pilot study had a small
sample size, it did show substantial symptomatic
improvement.!?

Implications

Olanzapine 5 mg daily is effective and well-
tolerated for chronic nausea and vomiting as-
sociated with advanced cancer.

M METHYLPHENIDATE IMPROVES FATIGUE
IN ADVANCED CANCER

Background

Fatigue is a common symptom that impacts
quality of life in advanced cancer. Systematic
reviews of methylphenidate for cancer-related
fatigue have shown statistically significant re-
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duction in fatigue, although less often clini-
cally significant to patients.’!

Pedersen and colleagues’® conducted a
prospective, controlled, double-blind, paired
design study to evaluate the efficacy of meth-
ylphenidate as needed for management of
fatigue in advanced cancer. Inpatient PC pa-
tients at a single institution in Denmark re-
ceived a box of randomly arranged tablets of
10-mg methylphenidate or placebo to take in
predetermined order up to every 3 hours as
needed for fatigue over the course of a week
with subsequent measures of symptoms 2 and
5 hours after tablet administration.

Findings

Twenty-eight of 38 enrolled participants were
evaluable.”” Mean change (decrease) in tiredness
scores (on a 100-point visual analogue scale) at
2 and 5 hours was 20 and 17 after methylphe-
nidate administration and 8 and 5 after placebo
administration, respectively. Comparing mean
differences, a significant decrease for methyl-
phenidate compared with placebo was observed
after 2 (P = .004) and 5 hours (P = .001), respec-
tively. Methylphenidate was also significantly
more effective compared with placebo regarding
secondary measures of drowsiness and activity at
2 hours (P < .001 and P = .008, respectively).
No serious adverse events were reported. Limita-
tions of the study are short follow-up time, and
the 3-hour interval of tablet administration may
not have been long enough for washout of the
prior tablet.”?

Implications

10 mg of methylphenidate as needed provided
statistically and clinically significant impact
on fatigue scores in PC patients with advanced
cancer. Studies of longer duration are needed.

I CONCLUSION

Recent PC research provides important guid-
ance to general medicine clinicians in symp-
tom management, advance-care planning, and
communication training in order to maximize
compassionate care to patients and family
members with serious illness. [
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