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Mitigating Potential Bias
The information presented in this CME program is based on 
recent information that is explicitly ‘‘evidence-based’’.
This CME Program and its material is peer reviewed and all the 
recommendations involving clinical medicine are based on 
evidence that is accepted within the profession; and all scientific 
research referred to, reported, or used in the CME/CPD activity in 
support or justification of patient care recommendations 
conforms to the generally accepted standards



Objectives

• To describe the role of integrating a palliative approach to care for the 
older adult living with chronic illness and its relevance to mental health. 

• To develop an approach to assess suffering in a person living with chronic 
illness including issues related to dementia

• To review approaches to advance care planning and  goals of care 
discussions

• To highlight concepts associated with a wish for hastened death



88 years old
• Heart failure (CHF)
• Chronic kidney disease (CKD)
• Diabetes (DM)

• Depression
• Hypertension
• Dyslipidemia
• Osteoarthritis
• Spinal stenosis

• Lives with his daughter and
Granddaughter

• Originally from Italy. Immigrated to Canada when his children were young. Describes that he and his wife 
worked hard to give his children a good life.

Meet Mr. S



Mr. S

He has constant leg and back pain

He is SOB when walking @ 10 steps

1-2 pillow orthopnea

He often isolates himself from his 
family. He sometimes refuses to 
eat, saying he is ready to die.

Needs help with his ADL’s and 
IADL’s

Spinal 
Stenosis

CHF

Depression



My children need to 
live their own lives. I 

don’t want them taking 
care of me

I can’t even help 
my daughter 

because every 
time I walk I am in 

pain and I can’t 
breathe

I was always 
the strong one

I feel useless

I wish I could 
just go to sleep 

and not wake up



Chronic Illness In Canada

Mental Health and Wellness

Chronic medical 
conditions are significant 
risk factors for depression

Gold et al. Nat Rev Dis Primers 2020; 6:69



Should we integrate a 
palliative approach to 
care?

YES!

NO!



Integrating a Palliative Approach to Care

• Reduce your family’s stress and anxiety.

• Improve your satisfaction with your care.

• Improve your quality of life and quality of death.

• Addresses wishes and values and goals of care to decreases burden of 
decision making on family and increase patient concordant care.

Temel et al. NEJM 2010 363: 733-742                       

Diop et al. J Pall Med 2017 20(1) 84-92

Irwin et al. Am J Geriatr Psychiatry  2018 26:2 235-237

Kluger et  al. JAMA Neurology 2020 77(5) 551-560

Why is there resistance to applying a palliative approach to care?
How do we know when to integrate a palliative approach to care?



Does this person have a progressive incurable illness?

Would I be surprised if this person died in the next 1-2 year? 

YES

NO NOT
SURE

YES
Palliative 
Approach
To Care



Does the patient have general indicators of decline?

• General physical decline and increasing need for support 
• Advanced disease - unstable, deteriorating complex 

symptom burden 
• Decreasing response to treatments, decreasing reversibility 
• Choice of no further active treatment 
• Progressive weight loss (>10%) in past six months 
• Repeated unplanned/crisis admissions 
• Sentinel Event e.g. serious fall, bereavement, transfer to 

nursing home 
• Serum albumen <25g/l 



Does the patient have general indicators of decline

NO YES
Palliative 
Approach
To Care

Does the patient have specific indicators of decline? 



Does the patient have specific indicators of decline? 



NO YES
Palliative 
Approach
To Care

Does the patient have specific indicators of decline? 

Reassess
Regularly





The Palliative Care Approach to Care

FunctionalityBurden Of 
Symptoms

ACP/Goals 
of Care

Management Framework
Investigate/Treat the 
Underlying and/or 
Contributing Cause?

Non-Pharmacological 
Approaches

Pharmacological
Options

Always treat the symptoms!

Wajnberg A et al.: J Am Geriatr Soc 2013; 61:126-131
Bernacki R. et al: JAMA 2014 174(12)  1994-2003
Bell SP et al. :Clin Geriatr Med 2016; 32:215-226

Symptoms and 
illness burden 
limiting mobility 
contribute to 
depression

Addressing Goals 
of Care is 
associated with 
improved QOL and 
reduces anxiety 
for patient and 
caregivers

Slide courtesy of Giulia Perri



Burden of Symptoms: ESAS-R



Mr. S

Sleep or
Constipation

Who
Completed 
the form?

In patient with 
dementia:

Adult FACES Scale
PAINAD Scale





1

2

3

4 7

6

5

3,4

ECOG CFS

www.victoriahospice.org
Grossman et al. JAGS 2014 62(8)                      
Ma C et al. Eur J Cancer 2010;46

Prognosis

Palliative Performance Scale (PPS)
(Disease Agnostic)



Palliative Performance Scale (PPS)
In Dementia



Distress Thermometer

May be relevant
To caregiver!



Mr. S has dementia…
He now gets agitated.  
He has visual hallucinations. 

FunctionalityBurden Of 
Symptoms

ACP/Goals 
of Care

Management Framework
Investigate/Treat 
the Underlying
and/or 
Contributing 
Cause?

Non-
Pharmacological 
Approaches

Pharmacological
Options



Illness
Understanding Values

Worries and
Fears Tradeoffs

Wishes for 
EOL Care



 

Person-Centred Decision-Making:  
Documenting Goals of Care Discussions  

 

© 2019 by Drs. Kaya, Steinberg, Incardona, Myers, Ailon, Chakraborty, Grossman, Perri, Wentlandt, You & Ms. Andreychuk: Goals of 
Care Discussion Documentation. This work is licensed under the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International 
License. To view a copy of this license, visit http://creativecommons.org/licenses/by-nc-sa/4.0/   
 

Acknowledgement: Ariadne Labs’ Serious Illness Conversation Guide was used in developing both the structure and content 

Goals of Care (GOC) discussions occur in the context of a serious illness and there are treatment or care decisions that 
need to be made. The aim is to align available treatment and care options with the patient’s goals and values. If there 
are no current decisions, please see Advance Care Planning resources on the back of this document. 

 

1. Reason for the GOC Discussion? 
 

 

2. Any concerns about patient’s ability to participate in 
the discussion?      Yes o   No o 

 
 

o Treatment or care decisions to make 
o Admission/Transfer to a new facility 
o Code status discussion 
o Follow up from previous GOC discussions 
o Information sharing 
Other ___________________________________ 
 

 

If Yes: 
• Document concerns if patient is mentally incapable to make decision 
o Engage SDM (patient may still be involved in discussion)  
o For specific treatments, obtain consent from capable patient or SDM 
o See below for SDM Hierarchy and resources 

• Address language or communication barriers 
 

3.  Document the GOC Discussion 
 
 

Assess understanding:   
 

 

Explore and listen 
 

Document answers in patient’s/SDM’s words        
(e.g. “I know my heart is weak…but I get better each time I come to hospital…”; “I don’t know what is 
wrong…”; “I know I am sick, and I don’t know what to expect”) 

 

“Tell me in your own words what is happening 
with your health?”  
“What is your understanding of where things are 
with your illness” 

 
 

Inform:  
 

 

Ask permission 
 

Document information you provided to patient/SDM  
(e.g. patient wishes to hear all information. We discussed the benefits and risks of further treatment – he 
understands that treatment may prolong his life for weeks to months and that the risks are …) 

 

“I need to give you some information that is 
important to the decisions you need to make, is 
that ok?” 
“What other information would be helpful to 
you?” 
 
 

Goals & 
Values:    

 

What matters to your patient?  
Ask gently: 

 

Document answers in patient’s/SDM’s words         
(e.g. “I am hoping to get well enough to go home, walk around the house without help”; “I am hoping to 
get back to work”; “I am hoping to see my cottage one more time”; “I am worried about pain”) 

 

“What are you hoping to achieve? 
“What are your most important goals? 
“What are your biggest fears and worries about 
the future? 
“How much does your family know about your 
goals and priorities?” 
 
 

Make a Plan:   

 

Based on goals and values 
 

Document next steps 
(e.g. we will arrange a team meeting with all specialists to discuss possible next steps; we will obtain 
consent to do a trial of antibiotics and reassess in 3 days; “determined no role for dialysis”) 
 
 
 

 

• Recommend treatments based on patient goals 
(or, explain why goals are not achievable) 

• Acquire further input from specialists?  
• Organize further meeting? 

 
 

  



BenefitsRisks

Sedation

Confusion

Falls Decreased 
Pain

Managing Pain, Agitation and Delirium: A Palliative Approach
Opioids, Antipsychotics, Benzodiazepines…

Decreased 
Agitation

Black Box 
Warnings

Improved Quality of Lifeand quality of Dying

Hallucinations and agitation
are so severe that family prefer
that Mr. S is more sedated to control
the symptoms. He informed
them when he was well
that he would not want
to live this way.



1. Desire for hasten death is complex. It is a response to biopsychosocial distress. It can vary over time. 
It does not always indicate a wish to die.

2. Exploring what a person actually wants and the reasons for expressing a wish to die is crucial to
understanding contributing factors and intentions. Identifying motivating factors which may be 

remediable is essential. The role of a palliative approach to care to addressing these factors should 
be explored.

3. Approximately 50% of request for hastened death does not involve patients who are depressed.  This 
has been coined as ”rational suicide”. “Depression, DHD and rational suicide occurring at the end of life are 
held in divergent ways: as pathological responses requiring medical intervention and as contextual, 
normative responses that may be mediated by human interaction.”

The changes in the Medical Assistance in Dying Laws have highlighted how attitudes 
to a desire for hastened death has evolved over time.  

Current Opinion in Supportive and Palliative Care. 9(1) 2015



Death Reasonably Forseeable Death Not Reasonably Forseeable

Slide Courtesy of Blair Henry

https://www.justice.gc.ca/eng/cj-jp/ad-am/bk-di.html

Bill C-7
March 17,2021



National Post
Jan. 16, 2019



The Palliative Approach to Care
Take Home Message:

Physical Psychological

Social Spiritual

• Understand burden of 
illness and treat 
symptoms 

• Discuss trajectory of 
illness

• Manage care in preferred 
location of care

• Prepare for future 
healthcare decisions

Good Care!!!


