


“There is a general rule, and I have 

seen great physicians acting on it, 

that the physician should NOT treat 

the DISEASE but the PATIENT who is 

suffering from it”

Maimonides (1135-1204)





We Address Suffering



Patient’s Problems

 Pain (80%)

 Fatigue (90%)

 Weight Loss (80%)

 Lack of Appetite (80%)

 Nausea, Vomiting (90%)

 Anxiety (25%)

 Shortness of Breath (50%)

 Confusion-Agitation (80%)





Loss of Job

Patient

Sickness

Lung Cancer

Stable

 SWB 

 (ESAS)

Emotional Burden

Divorce

Targeted/ 

immunotherapy

• Drug Changes

• Invasive diagnostic procedure

• Express concern of cancer growth







The Fringe!!

 1967- St Cristopher’s hospice

 Houses and home care. Emphasis on 

assessment and management of symptoms, 

family care, counseling, planning end of life, 

bereavement support



Main stream medicine in 

North America

 Critical care medicine

 Emergency medicine

 Multiple other subspecialties

 About 10 years older, but within the system 



Person Oriented Care

Different structures, processes and 

outcomes from disease oriented care

Differences are always frustrating to 

administrators!  











Tertiary Palliative 

Care Unit

HOME

Cancer Center

Acute Care
Inpatient 
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PATIENT FLOW

ASSESSMENT AT SCPC/MOBILE TEAM/HOME

Low Distress, 

High Support High Distress Low Distress, Low Support

HOME

INPATIENT MDACC



+ PCU

REGIONAL CARE UNIT

High Support     Low Distress      Low Support

Main Difference with Hospice: 1)  All patients will remain in contact with their primary oncologist and 

will qualify for phase I and Research treatments; 2) Patients will remain as UT MDACC patients.



The palliative care unit 

 Sophisticated interdisciplinary assessment and management 

of patient and family suffering

 Management of most difficult problems

 Attention to physical plant and team

 Education and research 



 Mount BM.



 The problem of caring for the dying in a general hospital; 

the palliative care unit as a possible solution.

 Can Med Assoc J. 1976 Jul 17;115(2):119-21.

http://www.ncbi.nlm.nih.gov/pubmed/58708?ordinalpos=4&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DefaultReportPanel.Pubmed_RVDocSum
http://www.ncbi.nlm.nih.gov/pubmed/58708?ordinalpos=4&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DefaultReportPanel.Pubmed_RVDocSum


We Address Suffering

























Outcomes?















How can we increase expectation of 

improvement?
1. Communicate (phone the patient)

2. Prepare and give a prompt- sheet

3. Sit when you visit the patient

4. Always examine the patient

5. Offer audio recording of the visit or recommendations 

6. Ask how the patient prefers to make decisions

7. Play some music

8. No waiting room, smiling clerk, no exam room, pink 

light, sign on the ceiling, wellcome pets and weddings 



How can we increase 

expectation of improvement?

1. Communicate (phone the patient) - Prospective open 

2. Prepare and give a prompt- sheet - RCT

3. Sit when you visit the patient - RCT

4. Always examine the patient - Prospective open

5. Offer audio recording of the visit or recommendations - RCT

6. Ask how the patient prefers to make decisions – Prospective 

open

7. Play some music - Prospective open

8. No waiting room, no EPIC computer use, pink lighting, signs on 

the ceiling, introducing counselor, opioid and constipation 

education: current research





















Frequency

(0 vs. 1-10)

Median intensity

(interquartile 

range)

Do you consider yourself  a spiritual person? 97 (98%) 9 (7-10)*

Do you consider yourself  a religious person? 94 (98%) 9 (5-10)*

Is spirituality/religiosity a source of  strength and comfort to 

you?

99 (100%) 10 (8-10)*

Does spirituality/religiosity help you cope with your illness? 98 (99%) 10 (8-10)*

Does spirituality/religiosity help your family 

member/caregiver cope with your illness?

89 (99%) 9 (6-10)*

Results

* [0 to 10 (max) scale]

Delgado-Guay MO, et al.  J Pain Symptom Manage. 2011:41;986-994. 



10 MOST COMMON VERY IMPORTANT WISHES AT 
FIRST AND SECOND TEST

Delgado Guay M., et al. J Supp Care Cancer, 2016





WHAT DO WE KNOW SO FAR?

• Early PC by MD specialist led team reduces symptom burden

• Early PC by MD specialist led team improves Qo L

• Early PC improves or does not reduce survival

• Early PC saves money









Table 2. (Cont.)



Why are no PCUs in all hospitals?

 Patients die and families grieve in all hospitals

 PC teams improve suffering

 PCUs would allow better care and save money!!



Cultural issues

 National identity, race, religion, gender

 Discipline: oncology, pain, supportive care, hospice, 

nursing

 Hospital/ institution: mission- “making cancer history”; “we 

do not hydrate”; “we do not use assessment tools”

 University: curriculum wars



Developmental stages of a palliative 

culture 

 Individuals, and groups (hospitals, governments and 

universities) usually progress slowly but regression can 

happen at any time. 

 Frequent coexistence of signs of different stages in the same 

person/ group  



1. Denial

 “We don’t have those problems here”

 “Our symptom control is very good; our patients and 

families are happy!!”

 “Hospice takes care of all our problems”

 “Research on problems that do not exist”



2. Palliphobia

 Panic episodes when the “P” word is mentined.

Most common among oncologists, pain specialists and 

deans of medical school

“we will lose patients”; “it is covert euthanasia”; “there is 

no science”; “medicare fraud”



3. Pallilallia

 Repetitive nonsense talking about Palliative care 

without any accompanying actions

 Collective pallilalia: affects organizations and 

governments

 “Do a study to document/demonstrate”; 

“consensus group”; “this is VERY important”



4. Palliactive

 Appoint MDs/ RNs

 Physical space: Unit/clinic

 Administrative space: Division – Department

 $$$$$$$$$ !!! 
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Who needs education?

 Medicare administrator: Break the acute/ long term interests, get the 
$$$ moving. In our country ( sadly) insurance owners.

 Deans of Medical Schools- Importance of PC education and 
research.

 Directors of cancer centers- cancer treatment Vs patient treatment ( 
“personalized : reality or joke?”)

 Hospital CEOs- patients dying in hospital with no palliative care   



Person oriented care

 Not interesting to the powerful in medicine: Pharma 

industry, insurance, hospital/ university leaders

 Barriers to personhood care: Dean of Faculty of Medicine, 

Hospital Director, Minister of health. They are the ones we 

should educate  







“Assisting the elderly and palliative care.” 

Palliative care, he said, “is an expression of  

the properly human attitude of  taking care 

of  one another, especially of  those who 

suffer. It bears witness that the human 

person is always precious, even if  marked 

by age and sickness.”

Pope Francis, Vatican 2015



Palliative care has to objective of  

alleviating suffering in the last stages 

of  illness and at the same time of  

assuring the patient of  adequate 

human accompaniment (cf. Evang. 

Vitae, 65).



Palliative care recognizes something equally 

important: recognizing the value of  the person. 

I urge all those who, under whatever title, are involved 

in the field of  palliative care, to practice this duty of  

conserving the spirit of  service in its fullness and 

recalling that all medical knowledge is truly science, in 

its most noble sense, only if  it finds its place as a help 

in view of  the good of  man, a good that is never 

achieved by going “against” his life and dignity.


