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A2.2 – Educative resources for teachers

Module: End of Life Care

Sub-Module: General Principles of Symptom Control



Lesson Outcomes

• Identifying common symptoms in situations of end of life

• Developing relationship skills with user and caregiver as part of symptom control

• Understanding the aspects of work in inter and trans disciplinary team in palliative care and the specific role of

the caregiver



Topics 

1. Observation, evaluation, and control of common symptoms in situations of end of life

2. Comfort measures in the final stage of life.

3. Education of user, caregivers and families/important others

4. Care in agonizing phase

5. Work in inter and trans disciplinary team in palliative care

6. Selfcare of professionals 



Introduction

Current literature emphasizes that too many people experience important suffering during their illness trajectory.

Human suffering improves inability to enjoy remaining life:

• Simple tasks become a challenge

• Isolation from loved ones

• Unable to fulfill remaining life goals

• Worst fears about dying become realized

• Destruction of hope for any quality of life

• Loss of meaning

• Spiritual distress



Observation, evaluation, and 
control of common symptoms in 
situations of end of life



SYMPTOM MANAGEMENT

NEEDS



The Patients’ View:

FIVE Components of Quality End-of-Life Care

1) Symptom management

2) Avoid inappropriate prolongation of dying

3) Improve sense of control

4) Burden Relief

5) Strengthening relationships with loved ones 



Perception of Symptoms (particularly at EoL)

• Perception of symptoms are worsened by anxiety, fatigue, emotional and psychological/ spiritual distress

• Presence of a psychological component does NOT mean distress should be ignored

Exploring and alleviating contributing sources of stress will help to:

1. Control symptoms

2. Lead to better decision-making

3. Improve Quality of Life/ Quality of care



Three General Rules in Symptom Management

1. Any symptom is a source of distress/ suffering to an individual person (as that person claims it to be)

2. All treatments (risks, benefits, options) need to be discussed within the context of the person’s values, culture,

goals and fears

3. When illness is advanced and death very near, the exact causes of any given condition are not relevant

(investigations may be inappropriate during this time)



Approach to Symptom Management

• Multi-transdisciplinary team approach

• Around the clock” medication for continuous symptoms

• Symptom assessment/ EVALUATION

• Rating symptoms on a scale (ESAS/PPS/KPS)/ EVALUATION

• Frequent re-assessments/ EVALUATION

• PC consult if uncertain, not responding or difficult to control



Some tools available to symptom assessment:

1. Edmonton Symptom Assessment Scale



Other tools available

In Oxford textbook of Palliative Medicine (5th ed.)



Common symptoms in EoL

• Pain

• Asthenia/ Fatigue

• Anorexia / Cachexia

• Nausea/ Vomiting

• Dyspnea

• Anxiety

• Sleep disorders

• Gastrointestinal problems

• Skin problems

• Hemptyses



PAIN







ASSESSMENT!!!



Behind the drugs…Other non-pharmacological interventions

Massage
• A lot of people find relief from a gentle massage
• Several studies have found that massage is effective in relieving pain and other symptoms for people with serious illness

Relaxation techniques
• Guided imagery, hypnosis, biofeedback, breathing techniques, and gentle movement such as tai chi. 
• Relaxation techniques are often very effective, particularly when a patient -- or a caregiver -- is feeling anxious

Acupuncture

Physical therapy
• If a person has been active before and is now confined to bed, even just moving the hands and feet a little bit can help

Pleasant experiences (ex: pet therapy)

Gel packs
• These are simple packs that can be warmed or chilled and used to ease localized pain.



ASTHENIA/ FATIGUE



Etiology of Asthenia (weakness)

Likely multifactorial:

• Direct tumor effects on energy
• Paraneoplastic syndromes
• Humoral and hormonal influences
• Anemia
• Chronic infections
• Sleep disturbances
• Fluid & electrolyte disturbances
• Drugs
• Over-exertion



Non-Pharmacological Management of Asthenia

• Among the most difficult symptoms to treat!

Develop A PLAN WITH PATIENT AND FAMILIES to allow them to perform enjoyed activities:

• Coordinate activities with times of most energy

• Arrange for help from family, home care, hospice, nursing home, …

• Use energy conservation strategies (occupational/physical therapy consult)

• Change medications and/or times

• Daytime rest and effective sleep at night



Anorexia/Cachexia Syndrome



Anorexia/Cachexia Syndrome 
Inflammatory process, loss of fat and muscle tissue

Characteristics:
• anorexia (loss of appetite),
• Weight of loss,fatigue, chronic nausea

• Very common in advanced illness
• Frequently associated with asthenia
• May be seen as sign of “failure” or “giving up”

NOTE THAT:
• Increased nutrition often does NOT reverse or improve cachexia
• Increased nutrition will not halt disease progression

• Etiologies not well understood



Anorexia/Cachexia- Treatment

Search for and treat specific causes contributing to secondary cachexia:
1. Nausea/vomiting
2. Anxiety
3. Pain
4. Constipation/diarrhea

If no specific cause found, treatment if:
1. QoL= enjoyment of food
2. To give sense of normalcy in daily living



Non-Pharmacological Interventions

• Patient and caregivers Education:
• 1. Common part of dying process
• 2. Natural endorphins prevent hunger

• Encourage favorite foods
• Avoid:

• disagreeable or nauseating smells
• gastric irritants: e.g. spicy foods, milk, coffee

• Frequent and small meals

Pharmacological Interventions (main objective: Appetite Stimulation)
• Nutritional supplements
• And others



NAUSEA/ VOMITING



Nausea/Vomiting

Nausea: caused by stimulation of Gastrointestinal lining, 
chemoreceptor trigger zone in base of fourth ventricle, vestibular 
apparatus or cerebral córtex

 Vomiting: a neuromuscular reflex centered in the medulla 
oblongata

Several etiologies
(eg: mestastases, movement, medications, obstruction, metabolic,…)



Nausea/Vomiting —Non- Pharmacological Interventions:

• Decrease noxious stimuli (eg: odors, noise,…)

• Fresh air

• Limit fluids with food

• Oral care after each emesis (vomit)

• Relaxation/Cognitive Training

• Complementary therapies (eg: Acupuncture)

• Evidence of benefit???



GASTROINTESTINAL PROBLEMS



Constipation

Presents as:
• pain
• bloating
• nausea, vomiting
• overflow incontinence
• tenesmus
• fecal impaction
• bowel obstruction



Constipation — Treatment

Rectal exam to detect: 
• stool mass
• fecal impaction
• Hypotonia

• Treatment of causes not appropriate in advanced illness
• Tailor investigations and treatment to stage of illness

Non-Pharmacological interventions:
• Scheduled toileting
• Position: sit up
• Encourage fluid intake if not in advanced stages of illness



Diarrhea

• More than 3 loose stools/ 24-hour period
• Less common than constipation
• If occurs > 3 weeks = chronic
• At EOL commonly due to overuse of laxatives or infection/bacteria or Candida overgrowth

• May lead to:
• dehydration
• malabsorption
• fatigue
• hemorrhoids
• perianal skin breakdown
• electrolyte imbalance



Non-Pharmacological Interventions

• Rehydration, electrolyte correction
• Avoid milk, gas forming foods
• Hold laxatives
• Consider bulk agents such as bran but use with caution



DYSPNEA



Dyspnea

• Most frightening symptom for patients, families and healthcare providers

• Experience may not correlate with any measures of severity OR perceptions of loved ones

• Importance impact to QoL: ask about exercise tolerance, activities, daily life,…



Dyspnea — Treatment

• Non-pharmacological and pharmacological

• Exacerbated by anxiety (patient and family!)

• Educate:

1. Experience may not equal perception

2. Etiologies

3. Changes in respiratory patterns may not equal dyspnea

4. Drugs will remove perception of dyspnea but may not alter respiratory pattern



Non-Pharmacological Interventions

• Avoid exacerbating activities BUT need to be sensitive to isolation

• Limit people in room

• Reduce room temperature and maintain humidity

• Open a window and allow to see outside

• Use a fan gently blowing across face

• Avoid irritants (eg: smoke, dry air,…)

• Elevate head of bed

• Relaxation therapy

Pharmacological Interventions

Oxygen: may help even if not necessary 
Opioids: to decrease perception of dyspnea
Benzodiazepines/Anxiolytics:
decrease anxiety
decrease thoraco-abdominal response



ANXIETY



Signs and Symptoms

- Apprehension, excessive worry

- Irritability, tension

- Insomnia

- Tachycardia

- Hyperventilation, shortness of breath

- Gastrointestinal distress, nausea

- Important impact in symptom management and QoL



Non pharmacological interventions

Communication is the Key:

- Listening

- Finding out what they (patient and family Know/ need to know)

- Finding out their concerns

- Being honest

- Reassuring where possible

- Spiritual distress

- Patients who undertand about their condition are less anxious



SLEEP DISORDERS



Sleep Disturbances

Frequently caused by: 
• Anxiety
• Pain
• Uncontrolled symptoms
• Fears of future (fear of death)
• Grief

NOTE THAT:
• Emotional and psychological/ spiritual assessment and support are fundamental
• May exacerbate asthenia and achievement of other symptom management
• Sleep history is important



Non-Pharmacological Interventions

• Regular schedule

• Naps allowed BUT avoid sleeping all day

• Control symptoms

• Avoid:

• mental stimulation AND distress at night

• Stimulants (eg: alcohol, steroids, coffee, metamphetamines, specially at night)

• Increase daytime physical activity (if possible: occupational therapy, phisyotherapy,…)

• Relaxation therapy, music, imagery

• Extra bedding in case of cold



SKIN PROBLEMS



Skin Ulcers

• Skin care is poorly taught, and frequently is relegated to the nursing team

• Cause of: 
• significant pain
• exsudate
• Bleeding
• Odors (which improve isolation)
• Infections
• Psychological trauma

• MANAGEMENT IS PREVENTIVE!
• TEAM APPROACH



Skin — Practical aspects in treatment/ management

• Keep skin clean and dry

• Protect pressure points 

• Use draw sheets to move/turn patient

• Special mattresses – air or air flotation

• Improve the best comestic effect possible to boost 

confidence

• Attention to lifestyle and psychological effects



HEMOPTYSES



Hemoptysis

• Ranges from streaking of sputum to massive bleeding > 200 cc/24 hours

• Frightening!

• If massive : 

• Medical Doctor/ nurse/ caregiver at bedside

• Opioids/ Benzodiazepines iv/sc push

• Hide with dark towels



Comfort measures in the final stage of life
Care in agonizing phase















“ Comfort measures only is the level of care offered to a patient when life expectancy is weeks to months or less,
consisting of:

oxygen per nasal cannula, oral nutrition and hydration as tolerated, no blood draws regardless of indication, no
transfer to critical care unit, optional case-based antibiotics therapy, opioids for maximal symptom relief and ideally
DNR/DNI.”



Recognizing the terminal phase (last days of life)





• The terminal phase is defined as a period of irreversible decline in functional status prior to death.

• The terminal phase can last from a few hours to days and very occasionally to weeks.

• Worsening of certain symptoms is indicative of entering the terminal phase:

◆ weight loss

◆ profound weakness and fatigue

◆ social withdrawal

◆ disinterest in food and drink

◆ dysphagia and difficulty in swallowing medication

◆ refractory delirium

◆ changes in breathing

◆ drowsy for extended periods

◆ reduced urine output

◆ skin that is cool to touch

◆ a waxy look to the skin



Frequent Problems:

• Insensitive communication about prognosis

• Poorly symptom management

• Inadequate therapies

• Uncomfortable environment

• Optimization of communication skills

• Involvement of the patient/caregivers

• Encouraging family participation 

• Improvement of technical skills



• Preparing the family and family well-being

• Discussing advanced care planning and resuscitation

• Anticipated dying

• Advanced care planning for patients with unanticipated threatening events

• Identifying substitute decision-makers and advance care planning

• Symptoms management in the final days of life





Summarizing:

• Allow The Patient To Be In The Place Of Their Choice

• Ensure The Patient Remains At The Center Of The Care

• Enable Health Professionals To Identify The Last Days/ Hours Of Life

• Assess Multidimensional Needs

• Relief Symptoms And Fears

• Family Support

• Grief Support



Work in inter and trans disciplinary team in palliative care
Education of user, caregivers and families/important others



The interdisciplinary team

Described as ‘an identified collective in which members share common team goals and work interdependently in
planning, problem solving, decision-making, and implementing and evaluating team-related tasks’



The interdisciplinary team should try to achieve the following objectives:

• Accurate/ speedy assessment

• Effective and integrated treatment/ care

• Efficient communication with the patient/family, with other professionals/institutions, and within the team itself

• Audit of the team’s activities and outcomes





The following aims are common for most CONSULT TEAMS

• To work alongside the hospital ward team by advising on symptom control and psychosocial/spiritual issues

• To support:

• relatives in difficult situations

• staff in difficult decisions and grief

• To educate staff/ family in PC

• To liaise with hospice /other PC services and home care services.



HOSPITAL TEAMS usually have several levels of intervention, from a consulting role to shared care and eventually
transfer of care:

◆ Advice and guidance to professionals on the ward team without direct contact with patient.

◆ Single visit for assessment and advice on further plans for care, preferably with referrer. Further contacts

specifically at referrer’s request.

◆ Short-term interventions with patients or families for specific problems.

◆ Ongoing contact due to multiple, complex problems requiring regular specialist assessment and interventions. In

this case the team might temporarily take over patient responsibility



Patient and Family Education

Education on likely course of illness, symptoms and possible complications :

1. Decreases natural fear and anxiety of the “unknown”

2. Develops a plan to relief/control symptoms

3. Facilitates decision-making and helps plan for future

4. Helps patients and families to know when to seek prompt medical attention

5. Dispels myth that dying = unavoidable suffering



Frequent questions:

• Where do I receive palliative care?

• Does my insurance pay for palliative care?

• How do I know if palliative care is right for me?

• What can I expect from palliative care?

• Who provides palliative care?

• How does palliative care work with my own doctor?

• How do I get palliative care?



In The national agenda for quality palliative care: the National Consensus Project and the National Quality Forum



Selfcare of professionals 



• Work in PC and, in particular, EoL care is associated with inherent stressors that may impact on the well-being
of healthcare providers and caregivers.

• Work stressors may have several impacts on the emotional/ spiritual and professional lives of the staff

• Stressors can adversely affect the effectiveness and quality of care and may compromise PC



In Textbook of Palliative Medicine (5th ed.)



In Textbook of Palliative Medicine (5th ed.)





https://palliativecare.org.au/resource/resources-self-care-matters-practising-self-care/



https://palliativecare.org.au/resource/resources-self-care-matters-practising-self-care/



In Textbook of Palliative Medicine (5th ed.)

PERSONAL 
STRATEGIES



In Textbook of Palliative Medicine (5th ed.)

PROFESSIONAL 
STRATEGIES



WORKPLACE

In Textbook of Palliative Medicine (5th ed.)





Thank you!

Teachers’s name

Teachers e-mail

Date of the session
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