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Das Problem



"Gehst Du zum
Fleischer ..... !






"Gehst Du zum Onkologen ... ,,
"Gehst Du zum Strahlentherapeuten... ,,

"Gehst Du zum Chirurgen... ,,



Gefahren im Gesundheitswesen

DRG-Gelder

Chefarztvertrage mit Fallzahlkopplungen
$$$

Gesprache schlechter bezahlt als
Interventionen

Uberlastung im Behandlungsteam
Auflosung der Ortsgebundenheit/
Familienstrukturen

,Klage*- Bereitschaft

Universitatsmedizin Rostock



Allgemeines



Krebsinzidenz in Deutschland
(Datenstand Mitte 2010, Jahr 2007, ohne Haut C44)

ASR Fallzahlen
Manner 456,6 245.633
Frauen 333,7 213.771
Total 459.404

= Viele onkologische Patienten haben einen
langeren Krankheitsverlauf & palliativmed. Bedarf

— Ca. 90% aller Patienten auf einer Palliativstation sind
onkologische Patienten

ASR= altersstandardisierte Raten nach dem Europastandard pro 100.000; NRW: nur KR Munster
Quelle: Gesellschaft der epidemiologische Krebsregister in Dt. (GEKID)



Krebsmortalitat in Deutschland
(Datenstand Mitte 2010, Jahr 2007, ohne Haut (C44))
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Manner: 205,6 ASR, 115.870 Gesamt Frauen: 130,5 ASR, 99.572 Gesamt

ASR= altersstandardisierte Raten nach dem Europastandard pro 100.000; NRW: nur KR Munster
Quelle: Gesellschaft der epidemiologische Krebsregister in Dt. (GEKID) Universitatsmedizin Rostock



Krebsinzidenz und Mortalitat

(Datenstand 2008, Jahr 2002, Deutschland)
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Der Krankheitsverlauf



Krankheitsverlauf

Diagnose Krankheit Tod



Krankheitsverlauf

Diagnose Krankheit Tod

Wo sind palliativmedizinsche Aspekte?



Die Integration



Diagnostik &
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Tumor-
prophylaxe

Krankheitsverlauf & Organisation & Primararzte

I

Therapie-
entscheidung

]

Staginguntersuchungen (Diagnostik)

Diagnose-
mitteilung
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Arzte in der Onkologie

- onkologische Chirurgie

- Strahlentherapie

- Diagnostiker (Radiologe)

- Palliativmediziner

- Ernahrungsmediziner

- “Interventionist”

- Fachonkologe (z.B. Urologe, Gyn...)
- Internistischen Onkologe

Universitatsmedizin Rostock



Palliativmedizin und Onkologie




Krankheitsverlauf & Organisation & Priméararzte

Diagnostik & Therapie- - . :
; Staginguntersuchungen (Diagnostik
Diagnose entscheidung ang gen (Diag ) Reha-

I I I I Heilung bilitation Nachsorge
Tumor-

Rezidiv- Palliative
therapie Behandlung

prophylaxe ] I I I I
Therapie

Progress

Diagnose-
mitteilung

I 0 i i i

Tumorboard Kontrolle der Therapiekontrolle
Einheitliche Richtlinien <:> Umsetzung <:> P

Onkologisch fuhrender Arzt (den gesamten Krankheitsverlauf begleitend),
Hausarzt weitere Spezialisten,

Hausarzt,
Palliativmed.,

Hausarzt Prim. f. onk. Arzt

Universitatsmedizin Rostock



Alt: ,,Und dann ist es auch zu spat...“

Diagnose Krankheit



Early
Integration



Onkologie und Palliativmedizin im Krankheitsverlauf

Diagnose Krankheit Sterben
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Die Datenlage



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Early Palliative Care for Patients with
Metastatic Non—-Small-Cell Lung Cancer

Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D., Alona Muzikansky, M.A.,
Emily R. Gallagher, R.N., Sonal Admane, M.B., B.S., M.P.H.,
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,
Craig D. Blinderman, M.D., Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D.

19. August 2010



Studiendesign

Patienten: metastasiertes Nicht-Kleinzelligen Bronchialkarzinom

Prospektive Randomisierung:

Betreuung durch Onkologen
versus
Betreuung durch Onkologen &
mind. 1x/ Monat Palliativmediziner

Endpunkte:
Woche 0 und nach 12 Wochen Befragung der Patienten zur
Gemutslage und Lebensqualitat

n=151: 86% der Patienten erreichten Wo 12

Temel et al, NEJM 2010



Lebensqualitat nach 12 Wochen

Difference between Early
Standard Care  Early Palliative Care  Care and Standard Care

Variable (N=47) (N=60) (95% Cl) PValuef  Effect Size::
FACT-L score 91.5+15.8 98.0+15.1 6.5 (0.5-12.4) 0.03 0.42
LCS score 19.3+4.2 21.0£39 1.7 (0.1-3.2) 0.04 0.41
TOl score 53.0£11.5 59.0£11.6 6.0 (1.5-10.4) 0.009 0.52

Effect Size: Cohen”s Statistik, 0,2 = kleiner Effekt, 0,5 = mittelgradiger Effekt, 0,8 = groRer Effekt

FACT—L Functional Assessment of Cancer Therapy-Lung Score
LCS Lung Cancer Subscale

TOI Trial Outcome Index (LCS+physische und funktionelle Subskalen FACT-L)

Temel et al, NEJM 2010




Gemutslage nach 12 Wochen

50+ B Standard care [ Early palliative care

40

Patients with Mood Symptoms (%)

HADS-D HADS-A PHQ-9

HADS Hospital Anxiety and Depression Scale
PHQ-9 Patient Health Questionnaire Temel et al, NEJM 2010



Langeres Gesamtlberleben

(11,6 vs 8,9 Mo, p=0,02)
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Temel et al, NEJM 2010



Weitere Studien

Bestatigen Effekt auf Gemutslage auch bel
anderen Tumoren

Effekte In Temel-Studie wesentlich durch
besseres Verstandnis des Patienten bedingt

Palliativ-Betreuung reduziert die Notaufnahme
Frequenz in letzten 90 Lebenstagen

Ambulante Palliativmedizin ist effektiv fur
Patienten & Angehorige und auch kosteneffektiv

Universitatsmedizin Rostock



Weitere Studien Il

Longitudinal perceptions of prognosis and goals of therapy in patients with metastatic non-
small-cell lung cancer: results of a randomized study of early palliative care.
Temel JS et al. J Clin Oncol. 2011 Jun 10;29(17):2319-26.

Effect of early palliative care on chemotherapy use and end-of-life care in patients with
metastatic non-small-cell lung cancer.
Greer JA et al., J Clin Oncol. 2012 Feb 1;30(4):394-400.

Early admission to community-based palliative care reduces use of emergency departments
in the ninety days before death.
McNamara et al., J Palliat Med. 2013 Jul;16(7):774-9

Factors Associated With Futile End-Of-Life Intensive Care in a Cancer Hospital.
Cruz et al., Am J Hosp Palliat Care. 2014 Jan 7.

Effectiveness and cost-effectiveness of home palliative care services for adults with advanced
iliness and their caregivers.
Gomes B et al., Cochrane Database Syst Rev. 2013

Early palliative care for patients with advanced cancer: a cluster-randomised controlled trial.
Zimmermann et al., Lancet. 2014 May 17;383(9930):1721-30.

Universitatsmedizin Rostock


http://www.ncbi.nlm.nih.gov/pubmed/21555700
http://www.ncbi.nlm.nih.gov/pubmed/23744578
http://www.ncbi.nlm.nih.gov/pubmed/23744578

| eltlinien



Frihe Integration: onkologische Fachgesellschaften

National
" Comprehensive . NCCN Guidelines Version 1.2015 NCCN Guidelines Index
NCCN Fefree i Palliative Care TOC
Network® Palliative Care Sectssion
c.d d PALLIATIVE CARE AFTER-DEATH
SCREEHNING ASSESSMENT® INTERVENTIONSY REASSESSMENT INTERVENTIONS
One or more of B _ Acceptable:
the following: Ongeing reassessment < + Patient satisfied
+ Uncontrolled * Anticancer therapy with response
symptoms * Appropriate treatment of to anticancer For family and
* Moderate-to- comorbid physical and therapy caregiver(s):
severe distress . Ezﬁfz;EE':?;ill::'::ri:iu'"E * Adequate pain * Immediate
lated to fter-death
;?aag:uﬁis- E:_I":E'r * Benefits/burdens with other health care ;n:n:;:r::c::‘ Za f&r s
of anticancer providers -
nan.-:'..er therapy ) therapy fears * Symptom management . Re:!uctl.un 1:-_f * Bereavement
* Senu_us comorbid Present + Personal goals/ Years to + Advance care planning p:':menr_-famll'_.r support _
physical and expectations months * Psychosocial and distress * Cancer risk
psychosocial « Symptoms spiritual support + Acceptable —+ Death— | assessment
conditions « Psychosocial or | Months to * Culturally appropriate ] sense of control and
s Life expectancy <piritual distress weeks care ) K' . Rellef_uf maodification
=6 mo « Educational and * Resource management/ caregiver burden For health care
* Metastatic solid - . Weeks to social support + Strengthened team:
tumors Not |nh:-l:rlmahn nal days * Consultation with relationships * General
« Patient/famil present needs {Dying palliative care specialist . L
aten amL:,,r ¢ + Cultural factors patient) * Hospice referral Ophmlzed . . ;;l:l p_l:;rt th
cuncerns.f ;_ ou affecting care * Response to requestto | | quality of life er-aea
Course .? ! isease « Criteria for withdraw or withhold \ * Personal growth support
andk,jeclsmn- consultation with life-sustaining treatment | and enhanced
making . + Response to requests | | meaning
+ Patientfamily Eag;aital;-i':tcar& for Il':lllaste ned deqath I|
requests for P {physician-assisted
palliative care

]

suicide and euthanasia)
+ Care of imminently
dying patient

i
\ Unacceptable

* Palliative sedation
+ Inform patients and families
about palliative care services
¢ Anticipate symptoms
and discuss preventative measures
r Discuss advance care planning

¢ Rescreen at next visit

* Intensify palliative care interventions
* Consult or refer to specialized palliative
care services or hospice

Ongoing reassessment -+

“Management of any patlient with positive screening requires a care plan developed by an Interdsciplinary team of physiclans, nurses, soclal workers, and oiher mental heakth professionals, chaplains, nurse
pracifiioners, physiclan assisiants, and dietiians.

40ncoiogists should Integrate paliative care Into general oncology care. Early consutatonicollaboration with a palliative care speclalisthospice team should be considersd bo Improve qualty of life and sunival.



Frihe Integration: onkologische Fachgesellschaften

SCREENING® ASSESSMENT BY ONCOLOGY TEAM
+ Uncontrolled symptoms
or
+ Moderate-to-severe distress related to cancer
diagnosis and/or cancer therapy = Benefits/burdens of
or anticancer therapy _
+ Serious comorbid physical, psychiatric, and = Symptoms -
psychosocial conditions * Psychosocial distress
or
+ Life expectancy =6 mo * Personal goals/expectations
v Indicators include: = Educational and informational
o Metastatic solid tumors Present needs See PALS
o Many stage IV cancers = Cultural factors affecting care
o Poor performance status
ECOG 23 or KPS =50 = Criteria for consultation
. ¢ Persistent hypercalcemia with a palliative care , =& PAL-G
: ; ; ; o d PAL-
< Brain or cerebrospinal fluid metastasis specialist and FAL-L
& Delirium
¢ Superior vena cava syndrome Not present
£ Spinal cord compression
¢ Cachexia
2 Malignant effusions
¢ Palliative stenting or venting gastrostomy
or o . ) + Inform the patient and family about palliative care services
* Patient/family concerns about course of disease| | , apticipate symptoms and discuss preventative measures
and decision-making v Discuss advance care planning
or ) o + Rescreen at next visit
= Patient'family requests for palliative care

“Management of any patient with positive screening requires a care plan developed by an interdisciplinary team of physicians, nurses, social workers, and other mental
health professionals, chaplains, nurse practiboners, physician assistants, and diefitians.

90ncologists should integrate palliative care into general oncology care. Early consultation/collaboration with a palliative care specialisthospice team should be
considered to improve quality of life and survival.

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCHN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.




Frihe Integration: onkologische Fachgesellschaften

SCREENING®®

+ Uncontrolled symptoms
or
+* Moderate-to-severe distress related to cancer
diagnosis and/or cancer therapy
or
+ Serious comorbid physical, psychiatric, and
psychosocial conditions
or
+ Life expectancy =6 mo
v Indicators include:
& Metastatic solid tumors
& Many stage IV cancers
& Poor performance status
ECOG 23 or KPS =50
& Persistent hypercalcemia
& Brain or cerebrospinal fluid metastasis
& Delirium
& Superior vena cava syndrome
& Spinal cord compression
& Cachexia
& Malignant effusions
& Palliative stenting or venting gastrostomy
or
« Patient'family concerns about course of disease
and decision-making
or
+ Patient/family requests for palliative care




Frihe Integration: onkologische Fachgesellschaften

SCREENING® ASSESSMENT BY ONCOLOGY TEAM
+ Uncontrolled symptoms
or
+ Moderate-to-severe distress related to cancer
diagnosis and/or cancer therapy = Benefits/burdens of
or anticancer therapy -
+ Serious comorbid physical, psychiatric, and = Symptoms See PAL-4
psychosocial conditions * Psychosocial distress
ok
+ Life expectancy =6 mo * Personal goals/expectations
—rmaicators meaade: = Educational and informational
o Metastatic solid tumors Present needs See PAL5
o Many stage IV cancers = Cultural factors affecting care
o Poor performance status
ECOG 23 or KPS =50 = Criteria for consultation
— < Persistent hypercalcemia with a palliative care - i&&EéL_ﬁd PAL_
¢ Brain or cerebrospinal fluid metastasis specialist and FAL-L
& Delirium
¢ Superior vena cava syndrome Not present
£ Spinal cord compression
¢ Cachexia
2 Malignant effusions
¢ Palliative stenting or venting gastrostomy
or N . i + Inform the patient and family about palliative care services
* Patient/family concerns about course of disease| | , apticipate symptoms and discuss preventative measures
and decision-making » Discuss advance care planning
or ) o + Rescreen at next visit
= Patient'family requests for palliative care

“Management of any patient with positive screening requires a care plan developed by an interdisciplinary team of physicians, nurses, social workers, and other mental
health professionals, chaplains, nurse practiboners, physician assistants, and diefitians.

90ncologists should integrate palliative care into general oncology care. Early consultation/collaboration with a palliative care specialisthospice team should be
considered to improve quality of life and survival.

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCHN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.




Frihe Integration: Patientencharakteristika

Patient
characteristics

CRITERIA FOR CONSULTATION WITH PALLIATIVE CARE SPECIALIST
ASSESSMENT

+ Limited anticancer treatment options
= High risk of poor pain management or pain that remains resistant to conventional
interventions, eq:
» Neuropathic pain
v Incident or breakthrough pain
v Associated psychosocial and family distress
» Rapid escalation of opioid dose
v Multiple drug “allergies™ or a history of multiple adverse reactions to pain and symptom
management interventions
» History of drug or alcohol abuse
= High symptom burden, especially non-pain symptoms resistant to conventional management
(See PAL -4 for symptoms)
« Palliative stenting or venting gastrostomy
* Frequent ED visits or hospital readmissions
 Complex ICU admissions (those involving multi-organ system failure or prolonged mechanical
ventilation)
= High distress score (>4) (See NCCN Guidelines for Distress Management)
« Communication barriers
» language
v literacy
v physical barriers
+ Resistance to engaging in advance care planning and care plan
« Need for clarification of goals of care
= Rapidly progressive functional decline or persistently poor performance status
« Cognitive impairment
+ Severe comorbid conditions
+ Request for hastened death



Frihe Integration: Soziale oder Team-Grinde

ASSESSMENT

« Family/caregiver limitations
+ Inadequate social support

Social * Intensely dependent relationship(s)
circumstances = Financial limitations

or — Limi'_LEd access to care

Anticipatory « Family discord

bereavement = Patient’s concerns regarding care of dependents
IssLes = Spiritual or existential crisis

« Unresolved or multiple prior losses

= Children under 18 years of age living in the household

« Complex care coordination issues among multiple care teams

Staff » | * Compassion fatigue
ISSUes * Moral distress

+ Burnout



Frihe Integration: S3-Leitlinie Palliativmedizin

Thematisieren von Sterben und Tod

NT.

9.9

9.10.

Empfehlungen

Patienten mit einer nicht heilbaren Krebserkrankung soll frihzei-
tig und wiederholt die ausdriickliche Bereitschaft vermittelt wer-
den, tber das Sterben an der Erkrankung zu sprechen;

dabei sollten auch Worte wie _Sterben” und _Tod” von den an der
Eehandlung Beteiligten in einfihlsamer und situativ angemesse-
ner Weise ausgesprochen werden.

Der AuRerung eines Sterbe-/Todeswunsches eines Patienten mit
einer nicht heilbaren Krebserkrankung soll mit Empathie und Ce-
sprachshereitschaft begegnet werden.

EG

EK

EK

LoE



Frihe Integration: S3-Leitlinie Palliativmedizin

Thematisieren von Hilfsangeboten

Nr.

9.13.

Empfehlungen

Angehorige sollen in  ihrer Rolle als Unterstitzer und
Mitbetroffene wahrgenommen und gewlrdigt werden.

Sie sollen nach ihren Bediirfnissen gefragt und bei Bedarf zum
Annehmen von Unterstitzungsangeboten ermutigt werden.

EG LoE

EK



Frihe Integration: S3-Leitlinie Palliativmedizin

Zeitpunkt der Integration

Nr. Empfehlungen

11.1. Alle Patienten mit einer Krebserkrankung sollen unabhangig vom

Krankheitsstadium Zugang zu Informationen uber Palliativver-

sorgung haben.

11.2. Allen Patienten soll nach der Diagnose einer nicht heilbaren
Krebserkrankung Palliativversorgung angeboten werden, unab-
hangig davon, ob eine tumorspezifische Therapie durchgefiithrt
wird.

EC

LoE

EK

EK

Quellen



Frihe Integration: S3-Leitlinie Palliativmedizin

Erfassung der Patientenbedurfnisse

Nr. Empfehlungen EG LoE  Quellen

11.4. Bei einer nicht heilbaren Krebserkrankung sollen die physischen, EK
psychischen, sozialen und spirituellen Bedurfnisse sowie die Be-
lastungen und Informationsbediirfnisse der Patienten und Ange-
horigen wiederholt und bei einer Anderung der klinischen Situa-
tion erfasst werden.



Frihe Integration

Ziel: beste Lebensqualitat fur jeden Patienten

Umsetzung:

 fruhe Information an Patienten/ Angehorige Uber
PM- Teams im CCC/ Onkologischen Zentrum

 Aus-/Weiterbildungsprogramme flr Begleitende/
Behandelnde

 Regulare Integration in die Behandlung

 Fortlaufende Qualitatskontrollen

 Frihe Diskussion tber Therapieziele

« fortlaufende Therapie sollte nicht von End of Life
Aspekte ablenken®



Das Ziel

Universitatsmedizin Rostock



