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• “To die of age is a rare, singular, and extraordinary death, and 
so much less than others… “ Michel de Montaigne 1533-1592 



• 47 year old male 
• Divorced, lives alone 
• Type 2 respiratory failure 
• Multiple admissions (6 months/year) 
• Anxiety+++ 
• Palliative care involved 

• Team meeting, Respiratory NP, Psych 
• Monthly visits with Pall care NP 
• Marked reduction in admissions 



• 579 patients on books 
• 72% malignancy (Lung Ca 15%; Breast 5.8%) 
• 28% non-cancer (165 patients) 

• Neurological:     7% (note MND Clinic SA) 
• Cardiac : 7.7 % total patients 
• Respiratory:  5.9% total patients 

• 1,458 new referrals year ending 30/06/2015 
• 60-80 yrs: 47%; 80+ yrs: 40% 
• 889 deaths 
• 548 D/C or case closure (Eg out of area (rural)) 

• GP Plus Clinic 
• Initial assessment: NP, SW, Network facilitator, Psycho-social 
• Use PC-NAT; Sig  number ESRD pt’s initial assessment 

 
 



• Prolonged illness trajectory 
• ?different palliative care needs 
• What is end stage disease? 
• Models of care 
• Metropolitan Vs Rural and regional 
• Funding 

• Staff 
• GP’s, Community nurses, Volunteers 

• Equipment 
• Dom Care 
• Inpatient beds 



• Demanding role 
• Relentless, exhausting 
• Increased stress 
• Increased depression 
• Increased isolation 
• Poor sleep 

• “sleep with 1 eye shut” 

• SPCS : 
• Muster support around caregiver, social, psychosocial 





• Medicalisation of death 
• ? Loss of cultural and spiritual significance 

• Mode of death has changed 
• Die slowly 
• Loss of supportive community.. To cradle dying 

• Spiritual, cultural: bathe, care, …attend to them, ..infuse death with 
meaning and significance 

• Often no-one or only handful of loved ones 



• To know when death is coming…what to expect 
• Retain control 
• Afforded dignity, privacy 
• To have choice…home, elsewhere 
• To have information 
• Spiritual, emotional support.. 
• Hospice care in any location… 
• To issue advance directives          
        Swerisson& Duckett Sept 
2014 





 
 

• Better QoL 
• Less depression 
• Survived longer 

• Median 12 Vs 9 months 





• R 
• Randomised trial usual Vs PC 
• 310 patients: Cancer, COPD, CCF 
• Improved satisfaction with PC team care 
• Marked savings with PC team involved: 

• $95 per day with PC compared with $212/day usual care 
 

• Involvement with SPCS: 
• Enables caregivers to move on earlier 
• Reduces the number of unmet needs 
      Abernethy et al 2005 

• Respecting Patient Choices : 
• Reduces PTSD and HADS in bereaved relatives    Detering et al 2010 

 



• 72 year old; Lives alone 
• COPD: Dom O2 
• OSA: CPAP 
• IHD, CCF 
• Osteoporosis 
• Kyphosis 
• CRF 
• Lower leg ulcers, Skin grafts, cellulitis 
• Polypharmacy 
• Falls 

• Sub-dural Jan 2014 

 



• Increasing frequency admissions 
• COPD Exacerbation 
• LVF 
• Falls 

• How to assess: 
• Suitable for palliative care? 
• How to assess needs, prognosis? 

• Which score/tool? 

• Symptom management 







• Palliative Performance Score (PPS)* 
• Australian Karnofsky Performance Score (AKPS) 
• European Cooperative Oncology Group (ECOG) 
• PC Needs Assessment Tool (PC-NAT)* 
• Prognostic Indicators Group (PIG)* 
• Supportive and Palliative Indicators Tool (SPICT)* 
• PCOC: RUG-ADL, Phase, SAS, PSS 
• Amyotrophic Lateral Sclerosis Functional Rating Score (ALSFRS-

R)* 
• New York Heart Failure (NYHF) Stage 
• BODE Score (in COPD) 

 







• Functional assessment tool 
• Rates individuals condition 

• 100% to 0% (death) 

• 5 elements: 
• Ambulation 
• Activity and evidence of disease 
• Intake 
• Self care 
• Conscious level 





• Enables identification of palliative patient 
• Trigger for: 

• Advanced care planning 
• Symptom  control 
• End of life care 
• After death review 



• Surprise Question: 
• “would you be surprised…?” 

• Concern this may enshrine a narrow concept of PC 
• “Continuous palliation” esp older person 
• ? May become surrogate for screening 
• May not suit COPD, CCF 

• Unpredictable illness trajectory        

     Small et al Pall Med 2010 





• Predicting needs rather than prognosis 
• 3 questions: 

• Surprise question… 
• General indicators of decline 
• Specific clinical indicators of specific condition 





















• Prospective study acute care hospital patients 
• Utilised GSF Prognostic Indicator Guidance 
• Snapshot of 22 wards 

• 501 patients 
• 99 met 1 or more of GSF-PIG triggers 
• Av age 70 (most >83 years) 
• Cancer 46% 
• Cardiac  11% 
• Many with 3 co-morbid conditions 

              O’Callaghan et al 2014 Pall Med 



• “Identified group” (19.8% of inpatients) 
• 56/99 (57%) died 6 months 
• 67/99 (67%) died 12 months 
• 40/402 (10%) of “non-identified” died 12 months 
• Odds ratio dying  in “identified” group: 

• 23.63 at 6 months 
• 18.94 at 12 months 

• GSF-PIG highly specific and moderately sensitive 
             O’Callaghan et al 2014 Pall Med 





 
 

 

48 − (𝐴𝐴𝐴𝐴𝐴𝐴𝐴𝐴𝐴𝐴𝐴𝐴 − 𝑅𝑅)
𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷𝐷(𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚)

 



• Mr T.; Divorced 
• 64 years age,  
• diagnosed with MND 2004, 

 
 
2006, commenced Bi-level 
• Lower limb weakness, bilateral dexterity loss, slurred speech, 

occasional choking, headaches on waking, 
• PC02 51,  Pa02 72 

• Supportive carer but also deaf 



• Deterioration 
– Disease continues to progress 
– Reduced ability for communication 
– “Locked in” 

• Family concerns 
– Massive impact, particularly when NIV 24/7 

• Discussion regarding withdrawal NIV 
– Should commence at initiation  

• Staff concerns 



• Assess and review patient, family/caregiver 
• If positive trigger: 

• AKPS/PPS/PCOC: RUG-ADL 
• ? Score of 60 

• Case Conference with General Practitioner, Specialist RN, SPCS 
• ?PC-NAT 
• ? Palli-aged 

• New app for GP 
• Respecting patient choice/Advanced Care Plan/ 



• SUMMARY 
• Increasing need to provide care 

• Frail, older persons, heterogeneous with unique differences 
• Unpredictable and prolonged trajectories 
• Increased dependence on others; often RACF 

• Palliative approach: 
•  can reduce futile investigations and treatment 
• Can improve patient’s QoL 
• Enables caregivers/bereaved to move on, less PTSD 
• Variety of tools/scales to help identify suitable patients 

• PPS; GSF-PIG; SPICT; PCOC (RUG-ADL); AKPS 

• Further prospective studies  of early PC intervention indicated 
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